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ABSTRACT
The Nigerian population continues to increase despite the introduction of family planning
services as @ means of curbing population growth rate in the country. Although several
studies have identificd barriers 10 effectlive use of contraceptives, major emphasis has
been placed on the role of women. ‘l{owever, there are few of these studics that focused
on public servants working in tcruiary institutions. Therefore this study identified faclors
influencing usc of contraceptives among non-tcaching swufY of the Colicge of Medicine,

University of 1badan.

The study was descriptive and involves the use of both quantiiative and qualitative
mecthods of datla collection to obtain information on knowledge and pattcem of usc of
contraceplives. A semi-siructured sclf-adminisiered questionnaire was used Lo oblain
data. Eight Focus Groups Discussions (FGDs) were conducted among malc and femalc
respondents. The FGD themes provided detniled information on [actors influencing
choice of conuaceptives. Of all the 500 members of stafl invited 10 participate in the
study, 80 members participated in 8 focus group discussions while only 371 (88.3%)
conscnted to administier questionnaire and rcturmed. Quantitative data analysis was done

using Infcrential Statistics while qualitative data were analyzed thematically.

Respondents included scnior (56.9%) and junior (43.1%%) stall that hwd worked in the
College for between one and thinty-five years. Respondents mean age was 42.4 years
(29.21). Most were males (62.6%) of Yoruba origin (89.8%6). Morc than Gure-quarter
were marricd (84.1%) and belonged to o monogamous marviage (78.2%). ,\ large
myority (91.1%6) correcily defined fanily planming. Of the 98.1% that were aware of
fomily planning only 67.1% had cver used any method. Previous use of conteaceptives is
significantly’ higher among those aged 40-49 (76.9%%) (P<0.0S) and senior stafl (75.8%%)
(P>0,05), Condom (65.8%) ranked the highest of the well-known contraceplives. Sources
of information on contraceptives include clcctronic media (43.2%), health institutions
(23.5%). [riends/famtily (14.6%), prnnt media (11.8%), and religious organization,
Slightly. more male (62.2%) than female (60%%) reported use of contmceptives.

v
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t{owever. more fcmales (60.4%) than males (46.1%) had visited a clinic for the purpose
of recciving the service. The chemist shops (85.4%) was the most patronized outlet for
oblaining contraceptivics. The couple (93.4%) was identified as responsible for making
decision on usc of contruccptives. Factors influencing choice of facilities reported by
respondents tnclude cost (37.0%). privacy (17.5%6). availability of different methods
(10.5%), ailitude of health workers (4.6%). and accessibility at all times (2.4%). Current
contraccptivic usc is common among males (74.6%), thosc aged 30-39, (60.2%) and
scnior staff (70.6%). The preferred methods include condom (28.6%), withdrawal

(8.1%%). salc period (7.0%) and [UCD (6.7%). [n addition, FGD discussants identified

cosl, side cffects and perceived cffccliveness as factors influencing choice of
contraceplives use. Similarty, reasons statcd for not using any conimceptive include not

being marricd: need to have more children, religion and attainment of menopausal age.

Thcte was low contraceptivies use among women of childbearing age and junior members
of s1alf. This infonins the nced to intensify cffort 1o improve covernge of contraceptives
through cffcctive health cducation strutegies nnd govemment intervention such as

subsidies on contraccptives and creation of more users’ friendly outlets.

Key Words: Family planaing Meihods., Comrucepiives, Non-tcaching stalY, Condom,
Clinics.

Word count: 184
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CHAPTER ONE

INTRODBUCTION

1.1 Background of the Study

1he relatively high birth roic in Nigena which has beea sccompaaicd by stcady declines
indcath rates has resulied in high rales of population growth (Ebigbola and Oguniuyigbe,
1998 Oyedokun, 2007). Nigcrin's annual nate of population growth of abaut 2 87 percent
lias been o major cause of concem for pupolalion experts-and golicy makery for some
time- With an estimated doubling pertod of less than 25 yean at the current rate of
population growth, the curtent level of consumption canonly be maintained 1f production

ol goods and services will also double in jess than 25 yeary (¥ bigbola and Oyunjuvigbe,
1998; Oycdokun, 2007).

Linfortunately, this 1s almost inspossible w achieve as all avaulable evidence indicates that

the nitc of growth of the econony has been lower than the cate of wowth of the
population, Standands of living tend lo worsen when the mic of population growth
cxceeds the mie of economic gromth (Feyisctan and Bamiwuye 1998. Oyedokun, 2007).
Within the Tast four decades, there has been increascd peessure towards limiting family
size In Nigerie These are the results of the rapid growth of the large lowns, the ver)
great extension of educational focilitics, and among the clite, the far greater dilliculty of
sccuring top jobs 1hat have come with independence (Ebigbota and Ogunjuyigbe. [998;
Oy-cdokun, 2007).

In response 1o the situation highliglhted above, the nnuonal policy on population for
desclopinent, unity, progeess and sclf-reliance was formulated in 1988 and revised in
§ 2004 A major goal of the policy' is a reduction in fertility through increased adopiion of
contraception (Federal Govemnient of Nigena 2004, Ovedokun, 2007). Understanding

the factors that inftuence contraceptive use is cntical o the cfforts of prograninies to
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increase prevalence- Much unmet need for family planning persists. even in scitings
Where knowledge of contsaceptive mcthods is high. Studics suggest that many potential
users choose no! to use more rcliable methods duc to mispereeptions and concem about
health-n:tated risks. For example, a study in Maldives found that knowledge of family
planning was umiversal, but only 30% of couples we¢re using contraceptive mcthods
(Oycdokun 2004 and 2007) Scveml studics, including onc {rom Malaysin, found that

non-use of contraccplives was linked to fears about sidc ciTects (Population Reports,
1999).

All individuals and couples have a basic human right 10 decide freely and responsibly the
number, spacing. and tuming of thcir childien. Fulfilling this nght is an importani
inlcrveniioo for improving matermal and child health, pteventing HIV infections. and
improving thc ovctall wecll-being of entire (amilics. Yer, only a small proportion of
womecen in Africa (20%) \wwho waunlt to space or limit their pregnancics arc using some form

of contraccptives. Among thosc tiat are using contraccplion, most itre using shon-acting
mcthods, such as oral contraceptives and injeciables (FHI, 2007)

Womcen and couples who want safc and cflective protection against pregnancy would
benefit from access 10 morc centraceplive choices, including long-acting and permmancnt
methods (LAPMSs). .LAI’Ms are comvenient for uscrs and effectively prevent pregnancy.
They arc also cost cffective for programmes over time which can result in subseantial cost
sovings for govemmenis, and contribulc dircctly to reaching national and intcmational
health goals. Despitc thesc advantages, 1.APMs remain a relatively small, and somcunces
missing. componcnt of many national reproductive health ond family planning
programmes (i HI, 2007).

Coairacepiive usc has increased worldwide over the last decade. Yet, Afnca like many
other regions of the dcveloping world centinucs to have a high unmet nced c.g.
contraccplive materials and refusal of pecople 1o adopt family planning. Approximatcly
25 percent of womcn and couples in sub-Sohaman Afnca who want to space or limit their

binths are no1 using any form of contraception (Sonficld, 2006). More than half of the

(18]
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people 1n Affica arc younger than 25 ycars old, so unmet need is only expected fo

increase as these individuals enter therr reproductive years (USALD, 2006),

Timing and spacing of pregnancies are necessaty for improving the outcomes of
pregnasnicy and childbirth for both mothers and their children. Hannful oulcomes can be
gvoided il a woman waits at least 1wo yeass between the binh of a child before becoming
pregnant dgain (Extending Scevice Delivery (ESD) Project. 2007).  Although women in
sub-Saharan Africa claim that Lhiey prefer to space their births by more than two years,
inost binhs in the region ore still spaced closer than that (Ross and Winfrey, 2001),
Better availability of family planning services, including long-acting. reversible methods

(1.c.. intrauterine devices and implants), would fulfill the need for healthier 1iming and
spacing of pregnancies.

Peninanent methods of family planmng, as well as long-acting methods. would meel the
nced of individuals and couples who want no more childien. A woman in Africa gives
birth on average to five or six children in her lifenme (CDC, 2000). /s health conditions
improve and maics of child monality decline 1 Africa, 11 is expected that more couples

will choose to havie smaller families (Singh, Damroch and Vlassoff, 2003)

Onc mcthod of combating the problem of unwanied pregnancy and unsafe induced
abortion, which is o miajor contributor to matemal morbidity and mortalny in Nigeria is
through eflcctive eoniraception (Adewole, Oye Adeniran, [were, Oladokun, Gbadegesin
ancl Babasinsa, 2002) Also contraception has been promoted as an effectivie means of
family planning. Over the years fanuly planning services have been provided in many'
commurnilics in Nigcria as pant of the Matcrnal and Child iiealth (MCt) programme and
the dougs greatly subsidized by governments and other donor agencies in the country

(Olukoya, 1987). It has also been promoted as past of populalion control simtegics of
govermment especinlly in the laic 80s and 90s.

Yet Nigerin's population has continued to rise significantly and abortion has remained

widesprcad in the country. For cexample, up to 610,600 aborions arc reportedly
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ﬁfomcd yearly in Nigeria (Henshsw, Singh, Qyc Adceniran, Adewole, Ivwerc and Cucs,
.1'998), Monality from unsafe abortion has also becn reported to contribute as high os
40% of atl matecma! deaths (Okonofua, Odimegwu, and Ajsbor, 1999, 0)’c-Adcn;mn.
Umoh and Nnatu, 2002). This is so despitc the restrictive legal nature of the prov'iSions
of the Criminal and Penal Codes on Abortion 1n Nigeria- The prevalence of use of
modem contraceplive in Nigeria still stands nt 6% among marmied women (15-49 years).
Data {rom tire most recent Demographic Health Survey of 2003 show that 9% of Nigerian

women used modem conuraceptives compared with the Alticon and \World cverage of
20% and 53% respectively (DIS, 2003).

In the West African sub-region Cape Verde has as at 2003 achicved o 6% prevalence
rite of nodem mcthods among marricd women, aged 15-49 ycars (Vopulation Reference
Burcau 2003). Some previous reports have however, reported high levels of anwarencss

for modem contmception in Nigeria (Adewole ¢r af 2002: Clukoya ¢t af 1998, Onuzurike
and Uzochukavu, 2001).

Nigeria the most populous ceuntry in Africe with more than 110 million peoplcolso has a
high annual raic of population growth (2.8%%) and total fernlity rate of 5.7 life time births
per woman (NDIIS 2000, NPPC, 2003). Additionally, the country has relatively high level
of infant mortality (123 infant dcsths per 100,000 live births) and matemal mostality (800
matcmal deaths per 100,000 live hiths) (UNICEF, 2005). In responsc (0 these and other
scrious demographic and healib issues, the Nigeria govermment called for a reduction in
the birth rate through voluntary fertility regulation methods compatible witb the nation's
cconomic and sacial goals (NPC, 2003; NDIIS, 2003; NPC, 200-1),

Canweccpiive knowledge in Nigeria is said o be gencrally low, However, in the last
decade, there is sufficient exvidence 1o show that there has been an increasc in knowledge
among women (NDHS. 1990 and NPPC 2003). In most instances, men also are aware of
modcm contraccplives but have littlle access 10 such family planning services cither
because they asc not available or they are not alfordable (Lofferdo and Ashford, 1995). In

addition, there has been 1mpiovenient in contraceptive use since the 1990 Nigerio
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Demographic and lcalth Survey (NDI11S. 2000) when only 6 percent of women were
reportedly using any method, In the 1999 NDHS survey. 15.3 percent were currently
using any mcthod, while 9 percent were using any’ modem mcthod (NPC. 2000).

Traditional methods continue 10 play a majer role in fcrulity regulation and festility
appears to have dropped significantly in Nigena in the last decade (NPC. 2000). Total
fertility rote {TFR) according to the National Population Commission report for 1990 was
S2 (4.5 [or urban and S4 for rural Nigeria). In the 1990 NDIS Sunvey, TER was
rcported as 0.2, suggesting a recent decline of aboutone child per woman. Undeistanding
the utilization of conuiaceptives and the preferences of users will help to strengthen
exising nctworks and planning stiategies to address areas of delicicncy in a bid 10
encourage their usc. This study thercfore assessed the factois that influenced use of

contraccptives armong the Non-teaching siafl of College of hicdicioe, University of
Ibadan, Nigcrio.

1.2 Statemcent of the Prohlem

It hos been observed that scveral studies on fomily planning have been conducted in
Nigeria among diflcrent populations including men, women of child bearing age and
ndolescents (Ozumba and Amacchi, 1992, Odujirin, 1991). Such sludics including role of
men 1n family ploaning. kriowlzdge, ottitudc and practice of family planniog, factors

aflucncing uulization of family planning, identificd the barrices to effective use of
coniraceptives (Odyjirin, £951).

This study was initiated out of my personal expericnce when 1 was working at the
personncl unit ¢l the College of Mcdicinc. University of [badan_ It was mandator), that
any siofi wiio wants 10 use the swfl clinic should comt to the personnel for lctier of
introduction. 11 was noticed that most of the non-icaching stafl collected two or more
lettery (or dilferent women #nd having many children, It was also noticed thoat some of
the officeis impregnntied two or more \wwomen ot @ time, More intcrestingly, a porter that
married a ncw wile purposely decause his first wife was old and he did not need any,

child from her agasn also refused to have sexual intereourse with the woman.
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From records availablic a1 Personncl Division at College of Medicine, it \wvas obserycd that
junior non-teaching stafl in the College of Mcdicine tends to have larger family size
compared 10 the senior non-teaching and academic members of suaff. This situation can

consequently cndanger the health o f the mother, father and childeen (Emuveyan, 1989) as

a resulto fpoor nuuition and lack of adequate care for the children.

The contributory factors that have been found to influence the ability of an 1ndividual 10
adopt fomily planning services include: level of academic qualification, exposure and
contact with relevant infosmation and perception of contraceptives use (Olupona. 1993)-
In spite of the fact that a family planning clinic cxists within the Umiversity College
Hospital and in one of the Departments in College of Mecdicine, (Decparttnent of
Obsicirics and Gynaecology), many of the non teaching stall have not availed themsclves
of this opponunity thus engaging in unprotecied sexual activitics and multiple scxual
partners. most c¢specially among drivers with consequences of scxual tmansmitied

diseases, unplanned pregnancies and illegal abormon

In view of the above problems and concem, this study is aimed a1 assessing the level of
fomily planning owarencss, its utilizmion and ideniilication of possible barriers 10

utilization among the non teaching stafl in College of Mcdicine. [t will also suggest ways
of overcoming the identified barriers.

1.3  Jusiificutlon of the study

Marriage and family life are imponant universally acceptable pmctices within which
procreation and up bring of children 1ake place. Family planning as a way of life hefps n
paving woy for @ better quality of lifc for the family. The government policy is aimed at
blending family planmng scivices with the existing health care system a1 the grass rout
levels. cicate public awarcness of population issucs. change attitude of large farily siac

and cncourage grester acceptance of family plamtung contraceptives

Despite severnl studies focusing on women since 1965 (Loffredo and Ashford, 1995),

fentility still remaans high 1n Nigena because of poor adoption of controceptives methods
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Several studics have also shown men play an importamnt role in decision about family size
and the adoption of family planning methods (Mbizuo and Adamchak, 1991; Oni and
MeCarty 1993; Khalifa. 1988; Adamchak and Adebayo [987; Ukaigbu, 1977). This study
will assess factors influcncing use of continceptives among these public servants of
Collcge of Mledicine, Univesity of lbadan and the (indings will therclore consiitute
imporiant basclinc information for the design and implementation of cducational

intervention for the utilization of contraceptives among the respondents.

1.4 Reseurch Qucestivos

The following research qucstions will be answered by the study

¢ \What arc the respondent’s level of awareness and knowledge of contiaceptives?

2. What arc the pattlem of contraceptives use and accessibility among the
respondcnis?

3. \What factors infiuence choice of contraceplive scrvices?

What arc the respondent’s sources of information about contraceptives?

What arc the problems and benefits associatcd with the use of contraecptives?

1.5 Broad Obijjective

The broad objective of this study was to determinc prevalence of continceptives use

among the non-teaching staft of College of Medicine, University o f 1badan with the view
of making appropriate inlervention

1.5.1 Specific Objectives

The specilic objcciives were (0:

1 Betermine the level of nwareaess and knowledge of contiaceptives among the

respandents.

2

Assess pattem of controceptives use and accessibility among the respondcnts,

[dentify motwvating and constrauning [actors which aficct choice of contraceptive
use oniony the respondents

Deteomine sources of infonmation about conirnceptives.

tdentify problems and benelits of contraceptives among the respondcnts.
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1.6  ypatheses
The following hypotheses were tested during that data analysis

l. There is no association between respondents’ level of education and practice of
contraceptsve.

3 There s no association between respondents’ socio-ccononiic status and use of
contraccplivcs,

3. There is no associalion between sex of respondents ond their level of
contraccplive use,

3.

There is no associstion betwcen respondents’ knowledge ol contraceptive and the
usc of tic same,

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




CIHAPTER TWO

LITERATURE REVIEW

2.1 Llistorical Backgrounl

FFrom ancient times, various methods were attemptcd to prevent unwanted preghancy and
unwaiied births. In the !oly Bible, Onan used coitus inteqruptus (Genesis 3&:8-9) w hich
camed him the espression “Onanism”. A review of Greek practuices included 12 pages
listing abortifaccicnls plus instrumenl. injections and medicaled pessanes or 1amposns
(Moissides, 1922). At lhat time, use of nbortion and iufanticide exceeded the use of
contraccpuves (Mimes, 1970). Hippocrates, in order 0 discourage the practice of
abortion and infanticide, encouraged couples 10 practice periodic abstincnce (Shspens,
1991) while the Rev. Thomas Malthus advised™ approach in his coll (or greater caution

on procrealion at about the niddle of industrial revolution, 1798 (Riches, 1988).

Modem conuaccptives came into limelight around the 1960s with the introduction of the
steroidal oial contraccptive pills. From then on, a great deal of improvements and
discoverics has taken placc and today, quite a number of choices nrc available, The
choice of eontraccpuve howeer depend on several variables such as panity., side clfects,

age, attitude of heath workers, cost; medical history of diabetes mcllitus, hypertension
elc,

The World Health Organmization {(WHO) in 1971 dclincd FFamily Planning “as a way of
thinking and living that is odopicd voluntarily, upen the basis of knowledge, attitudes and
responsible decisions by tndividuals and couples, in onicr to promoie the health and
welfare of the family group and thus comnibute cffectively to the social devclopment of a
counu’y”. Despite this definition, the term “Family Plamning” sull has differcnt mcanings
10 difterent people (Fajobi, 1985). [t may mcan binh spacing; fertility regulation: birth

limitation, taslonng: family welftre ot contraccption.
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Family Planning should mcan all the above although dilTerent countries oflen emphasize
onc or a combination ol the possible mecans carlicr stated. In Nigeriaonc of the objectives
of the Nationn) Population Policy is 1o make family planning mcans and services to all

couples and individuals easily accessible ot affordablc cosl, at the earliest possible time to
cnable them regulatc their fertility.

Eentility rcgulation can be achieved through contrsception which is defined as oll the
mcthods through which unplanned pregnancies may be ovoided (Donnay, 1991} Based

on the forcgoing; several people usc the terms ‘family planning™ and “contiaception
inteschangeable.

In the last century, family planning was quite tudimentary. Popujation contro] achieved
lmsgcly through coitus interruptus (withdrawal). People resosted to the termination of
pregnancy (abortion) if coitos interruptus failed (Diller and Hambree, 1977). During this
period family planning movemenis had no modern conttaceptive methods to offer, lacked
govermmcent suppoit and oficn faccd legal and religious opposition (Robey ¢t al, 1994),
Now fenility in developing coustries is falling nearly twiee as fast as in Europe dusing its
feritlily tmasivon a centimy ogo. This is largely due to the advent of modem
contraecpuve methods tosgeted at women (l.ofTredo and Ashford, 1995).

In developing countnies couples using coniraceplives has increased from 10% in the
1960s 10 54% in 1997. Similarly, fentility has also declined from ¢ children on the
average per woman to about 3.4 (WHO, 1997). This hos not been paruculorly true for
Nigena which has a contraceptive prevalence rate of 6% and tolal fertility rote of 6.2
(WHQ, 1997). The sucecss or failure of family planning progmnimes s tmceable to men

Men influence not only whether a woman will usc contmeeptive but alse how well she
will usc-her chosen method (Green, 1990)

Growth of population pecked up atter Nigenia achieved independence on October 1, 1960
Alibough concern about the nuniber of tllegal. induced abortions led to the establishment
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of the first family ptanning clinic in Lagos in 1958, for the first three decades following
independence the federal governnient kept a low profile on population questions- Prior to
the late 1980s, family planning scrvices were mainly provided by the Planncd Parenthood
Fedcration of Nigeria (PPFN), which was sianted in 1964 by the MNeattonal Council of
Women's Socielics with assistance from the Pathfinders Fund, the Intemauonal Planncd
Pasenthood Federation (IPPF), and the Unitorian Universilies Scrvice Committee:
PPFN’s cffonts were assisicd by teaching hospitals a1 the universities of Ibadan and Lagos

which took the icad in cducating the public on the importance of birth contre! and also
provided fainily planning scrvicces.

2.2  Family Planning Praciice in Nigeria

Planned Parenthood Federation of Nigeria (PPFN), an affiliate of the Intcmational
Plasned Parcnthood Federation (IPPF) (Which is a world body, grouping together more
hundred countrices interested in family planning) came intc existence in Nigcna in 1964.
From then, (amily planning or Planned Parenthnod Federntion of Nigeria (PPFN) was

accorded the right and was seen as an essential component of the nation (Family Planned
news 1985).

The organization was founded in November 1964 in linc with the rccommendations of an
ad hoc committee sct up by the national council of women socictics and marriage
Guidance Council of the Socia! Welflare Depariment in Lagos. The body is charged with
the responsibility of finding solutions to the prevailing high incidence of matemal death
through induced abortion by various mcans, In order to resoh-c shis problem_ the same
year. by a group of volunicers in conjunction with the national council of Social Welfare
Dcpaniment in Lagos. 1t was then known as the Family Planning Clinic of Nigena which

current has been metsmorphosed into the Plannred Parenthood Federation of Nigeria.

The PPFN has established its offices in thirty (30) states of the fedemtion including
Abuja and now has morc than |58 (amily planning clinics scancred in vanous paris of the
couniry. The Nigerian govermment recognized the PPFN activilies since 1966, but

councsl in Nigeria an 1975, that the Federsl government started glving annual subvention
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to the PPEN (Planncd News, 1985). The PPFN has been involved in training field
workers and vatious aspect of family planning and major cfforts have been directed

towards motivating peoplc 10 accept family plonning through communits outreach,
lectures and seminar/ workshops. Family planning clinic/facilitics ase now' readily

availoble in almost al! the state hospitals and primary health clintes in the country'.

2.3  Groups of Contraceptives
Short-Acting Mcethods

Shont-acting contraccptives such as pills, injections, and condoms can be high!y cffective

for couples who want to delay or space pregnancics. have reasonable aceess to sources of
suppiy. and usc them consistently ond correetly. These methods ecnabie women 1o become
pregnant again when they stop using them. Oral contraceptive pills (also known as the

pill) are the most popular temporary mcthod of family phtenning in most of the world. The
pills contain hormones and arc taken daily in monthly eyeles.

In sub.Sehamn Africa, however, hormonal injections that ore given cvery two or three
months hav'e overtaken the pill in populariiy. injections have the advanuge of casc of
usc: Women do not nced to take sorncthing cvery day ond can be more discreet about
using a coniraccftive. Mole latex condoms can protect apainst both pregnancy and
scxunlly transmitted infcctions, including HIV/AIDS. Though only about 4 percent of
matried couples 1eported using condoms in developing countrics. condoms have goined

in populanty’ since the carly 1990s with the spread of the HIV/AIDS epidemic. Some

couples use both condoins and another method to prevent pregnancy

l.ong-Acting Methods

Long-acting. reversible incthods include 1UDs. which are inserted in the uterus, and
hormmora! implants, which are inserted in the arm under the skin. These methods have
several sdvantoges: \Women have little 1o do once the mcthod is in place; they can use il
for three to 12 years, depending on the methiod; ond they can become pregnant ogain alter

the device is removed (The INFO Project, 2008) \Women can usc these mcthods to space
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pregnancics or (o stop childbearning, os long as they retum to a provider for removal or

replaccment.

Unlike [UDs, intplants arc not widcly available or used around the world. They account
for 1 percent or fewcr users in most counteies (MEASURE DtIS, 2006). Implants have
higher manufacturting costs than other methods, making it harder for governments and
programs 1o alford them. Also, providers must be trained to insert and temove them
properly.

However, implants offer an altemative hormonal method for women who cannot or do
no want 1o retum to clinics or pharmacies ofien for supplies. New umpiants coming to the

market promise 10 be both cheaper and easier for providers 10 use (Decpa and Ushma,
2007),

Permanent Mcthods

Female stenlizotion, also knovvn s tubcrcctomy, is a surgical procedure in which o
womaa’s fallopinn tubes ase blocked or cut te prevent pregnaney. One-fourth 1o one-third
ofinarricd womenrely on sterilizotion in Asia and Lalin Amenica and the Caribbean, but
only a small percentage choose sterilization in northem and sub-Saharan Africa. Sub.
Saharan Aftican countrics have relatively few trained providers, especially in rural areas

where much of the populaiion lives, and women are Iess likely to hear about sterilization
from thcir peers

Male sterilization, 0!50 known as vasectomy, is onc of the lcast knovvn and used methods,
although it is simpler, safer. and less cxpensive than female sicnlization. Less thas 1
peeeent of couples usc it in the vast majority of developing countrics. China is uan
cxception, with 7 percent of couples teponing using the mcusod. Male sterilization is
more common in dcveloped counttics, ond excceds female stcrilization in sonic,
tncluding the United Kingdom and the Netherlands, Several reasons may account for the
low' use of vasectomy in most of the world. Govemments have not widely promoted it;

reclalively few providers are trdined in the procedure; and many men mistakenly belicve
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that it will affect their sex drive (FIHI, 2003). Counscling is an important component of

ptograms oficring petmanent methods for women or men.

Womien, who were sicrilized a1 a young age. such as in their 20s, arc more likely to regret
having had the procedurc than women who were sterilized at older ages. Reversing the
procedure is ncarly impossible in low-incomc countries. Counscling can help ensure that
individuals and coupfes undetsiand 1liat tcmporery contraccptive metsods are also
available: that the procedusc is voluntaty and probably cannot be reversed; and that they

can decide against having the procedure & any point before it wkes place (lafo Project,
2008).

2.4 Revicew of types of Contrauceptive Choices Available

A contraceptive 1s o device, drug or mcthod used 10 prevent conception (Churchill’s
Mcdicnl Dictionary, 1989). The introducuion of biith conitrol pills and tmproved intm
uterine Devices (1UDs) produced a virtuol revolution in contraceptive technology. For the
first time in the histoty of human reproduction. contraceptive micthods which were
comparatively casy and coivemient to use as well as reversible, highly cffective and

rclatively safe became available giving women nfmost total control over the timing of
pregnancy’ (Population Reports, 1982)

Advances in medical technology over the last 35 ycars have madc it possible for all
women and men to plan thcir childbcanng Family planning methods include omi
contraccpuives {tiic “pill™);, hormonal injectibles: sutxicrmal implants; intrautcnine devices
(1UDs); male and female sicrilization; and bamer mcthods such as male and female
condoms, diaphragms, and spcrmicides. Other methods include the Lactational
Arcnorthac Mcthod (LAN), fenility avwnrencss methods such as mcethods that involve
keeping truck of when 1he fertile time of the menstrual cycle starts and ends (the Standud
Days Mlcthod); aid symploms-based mcthods. vwhich depend on observing signs of
fentility (ccrvical sccretions, basal body temperatuse)(INFO Project 2007)

Iimcrgency conuiiception con keep 8 woman from geuting pregnant afier she has had

unprotected sex. Emergency contraceptive pills contain the same hornmnoncs used in orul
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contraceptives: they can be oblained by using higher doses of regular packcts of pillsor
by buying pills designed for that purpose NFO Project, 2007). They are not intended to

be used s a regular lunily planning method, but can help 2 woman avoid a pregnancy if
used up to five days ofter having unprotected sex.

While there is no “idcal method™ of family planning. there is a safe and cflective method
for cvety woman. Family planning mcihods vary according 10 their convenrience, cost,
cffectiveness, side cflects, risks, and bencefits for the tndividual. Family planning users
gre best able 10 cvalualc the rclative importance of thesc foctors based on their
preferences; their desired fomily size; stage of life, goals of delaying. spacing, or kinnting

future pregnuncics; health stotus; relationship status, and living conditions (Family
Planning Saves Lives 2009),

A hncfl revicw of some of the methods is as presented below, especiolly' the modemn
mcthods that may be considered for young people, mamed women and men. Evetyone
who makes informed choice ahout 4 contraceplive method is weighing the potential

health benefits and sisks against the conscgquences of an unwanted pregnancy.

For each method. tlic risk- benelil colculation varnes {rony individual to individual and
from place o place. For exainple in Westcm Countrics, advances in obsltetrical care have
overcome most heaith risk associaled with child beanng and safe legal abortion has
almost climinated abortion sclaled monality (Populaton Report, 1985). ‘Thus for
.indlvidual women in weslemn countries, the health risks of the pill or IUD although in

most cases miner, poy weigh more heavily in the choice of a contraceptive method

In Alnca, Asia and Latin America, the complications constliute o leading cause of death

among women of reproductive age (Population Repart, 1985). lo these sctting the health

benelils of contraception regarclless of the method, almost always out weigh the nsks.
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Barricr Mcthods

These methods act hy preventing penctiation of sperm into the uterus thereby preventing
fentilization of the ovum (female ¢gg). Latex condoms are availablc for use by men at
every ael of coitus. If propetly used, they are effective for protection against unwanted
pregnancy and sexually uonsmilled infcciions (Bullough and Bullough, 1991). Other
contraceplives in this group for females include vaginal diophragm, cenvical cap and the

femole condom. Their major draw back is the inconvenience in wcaring it before cach
coitus.

Spermicides arc poswerful chemical substances which kill the sperm and ideally should be
used with condoms and other barrier methods. It provides exua protccton 1f a condom
bursts or slip during intcrcourse, Although tiot as clfective as the condom when used

olone, i1 provides some prolcction against umsanted pregnancy and it is under the women

control.

llormonal Mcthods

tlormmonal methods consist of the synihetic femaole hormones. oestrogen and
progeslerone. They act mainly by suppressing ovulation thereby preventing fertilization.
The combined oral contraccplives (the pill) contain two hormones stmilar 10 the natural

hormmones in a women's bady c.g. @ synthelic oesthrogen and a synthetic progesicrone
(Robent, 2003).

The pills are required 1o be taken daily in order 1o moke the most ctiective use of i,
WHO docs nol recomimend restriction on the pill on the basis of age (W10, 1995). L.ike
the condoms, the pill and other hormonal mcthods do not have eftect on future fertality.
(Liskin and Rutledge, 1984). Most pcoplc may have problem with reincmbering 1o ke
the ptll on doily basis and this will cause serious drawback.

Emecrgency contraception also called postcoital or moming nftcr ts now. possible using the
combined oral cogtraccptives {Robert. Hatcher, 2003 and Yuzpe, 1985). liownwcrer,

posicoital oral contraception is not a substutuic for other contraceptise metheds but it can
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very usclol for preventing pregnancy when a woman has been cocrced or raped, had

an emergency sex when no other contraceptive was available or had 2 condom bussi.

Iniectable hormonal contraceptives contain only synthetic progesticronc injections similar
to natural hormone that a woman's body makes and arc requited only cvery’ three months
for Depo-provera.and every two months for Noristerat. They' arc convenient and provide
privacy but require 1rained personnel to give the injection (Population Reports, 1993).
Robert 1latcher (2003) teported that 1t is very clfective with 0.3 pregnancics per 100
women in a year of use (1 in cvery 333) .when injection are regularly spaced, three

months apart.

Notplant implants consist of small hormone rclcasing capsules usueally six in number
which when inserted under skin can prevent pregnancy for o petiod of five yeass
(Population Report. 1992 and Robett tatcher. 2003) the major set back with notplant is
that it requires htghly trained staff for its insermon oad removal.  All hormonal
contraccplives causes changes in menstrual cyclec and do not offer any protection against

scxually transmitted infections

Intra Utcrine Pevice

These are dcvices inscrted into the utenne cavity ond they prevent pregnancy by
impeding spestn uansport 1o the site of faitilization thus preventing (crtilization. They
also cause inflammatory rcactions in the uterus thereby preventing implantation of the
fertilized ovum {Populaticn Report, 1995).

The carlicst forrns were Lippes Loop and Marguitles Spiral which appeared in the 1960s
The most widely used {UD today 1s the copper contiining IUDs especially T Cu-380A.
[UD 1s 'ong- acting coniraceptives but they arc not recominended for women who

arc at tngher tisks of STIs. More so, IUs may couse increased nienstiual bleeding and
spolting and menstrual cramps lcading to higher expulsion rates in wonicn (Robert,
2003).
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Table 2.1

Types of Contraceptives and their cffcctivencess

Very cfiective and save

Onc injection cvery 3 month

Blceding changes are normal- spotting, light bleeding
between periods, and, afler one year, ofien no periods.
Some weight gain or mild hcadaches can occur.
Private. Others cannot tell that a \wwoman is using it.
Can be uscd by wamenof any age, whether or not they
havc children.

Women who stop using DMPA take an average of four
months longer than ususl 10 get pregnant.

Sale during breastfceding. beginning at six weeks afier
childbirth

Helps prevent uterine tumois and pregnancy outsidc the
womb.

"DMPA INJECTADLE .
CONTRACEPTIVE '
NORPLANT .
INMPLANTS .
COMBINED ORAL | o«
CONTRACEPTIVES .

6 small capsules placed undcr the skin of the upper arm.
Very cilective for up to S years (and perhaps longer)

Can be used by women of any age, whether or not they
havc children.

A woman can have the capsules taken out at any time.

A woman can get pregnant once the capsules are taken out.
Changcs in the vaginal bleeding arc nonnal—light

bleeding between periods, spotting. o rno penods. Mild
headaches can occur.

Safc duiing breastfceding, beginrung at 6 weeks afier
childbinth.

liclp prevent anemia and pregnancy outside the womb,

Effecuve and reversible,
Take every day for the best protection.

f.specially in the first fow months, somc users have side
cffects such as stomach upset, blecding betwecen periods or
spouing, weight gain, mild headache, or moodiness, Not
dangcrous

Sale for almost all women. Serious side effects arc rare.
Can be used by women of any age, whether or not they
have children.

ielp prevent certain cancers, nnemia (low iron), menstrual

camm and urcgular bleeding, and other medical
conditions

Can be used as emc

®
Source: The essepilal Co
tealth Care Pros

L3 fict uaprotecied sex
niracepiives JTechnology'. A s

iders Roben A, |latcher, (2003) —
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Table 2.1 Condd.

Types of Contraceptives and their effcctivencess

'OGESTIN-ONLY
AL
ONTRACEPTIVES

‘Good choice for nussing mothers who want pills, beginning

al 6 weceks aller childbirth.

Very eftective during breastfceding.

I used when not breastfecding, bleeding changes arce
normal---especially spotting ond blceding betwecn periods.
Cnn be used as emergency method afler unbrotected sex.

‘CONDOMS

Can prevent scxually ransmitted diseases (STls) including
AIDS and prevent pregnancy.

When condoms ase necded to prevent STIs/ AIDS, many

couples use them along withother family planning methods .

Easy to use with a litle pmctice.

Effective i Cused correctly every time. Hoswever, usually
only somewhnt effcctive because some men do not use
condoms all the ime.

Somec men object that condoms inverrupt sex, icduce
scasation. or cmbarrass them.,

IUD (Inuautcnine
Device)

VAGINAL
METHOD

Small device that a specinily tmined family planning
provider places inside the womb.

Very eftective. icversible, long-term method.
Teu-380A IUD lasts at lcast 10 years.

Menstrwl periods may be heavier and longer, especially at
ficst. Bricl discomlost after [UD is put in.

No cfficcton breastlceding. A speciaily imined provider can
be put in an 1UD aller childbiah.

Pelvic infecson more likely i £ the user gets o sexually
nansmitted infection (STI). Scrious complications are rare,

Can come out. especially in the first month, so checking for
the stiinps is importiant.

L ]

Spermicide, diaphragm, and cap — mcthods a ywoman
controls and can use when needed.

Must be placed 1n the vagina each titne before sex. Can do
chead oftime instead of interrupting scx

Can be effective when eomrectly used every time. However,
often not very effcctive because many women do not usc
them correcily every time.

May help prevent some sexually transniitted infections
(STls) somewhat.

Bladdcr infection is norc likcly.

Source: The cuml!al Contracepiives Technolagy: A bawd book for Clinic MEU

Heulth Care Praviders. Robent A-Halcher, (2003)
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Table 2.1 Conud.
. ‘Types of Contraceplives uand their effectivencss
[ FEMALE | e Pcnnanent mcthod for wonicn who arc surc that lhe)'*w;ll ||
STERILIZATION nol want more children, Think carc fully' before deciding.
e Sale, siinple surgery. Usually done without puiting the
woman 1o sleep. Local anesthetic blocks pain.
Very cficctive.
e No known long-tcnn side cllects. Bricf discomfort afer
procedure, Scrious complicalions of the procedure are

rare.
b iy e No cllcet on scxual ability
VASECTOMY o Pecrmancnt mcthod for men who are sure that they will

want no more children. Think carcfully before deciding.
e Safe, simple, convenicnt surgery. Doric in a fesw minutes
ina clinic or officc. Local anesthetic biocks pain.
e Very cffective after ot least 20 cjoculntions or 3 months.
Neced anaother method until then.

e No known long-tenn sidc =ffects. Bricf discomfort after
procedure.

e No effect on sexual ubility or [celings.

FERTILITY « A womon lcamns o 1cl! the fetile time of her monthly 1
AW ARENESS- cycle.
BASED METHODS o

Knowing this, a couple avoids vaginal scx, or they usc
condoms. o vaginal method, or withdrowal during the
fcetile time.

o Can be ellective if used correctly. Usually only
somev hat cflectve, however
e Usually necd close cooperation between sex partners.
Avouding scx for o long time can be difficult
* No physical side cflects
| e Ccnain mcthads may be hatd to usc during fever or
vaginul infection, afier childbinh, or whilc breastfceding.
A family planning method based on breastfceding.
A breastfccding woman uses EAM when:
2> Herbaby gets little or no food ordeink except
breast milk, and she breastfeeds often, both day
aund night, AND
> 1ler mensirual periods have not tumed, AND
«+ |{er baby is less than 6 months old.
o [:flcctive for up 10 6 months after childbirth.
e ‘The womon should be planning for another inctdiod when
shc no lonker uses LAM.
Source: The essentiod Cantroceptives Technology - A hand hook for Chinfe Srofly—
Heaith Cure Providers Robent A, Hatcher. (2003).

LAM (Lactationzl |
Amcnorrbea Mctliod) -
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nal Mcthods of Family Plaoning

family planning mcthods pre-date the emetgence of modem Dbirth control
Before the advent of condoms and hormmonc-alteiing drugs, men and women utiljzed
primitive mcthods for preventing conception. Although some of thcse techniques are
surprisingly cflcclive, they require diligence and careful planning.-

Many couples around the world use nitunls. herbal opproaches and similar practices to
regulate fentility: for cultural, ecopomic or personal reasons. \While many of these belicfs
and practices are completely ineffective as contraceptive methods, and scmc asc cven

harmiul, cenain aspeets of these indigenous beliels can be used to promoie better famuly
plaoning (FHi, 1995)

Pmactices that e oot homful — such as niuals or stotytelling — may ofler innovative
ways 0 teach bow (he body works and about mpdem coatzaception, or 10 encournge
conrect and cooxsiad wse  Providers who familiarize themselves with cultural beliefs
about femility may cammumsaate more cfleciively with women and men about their
amacepuse opoas. Prograos may reach new groups of clients if their scrviees are

contidesed pant of the larger eoniext of a cornmunity’s historical uaderstanding about
feruliny (FI1. 1995%).

An csifiinz NigEnm atual, placing an object made of rexd catbers, called a “res0” on the
fow, 15 behieved 1o oabc I uxpowsible fos any man 10 have sexual Intcvourse with an
adolescrmt gl until the spcdl s removed.  Even simply discussing the teso can help
wanen EdcrRacd that (amsly pilsarung 13 not ncw, and thal altempts to reduce
childbearing b ¢ doen pracuecd for mullcna in almoa every cultwe (Delanao, | 990},

Many of thxzc Selicfs beve 00 barm§id ¢(Tects 96 8 waman‘s beatth, and ma) help anue
her of buing in aomtrol of her owa faruliy. These include tneffective aottone that
pregnancy mhpﬂwu&numnmurnmmmmucmmnummﬁw
charms, including dead spiders, ¢h)aen's socth, or leopad skin byacelets (sinoe hoopiar:iy
are believed 10 sare awey wowasted prigyancy) Drindang ks paade from vanow
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basmless roots and weeds and jumping up and down or sneczing aller intercourse to
dislodge the sperin are other examples (FI1L 1995).

Counterproductive helicls

Some customs and piaclices, however, may be dangerous or countcrproductive and
should be discouraged. The Nigerian beliel that sex during mcnstruation will urn people
into albinos is not harmful, but may increase the nsk of pregnancy. Stnce menscs is a
time when women are typically infertite, probibiting sex during menstruetion may

encourage sex at times when women are more likely 10 be fenitte (Delano, 1590).

The hannful practice of douching with hot water. salt, vincgar, lemon or potassium alter
sex is common in African cultures, and should be discouraged. This incffective technique
can introduce infection into o woman's uterus and cause permancnt damage. tncluding
infertility. Other potentially bannful pregnoncy: prevention traditions include; eating
arscnic and castor oil seeds; drinking water used to wash dead bodies; and soaking coiton

wool in pepper aad inserting it imo the vagina as o barrier method (Delano. 1990).

The 28-bead neckizace

In ncarly every culture, jewclry has played an important role in sexual relations,
including beliefs about fertility. For centunies, amulets and charms have been used (o
promote romance, a5 well as (o avoid pregnancy. e Institute for Reproductive llealth
(IRH) at Georgetowst University 1n Washington, the Population Council in New York
and the Center for Rescarch of Matemal and Child Disensc (CEMICAMEP), a non-proiit
family planning organuzation in Brozil, plan to study the use of a 28-bead nccklace to
help womea follow (heir menstiual cycle and to be aware of when the 1isk of conception

IS greatest.

The first bead of the necklnce is red 1o indicate the lirst day of menscs, and the next seven
beads are brown, indicating o ume of inferiility, These ase followed by 11 white beads
designating the fertile window, with lluorescent beads indicating a woman's peak days of
ovulation. A black ruhber hand misker 1s moved from bead to bead to follow the cycle,
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The fluorescent beads for pcak days of ovulation glow in the dark, o vivid reminder when

the necklace Is near a woman's bedside at night (IRH, 1995).

2.5 Benefits of Using Family Planning Methods

According 10 Planncd Parenthood Fedcration of Nigcna (PPFN), thete are four basic
reasons for promoting family planning. Family planning is perccived by most people as
fundamental human right which should be exercised by all voluntarily. By this rationnle,
the right of couplés and individuals, espccially women to irccly and voluntarily decwde on
and regulate their reproductive behaviour is being directly promoted through family
planning. Therelore, family planning information ond practices becoine accessary (o

enable individuals and couplcs 1o chaose the right way of reproduciive conduct (Planfcd
Newslettcr 1991, Singh ¢1 af 200]).

In addition, family planning practices promote thc health of the mother, child. the father
and therelore the communily and nation (PPFN News 199): Singh cr af, 2003).) abscnce
of family planning will imply high matermal and child morality and morbidity from
malnutrition and communicable discascs e.g mcasles and reduce life expectancy of the
fother. Accoiding 1o Planfed Newsleiter (1991) family planning practice help 10 ensure
1hat childbirth do not eceur among women oo early, loo elosc. tao many, too tate and too
ooslly to their lives, all of which carry tremendous amount of healtb risk 10 1lie mother
and child.

Family planning alse heip by ensuring adequale regulation of births, and saving woinen
fram excessive child bearing, family planning proetices gives women time to pursue their
education, carticrs, and other legitimate aspimtions (Singh ¢t af, 2003). It also gives
women more time 10 be involved in the soclo-economic activilies of their communitics
and the znation. According to the Planncd Parenthaod Fedcrtion of Nigeria Ncwsleler
(1991) effectivc family planging practuces ecnables women to share their time

mcaningfully between their primaiy roles pursuit of soclo-cconomic teproductine life
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Rapid population growth has been idcentificd as one of the factors slowing down family
and nalion devetlopment and rcducing the living standard of the people. Thetclore, for
sustainablc national dcvelopment to takc place, the rate of economic growth (which s the
rate of generating new resources) must remain consistently’ higher than the rate of growth
of the population so that there is surplus resources to invest tn inltrastructure, social and
economic development and vice versa (Planfed Newsletier, 1991). And therefore family

planning will promote demographic and socio-economic hatmony and national

development,

Using family planning 10 meet the need for spacing and limiting bicths has the potentiol
10 prevent thousands of cases of maternal monality over the ncxt decade The risk that a
woman will diec as a result of pregnancy, childbinh, or unsafe aboition is approximately
one in 16 in sub.-Saharan Afnca. The countiy-specilie cisk of maternal death is as high as

one in scven women in Angola. Maolawt ard Niger (AbouZahr and Waordlaw, 2004).

Spacing and linuting births also has the potential 10 prevent handreds of thousands of
child deaths. In each of 16 sub-Saharan couatrics studied. between 72,000 and 1.1
million child deaihs are expected 10 be averted over the next decade if all women who
wanl to space or limit their biiths succeed (USAID). The use of family planning is
alecady prerentmg the bitth of an estimated 173.000 HiIV-infccted infants cach year in
sub.Sebaran Afnca (Rcynolds. Steiner and Cates. 2005)

Providing women and couples access 10 a range of coniraceplive choices proiccts their
human rights and benclits public health. Sucngthening LAPM scnvices in Africa will also
meel individual needs whilc contributing to more sustolnablc nottonal programs (or

reproductive health and family planning
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2.6 Factors InfNluencing Contraceptive Use

Understanding the factors thail influence contraceptive use is ciitical to the cflorts of
programmes 10 increase prevaltence. Much unmet nced for family planning persists, cven
in settings where knowledge of contiaceptive methods s high. Studies suggest that many
potential users choosc not to usc moie rcliable methods duc to misperccptions and
conccm about hcalth-rclatcd risks. For cxample. a study in Maldives found that
knowledge of family planiting was unicrsal, but only 30% of couples werc using a
contraceptive mcthod. Sevcral studics, including one from Malaysia, found that non-usc

of coniraccplives was linked to fears about side e¢ffccts (Population Reports 1999,
Oyedokun 2004).

Choice of Contraceplive

The use of contraccption varies widely around the world, both in terms of total use and
the types of mcthods used. In many countries, womcn and couples rely largely on one or
two contraceptive methods, because of government paiicies, the way that national family

planning programs have cvolved, and cultural or social preferences.

Understanding why people prefer some contraceptive methods over others can be uscful
for suengtheniog family planning programs. Having a broad range of methods available
is a key: clement of the qualtity of family planning scrvices and raises the overall level of
contiacepuve use {(John ct ai, 2001; Tam ctal, 2006). Family planning progia:ns ideally
should ofYer choices of mcthods for all stages of people’'s reproductive lives, so that they

can have the number of children they want and at, when they want them

The ability o deeide {reely and responsibly the number and spacing of one's children is
recognized inlcrnationally as a human right (UN, 2008), | here 1s no ""best™ mcthod of
family planmng, because women and couples may peefer diflerent methods and may
change their preferences over tinic according to their individual circumstances [laving
choices and balanced informaton increases the likelihood that women ond couples will
cbuose n nicthod, use it cilectively, and avoid unintended pregnancies (Sit, Panana,
Dawvid, Mauiice, 1991).
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Making a wide range of methods available improves quaolity of care in a way that benefits

fomily planning programs. First, offering more choices increases the number of
contraceptive users, which can increase the cost-effectiveness of services (Ross ct al,
2006). Seccond, some inexpensive mcthods are underused simply becouse people aren’t
familiar with them, Increasing the usc of these methods con lower average service costs.
Therc is a suitablc conteaceptive method for virtually everyone who wants one. but oftcn
people arc unawwse of thcir choices or don't hove scccess to them. Broadening the range
of available contraceptives requires greater program investments, including in cducauon
and counscling. 10 ensure that womcen and couples can benefit from now or additional

niclthods and can make informied chotces.

Based on past successes in fantily planning, programs can make nav and underuscd
mcthods widely available by foecusing on (FHI. 200)). Women who have more
contraceptive choices nre more likely to start using a method of fumily planning, be
satislicd with their choicc, and eontinuc using their incthod until they no longer wish to

prevent pregnancy (Paman, Heer, Van Arsdol Jr., 1999).

Female Education

Female cducation hns been seen as n key determinant ol contraceptive use (NPC and
ORC Macro 2009). Bettcr-educaled women arc argucd to be more willing to cngage in
innovative behavior than are less cducated women, and in many Third World contexts,
the usc of contraception remains nnovative (Caldwell 1979; Dyson and Moore 1983,
Oycdokun (2007). Betier cducoted women arc also argucd to hove more knowledge of
coniracepiive methods or oi hav to acquice them than are less educated women because
of their literacy, greater familiarity with modem institutions, and greater likelihoad of

rejecting o fatalistic attitude towards tife.

There is good cvidence thot for whatever reason, women's cducation does indeed
promote the use of contraceplion in nios1 developing countries ouiside of tropical Afica

(Cochrane 1979). Koc (2000) founds a posiuve association beiween the educational level
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of both spouses and the usc of contracceplive methods in Turkey. Afler all individual,
cultural, fertility and contextual vanables were controlled, a woman's education was
found to be a stronger predicior of mecthod use and mcthod choice than that of her
husband, The study also shows that, to a great extent, contraceptive use and choice of
modem method depend on the sex of a couple’s living children, tmplying some

prefcrence for sons, although generally women prefer to have children of both sexes.

Source of Information

Access to source of information has been found to be positively related to contimceptive
usc and women who have adequoic knowledge of famly planning source are
substantially more likely to be using family planning than women who do not know' that
facility (Ebigbolo and Ogunjuyigbe 1998; Oyedokun (2007). Promoting {amily planning
on radio or Icievision can be an important mcans of raising awarcncss, impioving
knowledge nnd sumulating use of moderm contruceplive methods (Feyisclion and
Ainsworth 1984: Olalcyc and Baakole 1994 Parr 2002, Oycdokun (2007). Current
conlraceptive prevalence rate in Nigerin stands at 8%%. whilce results from the Intcgrated
Bascline }Hcalth Survcy (IBHS) indicate that continceptive prevalence ratc is still low in

Nigcria and 1t varies by demographic and socio-cconomic characteristics (NI'C and ORC
Macro 2004, Oycdokun (2007).

Age

Scveral faclors influence people’s level of awareness and knowledge of contiacepiive
Onc of such factors 1s age. It 1s widely recognized that there cxists a “U" shaped
relntionship between age and utilizalion of medical services (Ficlder, 1981) quoting (A
doy and Cichorus 1972). ‘This mcans that there i3 frequent usc of health focilities by the
very young and the very' old which correspond 1o the nge when people are frequently
falling sick (Rulcnbary <t al 1991) ieported that a womnan’s need for contreccption
chauges 3s she passes from her initial child beanng years

Houvever, she may welcome o pregnancy into her 30's when she is still fertile but wished

10 prevent or space odditional pregnancies and then into her 40°s when her fecundity,
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‘dcadlincs and shc has less need of the prolcction from pregnancy oflered by the
contraccplive. Also in their qualitative study of Mexican men, Folch-loyn ct al (1981),

found generally that old men were signilicantly less aware of mcthods of contraceptive

than younger men. In Zimbabwe, for instance, morc men above the 40 ycar age group

had cveruscd a contraceptive method compared (o those below the age of 40 years.

Religion

The religious vicws on contraccplives difler; while some pcople uphold the use of
contraceptive methods, some objcet 10 the types of method used. In the 16® centuey', the
reformation movement that cmerged resulted in the promouon of three tcligious

tendencics, ‘These were the Lutheran, Cailvinist and Anglican {(Watch Tower Bible and
Tract Socicty £990).

The Anglican Epsscopal movement gave birth to the Methodist, Salvation Army, Baplist,
Penteccostnl and Congregational Churches while Calvinism produced Presbyterian and
Recfornied Churches. Tlic early Chnstians hnd pronatalist inclinations probably because
the Holy Ridblc stresscd fruitfulness (Gen. 1:28; 8: 17 and 9:1). Christianity convinced
this heritage of high fertility until 1930, when a major protestant body, the Anglican
Church gave qualified approval to birth control (Flie populmion Council 1968).

In fact, the protestant chwches gencrolly Ieft the qucstion of contraception to the
coascicnce of the couple concerned because there was no where in the Holy Bible that
binh control or family planning was discussed (Awakc 1989). Thc Roman Catholic
Church holds a contrary view on family planning. The position of the church was first
upheld by Pope Pius X1 in his 1930 cneyelical, casticonnibii (Thc populatton Council,
1968) which swated in part: “Any use whaisoever of matnmony to excreised in such a
way that the act is deliberutely frustrated in its naturzl power to geacrate life is an oflence
against the law of God and nature and those who indulge in such arc branded with the

guill of a grave sin”
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This position was uphcld ond propogoted by the succeeding Pope Pius X11. {ie however

went further to odd thal under cenain circumstonces, the rhythm meihod of fertility

regulation mny be used (The population Council, 1968) because it does not impcede the
natuml processes of the human reproductive system (Hogan 1985). This method is
combination of looking 01 the calendar and checking body fluid to sec if you can get
preghant. 30% of Catholics used artifiaal means of birth control at somce time to keep

from having more children,

Other Cheistion denominations as well as Islom ond traditional religion support lasge
family sizes. for exomple tie Christion's support for large number of children per couple
is probably bosed on the old testauncnt Wiat cxhorts as follows. “*Go ye. ino the world,
multiply ond replenish the canth" (The Holy Bible 1971) The Musluns on the other hand

believed in the recorded statement of the Holy Prophet dMoluammed which say give binth

to the number of children you con nfford so as to increase the numiber of my followers
(Trevor. 1975 ond Udjo 1957). Traditionally, alt the various cthnic groups in Nigetia
believe in many deitics who, if revercolly worshipped, bless adherents with children
(Makinwa Adcbusoyc 1992).

Furtherrnore, 1thas been observed 1hat one of the most important function of the modem
doy adaptations of Chrisiignity such as cherubam and seraphim, celestial church of Christ
and all these substimed under the gencric name of “Aladum™ churches is to ensurc that all

their female adherenis becomne mothers (Adcebusoye. 1992).

Economic

Espensiude (1977) obscnved that cconomic considerations ndoubtedly influenced a
couple’s attitude to faumily planning. In o fertility survey conduciced in Thoiland in 1975,
35% of husband saw no disadvonuage in small family while lesg than 5% saw no
advantage, Gallen ct al (1986) and Schulor and Goldstein (1956) 1n Ncpal found that the
main reason for limiting family size was cconomic, All but four of the 10 high caste

couple and two of the 27 low casle couple stoted cxpticitly: that children presented an

ecconomic butden.
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Similerly, Olusanya (1969) noled that among the Yorubas in Nigerin, couples werc
beginning 10 look upon children as financial liabilitics rather than asscts. Therefore. the

traditional attitude that favoured cxcessive fenility was changing cven though the mcans

of cffective control was not acceptable o the vast majority.

Shain and Jcnnings (1980), have observed that in most socicties, the [tnancial
responsibilitics of raising children fall ore heavily on the man. Following the rapid
socio-ccononuc devclopment occuiring in most sociclies of the world, the financial
burden of child rearing is on the increase (Gallen o al (1986) and iZspenshade (1987)

who observed that it was very morc cxpensive raising children.

Education

Education is another factor wluch will be considercd.  Education plays a major rolc in
shaping attitude towards controceplion (Egbuna, [989). Oni and McCanhy (1991)
observed in llorin that one-third of the respondents in the poorest areas and with no
cducation reporicd a willingness o use contraccptive in the luture compared with about
two-third in the most affluent areas and with the highest level of cducation. These
findings thercfore agreed with conclusion of Kalifa (1988) that there was a sirong

corrclation between approval of family planning and education.

Studics showed that level of education is significant to the utilization of contmcepliveg
When mian is weli educated, the couple is more likely to usc contraception. regardless of
the wife's level of education. In Zimbabwe for instance more educated people reponied
signiticanily prealer ever used of faenily planning (Mbizvo and Ademchak, 1991) |t has
been noted however that cducation maokes the lcast difference to contraceptive use where
family plansing progmmme arc strongly or vvhere level of socio.cconomi¢ development

are high

Oni and McCanhy (1991) in Nigena found that although majority (90%) of the

respondents without formal ¢ducation claimed (o b¢ aware of at lcast one method of
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contraception, they inentioned by far fewer specific methods of contraception compared
1o thos¢ with posi-secondary cducation. Similarly, respondents who belonged to the low-

income groups tended (0 be less aware of contraceptives methods than those in the h;gh-

income groups (Folch-lyon ¢t al 1981),

Education plays key role in promoling equality among mcn and their wives in terms of
witintion of discussions about family planning (Om and McCarthy, 1991, Baah-Boakye.
1988). In llorin, Nigeria, Oni and McCarthy (1991) found that a majonty of men with
post-sccondary cducation, discussed family planning tssucs with their spousc compared

wilh thosc with loswer level of educatien,

Parity

Parity is another factor that influcnces the usc of controceptives. It has been observed
that family planning services and supplics arc widely ovaslable. London ct al (1985)
observed that in developed countncs, nites of conuaceptive use increased sharply as
parcity ros¢ from zero 0 three children but cemain faicly stcady therealter. This was the
result of the demographic transition thal occurred in the developed countries with fenility

mic of 2 to 3 binhs per woman.

Sex Prefcreace

In most culiure ineluding Nigeria. Lhere is ideology of male supremacy because male
children are waditionaliy' regarded as *'Pillars™ of the housc so serve the dual role of
saving thc house from physical disinicgration and immortalizing the family name
following the denusse of the parents. Many parents favour boys for both cconomic and
cultural reasons. Sons are source of sccunty for their parents in old age panticularly where
women have lintle cconomic independence o Cannot inherit property. son are insurince

for a mothcr against the loss of her husband's suppon duc 1o death or desertion (Cain.,

1980 and Ram, [992).

Wheee most couples have large fumilics® son preflerence has little impact on fenility lcvel
because couple will have at lenst one son hy biological chance, A5 contraceptive uses
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‘become nore widespread an average family size decreascs, however. in some countrics
the desire to have at least onc son begins to alfect fenility decisions. Teying to have @
son, many couples have more children than they would desited (ALY, 1991; Bairagi, cl

al 1989; Bairagi ond Langsien 19806; Campbel, 1991, Kaski, 1988, Nag, 1991 and Klen
1992)

Coimnunication helween Spouses

Marricd couples together somctimes make decisions of various kinds, but mea have been
identificd on having the contmceptive decision. making power even when their wives
desires no more children (Jocsoel ¢\ al: 1988), \WVHO 1982). In mnay places such
communication is thc acceptation rather than the rule. In Kenya. for example lack of
communication belween spouses proved o be a more common obsitacle 10 contraceptive
usc than maie opposition (Omoncdi Odhiambo, 1992): - Couples who talk about the
number of children they want and about family plaiting ane more likcly 1o use

contracepiion and 1o achievc their fanuly plasuung goaols than those who do not (Salway,
1994).

Funhcmore. female autonomy nnd scclusion. cquality' between spouses linked wqth
spousal coinmunication. have been nrgued to influcnece contraccptive use (Dyson and
Moore (1983): Beckman (1983); Hollerbach (1983), Naszary (2001), Oycdokua (2007)
Shresiha (2000) found in a study in Nepal thot spoussl communication on family
planning, spoussl communication on family siz¢ preference, child loss. place of residence
and women's involvement in income-caming activilies are the sigaificant predictors of

contiaceptives usc in the study arca.

Lack of discussion between couples has resulted in husband opposition 10 their wives
adoption of contraception. Om and Unuighe (1986) in their study tn Benin-city of
Nigeria noted that 3.6 % of wonicn using contracception before the next pregnancy
reported that they could not continue to use it becausc of opposition from thee husbands
Also 6.8% of the women stoied they would decide to use contracepuion until they had
consulied with their husband-
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Sin.ﬁlml)'. a survey of a malc Nigeria students by Adamchak and Adebayo (1987).
showed that males disapproval of contraceptive adoption by women without prior
conscnt of their husbands. Also findings on male dominance in decision making wcre
rcf)ortcd ( Lon;zzx. 1995; Oni and McCarthy, 1991; Green, 1990; McGinn ct al 1989; 1987;
Khalifa, 1988: Cook and Maine). Lack of discussion about femily planntng results 1n

poor or non- adoption of contraception by couples.

In another study by Chacko in 200}, among maried women, in four villages 1n rural
West Bengal. India. it was found that factors that mosi influence n woman's use of
cbntmccpﬂon include her age, the number of living sons she has. and her rcligious
affiliation. The study also showed that the availability and quality of permancnt village-
based goverument health care affecied the use of modcm contraception In a study, in
Guatcmala, it was reported that after controlling for sotio<lenmographic factors, access 10

services emcrged as a signilicant correlate of conttaceptive use aanong Mayans (Berntrand

c1 al. 2000, Oyedokun,. 2007)-

Size of Family

Olusmr;ya (1989) and Caldwetl (1987) =mphasiacd the 'mponant of lincage and family
naufc.m Petpcluating desire number of children and need 10 preserve the continuity o ( the
pamnlineal names. Lineage 1s so important to the Afvicans, mosi want laige fanmiilics
compared o other places in the dev cloping world where Marny women are content with
four childeen. Alncan men wanted large familics duc to their belicl thot many wives and
children are a source of wealih (Caldwell 1992). Mhey follow a social s¥ystem of l|acag
or clan land wiicze these is na ownership of land or 100ls W is larger family with the mo c
workers Ul prospers in at agricultural community, :

As a resull, Alncan families are twa times larger than famnilies in the poorest Asia
_ . _ \an
Latin Ameriean countncs (Caldwell 1991) Only onc-ninth of 1he couples in Nig c'"
1gena

couples use birth contol to prevent premari
maritsl or extramanial :
canception (Caldywell
4

1990). In a study conduct by Orbeta (2005) highlights the cnduting positjve relationsh
onship
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between fmnily size and the poverly incidence. The study olso indicated that the desired

family size is higher among thc poor.

Knowledge nnd attitude to use of contraceplive

Information Education and Communication (IEC) programmes have been one of the

primary mcans of promoting family planning in the devcloping world. These
programincs vary from onec countsy to another depending on the level of literacy and
cultwtal norms with regond disseminating sex-related information. \Wide-spread
communication and the influcnce of mass medio in developing countrics hove sccelerted

thedilTusion of idcas about famtly in both nural and urban envitonments.

tt has been found out those women who listened 10 or walched family planning messoges
on radio or television were niorc likely thon others to wan! smaller families and to use
faunily planning. It was confirmed that the messape about family planning contotned in
cnterainament shows in Nigeno influcnced the number of clienis at family planning

clinics (Bertrand, ct al 1982, Robey. Rustster and Moiies 1993).

Selective or preferential targeting of groups is onother factor thiar has been found to
significantly infuence lavels of awarericss and knowledge of conitaceplive meihods |t
das been well documented thai most family planning methods and prograunmes -ane
designed for females (Moigana, 1995) and therefore more ottention 1s focused on the

influence of females than msles to adopt slicir use. This situotion 1s pasticulasly tiue in

%nb-Salara Africs (fohanson, 1987).

Husband's contraceptive knowledge. ottitude and practice as well as opproval ploy

imporiant roles in decision to practice family planning, both by himself and the wife
because of the all-cncompassing involvement of man in the family and socicly. The ’
must be able to provide a more realistic view obout fertility related behaviour such ,:.',
famnily plajuiing in order for thein to embrace e praciice fully. Also Yoder c1 a] (1996)

found that 1n Zambian swvcy result. 38.0 percent of ofl (he marn polled reported
cver

using condem in 1991 while 43.1 percent of them used il 1n 1992 Their resuls
suggest
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moderate increase in expetiencc with condoms for both men and women, with the levels
of cxpericnce slightly greater for unmarricd men and women and for those having sex
outside the marriage. Thus, in 1991, 44 peicent of such group used condom while in [992

about 51 percent of them uscd other contraceptive methods.

Using demographic and health survcy. data collected in 18 devcloping countries beivwcen
1990 and 1996, Bankole and Singh (1998) compared husbands and wivcs attitudce
lowards fertility and controception. Husband who knew more then one meihod were as
follows: 16.8 percent in Comeroon, 2.3 percent Kenya, 27 percent in Niger, 20.2 percent
in Senegol. and 1:4.3 in Pokisian. Also, husband who rcported the use of any, modem
mcthod were 4'8 percent in Burkina Faso, 2.1 perceni in Cameroon, 2.7 pereent in ccntral
Aftican Republic, 3.6 percent in Cote d'lvoire, 8 percent in Ghona, (0.4 pcrcent in
Kcnya, 6.4 percent i Malaw1.49 percent in Mali, 1.9 percent in Niger, 3.2 percent in
Scncgal. 4*3 percent in Tanzania. 1.7 percent in Ugnndo. i2.] percent 1n Zunbabwe, 82

percent in Bangladcsh, 4.2 percent in Brazil, 2.8 pereent in Egypt. 5 | percent in Morocco

and 2'I percent in Pakistan

Ez¢h (1993) reported thot in Ghana, o woman's contraceptive nttitudc depcends not only

on her individual chataclcristics but 2iso on that of her husband. Her chamctenstics

howevcer, do not affect her husband’s (amily planning ottitude Men's influence over

their wives contraceptives aititudes scems to operate boilr through their compamtive

advontage in mate selection and Ithrough cultural norms that subjugatc wemen to men.

In Nigcrin. the knowledge and use of modern contraccptive methods (s not very
cncouroging (Ampofo 1985). Fakeyc and Babaniyt (1989}, pointed out that low
awareness of family planning in Urban and arsl arcas, low availadility, and accessibility
and molc apposition to family planning was the conumonest rcasons for non-use o'l.'
contraception in [lorin. A study on rcproductive molivalion and family, size prefetence
among Nigcrna men concluded that in order 1o change the athtude of Nigena men to

p0pulut;on matter and to motvaic them towurds the practicc of family plonning. a lot of
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rescarch focusing on the knowledge. Attitude and Practice (KAP) of men has to be

conducled,

l'..u\m'y;n ct al (2002) did a study on family planning in rural Nigeiia. The result of the
sfudy showcd that knowledge was high for any family planning and modem family
planning mcthods (90.9% and 73.3%) and that cver uscd of family planning is promoted

by high level of formal education.

Location

Sheivics ct al (1982) observed that the use of cootraception show difYfercntiation in urban-
iral arcas. Lack of access 10 services has been cited as an imporiant reasan for the
urbancum | difterential in contraceplive usc (London ct al 1985). This difference may be
greater (or econdom then for some other contraceptives because the retnil outlers that are

the main source of condoms are concentraled in urbon aceas (Sherries et a) 198 2)

Fo'lch-lyon ct al (1981) also did a study that revealed the influcnce of urban rusal
differentiation on pecple s level of awarenessand level of knowledge of contiaception.
They found out that awareness and !cvel of knowledge of contraccplise mcthods was
higher in urban than in rural arcas. A similar finding was reporied by Oni and McCarh)
(1991) l.n llonin. Nigeria. 1his canoot be unconnecied swith the obsenation that soc;al
and health workers tend 1o iargei 1hose in urban than in 1uraf arcas (Blakikies, 1975 ).

Accessibility to family plannlag Scrvice

Accessibjlity is another factor aftiecting usc of coniraceplive cholce in tenin of poltential
uscr's life style and stage of their pioductive life. Also mecthod of delivery influence
accessibility as well. for example. o method that requites the services of g physicians g
clearly wiore expensive 10 deliver ond therefore less accessible than a sell.udminjsiened
mcthod. The resistance of physicians could interfere with alttempis 10 improsc swarchcss
ond use of any mcthods. 1his was the case in Zaire where 75 Percent of clinicians

| five childre
before they considered sierilizotion (Beruand ct al. 1990). |ndced g Panticular bo:
met

intervicwed believed thut couple siiould have en average of rnore than
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by elinic personmel (Miller o1 ol 1991)

'h':M'HMH-Mde:hmdunhn-h
10 obtain the services that exist, accews |s fundered (Hadey ot ol 1991)  Diffusion of
‘method in terms of ity acceptance could ocour through formabn chamoels e soed of
meouth, publicity and recommendation of poony or providers T aheye and Babaniy (1989)
FM ot low awirenasy of family planning in wrban and noal wees. e svalabality
@) s comibility and ingio oprosrtion to family planming as the commoara reswoms for
non.aes O contrecepelinn in Horin

Male approvel

Men ate not favourably disposed by modern male mettids Condomns see typacally
associated with diminished sevual pleasure (FPupslatim Repor, (920, Ushdwell ot ol
1987). ldentilication of condom as a prophs lactie ageent Siscanes (harueun | 99}) may
te viewed ay b draw hack o we of condomn with has wile, wnce this may imply
unfaithfuliness on s pan or wllend the wife because of ihe ssscciation of endom use
with prostitute. (Schaddes Kigendu ct al 1991, Ruabubawli, 199)) Vassctomy in it
own case is associstod with impotence and koss of sinbity (Caldweli et al, 1947)

Safeiy and efllcacy are deictminrants of scceptatelity and use of comBueeping Meon's
lack of contidence in condom, withilrawinl and pcniodic abslinenee has affectnd theis
cllcciivencsy, ipdeed. these meidwxds are 2lso percaived as difficult to use Con s also
known to be a factor, such that inceniives amd subsides can beip equalize the &ppeal of
eabensive and costly methads (Da Silva ¢t al: 1988; Cleland and Mauldin, 1991, llawy ¢
a, 19923).

Folch-Lyon et ul’s ([ 1981) qualitative rescarch in Mexico stated that many men exXgexsed
the fear that their wives would be unfaithlul if they wead cantmceplives. The Mexican
men feared the lass of authority' over their wives and ‘amilres because they felt that
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confﬁccp'uon wil] confer more indepcndence and asscrtiveness on their wives. They also

{eared loss of estecem among their peers.

The results of Jocsel ct al (1988) indicated that husband’s approval of contraccptives usc
played a dceisive role in fndonesia. However, the level of contraceptive use varied among
cities, ranging from 34.2 percent in Ujung Pandang to 56.5 percent is Semasang. For all
Indonesian citics, husband's approval was the most important determinant. followed by

numbcr of living children and wile’s education.

BBiddlecom ct al (1997) reported that 72 percent of husbonds appiroved the use of
contraception in the Philippines while about half belicved thai relatives and friends
approvcd. About 81 pcreent of them intended to practice contracepiion in the (utwe.

On the other hand. Mahmood and Ringhcim (1997) resuit for Pakistan showed that 74.6

percent of male urban dwellers and 62.9 percent of rucal dwcller approved of family

planning.

Male Atlitude to Contraceptive Use

Many men have negative attitude to vasecliomy, In Pakisian the method wuas perecived as
highly unnatural because it involved surgery on the sexusl organ ([Kahn, 1995). Ugandan
men expressed the fear that they would not be able to remarry if their wives died
(Uamboze and Kakande. 1979; Lwange, 1979). Some men dislike vascetomy duc to the
fear of developing sexual problems afler the operation such as impoicence, inability to
cjaculatc and loss 6f sexual desire (Likin ct al, 1983), while others viewwed the method as
castiation (Muiganz, 1995). In Nigeria, these fears also exist among men, thereby making
vasectomy a highly unattractive form of contraception. This s more so beeause ft s

belicved t hat a man®s valuc is measured by his ability lo bear children.

In a study of the Yorubo village of Bolorunduro in Ondo State of Nigeria. » tottand Mot
(198S), found that only 47 percent of husbarids surveycd appsoved of family planning,
both 'n tnonogamous and polygamnous unions. In their study also, only 40 percent of

them jndicgied that they would abstain from sex )f they wished 10 control their
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6'hi'ldb-caring. Husbzends in monogamous union were much morc likely than their wives 10
indicate that they would use a inodem contraceptive method (condom). In polygamous

unions, by contrast. men were more likely to indicatc that they would use other traditional

methods or 10 “do nothing”.

2,7 Theoretical Concepts Refevant to Contraceptive Usage

Expericnces in vasious part of the world have shown that bchavior change

communication acuvilics are more successful when they have strong conccptual or

theoretical basis. Thc usc of appropnate conccptual fismcwork has thic potential for
adding significant tcchnical valuc to the plenning and the impicmcntation of health
promotion and/or communicatioo programmes In addition. they fMcilitate the analysis of
public health problems. Cooccptual framcworks are useful in health promotion and
behvtoural change communication (BCC) practice. A conceptual frame work could be in
form of @ model. A model ts a visual construct of ihc proposed casual linkages among a
sct of concept belicved (0 be related 10 a relaied to a particular public health problem
(Ewoigbokhan, 1992; Medaiyese. 200:4) models or conceptual ftamcworks and public
health theoyics facilitate the selection of vanables for mecasurement,

Two conceptual fiasnework were adopted 10 facilitatc the design of this study. Thesc

were the Health Beliel Model (HIBM) and Adoption o Mnnovation {ramework.

2.7.1 The tlealth Belich Modcl (113M)

The Hcalth Belicl Mo<ei, formulated duzing the 19501 deals with readiness of indviduals
to comply with ¢ s¢t of recommended preventive healih actions within the context of thesr
perceptions of threat posed by failure (o tnke preventive measures (Ross and Mico, 1980),
This mecdel was modified and improved upon by Becker in 1974, According to the
model. a1 individual’s action regarding a hcalth problem is influcnced by factors such ns
belicl 1n susceptibility. to the problem: belief in setiousness of the problem; belicf that the
sdvantages of laking actions would outweigh the associated disadvantages and cucs that
influence actjons, Becker (1974) staicd that people’s perceptions could alsa e influenced

by factors such as personal expericnce, comniunication, cultnre/uaditional beliel systen
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and other signilicant pcrsons. The application of the tenets of the HBM to the study is
presented in figure 1.

it has bcen noted thal in general, the HBM is a rational-cognitive model that guides
rational decision-making (Friemuth, 1992). Many adolescents and adults do not secm to

approach family planning issue from a rational logical perspective; rather they discount to

down-play the risks associated with failure to adopt family planning and optimistically
petccive themselves as invulnerable. It 1s the state of well-being of family and
community that regulates how individuals measure their state of health, This implies that
the role of significant othess should be acknowledged regarding decisions ic adopt family

planning services.

Disease threat is composed of 1wo conditions: lirst, the person must perceive that he is
susceptible. This implics that he believes that he personnlly has a reasonable chance of
acquiring the disease condiuon. Perceived scvcrity is the sccond component of disease
threat. This implics that the individual should pecrccive that the occurrence of the discase
would have o moderately severe impact o an aspect of his life. This perception varies

with the degrec of sertousness being scen from two points of view,

One can look a1 it from the physical perspectivie that is the impact of the problem on
personal well being ic. is thiere a chance of pain. suffering, deformity, disability: or even
death? Social consequences are the second perspective. One is concemed about the

effect of thie condition on wo1k, family life and social celationships,

The other dimension (o the model is the peiceived barmier that forms the other side of
cost-benelit analysis of the proposed sction This takes place within the individual. She
weighs e cflecliveness of the action with the expenses likely 10 be incurvedd by it. for
instance whether there would be side cllects from using contriccpuives or whether
contraceplives will alwsys be avoslable, accessible and alTonlablc. The combines levels

of susceptibility and seventy provide the enerBy or force to act and the perecived benelits

(less barriers) provitle the prefersed path of action
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Some sumuli may also be nccessary to lrigger the decision making process. These are

“called “Cues to oction”. Cues might be internal, for example, intermal motivation to use

contraceptives to prevent pregnancy and scxually iransmitted discases, or cxicrnal such

as mass mcdia advertisemenis on conltaccptives or inlcr-personal interactions with
friends, co-workees and hcalth workers.

Finally, the modeci assumcs that modifying varinbles such as Age. Sex. knowledge,
Attitudes and beliefs might also affecis health related behavior. Knowledge of all these

factors will enhance a beuter understanding Bs to why some couples who are sexuslly
aclive use contraccptive why others do not.
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‘Some stimuli may also be necessary to trigger the decision making process. These are
_called “Cues 10 action”. Cues might be intetnal. for example, intcmal motivation to use
contiacepiives 10 prevent pregnancy and scxually transmitted discascs, or external such

as mass medin adveitiscments on connaccptives or intcr-personal interactions with
fricnds, co-\workers and health workers.

Finally, the modcl assumcs that modifying vorinbles such as Age, Sex. knowledge,
Attitudes and beliels might also afTecis licalth related behavior. Knowledge of all these
factors will enhance a better understanding as 10 why some couples who are sexually

aclive use contraceptive wby others do not.
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/.2 Adoption of Innov ation

ﬁg'gcrs (1962) stated that the innovation-Decision process is the menta] process through
wh:ch an individual passcs from first knowledge of an innovation to a decision 10 adopt
or reject and to confirm on this decision. Rogers and Shoemaker (1971) stated that
innovatiomrdccision making take placc within the mind of an individual, They went

further to present five sitages of the adoption process as postulated by a committee of
tural sociologists in 1955:

{A) Awarencss: The individual leams of the cxistence of the nesw idea but lacks
information about it For example a petson may hear about contracepiives through medin

advertisement or {1icnds without detalled information.

(B) Interest: The individual develops interest in the innovation. As a rcsult of
interest, he may seck further informaton; for exampie rom health eare providers or

purchase books 10 read more about the innovation.

() Evaluation: The individual applies the ncw idca to histher present and
anticipated future situation and decides swhether to try it or nol. In this case somcbody
thal is single or mamed but not ready o have a child, she may then try 10 use

contraceptines dunng coitus.

(D) Trial: The individual applies the new idea on a small scale in order Lo det¢rmine
its utility in biser situation. Al this stage couple may purchase some fcw condoms and

Uy (0 use them during subscquent coitus to determine whether it 18 effective in preventing

unwanled pregnancy or not

(E) Adoption: Al this stage, the individual uses the new ideal regularly when there

1 need for #t, For example, if one who has itied s0me conifaceptive discovered that they
were effectve, hesshe is likely to continue using them In order to prevent unwanied

pregnancy or STIs Adoption of innovation however does not occur by all people ai the

samc lime (n o population. Four groups of adopters have been idenuficd. innovalors,

carly adoplers, carly mjority and late majonty or lnggords
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The pnmaty innovators arc the lirst group to adopt a new idea in the community. They
are usually Jeasmcd, well 10 do and are opinion leaders and socialites The carly adopters
tcarn from tie primaty innovators. They are the class of people that attend meetings
regularly and are also lcamed. The carly majority belongs 1o the middle ¢lass while the
latc majority or laggards belong to the poorest in the socicly; they arc the last to adopt
any new idea (Olascha, 1996).
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CIIAPTER THREE

METHODOLOGY

This chapler present the methodolopical steps used in carrying out the study. It focuses
on the description of the study area, rescarch design. study population, sample size and
sasnpling procedure, methods and iasuwuments used for data collection, validity and
reliability, data collection process, data managcment and analysis. cthica! considecration

and limitation(s) of the study.

3] Description eof the Study Areca

The study svas carried out at the College of Medicine, University of Jbadan locoated in
Ibadan Nonh Local Govermment area of Ibadan city. Ibadan is the capital city of Qyo
stale located in the South Western pan of Nigeria. The College of Medicine was
established on 1* August 1948 underthe Univessity of lbadan.

College of Medicinc consists of four Faculties, namcly foculty of Basic MNedecal
Sciences. Clinical Sciences, Public Heslth and Dcntistry; two institutes consist of
Institute of Child Health and Institute of Mcdical Rcsearch nnd Training; one service
centre; Biomedical cornmunicstion. among others and the ccntral adniinistrative unit
Therc arc three categories of stalf in this institution which consist of the tcaching stafl,
senior non lcaching s1aff and junior non 1eaching stalf, These mcmbers of staff were

sprcad out 10 the {aculties, institutes, service centres and administnative unil.

3.2  Research Design
The study' is a descripuyve survey designed to assess and documcit factors influencing the

use of family planning mcthods anlong the non-teaching stafl’ of College of Malicinc,

University of {badan.

35

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



3.3  Target Population

The 1rget populations for this siudy were the non-teaching staff of the College of
i&*lcdié';nc. University of Ibadan, men and women, senior and jusior, They belong to
different calegories e.g. the technical swaff for example, Technologist, Drivers. and
Gordeners etc:  The administiative stafl also comprises of Administrative officers,

Executive officers, Secretartes, Typist, Clerical oflicers, Messengers among others.

34 Sampling Procedures and S:mple Size

As at the tune of the research in Junc 2006, the 10wl population of the non-teaching staff
was live hundred (500). In order 10 get a sample size whose result would be
gencralizeable, all these people were approached and invited to participate in the study.
For qualitalive method lifieen people were inviled 10 panicipatc in Focus Group
Discussion (FGD) but only the first ten participated in the FGD. A 1otal of cight FGD
were conducicd with ten peopice in cach ofthe group. TFor the quantitative method, only
371 consented 1o be part of the study and they adminsstered the questionnaire and

telumed them.

3s [nstrument for Data Collectlion

Both qualitative and quantitotivc methods were uscd o collect datn for this study. The
qualitative method consisis of focus group discusston (Sec appendix One) which was
conducied to solicit information on their knowledge and utilization of family planning
methods, The quantitative method wis a questionnnire {Sce appendix Two) which was
designed to collect information on socio-demographie dota of the respondent sex. age,
marital status, cthnic group, religion, level of edueation. designation, ycar of scrvice,
knowledge, aunitude and practice of fomily planning methods. ulilization of Family

Planning methods, current and cver used of family plantung methods:

3.6 Nlcthod of data collection

. Focus Group Discussion

Eight Focus Group Discussions {
senior Non-tcaching members of 51o(T and fous among thc junsor nonsicaching members

FGDs) were conducicd. Tour of these were for the
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) stafls two sessions were held for males while two were for females; this stralegy was
dopted to allow gender balance for both male and female categoty and equal opportunity
or both the senior and junior staff, 2 FGD sessions wete conducted among the senior
male stafT and (wo among the junior male and two among the senior female and two

“among the junior fcmale staf.

Each £roup compnses of 10 subjects of the same sex. The FGD was conducted by a
modcrator and assistcd by a notc 1aker and observer. With the aid of the FGL guide, the
discussion conducied was able 1o address issues that are relevant to the study objectlives
and helped to provide more insight into the important issues of this ceseasch and 1o
monstor the intemal validity of the data generated through the quesiionnaire. FGD were

conducled aficr the ollicial closing time.

b. Semi Structurcd questionnairc {Quantitative data)
The insttument for quantiintive dala collection was pictesicd questionnaice. The
questionnnire consisted of a combinalion of open- and closed-ended qucstions,

Information obiained (rom the focus group discussions conducted and relevant literatures

were used to develop tlte questionnaire,

The semi structured questioanaisc was divided into four sections as follows
' A. Socio-demographic characteristics i.e, scx. age., matital status, ethmic group,

religion, level o i education, designation. Ycas of service,

B Awareness ond Knowjedge about contriceplives
o Attilude toward the accessibility and utilization of contraccpuve
D Problems and benefits associated with the use of family planning.

Two males and two fecmalcs rescarch assistants were recruited and trained 1o assist jn
FGDs and lo administer the questionfaires of sshich the minimum qualification are

Ordinary. National Diploma (OND). The triiing s¢sSion consist of ways 10 elicit
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ormatton from the respondents and to assure them of maximum tevel of contidentiality
( the infortnation gi'vcn. The duration of the taining was four hours. Thcy were trained
sing both the FGD puidec and the questionnaire. During the trining, the trainces \were
paired (0 role-play the excrcise. Conyments, observotions and corrections werc mede so

as to enable them 1o collect quality datn.

37 Validity nnd Recliability
In order 10 cnsure that the insttumcnt measured what 11 was intended 10 measure both the

[FGDs and questionnaircs were first pictested among the non-medical staff of the
University College Tcaching llospitsl (UCi{) that has the same characteristics as the
study area.  Four FGD sessions werc conducted among the UCH non.-medical staiT junior
and senior, malc and (emolc group. This was donc to validoic the guide. In the same
manner, forly questionnaires were equolly pre-lested omong another sct of the same
group, afer the pre testing of the questionnaire, the following amendments were made

based on the responses from the pasticipants.

The question on the source of infonneiion about fwmily planning was included in the (inal
instrumcnt.  Other amendments made wcre questions on lypes of contraceptive method,
provision of options 10 some of the questions, asked question on the availability of famity
planning clinic in their azea and their obscrvation about the fomily planning clinic. The
pretested FGD waos transisted to Yoruba. which was later discovered not necessary since

all the subjects were abic (0 understand and read the quettions with littie or no assistance.

ARer pretest, the result indicated that the instrument could still be used with lilile change
in the wourdings and sbructure of the questiosuunres.  Fherefore, some questions were
reconsinticled for better understanding and some were moade open ended for the
respondents to provide answers

Reliability was ensured by asking the questions in on uncomplicated way with the
pernmission {o explain any difficult areas fo
expericnced resaarch assistnts that has bee

r somc resfpondenls. The recrusiment of only
n working on this type of s1udy also cnsurcs
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etmalion from the respondcnts and to assure them of maximum level of conlidentiality
‘the information given- The duration of the training was four hours, They were traincd
sfng both the FGD puidc and the questionnaire. During the training. the trainces were
ired to rolc-play the cxcrcise. Comments, obscrvations and corrcctions wete tade so

as 10 cnablc tiem to collect quality data.

2.7 Validity and Rcliability

fn order to ensure that the instruinent measured what it was intended to measure both the
FGDs and qucstionnaires wen: first pretestced among the non-micdical siaff of the
University College Teaching l{ospital (UCH) that has the same charactenistics as the
study area. Four FGD sessions werc conducted among the UCtl non-medical swfT junior
and scnior, malc and female group. This was donc (0 validate the guide, In the same
manncr, forty guestionnaires were cqually pre-tested aniong another sct of the same
group, after the pre testing of the questionnaire, the following amendments were made

bascd on the responses (rom the paticipants.

The question on the source of infoninaiion about family planning was included in the (inal
(nsuvument. Other amendments mode were questions on types of contraceptive method,
provision o loptions to some of the questions, asked question on the availability of amily
planning clinic in their area and their obscrvation about the family plaantng clinic. The
prelesicd £GD was trusialed to Yoruba. which was later discovered not necessary since

a}] the subjects were able 10 undersiaid and reod the questions with littlc or no assistace,

After pretes!. the result indicated that the insttument could still be used with little change
in the worrdings and siructure of the questioanires. ‘Therclore, some quesiions were
reconsipuciced for beiter undemianding and somc were made open ended for the

respondents (o providc answers

Reliabilly was ensured by esking the questions in an uncomplicated woy with the

permission 1o cxplain any diflicult areas for somnc respondents. The rectuitment of only

expericnced rescarch assisuuits tha! has been working on this Lype of study’ 8lso cnsurcs
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la,bﬂif}‘_. of the questionnaire. To ensure confidentiality, the questionnairc was self-
iministered and the rescarch assistants asked the respondents not to identify themselves.

‘he respondents were also instructed to answer the questions anonymously

'Si*milml)'. 1o ensure validity and reliability of the study instrumecnts, wclltrained rescarch
aseislants were used 1o assist in the ¥GDs and administcring of the questionnaires.
Training was conducted for the hired research assistants {(RAs) to ensure tha! they had
adequote understanding of the iastruroent prior to the commencement of dain coflection,
The training focused on the objectives and importance of the study . sampling process,
how' to secure respondent informed consents, basic interviewing skills and houw 10 review
guestionnaire 1o ensure completeness. The rescarch assistants were involved in the pre-
testing of the'questionnaires in order to create an oppottunity {or them to acquire pmctical
tatcrvicwing skills. ‘The researcher checked the questionaaires adminisiered daily and

problems discovcred duting data colleclion weie tesolved immediately.

KR, Data Management and Analysis

The data obtained were manually sorted ou!, cdited and coded before they were fed into
IBM Computer for siatistical analysis using the Statistical Package for the Social

Sciences packages, Data analysis was done using both inferential and descriptive

statistics. The resulls were presented mainly in Frequency tables

3.9 Ethical Consideration

Oral infonined consent was sought from cach of the research participants. This was done
aficr they had been briefed about the naturc of the study and their aaght to participstc or
nol to partscipatc, Participants were given the choice to withdraw their consent freely if
they <o chioose al an) Limec. ASsurmnce of conlidentiality of panicipants responscs were
maintained during and aftes the conduct of the interview. In order (o ensure anonymity of

responses, namcs of rcspondcms or any’ identifiers were not included on the

questionnaire.
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10 Limitations of the Study

he reseafcher relied on reports, ottitudes and practices of the respondents. TVhe
dents Werc cxpected to rcport on whether or not they have used and ase still using
any contraceptive methods for birth control which is a sensiuve and complex issuc,
There was no way of ascertoining whether their claims were true or folse. To minimize
this problem, the rcspondents were assured of confidentiality of the information provided

and their identity would not be reflected on the copies ofthe rescarch materials.

[t was obvious to iltc reseascher at the {icld that many respondents did not like discussing
issues of family planning that thcy thought was personal to them. Time factor was

another limitation (o the study and moncy.
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CHAPTER FOUR

RESULTS

This chapter presenits the tesult of both the qualitative and quantitative data. The result of
the qualilative was presenied prior to that of the quanutlative while the resulis of
quaniitative were presented in sub-section wbich consists of the following: Demographic
characteristics. awareness and knowledpge of the respondcnts ocbout contiaceplives,
accessibility and utilization of family planning. Atitude towards the use of

conlraceptives, problems and benefits associated with the use of contiaceptives.

4.} Reasull from Focus Group Discussiun
4.1.1 Mcthodology

A total of cight focus Group Discussion wcrie conducied, four among male group and
four among fcmale members of staff respectively. Each discussion losted between fony
minules and Jhour, The discussions were held at the College of Medicine Coffec room,
Ten panticipants took parn in each ol the discussion ond a totnl of eighty (80) members of
safl panicipated (n the discussions. The discussion camc up at the cnd of the closing
hows  This was due te the fact that the suthority would not allow the stafT 1o Icave their
ofiee (or any. acuvitics. The discussions were cairied out with the help of a8 moderator, a

nolc 1aker/Observer  in addition a wpe recorder was used for eflcciive documentation of
the discussion.

4.1.2 Awarencss aod knownledge of lamily planning

The participants were asked aboul the reproductive health problems. Several problems
were menuoned by the patticipants. Amoag the seproducuve health peoblems mentoned
include snflerislity, aboition, Pfomisculty, miscamage among others Specifkly, the
female group meotoned  Scxually Tansmiited Diseases (S1D1), fibroid, sexual
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CHAPTER FOUR

RESULTS

This chapter presents the result of both the gualitative and quantitative data. The resultof
the qualitative was piesented prior to that of the quontitative while the results of
quantitative were presented in sub.seclion which consists of the following: Demogrophic
charoclenstics, awareness and knowledge of the respondents about contraceplives,
accessibility and utiliagtion of family planning, Atlitude t(owards the use of

contiaceptives, problems and benelits associated with the use of contraceplives.

4.1 Result [rom Focus Group Discussion
4.1.1 Mecthodolopy

A total of eight focus Group Distussion weic conducted, four among male group and
four gmong fcmule manbers of siafl respectively. Each discussion lasted between forty
minutes and 1hour. The discussions were held at the College of Medicine Coffee room.
Ten participants 100k pasnt in each of the discussion and a total of cighty (80) members of
staff participaled in the discussions. The discussion came up al the end of the closing
bours. This was due te the fact that the nuthosity would not allow the sinff to teave their
oflice for any activitses, The discussions were carried out with the help of a moderator. a
Dotz (aker/observer. in addilion & e recorder was used for eftcclive documentation of
the discussion,

4.1.2 Awareness snd knowledge of family plsnoing

The paaticspants were asked sbout the reproductive health problems. Severs! prohlems
were meniioned by the panicipants, Among the 1cproductive health problams mentioned
mclude nlenjlity, abottion, Promiscuity, mlscuriage among othars.  Spevifically, the
femsie group mentjoncd  Scxually Transmitted Distascs (STDs). fitwoid. sexual
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ssatisfaction. Vesico Vagina Fistula (VVF) and fallopian tube blockage while their

ale counterpan wetc of the opinion that suess, povcrty, abortion and promiscuily,

Vhen asked about what they know' conceming family planning, scveral explasation or
caning was given to the tenn. The genetal mcanmg given to it include: to liave only the
uumber of children you can cater for; to reducc rate of having bables. 10 prevent
wnwvanted pregnancy or to regudate child spacing. Other cxplanation of family planning
given include was that Family planniog brings about scxua] satisfaction for the couples

and it also help women to have enough rest before next pregnancy and prevent STI

Participants were able (0 stalc different types of family planviop mcthods availablc,
These include condom. withdrmwal method, Oral Contraceptives (Pills), Sale period
(Natural Family Planning) and {UCD. The female gioups added Norplant. injection,
diphmgm, and vascclomy popularty refermed to as pariola while vse of uaditionni
method was mentioned by few group. The participents idenuify: condom and pill as the
most popular methods of family planning whilc very few said the withdrawal method is
most populaer.

4.13 Praclices and utitization of fumily plunning

When asked aboul the calegorics of people who should adopt family planning, majority
of the pasticipants were of the opinion that all adult, manicd, both poor and rich should
be using fomily pleaning. Other calegories of people mentioned include “shose shat
cannot do withous bkaving sex or with high libida®. “aficr birth satisfaction™, “those who

already had large fomily size™; “stdents/unmarricd or pcople of law inconic earners

The perticipants idcntified some of the factors thot may influcnce the adoption of family
planning. Among the factors mentioned include economic factor. heaith factor, level of
educotion. soctal facto, rg!fgfon and “number of children alrcady had” Other factors

mentioned include, *'the nature of job one i1 doing™; “accessibility 1o the fucilities ™ und

cooperation beteen the couple or pariners .
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1.4 Problems and benelits of fumily planning

he participants listcd some of the prablems associated with the usc of family planning
ong women. According to them, the following wcre the major problem mentioned by
\he pasticipants: “women Wil gain more weigit", Hemorrhage", *Infertllity”, Irregular
mensiruation/excessive bleeding' and “breakagesslipping of condom'. Other problems

mentioned mostly by male group were “Family planning recduces sexual esloyment* and
“increases sexual immoralley”

On how they cope with the problems associated with family planning. the panticipants
said they consult farnily planning health care centres. listen (o health wlk or undergo a
periodic test.  The patticipants also said agrecment about family planning is vcry crucial
and ones there is agreement. there would not be any problem that they cannot cope with.
According to them, “if there is a sirong agreement beiween the conples they would be

able 10 cape with any family planning problems”

Scveral benelits were mentioned by the participants. According to them. family planning
help 0 reduce unwanted pregnancy thereby prevent over population. Other benefits
mentioned include "famlly planning help 10 achlesy one goal’, “can lead to lang life for

women®: “increase the siandard of living " and “help ta plan for one’s family”,

The parnticipants have several things that they would like o know about family planning
among those things were “iVhy: sonte methods fuil? Why ¢oudoms always break during
use? Boes fumily, plonning canses carly menopause or detay menopause? Why inferitlity
occur after adaprion of family planning? Canses of inferiility? "
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Section A: Socio Demographic Information

‘Haj%'ﬁly of the respondents were males accounting for (62.5%) The overnll mean
: of the 1espondents is 42.2 ycars (SD+ 9.22). Majority of the respondents fall

n the ages of 30-39 years rcpresenting 35.0% of the population. The study shows
at majority 312 (84.1%) of the respondents were married, 51 (13.7%) were single, 6
:36"%) were widowed while both divorcee and separated have equal number | (0.3%)
spectively-

"As expected from the geographical location of the institution. large number 333 (89.82%)
of 1the respondent were Yorubas (ollowed by Igbo which accounted for 4.0% and others
as shown in Table 2. Christianity is the prcdominaat religion practice by 332 (89.7%)
foltow by Islam 37 (10.0%%). The distiibution of the respondcents according to their level
of education revealed that slightly above overnge 196 (55.8%) had tentiary education. 96
(27.4%) had secondary education while 59 (16.895) had primay education as shown as
shown in Table 4.1.

Two hundred and eleven (56.9%) of respondents were scnior members of stafff
Administrative unjt had the highcst population 83 (22.42%) among the rcspondents
followed by. Faculty of Basic Medical Sciences 76 (20.5%) while 75 (20.2%) were from
the faculty. of Clinical Sciences, Others as shown in table 4.2
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TH le “o'

Some Socio Demographic Information of the respondents

ographic Variables No Percentave
232 62.5
4l S 139 375
Age Disiribution:
20.29 25 6.7
| 30-39 130 35.0
40-49 108 291
50-59 108 291
Murvital Stutus:
Married 312 8:1.1
Single 51 13.7
Widowed 6 16
Divorced i 0.3
Scpamied | 0.3
Ethnic Group: B
Yoruba 333 89.8
Igbo 1S 10
llausa f 03
Others I 2D 5.9
Religlan:
Chastianity 332 89.5
Islam 37 10
Aftican Traditional Religion | 0.3
No rcesponsc b 0.3
Level of cducution:
Tertiary 196 528
S&Oﬂdﬁ‘y 96 259
Primary 59 15.4
No response 20 3.4
Designntion:
Senior 211 56.9
T 160 43.1
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Table 1.2
Distribution af the respondents by their Faculty/Unit

~ ‘ﬂu““ No ‘l Percentage
inistmtive Unit 83 | 24|
Lﬁf Basic Medical Scicnce 76 20.5
- ulty of Clinical Sciences 75 20.2
‘aculty of Public liealth 32 86
‘aculty of Dentistry 30 8.1
inance and Audit 25 6.7 i
Library 1S 30
[ Biomedical Comm, Centre 13 N7 | IS
Institute of Child flealth 12 ‘ 32
| Tnstitute of Medical Rescarch and 10 e 2.7 o
“Training (IMRAT)
:‘_i_l_ul L v 1 _ 100
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Section B: Level of awarencss and knowledge of respondents about

contraceptives

Out of the total 371 interviewed, 98,7% had hcard about the word family plawing while
only 1.1% had nol. Elecironic media (television and radjo) was paiticularly popular
among the respondents as a niin source of information on modem contrsceplives 43.2%
followtd by prnt medin 10.3%, religious organization 7.1%, and health institutions
17.4% while 14.6% got their information from (riends and family (Table 4.3).

Table 4.4 shows that mojority of the respondents (91.19%) were able io define family
planning correctly imong wliich 62.4% were maies. From funther analysis. above average
$7.2% of those who could comrectily defined family planning had tectiary educauon while
58.6% of them were scnior member of stafl.  Slightly above average 52.0% mentioned
safe period incthod as onc of the natural family planning while 43.7% and 29.9%
mentioncd withdrawal method and periodic abstinence as aatural family methods and
only 7.5% werce uble to idetify lactation amenoerhea (Table 4.5), Table 4.6 shows that
male condom \was the most popularly known centraceplives method as mentioned 65.8%,
follow by oral pills 48,5% and injcctible 39.9% while diaphiogm was the least mcthod
known.
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Tablc 4.3

~ Sources ofinformotion on contraceptives

of information No r Perceniage
— 207 315
Sl 161 189
lealth Workars 148 17.4
. 101 1.8
"Newspaper 88 10.3
" School 52 6.1
i_CVumh = ! 348 3.6
Family —ICH | I 28
imasquc 12 ‘! 1.4
|F01hcrs 12 | | 1.4

¢ Multiple Responses
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Fable 4.4

Befinition of Family Planning by Sex, Level of Education and Designation

e e ey

Variables ) Incorvect (%%)
What do you understand by family ;ogr::t. 1()/.) 33(8.9)
planning
Sex I:Mnlc 211 (62.4) 21 (63.6)
| Female 127 (37.6) 12(36.4)
Level of Eduention Sccondary Edu. 139 (428) ; ~ 16(61.5)
Tcrtiory Education | 186 (572) | 10 (38.5)
Designation Senior 198 (53.6) 13 (39.4) ay
Junior I_‘ - 140¢41.2) 20 (60.6)
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Table 1.5
Types of Natural Family Mlanning

Ty pes of natural Family Methods No Percentage
Safe Period 193 52.0
Withdrawal Mcthod 162 43.7
rPctiddic Abstinence SR 29.9
E.actnlion Amenorcha 28 7.5

*Multiple Responses
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Tablc 4.6

"l“)‘tics of Modern Contraceptives Mcthod Known

Modern Contraceptives

*Multiple Responses

6l

AFRICA DIGITAL HEALTH REPOSITORY PROJECT

V: No I'crcentage
Malc Condom T 244 65.8
Ol pills 80 48.5
Injectable 148 39.9
1UCD 132 | 35.6
I‘oaming Tablet 6 | 248 |
= ~—
Norplant 56 15.1 [
Vasectomy 2 N |
Tuberligation 27 &/
Diaphragm 26 7.0




'igrity of the respondents 360 (97.0%) ogreed thal family planning is necessasy while
If'll (3.0%) disagreed with the neeessity of family planning. Furnther apalysis shows
a2t more men 227 (63.1%) agreed with the necessity than women. Similarly, more senior
embers of swll 209 (55.1%) agreed with family planning and those with post secondary

ducation accounted for 91 (56.0%) has positive perception about family planning
(Table 4.7)-

Large majority of the respondents 342 (93.4%) reported that both husband and wife
should meke decision gbout family planning practice. 18 (4.9%) said only husband
should take decision and 6(1.7%) supported wifc alone to take decision. Table 4.8
indicates the viuious situations when lamily planning method should be used. ‘To prevent
unwanted pregnancy was the top most tsmce wheo people should adopt family planning as
was said by 158 (42.9%) of the respondents. When desirz number of children had been
achicved was also mentioned by 122 (32.9%) while other ttmec mentioned include when
want to delny next pregnancy; to prevent STI/HIV and when health of the wife is in
daoger.

Oui of the 371 respondents interviewed 235(63.3%6) reported to have received counscling
on family planning; (36.72%) had noi. Among those that reported to have received
counseling, 178 (48%) rcportcd to have been counseled by health workers followed by 32
(14 9%) counscled by (ricads / colleagues. 10 {2.73%) were counseled by’ spiritual leaders,

9(2.4%) \werc counseled by their spouse (Table 4.9).
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Tablec 4.7

Respondent” .
nondent’s pereebtion about contraceptives by Sex, Level of Education and

Designation
Variabley Yes (%) No (%)
Is Family biagning nccessany?
360(97.0%) 11(3.0%)
Sex Male 227 (63.1) 5(45.5)
' Female 133 (36.4) 6 (54.5)
Level of Education Sccondary 150 (44.0) $(500) |
Education
[ Teniary Educalion 191(569) |  5(50.0)
Designation Senior [ 209550y | 2(183)
Junior | 151 41.9) 9 (81.8)
=\, ¢

€3

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




Tablc 4.8

Respondents Perceived reasons for using contraccptives

Ieasons

- D |
To prevent unwanted prognancy Yo Percentage
_D::smc number of children achicved 153 42.9
' “"Q!ll to delay next prcgnancy 51 329
_To prevent STO/IHIV T 13.3
| When wifc health in danger = 4.3
Others = gg
Tota! .
‘o Others include want i, 2 100%6
) 1 5 = — -
still single want wile (o finish education. 100 old to have chuldren again and

-
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Table 4.9
l}

crsons who counscled the respondcnts about Family Planning

Persons who Counscled the respondents
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about Family I"lanning - e
Hlealih workers 178 17.2
Friends/Collcagues 32 I4.‘O
Spiritunl Leaders 10 KK
rSpousc 9 —;..
229 Y




Scction C; Accessibility
Two hundred and nincy
area. Out of this only

clinic.

and utitization of fmily planning

three (79.0%) reported 1o have family planning clinic in their

: 191(31.5%) respondents reported they had visited a family planning
WO hundred and twenty nine (61.7%) claimed that

‘ it would take them less 1
30 minutes to get e

to family planning clinic (Table 4.10),

S;xl)'-ii\*c (33.1%¢) respoadents obsened that patients were given enough privecy at the
family planning clinic while 59 (27.5%) observed that attitude of the health workers were
ﬂu-sfaclor}" Other obseyvations made by the respondents include nvailabilits, of diflerent
@cbads of conUnceptives. scrvices arc affordable, clinic too far and services not
available at all time among others as shown in Table 4,11,
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Table 4,10
v ° H T, o i ° L
Availability, Visitation any Hime to get 10 Famify Planning Clinic (N=371)

- No H ]
Availability of FPC: Vs 593 PertestRs
- 79.0
o e 78 21.0
isitation to FPC: Y
ol | 19i SIS
= et 180 48.
Time to get to FPC: < 30mins 555 —
- . S
30mins - } hour I s o

%
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T Table 4.11

= - “""ﬁmdml sobservailon ot Famity Plaooing Clinic

: :__ ations No percentage
Alents ase g ven cmmgh Pnvacy 65 1B
ﬂ&lﬁt)'mmudc of the bicalth workers $4 27.5

|] ‘ailability of different methods of contfaceptives 39 i9‘9

| Eeﬂrwruo afTordahle 18 _9.5

Clinic too fus g e |
_'sm'icg noi nv-lﬁlablc ot all ume 3 1.5
*Others 4
Total 196 =7 100

* They now sell drugs, Service not affordable/ioo high. No persoal ationtion:

dissatisfied attitudes of the health workera and llealth workees refused to give

information-
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Itlization of Centracepiives
More than half 249 (67.4%) of

the respondents indicated th
- : at th}' !
ontraceptives befere. Analysis of th e

osc that had ever used conlta

and designation indicated thar male 1es
percentage (62.3%)

cepluve before by their

© (64.3%) (p>0.05) (Table 4.12).
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Tablc 4.12

Ever-Utilize| Contraceptives by Sex

ABe group and Designation (N=2.19)

Variables

)

Ever Uscd Contracepiives :r':::nq P“:;“I“ge

Scx: Male |4 155 | 62 ’3
Female

] 94 37.7
ARe roup: 20-29 years 10 4.0
30-39 years 80 32
40-49 years 83 : 333
SO Eﬂd above 76 5 305
Designation: Scnior Snff | 160 S 643
Junior SafT 89 35.7

S———
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.8°4) said they are not using any type., The resull also showed that more males

cir female counterpart. I also rcvealed that
njority of those Ihat are cumrently using it fall within the age bm

Morcover, more than half of

currcntly using contraceptives than th

cket of 30.39 ycars.
those that claimed 1o be currently’ using contraceptives ase
senior members of staff g shown in Table 4.

3. Among the contraceptives that arc
previously and carmently being used

» male condom was the major contraceptive being
used as mentioned by respondents according to gender

(previous: male 121 (7! 2%) and
{female 49 (28.8%;

) while those that are currently using condom accounted for 82 (77.4%)
among male aod 24 (22.69%) for femalc. Withdmwil mcthod is another method

accounted for by 63 (69.2%) male and 23 (30.8%) femalc while among the current use of

the method miale accounted for 21 (70.0%) and femalc 9 (3¢.0%) as showed intable 4,14,
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Proportion of P

cople currently

Tablc 4.13

using Contraceptives by Gender, Ape group and
Designation (N=252)

Variables N of current usc T I’crcentage
| Current usc of Coniraceptives 252 ' 792 .

Sex:  Male 173 68.7
Female 79 3I.I3

Age group: 20-29 years 13 5.2 |
30-39 years Be 34,1
40-49 years 81 32.1
50 and above 7 | 286
Designation: Scnior Stafl” 149 i 59,1
Junior Stoff 103 40.9
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Tablec 4. 14

: T)'Pcs o'l' Previous and Current Contrucepiives by gender
co drovi
oniraceptive i i

,-l'e'lll_qd Male (%) Femalc (%) Male (%) Female (%)
F@?"dm" 121(71:2) 49 (28.8) 82 (77.9) 24 (22.6)
Withdrawa] 63 (69.2) 23 (30.8) 21 (70.0) 9(30.0)
Safe Period  57(63.3) 33(36.7) 15(57.7) |7 11(42.3)
Ol Pills 36 (59) 25 (41.0) 11 (688) | S5(31.2)
Pcriodic Abstinence 33 (75.0) 11(25.0) | 14(73.7) =T $(283) |
FonminE Tablet 28 (71.8) 11(282) | S (100.0) 0 (0.0)
Injectible 24 (63.2) 14 (36.8) 11 (68.8) 5(312)
1UCD 15 (28.8) 37(71.2) | 11(44.0) 14 (56.0)
Norplant 4(40.0) 6(60.0) | 1 (250) 3(75.0)
Tubcrligation 3(50.0) 3500)° | 2 (50.0) 2(50.0)
Diaphragm 3 (100.0) 0 (0.0) 2(40.0) 3 (60.0)
Vascclomy 2(500) | 2(50.0) 0 (0.0) | (100.0)

*Muliipie responses
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mong the respondents that clasmed not 1o be using contraceptives. 50 (48.5%) reported
that l‘h“c)i hnve no reason for not using any mecthod, Twenty (19.4%) said because of side
eftect while 18 (17.4%) claimed that they needed to have more children and 2 (1.9%)
said because of the piice and others as shown ia the table 4,15, Majority 122 (51,6%%) of
the respondents reported to be utilizing contraceptives through their personal decision.
Among this people, 82 (67.2%) of them were male 62 (26.2%) are using it because of the
recommendation from the health workers and 41 (66.1%) weee of them male. \While 33
(13.9%%) are using it through the recommendation of their spouse. Only 17 (7.2%) said

the)' are using conwaccplives because of the advice reccived from their co-workers and
friends (Table 4.16).

Among those thal arc using contraceplives 70 (28.1%) said tha! the method they chose
are casily available while 59 (23.7%) said because it is highly effiective and another 52
(20.8%) considered the piice of the commodity being cheap as shown on the Table 4.17.
Majority 139 (37.5%) of those that utilize contiacepiives reporned 10 procuie it from

bospital while 93 (37.5%) obtained their producis from chemist and 8 (3.2%¢) respondents
got their services from aarikes (Table 4.15).

Almost all 1he respondents 364 (98 9%) said that family planning should be provided at
the health centic while only 4 (1.1%) said it was no\ neccessary- 1he muajority of the
respondents 353 (95.1%:) agre=xl that infornation and provision of fonuly planning
scrvices will enhance 5 usage while 3.3% did not agree with the idea (Table 4:19)
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Tablc 4.15

Reasons for not utilizing contraceprives

N\
NEDT tNO Percentage
— ———— 50 48.5
‘Becausc of side effect
— . 20 19 4
to have more children
- ' 18 12.4
Cosl 100 much
— 2 i 1.9
Dissatisfied with the method/ method not comforiablc 1 | 09
Not eifeclive
| ' 0.9
*Others — i
1 10.6
l Total 103~ 100

¢ Others: | am single, too old. reached menopause
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Table 4.16
crson w!ho-suggcatcr.l usc of coniraceprion by

P-valuc = 9 646

*Others: My Boss and my grandfither
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— _ scx of respondcents
recomniend Nale Female Total
raceplive

;Lctsti—nfi! decision 82 (67.2%) 40 (32.8) 122
‘Heslth workers 41 (66.t) 21 (319) 62
Spouse 13 (394) 20 (60.6) 33
Co-Workers/friends 12 (70.6) 5(29.4) 17
*Others 1 (50.0) 1 {(50.) 2
Total £49(61.1) 87(36.9) 236




Respondents reasons for using the

no side cffects etc
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—

T . choscn method
4 on lor choosing the t¥pe of contraceptive used No P 3
£is asily availabic l = ercentage
— - : 28.
[_LT,I Is highly cffective 59 i
2
It is cheap - i
= 2 20.8
My sexual partner Jikes 1t 3] 508
Other reasons T g 8
LTot:ll :
249 100

*Other reasons: My husband traveled. 1 am single, 1 don't went to have children again; it

gives me good health: Because of my age; personally like the method,




Table 4.18

Sources of Contraceptives Services

i No I'crcentage |
139 56.0
93 375
l 8 3.2
6 24
irth attendants 2 08
'I':Toml . 248 100
]
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Tablc 4.19

Opinion gbout wherc Family 'lanning should be provided

o you think it is Importancc to providing FP No 72
cvices in health centres
364 98.1
| 3 1.1
‘Do you think Information and provision of FP will enhance its usage
Yes 353 [ 967
No 12 " 3.3

™
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JIONS D ANDE:

-oblems and benelits associated with the use of contraceptives

ut of those that had cver used coniraceptives, sixty-six (26.2%) said they cncountered
.c problem or the other whilc using it. Excessive bleceding 12 (20%) was the most
omnmion problem mentioned followcd by disappointment of the mcthod and headache
#nving the same perceniage 7(11.6%8). Other problems mentioned incfude imrcgular

mensiruation. loss/gain of wecight, partial enjoyment while using condom and others as
shown in the table 4.20.

Conceming the most common problems associated with the use of contraceplives which
could refer to as gencral problems that they have heand from people using conttaccptives
or heard from other sources likc radio. iclevision. ncws pagxrs eic. the most common
problem mentioncd or identified wus irrcgular bleeding by S (30.5%) while loss/gain of
body wcight was mcnuoned by 47 (28.7%) cxcessive bleeding and psychological
ptoblems were mentioned by 29 (17.4%) and 19 (11.4%5) among others (Table 421).

Concerning the benclits associsled witli the use of contracepiive, 114 (30.7%)
respondents said that using contrcepiives would preveat unwatited pregnancy while
another 91 (24 5%) soid using coatinceplives is goad for bewter living siandard of the

fnmil)’_ Other benefits of conttaceptive are reflecied in the table 4.22.
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Tublc 4.20

4 l"‘r'cl)blcms'cgcoumercd by the respundents who had used contraceptives

‘pe of roblems

8l

No Percentape
essive bleeding 12 20.0
sappoinuncnt of the method 7 11.6
cadache 7 1.6
| mregular menstrustion 6 10.0
‘Loss/gain of welgit 6 10.0
: arlial ecnjoyment with the use of condom 4 "~ 6.3
 Infertility / dclay o [ pregnancy 4 6.7
| TUCD and Condom irriation 3 50
Withdrawal method is diflicult to control 3 5.0
Condom slip or burst during intercoursc 2 33
Not comfortabte with 1he use of condom 1 F~2 3.3
*Others N 9 6.6
Total 66 100

abdominal poin and Psychological problem
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*Others: Mloke me older than my age. Prolong cjaculanion with condom,




Tabic 4,21

1Mon neplyleng i
probiens ggqociateyg with the use of family planning relating (o personsl

- espericnce and Information from others

_ﬂil‘lm'l:-m problems No
"H“dms - Percentlage
58/gain of weight 47 -
L] = 2 :
XCeSSive blccding 29 L
17.4 (-’
’sycholagi
gical problem 19 T
13 7.8
Infertility 8 4 E
| YT 3
Tolnt 167 <) ,
100

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




Tabile 4.22
. Hewefite of waing Chatrivceptives
e - ] .
I i ) e
Eﬂ_f_f S .- T
= e . _- ' ! ﬁ 4 — ili—
| — iy gy v =T |
hald ‘. mn_ 1 .
— — _ e
"or family 10 enjoy good healt) N ; =
._l."’l"n, Mlﬂ-hﬁ““l P — l -
1o prevens S T1HHIV/AIDS 4 A
IH rom embracernent e e 3
| Tocontrol or redike over population } x
dp L0 Ml 'I_'ii—l-——-w _.______J‘_!__ I' -
| Yo grve lag life 1 the mather . ?
| Warnen will have more Hine (0 her chibd : ‘
| *thbery — i :
\ ..T‘ul = | uh!

lamily amona others
**Multiple reaponscy
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~valuc >0.05 (P.valuc =3.673)

as shown in table 4.23. In the light of
nber one which stated that

this. hypothesis
“there is no significant association between respondent's

‘el ol cducation and practice of contraceptive” is therefore accepted.

milarly test of the [1ypothesis 2 indicatcd that there is no significant sssociation

Iween the respondents Socio-economic status which is their designaiion

s and their
option of contracepiive wilh a P-value=<0.05.

In the saine manner, hypothesis 1wo

ich stated that “there s no significant association between respondent’s socio

conomic status and their adoption of contraceptive™ is accepted (Table 4.23),

esting of hypothesis 3 showed that these Is no relationship beiween the scx of the

spondents and their contraceptive utilization with o chi-square value of 0.175 with a P-

valuc of 0.916as indicated in table 4.23. Hypothcesis 3 is therefore accepied,

Finally, the hypothesis 4 showed that there is no relationship beiveen the knowledge of
the respondents and their contaceptive usage. Though the respondents have good
knowledge of contiaecptive, the chi-square value is 1.824 and p-value which is greatcr
than 0, 05(Table 4.23). Therelore, hypothesis 4 which stated that there is no relationship

between knowledge and ese of contraceptives is thercfore accepled,

R4
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SUng of Hy potheses

Further analysis 10 tesy Hypothesis 1 indicated thay there is no significant association

between the level of educiition of the respondents and their praciice of contraceptive with

a P-value >0.05 (P-value=3.673) ag shown in lable 4.23. In the light of this, hypothesis

number one which siated that “there is no significant association between respondent’s

level of education and praciice of contraceptivic' js there(ore accepied

Similazly test of the Hypothesis 2 indicated that there is no significant association

-ccononuc status which is their designntions and their

In the same manrner, hypothesis (wo
1S no significant associalion between respondent's socio
ecanomic slatus and their adoption of contraceptive” is accepted (Table 4.23),

bctween the respondents socio

adoption of Contraceptive with a P.value:.<Q,08.
“hich stated thar *“there

Tesling of hypothesis 3 showed that there is no relationship between the sex of the
respondents and their contraceplive utilization witha chi-square value of 0.175 with a P.
valuc of 0.916 as indicated in table 4.23. Hypothesis 3 1s therefore accepted,

Finally, the hypothesis 4 showed tha: there is no relationship between the knowledge of
the fespordents and thewr coniracep:ive usage. Though the respondents hawve good
kaowledge of controepive, ' he chi-square value is 1.824 and p.value which js Erculter
than 0.05 (Table 4.23). Thorslore. hypothesis 4 which stated that there is no relationship

betwoen knowiedge and us= of contraceptives is therefote aceepted
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Relationship between yse of Co

Table 4.23

J ntl‘nccp(ivcs b)' Sex, Level of Edu .
designation of respondents el )
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Varishle Ever used contraceptives
: Yes ¢ 02
Scx: Molc 185 ];'.;J = “I‘_’S DI P-Volue
Fcmale 94 45 / E 0.916
Education:
3 i & 20
ccondary 63
Tcniuy. | 132 2 3.673 6 0.721
Designation:
Senior 160 51
Junior 80 69 18.280 2 0.000
Knowlcdge of —_
family
planning
. 2
Correct 230 108 0.402




CHAPTER FIVE

!)ISCIJSSI()N. CONCLUSION AND RECOMMENDATIONS

r - - [
IThis clupter is organized nto five sub-scctions as (ollov: Socro-demographic
informaiion, Awareness and knowledge of contraceptae; acceasibility and uiilization of

contracepiives methods, attitude toward the use of contraceptives, problems and beaefits

associnted with the usc of contraceplives.

Socio-demog raphic chnracteristics of the respondents

The {indings of the swdy revealed thil socio-demographic characienstics in respect of
sex showed that out of tlyee hundred and seventy oncz {371) respondents, majonty. 232
(62.6%) were males given a sex the ratio of almost ratio 210 1. Also sonic of the female
siafl did not show ittcrest in the study because they did not want 1o discuss thesr scx

affairs which they beliefl is personal to thens

As rcgards age prolile of the respondenis. the study shows that a lasrge proportion of the
respondents, imininmum oage is twenly years (20) while the maximum age is fifty-nine (59)
yeass. The wide range is due (o the fact that the minimum age for employment into any
govemment establishment is (8 ycars and retirement age is 60 years old and 35 years in
service. Majority: of the respondents (84.19%6) were mamed. This was not surprising
sincc they are working class with stable job. It is advisable for male or female who

cannot do without having sex to get marry than to be having cxtra-mantal afMairg

The mamage may not necessonly have legal backing. it may be in accordance with
Istamic. Christian or Traditiona! rite, swhich is also acceptable. Regarding nationality.
almost g]| 370 were Nigerians. while just one (1) person was & Ghanaian. Thiec hundred

and thirty three (89.8%) respondents were [ron: Yoruba origin. Tliere was however g

snall pegcentage of other cthnic groups WNONE the stafl. This is cxpecied becouse (he
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insutution 1s located in the Yoruba community expected majority of the workforce should
come [rom the locality.

The overall auainment of the respondent’s level of educauon shows that majority had
lefliary cducation (52.8%) followed by those that had secondary education (25.9%) and
(15.9%) with primary cducation. This must be as a result that most of them are working

in an academic institution where they are encouraged (o panicipale 1n continue education,
a requircment for pronotion.

Awonrceness snd knowledge of coniraceplives

Level of awarcness about contraceptives was high among the respondents. Majonty of
them claimed that they have heard about it before. Generally the respondent’s level of
awarencss aboul contracepiives is very cncowsging, majority 98.1%e were nware of
conttaceptive mcthods. Both mamed and single, old and young reported to be aware of
contrnceptive but lcvel of awarcness of mamicd xople was higher than those of
unmarricd with p-valuc >0.05 {p-valuc = 0.765) w hiich is not statistically significany

All the respondents were able (o mention at lcast one contraceptives mcthod.  This result
corroborates the survey by the Deinographic Health Survey (DIHS) in 2003, where more
than threequarters of women can name ot [cast one modem method of contraception
spontancously that Is, withour prompting., Also Rutemberg ct al (1991) found that twice
as many urban women know about one form of family planning and thercfore concluded
that in such situation., wban women may' lisve beiter aceess 10 modem methods of

contraceplion \hilc tural women will rely more on tmditional methods

While in several Sub-Saharan countries, many mamed women are not able 10 name any
moder: family planning method oficr prompting. In Nigeria, for example, the 1990
NDHS reponted that only 44% of mamcd women rccogrized any family planning
mcthod. modem or traditional, cven aficr being prompted while in 1999, the proportion
hod grown to 64% (NPC, 2000).
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#etérs accounting for the high level of awarcness could be due to thetr level of
education and the fact that thcy work in a health-related instituuon the Federnl
Governmcnt advice that 8 woman should not give birth to more than four children, This

could have becn as o result of them hearing about lamily planning since 1980°s thiough

j:'nglcs on family planning on radio and television.

The result also shows that majonty of those that have tertiary education arc the senior
members of stafT and this had helped them to adopt the use of contraceptive compered to
their juntor counterpart. This is in linc with the findings of Rhonda, Lor, Jay and Donna
(2009) which concluded that in most socicties, the poorest women ac Icast likely to use
contraception. These women are also the Icast likely to be able to pay for family planning
scevices. Thus, public fiinds are most wisely spent on providing family planntng to the
poorest population groups. All oo often, however, the subsidies that govemments
provide for finily planning arc “capturcd” by the wealtinest people, bevause wealthicer

couples typically want smaller familics and scek out aixd use available services.

Knowledge nbout famtly planning was high ns almost all the respondents in the study
area reporied to have heand of the word “Family Plansing™ This result was higher than
what was reported for rural Nigeria by the NDHS {1999) and also higher than what was
obtuincd in the Southcast. Northcast and Northwesi regions of Nigena. The fmdings are
stmilar 1o what was found by Kerral ct al 1997, Nibizo and Adamchak 1990, Lavoyin et
al 2002, Oyediran Ishole and Fayescran 2002; NPC 2003 and Obinu 1980. This may be

duc to the impact of thic medto in disseminating information on (amity planiung.

Mlajority of the respondents (91.1%9%) could concctly detined formly planning and a high
propontion kncw the different methods of modem contraceptives. Furihcrmore, majonty
of the respondents were able to mention al least onc advantage of contraccptives
methods From the Study, the senior members o € s1afT (63.0%) have higher knowledge of
contraceptive than the junior members of stafl. The study also showed that respondents
with tertiary cducation had wider knowledge compared to respondents with sesondary

and pnmary cducation_ Similasly, respondents that are Chnstians are well knowledgeable
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about oo'nlmccpﬂvu than their counterpans that are Muslim or (raditiona) religious
lﬁough the difference is not significant (p-value>0.05).

Tlie condom (malc condom) was the most popular contraceptives method known because
it1sa cheap, readily available which does not require prescripuons. It is also safe, easy to
use contraceptive which scrves a dual purposc eamely prevention of pregnancy and
sexually transmitied infections. This linding is similar 10 what had been obtained in
swudies carned out by l.awoyin ct al 2002, Felder, Tucker 1998 and Awageni ct ol 1998,

Majonty of the respondents were aware of the famuly planning clinic in the University
Collcge llospital (UCH) the study’ location wwhere they worked and the family planning
senvices near their residents. This result is simalar to the linding of Motrow el al {1992)

and Johnson {1987). This is hecnuse of the high level of campaign on family planning
via the radio and television, which the respondents were exposed lo

The study shows that clectronic media was the main source of infornmation for
contrnceplives, [ollowed by health workeri. This result is similar 10 what was obtained by
Gulluly and Moorc, (1986), Dinchak and Mbizvo (1991). Howcever, the finding 1n this
study was higher than what was oblained for Southwest in the NDHS (2003). This might

be ns a result of increase in the level of the respondent’s education compared with the
Noithemn pant of the Country'.

The study similazly revealed that majonty of the respondents knewvw the cosrect time to
utilized contraceptives, Moreover, (63.3%) of the respondents rcported o have been
counscled about the usc of contmceplives and some of those have nol received
counscling showed their willingness to receive counscling about contraceptives. Only

few respondents said they are not interested due to thetr religion or because they are still
single and because they had reached menopausal age-
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Accessibility and Utilization of fanily planoing

ﬂsp;-lc the fact 1hat a lurgec number of the respondents kncw of family planning clinic
around them only $1.5% reported to have such facility in order to receive services. More
respondents that visited femily planning clinic for services obscrved that paticnts were
given cnough privacy in the clinic, som¢ obscrved the attitudes of the health workers.

others obscriv'cd that different methods of contraceptives were available, some observed
the cost and distance of the clinic to their arca.

On who should make decision on conuanccptive usc. mnjority (92 2%) reported that both
couple should make deciston about the usc of contraccplives, This is conirary (o the study
donc by Jocsufc ct al (1988) in a study conducted in Indonesin where it was found thc
husband’s approval of contraceptive use play a vital role in the adoption of any family
planoing methods and Kuraiya (1988) where male dominance in decision making was
pronounced. This appcasts o be ncw and highlight the fact that changes arc occusting

which might be due to increase in level of commiunication between the pattcms and this
will enhance usoge of contraceptives.

Thss study revealod that previous use of contraceptives was fairly positive (67.194)
among the respondents. ft was significantly higher ainong those aged 10 — 49 and also
among the senior members of swff.  This was in contrast (o the data from Nigena
Demogmphie llealth Survey 1999 which reveals an overall use of faraily planning
mecthods, among all women. at about a quaricr (27%) have cver used o method and less
than a fifth (17%%) have used 0 modem mecthod. The percentage of munied women who

ever used a contiaceplive method is highest among the 30-34 age groups (36%6) (NPC
2000 and NPC and ORC Macro, 2004)

‘The current contracepiive is high among male respondents (74.6%s) with thosc aged 10-
39 (60 2%) and senior members of staff (70.6%). This finding is not suipnsing becruse,

condom scems to be the most popular method being heard of on the ratio and telcvision
programme. Besides, previous studies indicated that people belleve that condoms aie

cflective for prevenuing STHRSYHIV infecuon and their perception of peer-approval of
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ndoms has tremendously led to the increase in the adoption of this method among the

Iarget population (I4ingson ct al 1990 and Kegeless et al, 1989, Sonenstan et al, 1989,
Forrest et al, 1990.

This finding 1s consistent with the result of Alan Gultmacher Institute (1990). Study New
York, which rcvealed that Condoms were tile mostly used method among their study
group. The result is equally similar to the findings of Ekele et al (1989), siudy in Jos,

Nigena in which they discovered that the most commonly used methods among the

respondents (botlh males and females) were Condom.

It waos also noted that a subsiantial number of the respondents who are users of
conttaceptive methods are 1n monogamous marringe compared with non users, This
might be a funclion of incrcase sexual demand on those in monogamous niarmage that

could compel them 0 look for contraceptive assistance to avoid fioquent unwanted
pregnancy.

Majority of the respondent’s belicls that tnforrnation and provision of famtly planning
services would enhance it usage while 12(3.2%) people reported not to support the idea
The few people thm had differcnt opinion may be those that are not uulizing thie service

or those thot lack the importance of the service. Also this nmay be because of their
religion.

Problems and benelits of Contruceplive

Only few respondent reported to have contacicd one problem or other as a result of using
esontinceptive method while majority 293(79%) cliumed not to have contacled any
problem beiore. However the key problems identified by these respondents include
bleedinge. headache, and disappointment/feilure of the method used. irrcgular
menstiuation loss/gain of weight etc. |l is possiblc that these problems may cause failure

of using tlie service or reduce the level of its uulization- Also almost all the respondents
that are using the scrvices and non-users were able to mention one cosvect benefit of

contraceplive  This result shows that people kaows the benefits of the service
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onclusion

!Thf‘s study shows that there is high knowledge on contraceptives method and the condom

is the most popular modem contraceptive mcthod known and used by the respondents.
Atlitude to thc use of contraceptive was gencrally positive but few of them stilf had

unfavourable pcrception about contraccptives as well as wrong information about
conltaceplives.

Condom was the most popularly mentioncd and uscd mcthod of conunccpiives Most
people uscd il to prevent unwanted precgnancy and some used it (0 preveai Sexually
Transmitied Diseases STDs including HIV'. Diephram was not popular arnong the female
respondcnts. Also majority of the respondents preferrcd natural family planning. which
does not, involved any medical attention. The ever and current usc of contriceptive were
promoted by mwnreness, high knowledge and increase in the level of education,
availability of differcnt methods, privacy, satisfactory sttitude of the hcalth workers and

low pnice of the service promole the use of contriccplive method according to the teport
of the respondcnts.

An appropriate stialcgy lo simulale increascd use of modem contraception is cducating

potential users on the benclits of family planning. the types of methods available, the

telative cffectiveness and side clfects of the various methods. Dillcrent strategies may

have 10 be adopled to reach potential users in diflcrent circumstasces and setlings,
including the health {acilities.

In conclusion, vwomen of 1eproductive age in Nigerin and their paniners should be the
focuses of interventions aimed ot improving awareness of the benelits of modem
contraceptive mcthods with the ultimate goal of helping women (with the cooperation of
their pariners) make informed and responsible choice about Wieir use. Improving the
educational and economic status of thc women and educating men, and planning
prograsmnes that will improve discussions at the fasnily level on fertility-related issucs
will likely impsosc the level of use of modem contraceplives. Also, emphisis Should be

placed on thc dynamies of childbearing and on parental aspirations for the children.
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cference to the economic conditions and demands of modem sacicly. and indecd. the

hardships a fathcer faces in the process of bringing up his children will likely appeal 10

men, and s should be pan of the information, education and communication (IEC)
programmes.

Recommendations

‘IThe reccommendations based on the findings of the study arc as follows:

I.

There 1s the nced 10 develop good communication strategies uid outresch
programs that raisc awarcness, dispel myths and mispecrceptions, and create a

positive perceptlion of the methods.

Troining providers in the new methods to increase their skills and overcome
biascs. Although obstacles to providing family planning in Afnca persist, many of
these challenges can be oviercome. To reach this end, policy-makers and program
manggers must promote an cnabling coviroament through cvidence-based policics

and guidclines, improved provision of scrvices. and the education of hcalth

providers, communities, and individuais

Advocute for family planning oi all levels of goviemnientl and with donor agencics
to caswe thot family planning is included in budgeling and planning. This can be
donc by ptoviding cvidence W peisvade decision makers to include family

planning in poverty-reduction sratcgics. sectlor-wide approaches, country
strategic plans. and national health budgets.

Work to casure thal family planiung is included as on essential health service in
national and disutict-level ptans for primary health care. Identify and support
champions for family plaoning among lesders who arc willing 0 influence their
neers. These champions include lcaders in Ministries of 1iealih. Nongovemmental)

organizations. Donor agencies, lecalth facilities. and Communitics.

Emphasize that family planning saves lives, helps in the light against HIV/AIDS,

and helps achicve many: othier development goals.
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APPENDIX 1

English Version
FOCUS GROUP DISCUSSION (FGD) GUIDE

FACTORS INFLUENCING ADOPTION OF MODERN FAMILY PLANNING
AMONG THE JUNIOR MEMBERS OF STAFF OF THE COLLEGE OF
MEDICINE, UNIVERSITY OF IBADAN, IBADAN.

INTRODUCTION

Greelings: You are all welcome to tlus discussion. We are fiom the department of

Health Promotion and Education, Faculty of Public Hezlth. University of Ibadan. We
would like to discuss aboul Family Planning with you. There is no right or wrong
opinions on issues 1o be discussed. As a moderator, my job is 10 make sure that we talk
about the issues and cverybody has a chance 1o participate in the discussion. As
parlicipants your jobd is (o tell me what you horniestly think nnd feel about family planning,

Remember there is no right or wrong answers. We will also want our deliberations

recordcd on tape. This will help us 10 remember what has been discussed today.
Panticipants Inuoduction

1 would like you lo introduce yousself. Pleasc tell us your nome and your deparniment.
Time [ will ask cach of you to speak in order afler inwroducing yourself. Pleasc leel free
t0 speak whenever you have someihing o say bui also pay' attention to others in the
gioup.

]. What are some of the seproductive heatth probliems among the junior stafl of

Universily College l{ospiinl (Probe for Abortion, Birth control. Infertility, Sexual
dysfunction, S T.D clc).

2. What do you understand by family planning?
gL State the dilferent methods of (amily planning you know?
4 In your opinton, which of thesc methods do you thiak are popularly used?

5 \What category of people should adopt family planning mecthod (obe for Age.
siz¢ of the (amily, financial status, cadre of Stalf etc?
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‘the fax'tors that may influence the adoption of family planning (Probe
% within the home. Issues of cducation, Socio-cconomic statuy,
bility. availability)?
\hm are the prodblems associated with the use of family planning among men and
 women?

How ate you my:ing with family planning problems?

What are the benefits of family ptanmung?

What do you want to know about fanuly planning?
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APPENDIX 11

Yoruba Version
FOCUS GRoup DISCUSSION (¢¥GD) GLIDE

FACTORS INFLUENCING
’ \00 . o ¢
AMONG THE JUNIOR n;Enlggtizg%ggﬁggg;hTﬁﬂgu’ ANk
OR MEMBEI : " THE COLLEGE OF
MEDICINE, UNIVERSITY OF IBADAN, IBADAN.
Ikinni’ Mo ki gbogbo eniyan u o wa nibi kabo sibi ifi oro jomitoro oro y1. Awa i ¢ nwo
vi wa lati cka u ndi si Agbega ati Idnnileko eto ilera ti ile eko giga Unifasiti, thadan. A fe

ba yin so nipa eto somobibi:

Lori eto fetosomobibi, ko si ero okan ti a Ie so pe beeni tabi beeko lor oro ti a so 3.
Gegebi oludan iforojomitoro ofro yi. Ojusemi ni lati ri pc gbogbo cniyan i o wa nibi yi lo
kopa ninu iforojomitoro oro yi. Gegebi olukopa, ojuse yin ni lati so gbogbo ofito ero yin
ati iha 1i a ko si cto y1- E ma gbagbe pe Ko si cro okan ti a le so pe beeni tnbi becko A o st
fe ki gbogbo ijiroro wa o wa loii [onran oyinbo fun oni atiilo iwaju,

Ng o {e ki ¢ so nipa ara yin. Kin ni onuko yin. Nibo ni cti nsisc. igba akoko niyili ng o
gba ki enikokan laye lati soro. Ng o {c ki enikookan yin soro lori ohun ti e ti gbo yi ni sise
nicle. £ jowo ¢ ma tiju lati soro mgbakigba ti 0 ba kan enikooknn wa. Gbogbo wa ni a nj
ohunkan tabi omiran sugboo a ni lati feti s1 chun i elomiran na nso.

] 3 Kinnt awon isore ti © ro mo ileea ati ibimo inarin awon osise ile isc yi (ronu nipa

oyun stise, felo somo bibi, airomobi. amn ibalopo ati bee-bee-10)

Kinni ¢ mo nipa fetosomobibi ?

3. Orisi fctozomobibi melo ni @ mo nti pe ewn ni 3 0 pe awon cniyan gba, li won sin
lo j‘ll\‘?

4. Ni ero tire. ewo ninu awon fctosomobibi wonyi ni o lefo pe awon cniyan mu
iokunkundun ju.

S. Iru awon eniyan wo ni @ nlo awon orisirisi fctosomobibi i {Ripe o bere nipa ojo
orl. ipo molebi {iyc), iph 030 Oye ali Aliaba won lenu ise.

6. Awon rkan wo |0 nse atokun sisse felosomobibi (Bese nip3 awon ohun atokun

ninu ile, oro cto cko. 010 ay<e ati amuludun, iforun 8lise ati wiwaloravolo.
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t1oro mb eto fetosomobibi?
AWON 15010 Wony'i?
N1NNL awon 2 10 Wa Ninu cto felosomobibi?
1""" ilm‘\man i 0wu wa lati mo nipa fetosomobib;?
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APPENDIX 111
s |
FACLORS INFLUENCING ADOPTION OF FAMILY PLANNING AMONG THE
NO  TLACHING MENBERS OF STAFF OF TIIE COLLEGE OF MEDICINE,
UNIVERSITY OF IBADAN

QUESTIONNAIRE

Dear Respondcent, | am a Postgraduate student of the Department of flcalith Promotion
and Education. I'nculty of Public lcalth, College of Medicine. University of 1badan.
{nvestigoting the afore — mentioned Research lopic. You are requited to please answer all

qucstions honestly, All information provided will be treated with uimost confidentiality.

Thank you for your cooperation.

SECTION A: SOCIO DEMOCRAPIHIC CHARACTERISTEICS

b Sex: 1. Male e Icmale
2. How old are you now? ’ ~ Years.
) What is your marital status? |. Marnied 2 Single
3. Divorce 3. Widowed 3. Separaied

If Single, po 10 question 6

How many wives do you or yout husband has?

5 How many' children do you have?

6. Which 12 your cthnic group?

1. Yoruba 2. lausa th Igbo
4 Others  (Please specily )
1. \What religion do you proctice? ! Chnistianity = Istam
3 Afiican Traditional Religion 4. Others (Specify )
8 What is the highest level of Education you hasve achicved?
9 Whot is your designation? I. Sentor 2, Junior

10 Which is your Deportment/ unit/faculty?
11.  How fong hove you been working in the Collegc of Medicine?
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JON B: KNOWLEDGE ABOUT FAMILY PLANNING

ave you cver beard about the term “Family Planning™ before?

b Yes() 2.No ()
if yes how did you hear about it?
1. Television 2. Radio 3. Fricnd

4. Family 5. Church
6. Mosque 7. Newspaper 8. School 9. Health Worker

10. Other (plense Spealy )
Whot do you undcrstand by Family Manning?

What types of modcm Family Plonning methods do you know?
(Please list alt thot you known)

e 2

3 4

5 6

7 8

Which typc of natural Family Plenning mcihods do you know?
l. Abstimence 2 Withdrawa! 3. Sofe Period
3. lLacwtional Amenorrhea

Who should makec dceision of swwhether or not 10 practicc Family Planning in

the family? 1. liusband Alonc 2. Wife alonc 3. Both husband ond wife

18. When should {amity planning methods be used? (1'ickv” the most correct aaswer)
. When wiafe's hecalth in danger

Want 10 deloy next pregnancy
Desire number o fchildren achicved
Wanis wile (o finish exlucation

To prevent STDALIV AIDS

‘f'o prevent unwanted pregnasicy

Others (Specify )

AT o

.\lﬁ
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ave you been ¢ounseled about Family Planing before?

I-Yes () 2. () (8¢ No skip 1o Q 21)
Ir ﬁ:s.‘ who counscied you? |. Yours spouse 2 Fnends/Colleague
3. Hcalth Wotkers 4 Spiritunl Leader

Il No. would you like to receive counseling on Family Planning?

SECTION C: ACCESSIBILITY AND UTILIZATION
22  Isthere any Family Planning Clinic in your acea?

. Yes () 2. No( )
23.  If Yes, how' minny minutes would it take you 1o get to the Family Planning

Clinic? 1. Less than 30 minuics ¥ 30 minutcs - 1tlour
3. More than | hour

24.  |lave you cver visited any Family Planning Clinies? |, Yes 2. No
25.  Whot arc your obscrvations about the clinic?

1. Paticnts are given enough privacy 2. Clinic too lar

). Salisfactory ottitude of the health worker

4. Different methods ol contruceptive are available

S. Services are allordoble 6. Services not available at all time

7. Other (Plcusc specily p——
26. Doyou think Family Planning is necessan?  1.Yes{ ) 2. No( )

— )

27. Have you cver ulilized Family planning before?1. Yes( ) 20 No( )
28. ifyes, tlick oll the types you have ever utilized before
| Condoms 2. Oral Pills 3. Safe Penods 1. WUCD
S. Foaming tablets 6. Withdrawal methods 7. Petiodic abstinence
8. Injcclables / Injestions 9. Vascctomy 10. Norplant
11. Diaphtagm 12. Tubal Ligation
29.  ifnogive reason for not ulilizing Family Planning method.
I Nced to have more children 2. Dissatistied with the mcthod not
Comlortable 3 Sidc effect 4. Not effective 5. Cost 100 much

6. No reason 7. Other (Please Specily )
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‘At whose recommendation did you utilize Family Planning?(in the past or current)

| - Personal decision ( ) 2. Spouse ( ) 3. Co-workers /friends ( )

4. Health Workers ( ) 5. Others (Pleasc specify )

31+ Which of the Faunily Planning methods are you utilizing now? 1. Condoms

2.Oral Plls 3. Safe Pcnods «i. [UCD 5. Foaming tablc1

6.W'ithdrawal Method 7.Penodic Abstincnce 8. Injectibles/Injections

9. Vascctomy 10. Diaphragm 11. Tubal Litigation 2. Norplant

13. None
32 Why havc you chosen this method?

. Itis chesp 2. 1tis easily availablc 3. My sexual paniner likes it

4. Ithelps metoenjoy sex 5. 1t 1s highly cffcctive

6. Other recasons

33. How long have you been utilizing this method?

34. Where do you obtain or get Family Planning Services (i.e. Contracepliyes)
1. Market 2. Hospital 3. Friend 4. Chemist
5. Other (Please Specify -

35. Do you think i1 is imporant o provide Family Planning scrvices in the
Healih Centre? I.Yes{( ) 2.No( )
36. Do you think information and provision of Fainily Planning senice woutd

Enhance its usage l. Yes( ) 2.No( )

SECTION D and E: PROBLUMS AND BENEFITS ASSOCIATED WITII

FAMILY PLANKNING METIIODS

37 llave You cver encounlered any problem with respect to use of Family Planning?
| Yez( ) 22 No( ) (1f No Go lo Q 39)

38.  Whatare these problems?
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=

N  the mos co mmon problcin associated with the usc of Family Planning ainong

r ,ul . vomen (¥ Iqu#‘ unswer for your gender/sex anly)
ST s¥cbological \tauma/ problem
2, lrregular Menstiuation
3. Excessive Bleeding

4. Loss/gain of weight

S. Infentility

6. Idon't know

7. Headache

8. Other (Specify =

10, Mention onc benefit Lthat can be derived from using Family' Planning?

——

1!
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