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ABSTRACT 

This study Is aimed at determining the contraceptive 

cxpe, fences of women cont, aceptlve users In Akure Local Government 

A, ea of Ondo State and the degree to which these expc, lences have 

Influenced tholi subsequent choice and compliance to cont, aceptlve 

regimen. Akure Local Cover nmcnt Area currently has an estimated 

population of 1,856 contraceptive users in the nine govor nmcnt owned 

farnlly planning cllnlcs. Using a combination of str·atlflcd and 

systematic random sampling techniques, 7110 cont, aceptlvc users from 

seven family planning clinics from one urban and two rural settings 

In the Local Government Arca was studied. A set of pre-tested 

questionnaires was administered. A total of 735 duly completed 

questionnaires was subsequently analysed. 

Results showed that Intra-Ute, Inc Contraceptive Device 

(I. U. C. D.) Is the method most commonly used followed by tniectablcs 

and the pills. The major reason for the popularity was malnly due 

to their minima! side-effects. However, compared with other methods, 

the 1.u.c.o. has the highest rate of compliance 2211 (39.6\) and 

pe, lodlc abstinence has the lowest non compllance rate 1 (0.6\). 

Fu, thermorc, the majority of non-compliers who use lnjcctables, 

46 (27. 2\), defaulted largely as a result or financial handicap and 
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experiences of side-effects as compa, ed to those who use I. U. C. D. 

who did not perceive a need for subsequent follow-up In the 

absence of problems or complaints. An over all compliance rote of

77. 0\ was recorded In respect of appointment keeping, use of con

t1 aceptlves and strict adherence to Instructions for all the methods. 

The highest numbe, of non-compliers 42 (24.9\) and 41 (24.3\) were 

found among the 30-34 and 35 39 yea, s age brackets respectively. 

The , esult shows that five variables slgnlflcantly affect com

pliance with chosen method of contraception. These .1re: marital 

status, type of job performed, number of living children, 

expc, lencos with first chosen method, conduciveness of clinic setting 

for privacy. 

Based on those findings, Increased Individual client counselling 

at the clinic level and the c1e11tlon of highly subsidised family 

planning service centres In the markets and public places a,e 

suggested. 
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CHAPTER ONE 

INTRODUCTION 

Over the years, the knowledge of family planning appeared to 

have Increased among women of childbearing oges on the advantages 

of the use of different family planning methods. (Schuler et 

al, 1982). 

This level of awareness has been said to be brought about by 

the concern about the Increase In the world population (Malcolm 

and Cllvewood 1972) and the efforts of various Governments to propa

gate birth control at the communlly end clinic levels. As a result of 

this effort access to family plonnlng services appeared to have 

Increased. 

In most developing countries particularly In the Western States 

of Nigeria, attitude to use of family planning devices vary greatly 

from a moderate to very low degree of acceptance. As a result of 

this fairly poor attitudinal disposition, birth control hos not reached 

o level of high general acceptance. In addition, cultural taboos,

beliefs, religious practices also appeared to have contributed to poor 

level of acceptance (Funmllayo, 1987). 

These factors do not only affect consumers' failure to utilise 

the avalloblo fomlly planning services but the few contraceptive 

acceptors fall to comply with contraceptive regimen or with appointment 
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schedule (Soladoyo, 1980). All these might have resulted In large 

household famlly size and the consequent poor economic status of 

household members. 

Birth control ls advantageous for many reasons. First, It 

could play a vllal role In reducing Infant, under-flve and maternal 

mortallty as a result of birth spacing and reduction In the number 

of crude abortions. Secondly. a planned family could make a big 

difference to health and happiness of all famlly members due to lndlvl 

duals access to large ainounl of nutrltlonal and economic resources. 

However, despite these advontngus, the experience with the use 

of contraceptive methods differ from one Individual to the other based 

on prior knowledge about contraception before acceptance, avenue 

through which family planning method was Introduced, physical and medical/ 

health status of the person as at time of acceptance and the approval 

from spouse. This may bu further Increased by age at acceptance, 

parity, marital status, method of contraception In relotlon to physical 

and biological make up. 

All these experlenclal factors can have lmpllcatlons for the 

cholcu of contrllceptlon, Its continuation or discontinuation. subsequent

choice and compllance with accepted methods. 

This study therefore Is aimed llt determining the contraceptive 

oxperloncos of women of childbearing age In Akuro Local Government 
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Area of Ondo State and the degree to which these experiences have 

Influenced subsequent choice and compliance lo contraceptive 

regimen. 

SlgnlfiCDnco of  tho Study 

The Federal Government of Nigeria, aware that the population 

of the country Is Increasing at an alarming rate with serious socio

economic and demographic consequences, launched the National 

Population Polley In February 1989. This policy emphasises a limita

tion of four children to each woman and the promotion of contracep

tive use among women In the country 

Observation from research studios (Nichols et al, 1982) has 

revealed that clients who are sexually active require the use of one 

form of contraception or the other, failure of which can give rise to 

unwanted pregnonclcs, deaths occurring from criminal abortions, 

tronsmlsslon of sexually transmitted diseases (STDs) with consolidoted 

compllcatlons such as lnfertlllty or damage to the reproductive organs 

In the lmmedlote future. 

This present study can contribute to the reduction of moternal 

morbidity and mortality os collected data can highlight major deter

minants of women's choice of contraceptive at first acceptance and 

reasons for acceptance and discontinuation of the first ever selected

method. 
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Secondly, tho characteristics of compilers and non-compliers 

with different types of contraceptive methods can be profiled thereby 

leadlng to the production of a "litmus" scale fot predicting compliance 

with different contraceptive use, s. In this way, famfly planners can 

be assisted to Identify almost Immediately likely non-compilers who 

may need further counselling services. 

Furthermore, the Information collected can assist family planning 

practitioners In prescribing mo,o appropriate and acceptable methods 

of contraception for different clients thereby Increasing contraceptive 

acceptance rate. In addition, approp, late educollonal strategies lo 

facllltoto Inc, eased contraceptive use can be designed and used. All 

these can lead to population control and Improved standard of llvlng 

among the target population. 

Scopo of the Study 

The study speclOcally targets cont, aceptlve users (women of 

chlldbearlng age) who hove accepted family planning and have utlllsed 

a contraceptive method between January 1989 and December 1991 in 

the 01 ea or study. This period or contr aceptlvo acceptance Is to 

enable the study Identify compilers, non compliers and the charac

teristics of each group. 
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occupation, educational qualification and number of living children. 

The study is made up of five sections. Chapter One - this 

chapter introduces the study, focus and scope. Chapter Two reviews 

literature on choice of contraception, experiences with different 

contraceptive methods and compliance with regimens. It also examines 

the magnitude of problems associated with unwanted pregnancies, 

abortions, overpopulation and the transmission of STD's and factors 

affecting non-compliance with contraceptive regimens. 

The study area, the objectives of the study and the research 

methodology are described in Chapter Three. The fourth ch.ipter 

presents the results of the study while Chapter Five discusses the 

results and draws conclusions and recommendations. 

OPERATIONAL DEFINITIONS 

Compliance. For the purpose of this study compliance refers to 

the wllllngness of an acceptor to continue with a particular family 

planning method and the current use with regular follow-up appoint 

mcnt to date except where Interrupted by a planned pregnoncy. 

Non compllance. refer to the discontinuation of a contraceptive 

either as a result of default In follow up appointment at cllnlca,

total default or lrre9ular use of contraceptive when client Is stlll 

engaging In regular coitus with no plons for pregnancy. 
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Compliers: are women contraceptive users who have not missed 

any follow-up appointment or instructions as directed by her contra

ceptive regimen. 

Non-compliers: are contraceptive users who have missed at least one 

follow-up appointment or drug regimen/instructions contrary to her 

stipulated contraceptive regimen. 

1.U.C.D.: means intra-uterine contraceptive device.

o.c.: means oral contraceptive or plll. 

I njectables: refers to hormonal contraceptives given through Intra-

muscular ln)ectlon. 

Contraceptive user /client/f11mily planning acceptors: These terms 

have been used Interchangeably for women who have adopted and are 

currently using a famlly planning method. 

Health provider/family planning provider: The term Is used Inter

changeably for health staff providing family planning services. 

Bllllngs methOd. refers to the rhythm or ovulation method of family 

planning. 
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CHAPTER TWO 

LITERATURE REVIEW

It has long been recognised that mothers con5tltutc vulnerable 

members or the ramlly and that their health needs are or great 

Importance. In develop Ing countries, It Is estimated that about 23. 0\ 

of the population consists of women In the chlldbcarlng ages of 15-119 

years and that majority of the health problems affecting women occur 

within these chlldbearlng years. (Maine, 1981). 

The maternal mortallty rate Is o sensitive lndlcotor of the 

health status of a nation. The rate for Africa Is estimated by IYHO 

at 6.q deaths per 1,000 or 6110 deaths per 100,000 live births. This 

estimate Is over 20 times that of developed countries where the rate 

Is said to be about O. 3 per thousand or 30 per 100,000 live births. 

In countries like the United Kingdom, the rate hos dropped to 10 

deaths per 100,000 llvc births (Adewunml, 1986). 

Of all the factors responsible for maternal mortallty In dovelop

lng countries, chlldblrth remains tho greatest slngle hozord racing 

women of chlldbcorlng ages. The average number of children born 

to each woman In her reproductive llfe Is between six and seven 

chlldr11n lOmu, 1990). This moons o crude birth rate or 115•118 births 

per 1, ooo. This Is extremoly high. This situation makes womun of 
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childbearing age to be at a higher risk of dying (than men of similar 

age group) mainly from deaths related to pregnancy and delivery. It 

Is estimated that qo-60\ of all deaths In women between the ages of 

1s-3q years are due to risks associated with reproduction which can 

be significantly reduced through fertility control (Oyediran, 19aq).

The population growth of a country could be affected by many 

factors. This Include the decline in infant mortality rate, (which 

may be partly attributed to the resultant effect of the Expanded 

Programme on Immunization) high incidence of adolescent pregnancy 

thus giving rise to increased birth rate, long reproductive life span 

or about 25-30 years of women In developing countries as compared 

with 2 3 years for those in developed countries (Waboso, 1973). 

In the developed countries, one of the most dramatic changes 

In the last three decades of population transition, has been tho 

ability or the sexually active woman (married or single) to exorcise 

control over her family size due to the moss availability of highly 

effective contraceptives. Unfortunately, while the developed 

countries and a few developing ones are using lhl, new technology 

as an Important GOmponent of lhclr economic devulopmont, evidence 

abound that Nigeria has a low level controccptlvo acceptance. For 

Instance, In the Natfon11I Fertility Survey data botweun 1981-1982,

only 6. 2\ of married fccunq non-pregnant women were ualng any 
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form of contraception. More worrying Is the fact that 80. 0% of the 

users were on Ineffective methods like chemical contraception, coitus 

interruptus, rhythm method and spermlcldes. This Implies that the 

affected women are susceptible to pregnancy which if carried to term 

can lead to Increase In population. 

THE NEED FOR FERTILITY CONTROL IN NIGERIA 

There is a yearning need to encourage and practi:;c fertility 

control measures In Nigeria's present state of national development 

based on the following factors. 

(a) Effect of fertility on maternal and child health

(b) Adolescent sexuality/Induced abortion andsequelae,

(cl Demoyraphlc problems.

(a) Effect of fcrUllty o n  malcrnol and child hCDlth

Nigeria has one of the highest maternal and perinatal mortality

and morbidity In the world. Of these, women dying from pregnancy, 

labour, delivery and events associated with the puerperlum, more 

than 50\ of them aro women who have had nvo or more dclivorles. 

(Adewunml, 1986). 

It has been documented that 30 200 Nigerian women out of 

10,000 die during the process of pregnancy and delivery compared 

to 1 per 10,000 In England and Wales (Adcwunml, 1986). Death t1
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highest in four specific types of pregnancies - pregnancies before 

18 years, after 35 years, after four births and pregnancies less than 

two yea, s apart. These pregnancies carry Increased risks because 

of immaturity of the reproductive organs, increased risk of medical 

conditions with Increasing age, increased risks of complications with 

subsequent pregnancies (Oyediran, 1990). Other related factors 

include poor socio-economic and environmental conditions as well as 

Inadequate provision of health care facilities and health manpower 

particularly In the rural communities. 

(b) Adolescent sexuality /Induced abortion and sequelae

Pre-marital sexual activities often without contraception among 

adolescents are Increasing in Nigeria. This Invariably leads to 

early pregnancy and childbirth which can disrupt both the physiologl

cal and the intellectual development of young girls, and can deprive 

them of prospects for education and self-fulOlment (Harrington, 1978).

The magnitude of these pt oblems Increases In adolescents who sta,·t 

child bearing e11rly because they oro llkoly to have mo1 e pregnancies 

which cal'ry repeated risks at each time. 

The effect of fertlllly on child health Is also 91 eat. Fo, 

example, risks to the baby of tho older woman lncludo foutol usphyxla 

due to prolonged labour and Inc, 1:.1sed llkellhood of congonltol defects
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01 genetic defects such as Down's Syndrome or Mongolism, which 

usually result in mental-retardation of the child. (Myles, 1985). 

Although there are no exact data on the number of unwanted 

pregnancies that occur worldwide each year, the number of abortions 

performed gives an Indication of the extent of the problem. Abortion 

remains a major means of fertility control In the world, especially In 

Nigeria ( Ladlpo, 1983). 

It is estimated that every year worldwide 20-30\ of all preg

nancies end In induced abortion (Ladlpo, 1989). Approximately 30-115 

mllllon women in developing countries resort to abortion each year. 

(Ladipo, 1986). In Nigeria, there are more than 500,000 induced 

abortions every year. Poorly and often II legally performed abortions 

are responsible for one-quarter of all maternal deaths as a result of 

bleeding lnJurles to vital organs like uterus and gut Infection. The, e 

Is concrete evidence that clandestine Induced abortion Is a ma)or 

cause of death among Nigerian adolescent girls and arc equally 

responsible fo, secondary lnfertlllty among those who did not die. 

(Nichols and Ladlpo, 1986). 

The adolescent mother ls at gr cater risk of devcloplng compll

catlons related to he, Immature pelvis, such as obst, ucted labour 
•

veslco-vaglno nstul11 and recto-vagina n1tul11(Ladlpo, 1986). Since 

these nstulae permit urine and faeces to drain lh1 ough the vagina 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



12 

uncont, oiled, the I esultlng effect 1:-. Infer tlllty due to I epeated 

Infections of the , ep, oductlve 01 gans, urinary tract infections, as 

well as social ost, aclsatlon duo to the foul odours emanating from 

the young motho,. 

Not only Is the I lsk of mo, tollty 91 eater for the adolescent 

mother, but It Is also greater for her Infant because of the Increased 

risk of blologlcal and emotional Immaturity of the adolescents. 

(c) Demographic problems

In the 1952-53 Census, the population of Nigeria was put at 

35 million. In 1963, It was estimated at 55. 7 mllllon and os at 1992, 

It has reached 88.S mllllon. (t.1aklnwa, 1976). At the present 

growth rate, more than ISO mllllon Nlge, Inns by the yea1 2,000 can be 

expected, given the young age structure of the Nigerian population, 

more young people a, o llkoly to enter the rep, oductlve years than 

those moving out by virtue of ago. This popult1tlon hike wlll most 

llkely affect housing, transport, employment, school placement and 

fcPdlng which ore presently dlfflcult 01 lnsufflclent. 

The magnltudu of tho problem Is fu1 thor undo, scored by thll 

following observations. Fh illy, tho 9ross domestic: p1 oduct of 

Nigeria 91 uw by about 3.1 pu1 cunt In the 1960s and on Inc, cosa of 

7,4 ptt1 c:.cnt par yea, In tho 1!1701. (t.1aklnwa, 1976). Howuvo,·, 
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since the 1980s the economy has been decllnlng, partly due to the 

rapid population growth. Thus, Gross Domestic Produce per capita 

In 1981 had declined to 1973 levels, and In 1990, the levels have gone 

below those In 1950s (before Independence). 

Secondly, a decline In agricultural activities have been noticed 

than over the last decade leading to consistent decrease In available 

food supply. The situation seems to have been aggravated by the 

rapid population growth acting In concert with drought and other 

natural disasters. The land resources with rapid increase In popula

tion is dwlndllng as a result of fragmentation of land holdings to give 

every member of the family access to the land. (�lakinwa, 1976). 

Thirdly, primary school enrolment hos Increased from 3. 7 

million pupils In 1970 to more than 20 million In 1990. With the 

nomadic education gathering momentum, the number should certainly 

be higher • The lmpllcatlon of this Is Inc, eased nnanclal burden on 

the government es well as the parents. 
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CONTRACEPTIVE EXPERIENCES 

It is well recognised that large numbers of Individuals, who 

choose to adopt family planning measures, discontinue use after a 

short term (Fakeye, 1988). In addition a large number of acceptors 

of family planning methods many times drop out of clinic follow-up 

schedule. All these seem to occur as a result of various experiences 

of these acceptors. Experience, according to Oxford English 

Dictionary ( 1989) refers to "an unusual event or activity that affects 

one In some way which may hinder or encourage future actions on the 

same Issue". 

Factors responsible for varlabillly of experiences Include 

( 1) the contraceptive method selected by the acceptor

(2) compatibility of method with acceptors' physical and

medical health status

(3) factors related to service such as cost of services,

type of family ptonnlng providers and their level of

training

(Ii) avallablllty of drugs, 1:qulpmunts and ossontlol f.icllltles

(S) easy acc�ss to family planning clinic

(6) personal factor, · ablllty of acceptor lo adhere strictly

to Instructions given on use, age, parity. educatlonal

qualification and socio-economic status
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It Is Important to document the experiences with the use of

different contraceptives (see Appendix A) In order to increase their 

acceptance and effectiveness as this may encourage or inhibit 

compliance. For example, Takeshita ( 1970), In a study o f  famlly 

planning acceptors found that 2% of the cases who were registered as 

acceptors of the plll and 8% registered as acceptors of the conven

tional method Id not use the methods they registered for, in addition 

q3\ gave up the method they accepted temporarily for reasons of side 

effects and becoming pregnant. 

This section therefore examines the experiences with different 

family planning methods. 

Experiences with the use of oral contraceptives 

The pill has been found to be one of the most popular chosen 

methods by contraceptives users all over the world. (VanFook Kee. 

1972; Jessie Tan, 1972; Ogedengbe, Glwa, Osaglo, Ola, 1987; Fakeye, 

1988). 

In Singapore's National Family Planning P, ognimmu, the 01 .ii 

contraceptive was lhu mo11 popula, muthod offered. Botwuen 196b

end 1972, an avo, ago of 53\ of oll nuw occoptors chosu the plll. 

The mojo, rao1on fo, tor mlnatloll or u10 of plll1 glvun by 

mujor lty of u1ar • wo, o plannocJ pr u9nanclo1 and occur, �·nco of ldli· 

c,ffl!Cll\ each of which 11ccountt•d for 21 pur cunt of nll tu1111ln11tlon1•
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Such side-effects include: 

{ 1) menstrual disturbance, 

(2) weakness, dizziness etc.

l \VanFook Kee and Jessie, 1972).

In another study on differentials In contraceptive use

effectiveness In the Philippines, at the end of two years, a little 

more than one-third of the pill acceptors were still taking pills. 

(Laing, 1972). 

The reasons most commonly given for discontinuation were side

effects and other medical reasons. It was also found that women 

Initially on the plll were most likely to change to rhythm or withdrawal 

methods and pregnancy rates among pill acceptors Increased from 

18 per cent to 27 per cent for those who lived at an Increasing 

distance of  110 minutes drive to the cllnlc. 

In a study on proflle of family planning clients at tho Family 

1-fealth Clinic, Lagos, Nigeria (Oyedlron and Ewuml, 1972), It was 

found that out of 1,972 clients, 16\ had prior experience with oral 

contraceptive but only 8\ had used l.U.C.D. Reason, ror dlscontlnun• 

tlon cited by users of all methods wore pain, Ill health, lllCCesslvo

bleeding and menstrual dl1turbnncu was frequently cited by users of 

the plll and a de1lrt to become pregnont was rri•quunlly cited by 

uiers of th11 I U,C.D ond thv plll. Among thu occuptors, tha 12 month, 
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first method continuation was higher for I.U.C.D acceptors than for 

the oral contraceptives which was 62%. 

The result of a follow-up study of acceptors of pill and 

I.U.C.D at llorln by Fakeye and Okwerekwu (1988) showed 22.3% pill

contlnuers and 611% plll drop-outs. Most pill adaptors were drop-outs 

rather than dlscontinuers. More than two-thirds of all clinic drop

outs occurred In the nrst three months and non-compliance was 

common among users of oral contraceptives. Service re la led reasons 

for drop-outs included long waiting time, maltreatment by staff, 

objections of significant others and the use of alternate clinics. 

In a comparative study of two communities (St. Kitt-Nevis 

and St. Vlncet) on post family planning acceptance experience In 

the Caribbean, findings showed that only 12\ of all St Kitt-Nevis 

and 17\ of all St. Vincent acceptors had not missed at le.ist one 

follow-up visit (Barley and Keller, 1982). A little more than one 

third of St. Kitt-Nevis women who were late for their last appoint

ment (36\) said they did not come bock to the cllnlc because they 

had experienced side· effects (headaches. weight gain, nause.i. ate) 

of the method. Ne.irly one-quarter of those women (23\) said they 

did not come to their appointment beca1.1se of problems related to the 

cllnlc such as the clinic hour, were Inconvenient ( 10\), the cllnlc 

was too far (SI), they did not llke thu present por1onnol at the 
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clinic ( 4%), they preferred another place (3%), or the waiting time 

was too long ( 1 %) • 

Of the St. Vincent ,vomen, one out of five women who were late 

for their last appointments ( 18%) said they did not come back to the 

clinic because of problems with the method. 16% of the women said 

they did not come to their appointment because of the problems con

cerning the clinic - that is, they prefer another place (5\), the clinic 

was too far away (II\), the clinic did not have the method wanted 

(3\), the waiting time was too long (2%) and the cllnlc hours were 

Inconvenient ( 2\) . The women most likely lo be late for the last 

appointment were the youngest, those with the most children and 

those who selected the pill. 

Malcom Potts and Cllvewood ( 1972), In measuring persistence of 

couples with a specific method over unit Intervals of time for a 

variety of cultural background found that the continuation rate for 

pills Is usually less than that of 1I.U.C.D. but that the women who 

accept this method are generally younger and of lower porlty. 

Ogedenge, Clwa Osagle and Ola ( 1987) In a study In urban 

Lagos found that the pill was the third popular method of choice of 

the women. Ukoh and Oyarttbu ( 1987) found that the predominant

forms of contraception used by teacher tralnets In an urban 

community In Benin City w1ire tht pill 22\, condom Ill etc. Omu and
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Tabowei ( 1984) in Benin City found that oral /injectable contraceptive 

was the commonest method used In the community. The younger 

women, probably because of their education, tend to accept the oral 

pill more than their older counterparts. Non-compliance was higher 

with oral/Injectable. This was probably due to the complications of 

the methods or the lack of motivation. 

Experiences of women from previous research Indicate that side

effect has been reported as a major reason for discontinuation of 

the pill. 

Experience with use of Intra-Uterine Devices 

Ogedengbe, Glwa Osagle, Ola, et al ( 1987) In the study of 

contraceptive choice In an urban clinic In Lagos found that I. U. C. D 

was the most popular method of choice. In addition, It was found 

that 1.U.C.D was acceptable lo all ages and parity except those with 

only 1 child or none. 

In another study on pronle of family planning clients at the 

Family Health Cllnlc, Logos, Nigeria, Oyedlran and Ewuml ( 1972). It 

wos found that the 12-month nrsl method continuation was higher 

for 1.u.c.D acceptors (791) than for acceptors or tho oral 

contraceptive,. 

Fakeye and Okwerekwu (1988) also found that there were more 

contlnuers among 1.U.C,D u1er1. 51. q\ and le,,. drop out 211. 91 In 
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contrast to pill users. Reasons for discontinuation of I. U. C. D. were 

expulsion 24 (9.0%), medical reasons such as bleeding and pain 

118 ( l 8. 0%), planning pregnancy 45 ( 17. 0%), other personal reasons 

129 (48.5\) and transfer out 9 (3.4%). 3 (64\J of all I.U.C.D. dis

continuations occurred In the first six months and 84% by nine months 

of use. 

Laing ( l 972) in a study in the Philippines found that the most 

successful method was the I. U. C. D. At the end of six months, 86 pe, 

cent of 1.U.C.D. acceptors still retained the device, whereas 66 per 

cent of pill and rhythm acceptors and 40 per cent of acceptors of other 

methods were still using their first method. By the end of 12 months, 

less than one fourth of 1.U.C.D. acceptors had stopped using the 

1.U.C.D. and nearly two thirds of the 1.U.C.D. acceptor·s were still

using the t.U.C.D., the differences between the continuation rate of 

1. u. C. D. and other methods have been attr lbuted to the fact that 

I.U.C.D. Is the only major method that docs not require sustained

motivation to ensure continued use. 

In respect to changes In famlly planning methods, among those 

first using the I.U.C.D., more than half (58 per cent) selected the 

pllls, whlle about one fourth (27 per· cent) shifted to I hythm or 

withdrawal. Thus, women shifting from lho I.U.C.D. were llkely to 

select mo,o cffectlvf! substitute method• than wor o women shifting 

from the pill. 
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In addition, It  was found that fertility reduction among I. U. C. D. 

users was 50% more effective than pills and nearly three times as 

effective as acceptance of rhythm or other methods. 

Result of a study conducted in Lagos (Olukoya, 1985) in a 

university clinic showed that continuation rate was better for both 

the pill and the I. U. C. D. The reasons for this may be reflected in 

the clinic itself, the university clinic being more centrally located and 

more modern and spacious. 

It has been reported that studies conducted In countries with 

low levels of education generally find that the use effectiveness of 

the 1.U.C.D. is superior to that of the pill (Population Reports, 1987). 

An estimated 10 to 15 per cent of 1.U.C.D. acceptors, especially 

young women who have not had children, discontinue use because of 

pain and Irregular 01 heavy bleeding. Betwcon Sand l'i per cent of 

use, s are expected to spontaneously expel the I. U. C. D. and among 

post partum women who receive an 1.U.C.D. Immediately after 

delivery the expulsion rate is considerably higher. In addition. 

1. u. c. D's are associated with 11 2 to 10 times greato, risk of pelvlc

Infections, Including thoso caused by sexually t, onsmltted diseases. 

Such pelvic Infection carries a substantial risk of subsequent lll.!r lllty. 

the 1. U. C. D. Is not 11 �ood mothod fo, women who may be. ox posed 

to sexually tr ansmltted diseases.
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Hutchings, Patti, Gordon and Perkin ( 1985) found that the 

theoretical effectiveness of the method, if used consistently and 

exactly as directed is 97 to 99 per cent, and this is  likely to be 

related to the properties of the I.U.C.D. Itself and user attributes 

such as age, parity and frequency of Intercourse. The author 

concluded that In developed countries, 1.U.C.D's are the second most 

effective method of reversible contraception in use, after oral 

contraceptives. 

I .  U. C. D. is a relatively inexpensive form of contraception 

because of its long life. 1.U.C.D. insertion can be accomplished 

during a single visit to a health care facility and consistent or dally 

action on the part of the user Is unnecessary. Unlike the use of 

barrier methods, I. U. C. D. use Is independent on the time of inter

course and has a relatively low rate of discontinuation. Common 

I. U. C. D. side effects - Increased menst, ual bleeding, spotting and

cramping have been said to account for 1 O 20 per cent of method 

discontinuation. Although the occur ronce of uterine per (oration Is 

,are, I.U.C.D. users face this risk. In addition, I.U.C.O. may be 

expelled and whlle expulslon carries no dlr ect harmful effect, If un 

noticed by the user It can result In an accidental p, cgnancy 

( Hutchings et ol, 1985 l. 
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Experiences with use of Periodic Abstinence/Rhythm method 

There is very little Information about experiences with use of 

periodic abstinence/rhythm method. One thing which Is known about 

the use of periodic abstinence/rhythm method is that the success of 

this method depends on the couple's ability to learn the method and 

willingness to adhere to it, failure of which will result In unwanted 

pregnancy. (Population Crisis Committee Report, 1985).

Trusell and Grummer-Straw ( 1990) found probabilities of 

pregnancy during the Orst year are 3. 1 per cent during perfect use. 

However the author found that It Is extremely unforgiving of imper

fect use and that those who have a poor attitude towards the rules 

are more likely to take risks and those who get away with taking a 

risk are likely to take risks again. 

Experience with use of Barrier Methods - Condoms, Diaphragm etc. 

Although the worldwide percentage of married couples using 

condoms has Increased over the past decade, as about 6,000 million 

condoms are being used each year, yet they rank near tho bottom In 

terms of worldwide u10. Female barrier methods, such as spermlcldes 

and diaphragms rank lower, It II for married women of reproductive 

age. 

Experience has shown that women tend to under report condom 

use and there It already growing u10 of condoms In doveloplng 
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countries in response to AIDS (Population Reports, 1990). 

It has been said that condom use places a considerable burden 

on the user as It requires not Just the man's consent but usually his 

initiative. Not facing unwanted pregnancy himself, he may not be 

motivated to put on a condom, which he must do in the midst of 

sexual arousal and for protection against disease. At least, he must 

use a condom for each and every act of Intercourse. 

As a result of these problems, most couples apparently do not 

use condoms every time they have Intercourse. In Bangladesh only 

about 60\ of men who said that they were using condoms for contra

ception used them at every act of Intercourse. In Barbados even 

fewer men - only 30\ used condoms every time. Inconsistent use 

has been said to account for a large proportion of unwanted preg

nancies among condom users. In addition Incorrect use may explain 

some pregnancies and Infections among condom users and sometimes 

condoms may break leading to unwanted pregnancies ( Population 

Reports, 1990).

Apart from the above, Inexperience usors havo reported moro 

broken condoms and a preference for "dry sex", 
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Spennicides, creams, foams and vaginal tablets, diaphragm 

The above named contraceptives all fall Into the barrier method. 

Barrier methods are the oldest contraceptives known. 

All barrier methods are said to carry some major disadvantages. 

Average use failure rates of between 10 and 20 per cent per year 

have been reported which are much higher than those for steroidal 

methods or I .U.C.Ds. Although barrier methods are themselves gene

rally free of  major side-effects, the Increased risk of pregnancy 

necessarily affects the risk-benefit calculations for women who must 

definitely avoid pregnancy. Moreover. most barrier methods require 

the user to take a conscious action to avoid pregnancy before each 

sexual act. For many couples, that requirement Is esthetically 

unappealing or difficult, either physically or psychologlcally, to follow 

consistently ( Population Reports, 1985).

Women who use the diaphragm have been reported to be more 

prone to bladder Infections. Occasional allergic reactions to rubber 

or cream or Jelly may also occur. A diaphragm may become dlsloged 

during coitus If the woman Is on top or has a relaxed vagina as a 

result of childbirth. The use of dlaphr11gm Is easier for a woman with 

long flngers as women with short fingers need to u10 11n lnsorter. 

In nddltlon It should be used In combination with a spermicide, fonm, 

Jelly, or cream. 
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Use of creams, jellies are considered messy by some acceptors 

hence the decrease In the use of this method ( Population Crisis 

Committee Report, 1985). 

Experiences with use of  lnjectables 

Experience with use of injectables has shown that lnjectables 

Contraceptives are one of the most effective reversible contraceptives 

with no serious side-effects other than occasional heavy bleeding. 

They are said to be convenient, requiring administration only every 

3 months and they appeal to women who feel confident about medicines 

given by Injection. (Population Crisis Committee Report, 1985).

Reports of side-effects among current contraceptive users In 

Thailand have been reported to be the highest among women using 

lnjectables (approximately QO per cent experience side-effects) and 

this was responsible for a large number of discontinuation among 

previous users. 

However, In the some study, 5q per cent of women who hod used 

lnjectables for 10 or more year, reported no problems with the method 

os compared with 59 per cent of those who had used lnjectables for 

0-11 and S-9 years. Although the proportion of very long torm users 

of lnjectables who reported medical and hl!<lllh probh:ms remained about 

the same as In the shorter term groups (approximated 32 per cent). 

thu proportion experiencing headaches, and dltzlnes, decllned to 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



27 

two per cent from seven per cent among users of 5-9 years and eight 

per cent among users of 0-11 years. The number of women using 

lnjectables decreases with duration of use, but about 20 per cent of 

such women said they had relied on that method for at least 10 years 

(Hervey, Stephen and Chamratrlthlrong, 1988). 

In Nigeria, Ogedengbe et al (1987) found lnjectables as the 

second most popular choice of family planning method In Lagos. 

Furthermore, Omu and Tabowel ( 19811) found Injectable contraceptive 

was one of the commonest method used In Benin City. In the same 

study non-compliance was highest with oral/Injectable with 112.9\. This 

was probably due to the compllcations of the method, or the lack of 

motivation. 

Ogedengbe, Glwa Osagie et al l 1987) found that acceptors of 

lnjectables were older women of high parity and lower educational 

standard. 

THE PHENOMENON OF COMPLIANCE 

While the Oxford English Dictionary ( 1989) defined compliance 

as ''the octlng In accordance with, the yielding to a desire, request, 

condition, directions etc, or a consenting to act In submission or active

obedient to". Et1lonl ( 1961 l described It as 11readlnes1 or lndlvldual 

to act In conformity with the norms of society, political or religious 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



28 

organiiatlon, groups or professional association, court orders or an 

institute like school or hospital". 

More recent definition of  compliance by Draccup and Melels 

( 1982) defined it "as the extent to which an lndlvldual choose 

behaviours that coincide with a clinical prescription". They also 

defined non-compliance as a departure from the consensual regimen, 

In terms of behaviours of "omissions" (like foregettlng medications at 

the prescribed times and missing clinic appointment) and behaviours of 

"commissions" (like taking too many medications, smoking and eating 

prescribed and restricted diets). 

Various operational definitions have been used for contraceptive 

compliance. \Vestoff et al ( 1953) classified compliance In terms of  

Irregular uses and non-compliant. Cobb et al ( 1966) considered those 

women who did not take one plll on each of the schedule days to be 

non-compliant whereas Laurie and Korba ( 1972) classified women as 

Irregular users If they omitted one or more tablets In o cycle. Other 

researchers reporting contraceptive omission do not offer a specific 

definition. 
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FACTORS AFFECTING COMPLIANCE WITH HEALTH INSTRUCTIONS 

In respect to compliance, Oladepo in 1986 highlighted some 

problem Issues involved In the investigation of specific factors 

associated with non-compliance. He identified four factors that appear 

to be responsible for such limited progress. These include: 

{a) Inadequate number of  well defined studies. 

(b) The over-estimation of compliance by health care

providers.

(c) The tendency of health care providers to seek techno

logical solutions to all health problems, not minding the

characteristics of people who are going to use them.

(d) The Interaction of many variables that are always present

In health regimens.

Davis ( 1967) Identified several factors affecting compliance with 

health Instructions. These Include: 

(I) Personal charactorlstlcs

(II} Client/Health care providers relationship

(Ill) Distance

(Iv) Famlly support characteristics

( v) Clients' satisfaction with health providers' care.
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Personal characteristics 

Literature review on compliance presents conflicting conclusion 

regarding what demographic attributes characterize a non-compliant 

client. Therefore, it is only possible to cull some impressions about 

what cllent characteristics influence non-compliant behaviour. 

Investigations that have been made about demographic variables 

In relation to compllance behaviour Include age, sex. socio-economic 

status, education, marital status, religion and race. 

Dixon et al ( 1957) In their study on out-patient treatment with 

Para-Amino-Salycyclic Acid l PAS) found that females are more likely 

to default than males. On the other hand, �1oulder ( 1981) who 

carried out a study on patients' compliance wllh Individualized home 

exercise programme found u,at female subjects tended to be much more 

compliant than the males. 

In the United States of America, It was found that old people 

(David, 1963) clients In lower socio-economic status group (Watts, 

1966) and clh:nt with little education (Johnson 1966, Ross and Duff, 

t 9811) are least likely to follow doctors' orders. 

Ajao ( 1978) ldentlned rl!llsons for non-compliance with medical 

recommendations by 833 patients of lfe-ljeso towns In Oaun State of 

Nigeria. He recorded the followln9: 28\ felt thot they weru well.

2S\ felt th11t they lacked necessary Information, 23\ had some per1onal 
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problems, 8.5% were utilizing other sources of care, 8.5% complained 

of poor hospital services, and 6% complained of financial problems. 

Haynes { l976) made a critical review of the "determinants" of 

patient compliance with therapeutic regimes in U.S.A. and found out 

that compliance Increases with age and with socio-economic status and 

In addition compliance was found to be higher In white population 

than In black. 

In conclusion, therefore, while many authors found association 

between personal characteristics and compliance, Hulka et al ( 1975) 

found no significant correlation between compliance and age, sex, 

marital status, education, social class, current activity or presence of 

spouse. 

Client - Health Care Provider's relationship 

Few empiric.al situations have dealt with the way In which Inter

action between client and provider Influences client compliance (Ellis, 

196q l 

Davis ( 1963) emphasized that a formal type of Interaction 

between the client and health provider was more likely to result In 

compliance than a friendly one, Chaney et al ( 1967) opined that a 

tong standing, warm relationship with cllent provides a batter 

compllance with medic.al advice, Svar1tad ( 19711) 11110 reported th11t 

frh!ndllness or approachability of the health providers are •lgnlflcantly

1s10<:lal� with compliance. 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



Johnson's report In U.S.A. (1965), barriers in health provider

client communication could not account for non-compliance. However, 

when health providers fail to convey significance of regimen to the 

client, Davis ( 1968) ls of the opinion that there Is a reciprocal 

failure on the part of the clients to comply. In the same way,

Oladepo ( 1986) concluded that use of patient education methods 

significantly improved the compliance behaviour of patients to their 

treatment regimen. 

A study conducted by Salako and Adadevoh ( 1972) at lbadan, In 

Nigeria found that out that 35\ of their respondents described their 

medications wrongly, 60\ did not take their drugs properly, while 115\ 

missed the dosages. 

This result gives a negative effect of poor communication like 

hurried, fragmented and conflicting Instructions or using medical terms 

which are unfamiliar to the clients. \Ylldmer et al ( 1983) who studied 

the compliance characteristics of 291 hypertensive patients to the 

prescription or family physicians In rural Mid-Western areas or �\lchlgan 

State, reported that all the patients had a mean compllance percentage 

of eighty-seven (87\J. The emphasis here was laid on the Importance 

of good patlunt physician relationship. 

Ono can therefore conclud• that absence of lntorporsonol 

warmth and rapport and Impersonal treatment of clients by health 

providers can affect co1T1pllance. 
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Distance 

The distance the client has to travel to receive care has been 

identified as a factor to be considered In compliance. 

Acton ( 197S) found distance from the client's home to the 

health care facility to be an Important explanatory variable in diffe

rences in utilization. Fielder ( 1981) hypothesized that distance 

served as a measure for several things: the physical distance as 

well as time and money cost to travel. 

Along the Eastern shore of Maryland, In rural Iowa and Karsas, 

U.S. A., transportation was found to be a barrier to both access and 

utlllzatlon and these affect compliance (Burmelsters. 1976; Dougharty. 

1970). 

A more recent study of Soladoye (1980) on patients with 

pulmonary tuberculosis, found that long distance and high cost of 

transportation to ond from the hospital are associated with non

utlllzatlon and non-compliance. 

Famlly support characteristics 

Previous studies on the role of fnmlly and soclal support on 

cllenl compliance have shown that famlly support 11 very Important 

(Stuart and Davies, 1972; Pratt, 1973). Ku and Jordon ( 19611) also 

found that family discord can be closely associated with non·compllonco. 

MIiton ( 1968) ldentlOed the Importance of avalloblllty or local help ond 

family coheslvene�s during crises 11 being 11soclatcd with Increased 
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levels of compliance. Abraham-Son et al  ( l 961) found that a more 

stable home situation Is perhaps associated with positive reinforcement 

of medical care. Kirscht et al (\981), while identifying the impacts 

of different interventions to increase adherence, found that social 

support increases compliance level. 

Conclusion can therefore be made that family support systems 

will be of prime importance In Influencing decision about health 

related actions such as clinic attendance and adherence to contra

ceptive regimen. 

Client's satisfaction 

Many studies have found that when clients are satisfied with the 

outcome of a visit and when their expectations have been met, they 

are much more likely to adhere to recommendations and to return for 

follow· up visits (Stone, 1979). 

Houston and Pasanen ( 1971) In their study of hospital patients 

found a high (90\) satisfaction levels, even though a quarter of the 

patients still noted a deficiency In the Information they wanted to 

receive. Kaiser and Kaiser ( 19711) stressed tho desire of women to 

have more Information about how their body function, diagnostic and 

therapeutic procedures and drugs prescribed, 

Clients have been shown to be more Inclined to comply with 

Instructions when health provider. 
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(a) give more information ( Houston, l 972; Bellin and Geng er,

l972)

( b) counsel clients ( (Linn, 1975)

(c) explain payment plans (Bashshuv et al, 1967)

(d) have a favourable attitude toward the client (King,

Goldman, l975)

(e) spend more time with the client (Linn, l975; Below, l9711)

Excessive waiting times are associated with poor compliance 

(Aday and Andersen, l975) and high drop-out rates (Finnerty. Mattie 

and Finerty. l973). Hulka et al ( 1975) also found that adherence to 

medications can be Increased If:-

( 1) the doctor reinforces the Importance of the regimen at

the Initial visit;

(2) patient's expectations ore met; and

(3) patients are satisfied with the care received.

Some fleld researchers In Nigeria like Kale and Pearson of the 

College of Medicine, University of lbodon, hove attributed the non

compliance of patients to unsatisfactory effect of drugs ( Kole, l 97B; 

Pearson, l986). 

One can therefore conclude that If correct Instructions aro

given to cllent1, appropriate positive health behaviours expected of 

them In return wlll lead to Increased rate of compliance. 
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COMPLIANCE IN CONTRACEPTIVE USE 

It Is necessary to have sound estimates of patient compliance in 

order to assess the benefits of a given regimen or its effectiveness 

relative to other existing forms of therapy. Researchers have focused 

specifically on how well patients follow tuberculosis, rheumatic fever 

streptococcal and diabetes regimen etc. In documenting the extent of 

patient non-compliance in these forms of therapy. researchers have 

also attempted to identify Indexes that might be used to predict 

patient cooperation. Selected demographic variables (age, sex, socio

economic status, education, religion, marital status and Illness-related 

variables) severity of the disease, length of time under treatment, 

number of doses and drugs prescribed have been evaluated with 

respect to their possible Influence on patient comptionce. 

Few studies have been carried out on client compliance with 

contraceptive regimen in view of the various experiences of contracep

tive users with the different methods. Some of these studies have 

focused on compliance with a particular family planning method rather 

than considering all methods with a view to determining which of the 

methods has the highest rate of non compliance. 

In spite of the enormous and urgent need to use contraceptive 

in Nigeria, its practice level lr. extremely low. Apart from Intra

uterine device, there has been no 1lgnlOcant difference bolwffn tho 

users of tho plll/lnJectable, withdrawal method and coltu lnterruptus 
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on one part and non-users on the other hand. This Is because for 

adequate compliance there must inevitably be high motivation which 

is not very necessary with Intra-uterine device (Omu and Tabowel, 

1984). 

A slmllar situation has been reported from the Calabar project 

and in Kenya. Ninety-eight per cent of those who practised some 

form of contraception among those women with birth interval within 

12 months used oral contraceptive pill, which has perhaps been 

haphazard. 

Omu and Ta bowel ( 1984) concluded that non-compliance is pro-

bably due to inadequate information and counselling on the use of 

these techniques. Secondly, the orchestrated side-effects make 

tremendous negative-Impact on compliance. The most Important reason 

perhaps. Is the case of termination by users under any veiled excuse. 

On the other hand, the Insertion and removal of Intra-uterine device 

needs some form of technology yet little motivation on the port or the 

user. The practice level of I. U. D. Is howovcr low because of fear 

of complications. 

The use of oral contraceptives (OCs) In famlly planning program!> 

Is an exceptional example or tho problem of ensuring compllonco, 

since there are many women world wide taking OCs over extended 

periods of time. In th& less dovolopcd countries In parllculor, the 
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problems of ensuring cllent complloncc In famlly planning programs 

ore aggravated by educational and cultural environments that do 

llttle or nothing to promote an understanding of the principles and 

practices of conception ( Brian Seaton, 198S). 

This areo of non-compliance Is fraught with dlfncultlcs, not 

the least of which Is the embarrassment of those who are found to be 

non-compllont. As a result some clients refuse participation In such 

studies hence It Is dlfflcult to ascertain who compiles or who does not 

comply. 

Reasons for non-compllance with oral contraceptives may range 

from illness, lost or damaged OC packets, forgetting, complaints 

about side-effects, etc. In some cases over compllance occur where 

the client consumes more than the prescribed number of pllls the 

prescribed number being one plll par doy as an attempt to cover up 

the missed pills. 

Brian Seaton ( 1985) In a study observed that OC acceptors fall 

Into two groups. 

( 1) whose who follow the prescribed regimen carefully and

aro compliant,

(2) those who apparently hove their own perceptions of how

QC pills thould be token, which may only loosely relate

to the proscribed r11glmun and oru lhurl•foru hlghly

non cornpllant.
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On compliance with use of con-iorr,s/dlophragms, Population 

Reports ( 1990) asks "if condoms can be so effective In preventing 

pregnancy, why are the average observed rates both for pregnancy 

and STD infection so much worse?" The answer was that limited 

evidence suggests that the Individual, not the condom, is usually 

responsible for Infections and unwanted pregnancies. 

Condom places a considerable burden on the user· as It requires 

not just the man's consent but usually also his Initiative. \Yhen men 

and women are not faced with the risk of unwanted pregnancy they 

may not bo motivated to put on a condom (11,cnJ or diaphragm ( women) 

before sexual Intercourse or In the midst of sexual arousal. As a 

result, most people apparently do not use condom/diaphragm everylime 

they have Intercourse. 

In addition, Incorrect use ,vhlch may be attributed to Inadequate 

Information on use can give rise lo non-compliance. Also, differing 

experience with using condom/diaphragm whether users apply a 

lubricant that was weakened by poor conditions In storage or device 

has 8 hole or defect. The ,·esponslblllty for compliance lies with both 

mate and female spouse but more with lho woman since she ls the 

target of any unwanted pregnancy. 
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Uniqueness of compliance in contraceptive regimen 

Contraceptive regimens have unique characteristics that affect 

client compliance. First unlike many of the drugs described In 

medical literature, contraceptive drugs or devices are generally 

preventive rather than curative. Relatively high drug compliance 

early In the treatment of streptococcal infections, for instance, may 

be o direct result of the Immediate salubrious effect of the 

medication. The patient feels better after taking a few pills and 

continues to stay on the regimen as long as she Is rewarded In this 

way. As his discomfort Is relieved, his non-compliance with the 

regimen may increase. 

In using contraceptives, however, the acceptor Is receiving no 

on-going reinforcement unless the failure to becomo pregnant is 

interpreted In this way. Thus, the prophylactic nature of contra

ceptive regimens may contribute to non-compliance. 

Secondly, psychologists and psychiatrists arc In general agree

ment that most decisions relating to pregnancy Involve ambivalence 

(Sandborg and Jacobs, 1971; Fawcett, 1970). Often this feeling of 

ambivalence pervades attitudes about sexual activity In general. 

Presumably the decision to avoid en Illness Involves less ambivalence, 

this difference can glvo rise to Increase In non ·compliance rote. 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



41 

Thirdly. contraception involves a choice on the part of the 

user among a variety of methods. \Vhen a patient is under treatment 

for a specific disease or Is under going preventive therapy for an 

Illness, there Is often little or no choice about the type of drugs he 

o r  she Is  to receive. 1 t Is the physician who makes the decision. 

But there are many effective means of preventing pregnancy and It 

Is usually the client who makes the final decision about what method 

will be used. Knowledge of the existence of other means of prevent

Ing pregnancy and uncertainty as to whether or not the correct 

choice was made may lead to a higher non-compllance In contraceptive 

use. (Horn, 1976). 

Contraception Is unique In that more of the burden of choice Is 

on the acceptor and confidence about having made a correct decision 

may be tacking particularly If the client has suffered from complaints 

about side effects of chosen method depending on the seriousness of  

the side-effects on the dally llfe of client. 

Fourthly, when o patient Is given a disease-related drug, 

usually Just one person Is Involved, by contrast, the decision to use 

a particular contraceptive may be affected by social ond psychological 

Interactions between sexual partners as well as by social mores. (t.llllcr, 

1986). This Is Important because dlsapp, oval or method or choice by male 

spouse con affect compllanco. \'/hero thl.! spouse disagrees with methods 
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as use of condoms or spermicides, foams, creams, because of its 

unnatural and messy nature, this may affect the woman's compliance. 

Fifthly, unlike the treatment of many acute diseases, contra

ception is often an on-going form of therapy. which may cover ten 

or more years, therefore continued motivation is essential for 100 per 

cent compliance. Motivation becomes Important here In view of the 

various experiences of clients at the clinics such as long hours of 

waiting, Inadequate supply of drugs, poor Interpersonal relationship 

between providers and clients, Increased cost of drugs, long distances 

of clinic to clients place and to crown It all experiences of various 

side-effects from contraceptive methods all play an Important part In 

non-compliance. (Fakcye and Okwerekwu, 1988). 

CONCEPTUAL FRAMEWORK

There are many reasons why people behave the way they do. 

In this study, health education models like the Health Belief 

Model (Rosenstock, 197�). the Precede Model (Green et ol, 1980) and 

the Flshblen's Theory Model (Flshblen, 1980) wlli be used to 

examine the factors that underline the various behaviours affecting 

contraceptive use.
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The Health Belief Model 

The health belief model (a model proposed for the analysis of 

compliance) was developed by Hochbaun ( 1956), Kegetes ( 1963), 

Rosenstock ( 1960) and further elaborated by Becker and colleagues 

( 1979). This model states that Individuals engage In preventive 

health behaviour based on three main factors: perceived vulnerability, 

perceived severity and perceived benents (Becker, 1966; Rosenstock, 

1974). This means that a person would have to believe that he or 

she was susceptible or vulnerable to a disease In order to take action. 

The value of compliance Is thus based on the probability that, In  the 

client's view, compliance will reduce the perceived threat and not be 

too costly In money, time and emotional energy (Becker et al, 1979). 

These two variables are modlOed by other factors In Seeker's model, 

Including demogrilphlc variables, structural variables relating to 

treatment, client attitude and health providers Interaction. 

Disease threat is composed of two conditions. First, the person 

must perceive that he/she Is susceptible. This Implies that he/sho 

believes that ho personally hos o reilsonable chance of acquiring the 

disease condition. This ls sub)ectlve perception. There Is a range 

of vulneroblllty as perceived by the lndlvlduol which can be viewed on 

a spectrum. On the one hand Is the lndlvlduol who denies any 

posslblllly of Involvement with the disease process. At the other end
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Is the person who expresses a feeling of real danger of contacting a 

specific disease. 

Perceived severity Is the second component of disease threat. 

This Implies that the Individual should perceive that the occurrence 

of the disease would have a moderately severe Impact on an aspect 

of his life. This perception varies with the degree of seriousness 

being seen from two points of views. One can look at it from the 

physical perspective, that Is the Impact of the health problem on 

personal well-being. Is there a chance of pain, suffering, deformity, 

dlsabllity or even deathl Social consequences are the second 

perspective, one Is concerned about the effect of the condition on 

work, family life and social relatlonshlps. 

In this study, the health belief model ls  selected to explain the 

perceived reasons for compliance with contraceptive regimen. A 

client Is likely to comply with a given contraceptive as a result of 

how she perceives herself vulnerable to pregnancy. Thus. when a 

contraceptive user Is given o follow-up appointment, It Is her 

perception of cost and benents of prevention of pregnancy that wlll 

determine her compliance actions. 

Thu other dimension to the model Is the perceived barriers 

which form the other side of o cost bcnent analysts of the proposed 

action. This tal<es place within the Individual as she weighs the 
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effectiveness of the action with the expenses llkely to be incurred In 

buying contraceptives or the side-effects to be experienced. 

In summary, Rosenstock ( 1974) notes that the combined levels 

of susceptibility and severity provided the energy or force to act 

and the perception of benefits (less barriers) provides a preferred 

path of action. Some stimuli may also be necessary to trigger the 

decision making process. These are called "cues to action". Cue 

might be Internal for example, Irregularity of menstration, or 

external, mass media communications, Interpersonal Interactions or 

communications from health care providers. 

Finally the model assumes that certain variables "modifying 

factors" such as demographic, socio-psychological and structural 

might Influence health-related behaviour. Demographic variables 

Include sex, age, race, socio-psychological variables are porsonallty 

traits, soclol class, peer and reference groups. The structural 

variables are knowledge of a disease, prior contact with the disease 

and other conslderotlons that Improve level of knowledge. 

The elements of this model may assist the author In designing 

health education intervention that will Influence client's readiness 

to attend follow-up appointments and comply with contraceptive 

regimen by emphasltlng the benefits of complying and by removing 

obstacles which might prevent compllanco. 
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FIGURE 1: 

ndlvidual Perceptions 

I 

)erceived susceptibility 
to disease X • 

)ercelved severity of • 

disease X 

46 

Basic elements of the Health Belief Model 

i\1odlfying Factors 

demographic variables: 
age, sex, ethnicity. etc. 

socio-psychological variables: 
personality. social class, 
peer and reference group, 
etc. 

structural variables 
knowledge of disease, 
prior contact with disease, 
etc. 

' • 

Perceived threat of disease X 

' ' 

Cues to action 
mass media campaigns 
advice from others 
reminder postcards from 

dentists and physicians 
illness of family members 
or friends 

Source: Rosentock l.i\1 (1974) 

BEHAVIOUR PARADIC�15 

Ukellhood of Action 

perceived benefits of 
preventive action 
minus 

' 

perceived barriers to 
preventive action 

Ukellhood of taking 
. recommended preventive

health action 
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The Behavioural Antecedents Model (Green's Precede Framework) 

This model was developed by Green and has been utilized 

extensively In health education theory and practice (Oladepo, 1986). 

The framework directs the health educator's Initial attention to 

outcomes rather than to Inputs, forcing him to begin the health 

education planning process from the outcome end. It encourages the 

asking of "why" questions before the asking of "how1' questions. 

Thus, It Is a diagnostic tool for Identifying the health problem and 

the behaviour or behaviours that Influence It and the antecedent 

factors. It takes on an epldcmlologlcal mode of enquiry. It is also 

a planning model in that the results of the diagnostic process guide 

one to choose among Intervention alternatives the most appropriate 

for the situation as diagnosed. 

There are she relevant phases of precede framework. Phases 

1-3 focus on the assessment of general problems, Identification of 

specific health problems and Identification of specific health related 

behaviours that appear to be linked to the health problem. The 

health related behaviours are further classified into behavioural and 

non-behavioural factors. 

The fourth phase classified the bchovloural factor Into three 

sub-factors, vlz: 
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1 • Predisposing: this comprises of a person's knowledge, 

attitude, beliefs, values and perceptions that facilitate or hinder 

personal motivation for change. 

2. Enabling: this may be considered to be barriers created 

mainly by societal forces or systems. Limited facilities, Inadequate 

personal or community resources, lack of Income and restrictive laws 

are examples of enabling factors. 

3. Reinforcing: these sub-factors are those related to the 

support the learner receives from slgnlncant others such as spouse, 

peer, parents, the result of which may be either to encourage or to 

discourage behavioural change. 

Phase S discusses how the health educator decides which of the 

sub-factors In phase four are to be focused for Intervention. 

Phase 6 ls the actual development and lmplemontatlon of a 

programme. All that remains Is the selection of the right combination 

of  Interventions and an 1s1c:ssment of odmlnlstretlve problem, and 

resources. 

Green's prec:r.de framework la selected bt.-cause It gives a better 

understanding of the behavlOYral and non•behavloural factors that 

were preventing client, from attending r�ul1r follow•up clinic 

appointment and complying with c.ontraceptlve regimen at the fnmlly 
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planning clinics In the study area. Thus, the various reasons for 

compliance/non-compliance obtained can be classiOed Into predisposing; 

enabling and reinforcing factors. The predisposing factors can 

include knowledge of the client about contraceptive use including her 

attitudes, values and perception to use. 

The enabling factors may Include availability of resources e.g. 

personnel, contraceptives, accessibility of family planning centre, her 

skills In complying with contraceptive regimen or advice or skills of 

health personnel. 

Reinforcing factors relate to attitudes and behaviour of slgnin

cant others such as health providers, peers, parents, neighbours 

and spouse influence which may facilitate or hinder the woman's 

personal motivation to take and comply with contraceptive regimen as 

well as follow-up appointment. This classincatlon can help In tackling 

various factors ldentlOed and also in directing energy on desired 

health education Interventions and this will bo evaluated In an on-

going process. 

Fishbicn's Theory Model 

This theory. othorwlso referred to as the theory of reasoned 

action, hos been chosen lo further give a beller understanding to 

why client comply or fall to comply with contraceptive regimen. 

•
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Flshbein's Theory of Reasoned Action (Adjzen and Fishbein, 

1980) was flrst proposed in 1967. Subsequently it has been further 

developed and tested. The ultimate goal of this model Is to predict 

and understand behaviour. The theory has been applied to health 

behaviours such as family planning behaviour ( Davidson and 

Jaccard, 1975; Fishbein et al, 1980; Jaccard and Davidson, 1971). 

This theory assumes that an Individual's behaviour Is under 

volitional control and can be predicted from Intentions. An Intention 

Is viewed as a function of two factors, vlz: (a) personal factor 

(altitude) and (b) subjective norms (social/environmental factor). 

According to the model, the simplest and most efficient way to predict 

behaviour Is to determine If people Intend to perform the behaviour In 

question since people's Intentions are assumed to be the best 

predictor of their behaviour (Fishbein, 1980). 

There are two basic determinants of Intentions. First, is the 

client's positive or negative evaluation of complying with the contra� 

ceptfve regimen. In this realm the person's attitude towards the 

behaviour Is determined by ( 1) the belief that the performance of 

this behaviour will result In certain outcomes or consequences 

(behavioural beliefs), and (2) the person's evaluallon of these 

outcomes (Fishbein, 1980). 
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Second ls the client's perception of whether significant others 

e.g. husband, boyfriend, peer, parents, etc. think that she should 

or should not perform the specific behaviour (that Is, use 

contraceptives). Furthermore, her beliefs about the attitudes of other 

people Important to her (social factor /environment/subjective norm/ 

normative component) towards performing the behaviour In question 

can Influence her intention for example her Church pastor or head of 

her social organization or club. An Individual wlll tend to perform a 

behaviour when she evaluates It  positively and when she holds the 

belief that significant others think she should perform the behaviour. 

The model further proposed that different types of external 

variables Influence Intention as well as behaviour Indirectly through 

their effects on behavioural beliefs, outcome, evaluation, normative 

beliefs, motivations to comply or the relative weights of the attitudinal 

and normative components. Demographic variables (ago, sex, 

occupation, socio-economic status, religion and educational qualification) 

and personality traits ore external vorlables which Influence the 

relative Importance of the two components (o.g. attitudinal and norma-

tive components). 

Thi! Individual's personality traits which are the distinguishing

quality or characterlslics that moke up o person's character which 

Include his/her physlcol, emotional and social chorocterlstlcs moy 
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affect her compliance with contraceptive regimen. These characte

ristics must be taken Into consideration In selecting an appropriate 

birth control method by the client to reduce the non-compliance rate 

( for example a client who is obese is not a good candidate for using 

oral contraceptives). Also an Individual with a distinguished 

personality, like T.V. star wlll have no time for frequent follow-up 

appointments and will be better off with a method which has long 

follow-up appointment such as intra-uterine device If she does not 

have any contra-indication to the use. 

In using this theory, family planning providers can better plan 

their intervention strategies. For example, If the major reason for 

non-compllance Is that their spouses discourage them from coming to 

the cllnlc, the best Intervention will be directed lo patient education 

to the concerns of  both patient and family members. Or If the non

compllance is due to side-effects produced by contraceptives, the 

best intervention will be geared towards re-evaluating the appropriate

ness of the chosen method for the client ond the posslbill ty of select

Ing an alternotlve method that will soothe the client. 
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BACKGROUND TO THE STUDY 

Hlstorlcally, the real\sation o f  the magnitude of maternal 

mortality and morbidity motivated women like Margaret Sanger In 

U.S.A. and Morie Slopes in Britain and others In the lndustrlallsed 

countries of the world to organise population control pressure 

groups so as to promote the health of the mother and chlld. 

This pioneering efforts have metamorphosed Into International 

Planned Parenthood Federation. 

The n,st Introduction of family planning Into Nigeria began in 

the 1950s because of alarming rate of the number of abandoned 

children and criminal abortions. Some phllantroplsts who were struck 

by the plight of Nigerian women particularly in the Lagos area, who 

died In large numbers after childbirth and Induced abortion formed 

the Family Planning Council and Invited Pathfinder of U.S. A. to Lagos 
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to survey the family planning needs In Nigeria. This led to the 

establlshment of the Marriage Guidance Council at the Lagos City 

Council In 1958 (the first Family Planning Clinic in Lagos) under 

the direction of Dr. Adeniyl Jones of the Ministry of Health. This 

cllnlc later folded up due to Inadequate financial support. Later, 

the Family Planning Council of Women Societies in Lagos was formed 

through the Soclal Welfare Workers of the Federal Ministry of Labour. 

The pioneer body consisted of people from all walks of life such as 

educators, lawyers, Journalists, health professionals and religious 

leaders. 

In 196q, the Famlly Plannlng Council of Nigeria, a voluntary, 

non-profit organization later known as Planned Parenthood Federation 

of Nigeria (PPFN) came Into existence. 

With the birth of University College Hospital (as the first 

Teaching Hospital In the country) ramlly planning aotlvllles commenced 

at tbadan, Prof. A.O. OJo or the Department of Obstetrics and 

Gynaecology, U. C.H., lbadon started a 5-7 p. m. Family Plonnlng 

Clinic In 1965 and later pioneered the training of non-Physician 

Famlly Planning Providers. At the same time, Mrs. Ebun Delano 

(already O trained Famlly Planning Provider) working with Prof. Ojo 

expanded the activities of this romlly planning clinic providing bolh 

services and training or trainers. 
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By 1970, sixty-one Family Planning Council clinics offered 

Family Planning Services and advice on a regular basis In 11 out of 

the then 12 States of Nigeria (Lagos 16 clinics, West 22, Midwest 3, 

Kwara 2, North Central 3, North Eastern 1, North Western 1, Benue 

Plateau II, South Eastern 5, East Central 3, Rivers 2, Kano was not 

rep, esented ( Report fo, the International Parenthood Federation 11, 

1972) 

In spite of the Initial wide scale scattering of the family planning 

services In 1970, there was hardly any outward growth or further 

expansion In the remaining part of the seventies and early eighties. 

Low practice level of family planning was ostensibly demonstrated by 

the National Fertility Survey data of 1981-82. The survey results 

showed that only 6. 2\ of mart'ied, fecund, non-pregnant women were 

using any form of contraception at the time of the survey compared 

to SIi. OI In Republic of South Korea, 31. D\ In 81 azll and 61. 01 In 

Panama. 

AVAILABLE FAMILY PLANNING METHODS IN NIGERIA 

There arc many available blr th control methods In Nigeria today, 

some of these arc listed and discussed below. 
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Pills 

This family planning device Is one of the steroidal contracep

tives, which are available In form of oral tablets. They contain 

synthetic forms of the naturally occurring female steroidal hormones 

oestrogen or progesterone or both combined. 

Injectable contraceptives 

In many parts of the world and for vast numbers of people, 

Injections symbollze modern medicine. This family planning device 

which ls also in the group of steroidal contraceptives like the pills, 

are made and administered In the form of Injections and this may be 

one of the reasons why injectable contraceptives are hlghly popular 

despite Irregular supplles. 

Today. there a, e two such preparations wldely available on the 

world market: Depo Provera (depot-medroxyprogeste,one acetate o, 

DMPA), a three month lnjcctllble ond Norlsterat (norethiste, one 

enanthate or NET-EN), a two-month injectable. 

I ntra-Ulcrino Devices 

The Intra-Uterine Devices (IUCD) ore fomlly planning devices 

which a, e modo of flexible wh e with copper wound around It or mode 

in form of flexible plastic motcrlol with pr ogeste,one Implanted In ll 

for small releases of sm.ill amounts of progestorono direct Into the 
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uterus. These devices are made In various forms or shapes such 

As t-shaped (e.g. copper T), spiral shape (e.g. Llppes loop) to fit 

into the uterus. They come in various sizes which are expected to 

flt snugly into the shape of the uterus according to the degree of 

laxity of the uterus which is determined by the parity of the would

be user. 

Barrier methods 

Barrier methods are the oldest contraceptives known. 

Spe, mlcides, diaphragms and other female barrier methods have 

many early precursors. 

Vaginal portions lo Immobilize or kill sperm and vaginal plugs 

to block sperm passage were used by the ancient civilization. f.1odern 

barrier methods such as those listed above, modern condom. foam 

vaginal creams, vaginal tablets etc. rep, esent considerable evolu

Uonar y Improvement over th& older traditional methods which are no 

more popular In the urban centres. 

A\ost bar·rler methods (becau1e they o, e devlcus which a, e to 

be admlnl1tered before Intercourse by the user) roqulr e the use, to 

take I consclou• action to avoid pr e,_Jnency befo, 11 each sexual act. 

For ,uny couples thl1 reqult ement Is e11hetlcally un1ppealln9 01

dlfOcult either physically or p1ycholorJlcally to folio., con,tstontly, 
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added to this, Is the fact that the average use failure rates of this 

method is between 10-20 per cent (Population Report, 1989). 

(i) Cervical caps: The cervical cap ls a rubber cup used in the

same manner as the diaphragm to cover the cervix and form a 

barrier against sperm. Caps, currently on the market must, llke 

the diaphragm, be used with a spermicide and left In place for about 

six hours after intercourse. This device Is commonly used among 

Western women who re1ect most systemic forms of  contraception. 

(Ii) Spennlcldes: These are preparations used for kllllng sperms 

which enter through the vagina up to the cervix. They are available 

In the forms of foams, tablets which dissolves readily on vaginal 

application, creams, jellies, vagina suppositories which are Inserted 

before Intercourse. 

In some countries. condoms with a spermicidal lubricant arc 

avallable In the market. 

Periodic Abstinence 

This method Involve, ab,tlnence from sexual Intercourse during 

the woman's fertile period, This method Is othl!rwl,c referred to as 

netural family planning or fertlllty awareness, The method rollcs on 

11,uch old and new tcchnlquet •• the calendar (or rhythm) method, 
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the cervical mucus (or Billing's ovulation) method, the basal body 

temperature ( BBT) method and the sympto-thermal method. The latter 

relies on a combination of Indicators of fertility such as changes In 

cervical mucus to predict ovulation and BBT to detect Its occurrence. 

All methods require substantial periods of sexual abstinence each 

cycle because of the difficulty of precisely defining the onset and 

duration of the fertile period. High levels of motivation and good 

communication between sexual partners ls essential, ( Population Report, 

1989). 

Voluntary sterilization 

Voluntary sterilization ls otherwise referred to as permanent 

surgical contraception. As the name Implies, It Involves a minor 

surgical operation In which the vas deferens Is ligated In the male 

and the falloplan tubes are ligated ( tubectomy or tubal ligation) In 

the female. This surgical operation can be performed on an out

patient basis without general anaesthesia. ( Population Reports, 1985). 

This method which Is described os virtually 100 per cent 

effective and the best method ls gradually being accepted In Nigeria 

by women but Is yet to be accepted by the mt!n probably due to

fear about Impotence. 
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CHOICE OF A FAMILY PLANNING METHOD 

Clients should choose contraceptive methods only after 

adequate Information on the different methods has been given. In 

choosing a contraceptive method, most consumers are likely to 

consider the following: 

( 1) reliability

(2) safety

(3) reversibility

(4) cost

( S) convenience

(6) consumer control

(7) cultural acceptability.

Reliability: Most consumers want a contraceptive that Is 1009.

effective both In theory and In practice. However in practice 

none of the methods can be said to be 1001 effective. 

Safety: Even where the he.ilth risks of unwanted pregnancy .ire 

high, potential contraceptive users may be wary of a method which 

Involves even slightly Increased risk of o moJor health problem. 

,.1any consumers ore unlikely to tolerate troublesome side-effects In 

0 method used continuously (Population Reports, 1985). 
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Reversibility: Although a few couples choose permanent sterilization, 

most potential family planner, users around the world still want a 

method that allows complete return to fertlllty when the method ls 

discontinued ( Population Reports, 198S). 

Cost: Consumers are prepared to pay for contraception In many 

developing countries and many prefer to purchase them through 

commercial outlets or private health practitioners. However, the full 

retail cost of most current contraceptives ls prohibitive for the 

majority of potential Third World consumers ( Population Reports, 1985). 

Convenience: Motivation In the practice of family planning becomes 

an essential pllrt of the service to ensure compliance. as certain 

family planning methods which are dlfOcult to understand and use, 

those which must be used at the time of coitus, those which require 

a dally regime or those which necessitate having supplies on hand 

all require a high degree or efforts on the part of the users. 

Simple long acting methods h11ve been found lo be the key to 

sustained contraceptive practice for many potential users ( Population 

Reports, 198S). 

Consumer control: \'/omen Increasingly want to take more responsl 

blllty for their own reproductive health and prefer methods of 
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contraception which they can control. In the Third \'/orld cultures, 

when men and women are segregated and where most physicians 

are males or females, self-administered methods which minimize 

contact with doctors may have an advantage ( Population Reports, 

1985) 

Cultural acceptability: Methods which require contact with the 

genital area, which produce menstrual irregularities, or which have 

other characteristics at odds with particular traditional mores will 

be less acceptable lnltlally even If they are highly safe and effective 

( Population Reports, 1985). 
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CHAPTER THREE 

METHODOLOGY 

The Study Setting 

In  Ondo State, family planning services started with clinic 

services under the direction of Dr. Bregger (a Gynaecologist and 

Obstetrician at the then General Hospltal, Akure). In November 

1983, another cllnic sprung up al llara-Mokln In lfedore Local 

Government Area. In 1984, the first training or Family Planning 

Providers sponsored by the United Nations Fund for Population 

Activities ( UNFPA) commenced at Aramoko with Dr. AdetunJI as the 

training coordinator. 

Today, Ondo State hos a total of 40 Family Planning Clinics 

(Federal Ministry of Health Publlcatlon 1991). Presently In Nigeria, 

Family Planning Is Integrated Into the Natlonal Midwifery currlculum 

and a National Policy on Population was drafted and approved by the 

Federal Government of Nigeria on February 4, 1988. This Polley was 

launched at Ondo State capital and at Local Government levels In 

1990. This Natlonal Polley ls aimed ls aimed at enabling all Nigerians

to achieve soclally and uconomlcally productive lives. 

The :.tudy took place In Akuro Local Government Arca of Ondo 

State. Akuro, from the time of the creation of Ondo State In 1976 
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has been the state headquarters until It was created into a Local 

Government Area with its headquarters at Akure. In 1989, the Local 

Government Area was reorganised such that certain towns and villages 

formerly under this local government such as llara-Mokln, lpogun, 

lbule, ljare went to lfcdore Local Government leaving Akure Local 

Government with Akure, lju, ltaogbolu, Ogbese, Oda as the towns/ 

villages In the local government area. Today, Akure LGA Is one of 

the twenty-six local government areas In the State. 

Akure LGA ls situated centrally from the major cities in the State 

being about 110 kilometres from Ondo, 52 kilometres from Owo, 118 

kilometres from llesha in Osun State. Akure LGA covers a lorgc orea 

of  about 4,320 square kilometres. It Is bounded In the North by

lkerre LGA, South by llesha LGA In Osun State, In the \Yest by 

Ondo LGA, and In the East by Owo LGA. 

The population of Akure LGA from 1991 Population Census 

Ogure Is 316, 92S. 

The people are predominantly Yorubas, all speaking the Yoruba 

language with a difference In dialect with Akurc, lju and ltoogbolu 

speaking Akure dialect and Ogbese spcaklng Akurc and partly Owo 

dialect. 
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Akure grew from a small town In the old Ondo Province In the 

defunct Western Region of Nigeria to the present major administrative, 

commercial and state headquarters having all the State Government 

Ministries headquarters, a Federal University of Technology. the 

only state School of Nursing and Midwifery, a School of Health 

Technology, the highest number of Family Planning Clinics In the 

stale and the state Family Planning Coordinating Unit. 

There are very few Industries In Akure the state capital. 

This Is because less than 5\ of t1,e Industrial establishments In the 

old Western State were located In the state as at the time of 

creation of the state In 1976, hence the state Is gradually building 

up Its own home Industries. 

Akure has the largest number of health personnel In the state. 

Family planning facilities In the LGA are thirteen In number but for 

the purpose of this study the government owned family planning 

clinics wlll be utlllsed. 

These ore 

l I) Army Barracks Clinic, Akure; 

(2) State Specialist Hospital, Akure;
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(3) Local Government Clinic and Maternity, Akure;

(q) Maternal and Child Health Care Centre, Akure, (PHC)

(5) Police Clinic, Akure;

(6) Federal University of Technology Health Service Centre;

(7) Comprehensive Health Centre, lju/ltaogbolu;

(BJ Basic Health Clinic, ltaogbolu;

l 9) Basic Health Clinic, Ogbese;

These clinics are involved In various training programmes such as 

health providers market women C. B. D. Programme of the Better 

Life Programme, campaigns and workshops against Al OS, population 

control. 

The educational facilities In the area Include 110 primary schools, 

18 secondary schools ond one Federal University of Technology. 

The local government area has pipe borne water and electrlclty 

supply In all Its towns and villages. 

The economic base of the people Is primarily agriculture providing 

Income and employment for over 701 of the population. Among the 

subsistence crops are yam, cocoyom, rice, plantains, beans, maize, 

pepper, tomatoes, groundnuts and a great vorloty of vegetables. 
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Fruits which are either cultivated or could be found growing in the 

forests include mango, grape, pawpaw, orange, pineapple and banana. 

Major cash crops are cocoa, rubber, oil palm products, and 

kolanuts. These are sold by peasant farmers usually through licensed 

buying agents. 

Internal exchange activities for subsistence crops are dominated 

by market women who organise the flow of various food crops such as 

yam, garl, rice, maize, plantain, beans and vegetables, In several 

centres of population In the towns and villages. Akure township has a 

shopping complex which ls a commercial centre but is patronised by the 

prlvlleged group because of Its sltlng which Is at the extreme of the 

town and the prices of goods sold there which are slightly higher than 

In the main township. 

Other supporting occupations 3ro tailoring, teaching, hairdressing, 

brlckmaklng, furniture 1:tc. 

Each community In the towns and vlll11gus has a community leador 

who Is referred to 11 the Oba. Each household In turn has a head who

11 tho mo,t 1enlor m1le In the household. The husband l1 the head or 

each ramlly. famflles In Akuro LCA are mostly polygemou, In nature 

with a 11110 having two or more wives. l:Jlch .,lfe 11 expected to look 

aftt!r her chlldrt!n In her own allocated ap11rtmcnt while the hu1band pays

the school fees and other oxpenses r>f the children. The hu1t>And who 
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is the head of the family makes all decisions for all members of the 

family and In most cases, his decision Is nnal and not subject to 

review. He determines who needs medical attention, where he/she Is 

to receive It since he pays for the services. 

A major problem In Akure LGA as in Ekitl land of the state Is 

the issue of role performance by the person occupying the status of 

the head of household. To what extent ls he performing his role as 

a husband, father, and head of household? Many of the married 

women particularly the Illiterates tend to change husbands as a result 

of unfulnlled expectations from husbands In terms of financial support 

etc. when In fact the women are supposed to bear children on regular 

basis (Orubuloye, 1991). 

OBJECTIVES 

Broad Objective 

The broad objective Is to determine the contraceptive experiences 

of women of chlldbt:.arlng ege In Akure LGA, Ondo Stote ond assess

the Implications for subsequent choice and compliance. 

Spe.clflc Objectives 

1. To Identify mator Information source• to family planning nw11r1:ness

end occcptanc.- among the study population.
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l. To describe the respondents contraceptive experiences in the

last three years.

3. To determine which methods of family planning have high or low

rates of compliance among family planning acceptors.

II. To determine the characteristics of contraceptive users who

comply with contraceptive regimen and those who do not.

s. To identify factors which encourage or inhibit compliance with

contraceptive regimen.

6. To use the Ondings in highlighting population education on

contraceptives and implications for population control.

HYPOTHESES 

are:-

The following assumptions are formulated to be tested. They 

l. Age of contraceptive users will not Influence their compliance

with their chosen method of contraception.

2. Marital status wlll not Influence compliance with chosen method

of contraception.

J. Respondents type of marriage will not Influence their compliance

11. 

with chosen method of contraception.

The number of living chlldren of contraceptive users wlll not

Influence their compliance with chosen method of contraception.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



72 

S. Rellglon of contraceptive users wlll not Influence their compliance

with chosen mothod of contraception.

6. The level of education of contraceptive users wlll not Influence

their compliance with chosen method of contraception.

7. Tho type of Job performed by contraceptive users wlll not

Influence their compliance with chosen method of contraception.

8. Respondents socio-economic status wlll not Influence their

compliance with chosen method of contraception.

9. Support given by spouse will not Influence the respondents'

compliance with chosen method of contraception.

10. Respondents' sources of awareness of Information about famlly

planning will not Influence lholr compliance with chosen method

of contraception.

11. Experience with first chosen method wlll not Influence subsequent

compliance with contraceptive regimen.

12. Cost of fomlly planning services wlll not Influence clients'

compliance with chosen molhod of contraception.

1 l. The degree of conduciveness, or clinic setting for privacy wlll

not Influence the rei1pondents compllancl! with chosen method

or contraception.
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Research Design 

This is a cross-sectional descriptive study designed to study 

women of childbearing age who have accepted a contraceptive method 

between January 1989 and December 1991. 

For the purpose of achieving the set objectives, an Interview

questionnaire was administered between February and April, 1992 to 

740 randomly selected women contraceptive users. The purpose of 

which was to determine the contraceptive experiences of these 

respondents, obtain information about their demographic characteristics 

and their perceived reasons for compliance/non compliance with 

contraceptive regimen/follow-up appointment. 

Time-squence of study 

Screening and selection of subjects were done In the month of 

January, pretest In the flrst week In February and Interviewing of 

respondents In all the study areas were concluded In April, 1992. 

Interviewing of respondents was done In the morning hours (8.00 -

3. 30 p. m.) of  the working days for those who were still attending the

clinics and ofnce tracing. Interviewing In the evenings (q.oo 

6. oo p. m.) for those who attend family planning evening clinics on 

Tuesdays, Mondays, Wednesdays, Tursdays and Fridays and Saturdays

evenlnlngs are spent In tracing clients who cannot be traced In the 

cllnlcs to their homes. 

•
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The study population 

The study population consists of all women of childbearing age 

( 1 S - 49 years) who registered for a contraceptive method in any of 

the nine government owned family planning clinics. These clinics 

have reliable records of appointments and attendance at the clinics 

and are better patronised by clients. 

1. The subjects must have accepted and utilised a contraceptive

method between January 1989 - December 1991.

2. There must have been a record of her full home/office address

in the clinic record.

Sample size and sampling procedure 

All women of chlldbearlng age l.e 15 - 49 years who have 

accepted a family planning method at any of the nine cllnlcs In the 

LGA were ellglble for the study. 

A stratified random sampling technique was used to select the 

study population. First, the nine government owned family planning 

clinics In the LGA were stralilled Into six based on management 

differences. 

1. MIiitary Group - Army Barracks Clinics

2. Educational Institution Federal University or Technology Health 

Services Centro, Akure. 

3. Police Group Police Cllnlc, Akuro 

q. Rural Setting Group ( 1) CIIC lju I toogbolu

(2) BHC Ogbuse

(l) BHC ltaogbolu
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S. Local Government Based - ( 1) Arakale Local Government

Maternity and Dispensary, Akure. 

(2) Maternal and Child Health Care

Services {PHC), Ara kale, Akure.

6. Hospital Setting Group: State Specialist Hospital, Akure.

Secondly, not less than soi of the family planning clinics in

each group was selected randomly from the six categories using a 

table of random numbers. A total of seven cllnlcs out of nine were 

finally selected as follows: 

1. Army Barracks Cllnlc

2. Federal University of Technology Clinic

3. CHC lju-ltaogbolu

q. BHC Ogbese

s. State Specialist Hospital, Akure

6. MCH Centre, Arakale, Akure

7. Police Clinic

The total number of eligible contraceptive users In the selected

clinics as contained In the attendance register for the study period 

was nrst compiled (The total number for each cllnlc Is recorded In 

Figure II). Army Barracks Clinic 61 clients

Police Clinic 20 clients 

Stote Hospl tal - 758 clients

CHC lju-ltaogbolu - 106 clh:nt,

BHC Cg�se - 17 clients
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FIGURE 4: SM1PLING PROCEDURE 

Famlly Planning Clinics 
stratified according to 
Management Groups 

MILITARY GROUP 

(1) Army Barracks Clinic, Akure

POLICE GROUP 

(2) Police Clinic. Akure

HOSPITAL SETTING GROUP 

(3) *State Specialist Hospital. Akure

RURAL SETTING GROUP 

(4) *( 1) CHC lju/ltaogbolu
(2) BHC lju/ltaogbolu

*(3) BHC Ogbese

LOCAL GOVERNMENT GROUP 

(5) ( 1) Arakale LG Mat. Centre
& Dispensary, Akure 

*(2} M.C.H Centre, Akure 

EDUCATIONAL INSTITUTION CROUP 

(6) *(1) FUTA Health Services Centre, Akure

T O T  A L  

KEY: •clinics selected for study. 

Total No. or 
contraceptive 
users 

61 

20 

758 

106 

17 

8211 

70 

1,856 

Total No. of

Subjects. after 
selecting 1101 of 
contraceptive users 

241 

8 

303 

112 
-

6 

329 

28 

7110 
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Fig. S 

77 
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M. C. H Centre Ara kale - 8211 clients

Federal University of 

Technology Health 

Centre 70 

This gives a total of 1,856 clients. 40% of all ellglble acceptors from 

each of the seven selected cllnlcs were randomly selected using a 

systematic sampling technique. Every 5th person on the compiled 

11st of eligible client were slllected giving a total sample population of 

7110. Out of this 740 study population compilers and non-compliers 

were identified from review of the records as follows: Army Barracks 

clinic with 24 respondents had 16 compilers and 8 non-complelrs. 

Police clinic with 8 study subjects had 3 compilers and 5 non-compliers. 

Stale Specialist Hospital with 303 subjects had 242 compilers and 61 

non-compliers. Comprehensive Health Centre lju/ltaogbolu with 42 

respondents had 33 compilers and 9 non-compilers. Basic Health Clinic 

Ogbese with 6 subjects had 4 compilers and 2 non-compliers. Maternal 

and Child Health Care Services, Arakale with 329 study subjects had 

250 compliers and 79 non-compilers and Federal University of Technology 

Health Services Centre with 28 study subJects hod 23 complhirs and s

non compilers. A total of 571 complfer1 and 169 non ·compliers wore 

finally selected for the study (See Appendix C). 
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Instrument for data collection 

Questionnaire 

The main data collection Instrument was a questionnaire. A self 

administered questionnaire consisting of closed and open-ended 

questions was developed. 

The questionnaire divided Into three parts, sought Information on 

1. Demographic characteristics such as age, marital status, residen

tial address, religion, occupation, educational qualiflcatlon,

Income etc.

2. Respondents acceptance process.

This Included source of Information awareness on contraceptive use, 

experience with use of first chosen contraceptive method subsequent 

choice and reasons for change and compliance. 

3. Assessment of quality of service provided at the different cllnlcs

by the health personnel and facllltatlng or Inhibiting factors

related to service provision which have lmpllcatlons for corn

pliance with contraceptive regimen.

Rcwlew of records

Records that were reviewed Included clients register of attendance

and Individual client card to determine the level of contraceptive 

acceptance and compllance. 
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Reliability and validity of instrument 

In order to ensure reliability and validity, the services of public 

health specialists and experts in medical statistics were sought to know 

the extent to which the questions in the questionnaire addressed the 

variables of Interest In the study. 

Instrument for data collection was translated Into Yoruba language 

for better understanding and Interpretation for respondents who cannot 

read or translate English. This Yoruba version was re-translated back 

Into English by another expert. The orlglnal and later English versions 

were compared and were deemed to be approximate. This was to 

ensure reliability. 

Pre-testing of questionnaires was carried out on 20 women contra-

ceptive users at the Family Planning Olnic, University College Hospital, 

lbadan and 10 contraceptive users at the Primary Health Care Centre, 

Ado-Ekltl. 

Confusing and difficult questions generated by the pre-test were 

re worded and re· tested. In addition few Irrelevant questions were 

removed while a few Inclusions were mode where Important Information 

was found to have been omitted In the responses. For example In the 

demographic section on occupation "unemployed'' ond "ortlsnn" hod to

be Included In the answer option,. Also, for educotlonol qu11llflcatlon 

"'1odern Three• had to be Included In the options. 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



81 

In the acceptance process section, the questionnaire did not 

reflect approval or support from spouse which could be a factor that 

can encourage or hinder compliance, this was added. 

The response to Question 13 which stated that "What was your 

major reason for going to the clinic?" and that of Question IQ which 

states "If the reason was to obtain contraceptive, what was your 

reason for seeking the use of contraceptives?" were found to be 

identical therefore Question 1 Q was deleted. 

In Question 28, It was found that many of the respondents gave 

the date the interview was conducted as the day of last clinic attendance 

instead of the last date before the Interview. This Information was 

therefore Included. 

In Question 29, In the light of the findings at the pre-test, 

"every 6 months" had to be Included In the answer options for regular 

follow-up appointment. 

1 t was found that the questionnaire after analysis did not have 

any measure of compliance with the contraceptive regimen hence the 

Inclusion of Question; 31 and 32. 

Options for assessment or cost or ramlly plannlng services In 

Question 35 wos modified to read "high", "moderate", and "low". 

Finally, other answer options for Oue1tlon 36 which sought 

Information on how a client gets to the clinic were Included such 115
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"I drive myself" "husband drops me'1 in view of the pre-test

findings. 

Data collection stage 

Prior to the main study, two research assistants were trained for 

a period of one week on how to collect data. Before the collection of 

data permission to conduct the study was obtained from the 

selected clinics. 

The clinics were visited to obtain permission from heads or units 

In the various establishments. 

A total or 7qo questionnaires was administered to clients at the 

clinics, homes and offices by the author and two research assistants 

between the hours of 8.00 a.m. to 6.00 p.m. For respondents who 

can read and write, subject5 completed the questionnaires on the spot 

and were retrieved Immediately while respondents who cannot read and 

write were Interviewed and the answer, fllled In by the outhor or 

research assistants. 

Some of the addresses given by clients who had defaulted could

not be traced but such clients were sub1lituted for In the ottendonce 

register using the systematic random sompling technique. 

Ali the questionnaires admlnl1tered were returned. llowever

five (5) questionnaires wort1 not fully completed and had to be 

discarded. 
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Method of data analysis 

The results from the questionnaires were manually sorted, 

edited, coded and fed into the computer for analysis. Responses to 

open-ended questions were coded using the variations In the responses 

to develop the coding guide. 

The frequency data were arranged In contlgency tables, while 

inferential statistics were used In analyzing the data. Tables-, 

diagrams were used to describe the variables In the findings. The 

relationships and associations between these variables were determined 

using the chi-squared test at 5% degree of confidence Interval and 

z-normal distribution test. 

Limitations of the study 

A few problems were encountered during the study, some of these 

are ( 1) some of the study subjects who were randomly selected from 

the attendance register and who had to be traced to their homes could 

not be reached because their addresses were Incorrect and untraceable. 

To correct this anomaly, substitution had to be made for such subfects 

from the attendance register of ellglble respondents. In addition, 

somt of these clients who had defaulted from between 3 months to 1 

year had to be traced to their ho,no• 011 inor1i than two occ111lons 

before they were Interviewed. The 1ubstltutlon for clients with 
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untraceable addresses as well as those with repeated visits prolonged 

the period of study as more time was spent In locating these clients and 

thus increas.cd nnanclal expenses. 

Other limitations Included the unwilling attitude of many respon

dents In ans•c.rlng questions or being ffl.ldc to 011 the questionnaire 

In spl tc of assurances rQgardlng anonymity and conrtdentlallty. This 

arose beauM? many or the respondents attended the family planning 

cl1nia without the approval of their spouses. The reluctance In 

anli"'erlng q1.1est1on1 prolonged the Interview period for some or the 

respondents hence it slo-aed the pace of completlon of the data 

coll tlon. 

Studte5 on contrucplive compliance were observed by the author 

to be quit fe.,. If the.re had bcf!n documentation of more studies on 

c:ontra�ptlve l(perlenc:e and c:oa:pllance. It would have enriched the 

literature revle"' of thl11 study. 
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CHAPTER FOUR 

RESULTS 
• 

This chapter presents the findings of the compliance behaviour 

of the respondents. Hypotheses generated on demographic, attitudinal 

and behavioural variables were tested for acceptance or rejection. 

Reasons for non-compliance are shown. 

In all, 735 ( 99. 3\) contraceptive users responded comprising 23 

(3.1%) from Army Barracks Clinic, 8 ( 1.1\) from Pollce Cllnlc, 303 

(q1.2\) from the State Specialist Hospital, 326 {11q.39.) from the 

Maternal and Child Health Care Service Centre, Akure. Others 

Include 5(0. 71) from the Basic Health Clinic, Ogbeso, 28(3.8\) from 

the Federal University of Technology Health Service Centre and 112 

( 5. 7\) from the Comprehensive Health Centre I ju /1 taogbolu. 

DEMOGRAPHIC CHARACTERISTICS 

Respondent's ages and compliance 

HYPOTHESIS t Age of c:ontracepllve users WIii not lnnuence their 

c:ompllance with their chosen method of contraception. 

Respondents' ages and compllanct: are shown In Tablo 1. In all, 

respondents' age range falls between 15 ond qg yc.lrs. Of these 735 
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respondents 203 (27.6%) were In the age bracket of 30 - 3q years. 

The highest number of compliers 161 (28.Q\) and non-compliers 42 

( 2Q. 9\) were found between the ages of 30 - 34 years. 

The result of chi-square test on respondents' ages and compliance 

was not significant statlstlcally (P > 0.05). Therefore, the above 

hypothesis is accepted. 

Respondents marital status and compliance 

HYPOTHESIS 2: Marital status will not lnfiuence compliance with 

chosen method of contraception. The marital status of the contraceptive 

users are compared In Table 2. Majority of the contraceptive users 

657 ( 89. 4\) were married. 78 ( 1 O. 6%) were not married. Majority 

of the compliers s1q (90.81) and non-compilers 143 (8Q.6%) were 

found among married women. 

Statlstlcally. the result of chi-square test on respondents 

merltal status and compliance was significant ( P< 0. 05). The result 

suggests that the marital status of contraceptive users does lnfiuence 

their compliance with chosen method of contraception. Therefore 

the above hypothesis Is rejected. 

Type of marriage of respondents end complloncc 

HYPOTHESIS 3: Respondents type of marriage wlll not Influence 

th1:lr compllencc with chosen method of contraception. 
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Table 3 displays the compliance status of respondents and their 

type of marriage. �1alorlty of the respondents 468 ( 63. 7%) were from 

monogamous marriage while 235 ( 32. 0%) were from polygamous 

marriage. The result shows that more compliers 36B ( 65. 0%) and non

compliers 100 ( 59. 2%) are found from the monogamous marriage. 

However out of 235 (32. 0\) respondents studied among polygamous 

marriage SS (32.5%) were non-compliers compared with 180 (31.8%) 

respondents who were compliers. 

Statistically, the result of chi-square test was not significant 

( p > o. OS). This shows that the type of marriage of respondents 

does not Influence their compliance. Therefore, the earlier hypothesis 

is accepted. 

The number of  respondents' llvlng children and compliance 

HYPOTHESIS 4: The number of living chlldren of contraceptive users 

wlll not Influence their compllance. 

Tobie 4 present the compliance status of contraceptive users In 

relation to the number of Jiving chlldren. Out or 735 respondents S80 

( 7B. 9\) hod 4 6 Jiving children whlle 152 ( 20. 7\) hod O 3 Jiving 

chlldren. The highest percentage of compliers 3B3 ( 67. 71) and non 

compliers I oo ( 59. 2\) were found among respondents with II 6 Jiving

chlldren. 
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Statistically, the result of chi-square test on clients' number 

of llvlng chlldren was significant ( P < o. OS) • The result suggests 

that the number of living chlldren of contraceptive users does 

Influence their compliance with the chosen method of contraception. 

Therefore the above hypothesis Is rejected. 

Educational qualification and compliance 

HYPOTHESIS S: Rellglon of contraceptive users wlll not Influence 

their compliance with chosen method of contraception. 

In Table S, rellglon of respondents and compliance with chosen 

method of contraception are presented. Most respondents 627 (85.3%) 

were chrlstlans while 89 ( 12. 1\) were mus II ms and 7 ( 1. 0\) practise 

other rellglons. The percentage of chrlstlans who compiled 483 ( 85. 3\) 

and those who did not comply 1114 ( 85. 21) were nearly equal. Similarly, 

the percentage of compliers among musllms 72 ( 12. 7\) and non-compilers 

17 (10.0\) were close. However, there were more non-compilers 

q (2. II\) than compilers 3(0.5\) among those practising other religions. 

Statlstlcally, the result of chi square test on religion of respon

dents and compliance was not significant ( P > O .OS). This means that 

the rcllglon of contraceptive users docs not Influence compliance. 

Therefore, the earlier hypothesis Is accepted. 
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Educational qualification and compliance 

HYPOTHESIS 6: The level of education of contraceptive users wlll 

not Influence their compliance with chosen method of contraception. 

Table 6 compares contraceptive users' educational qualification 

with their compliance status. Most respondents 300 ( 110. 8%) had 

Primary/Modern school education, 2211 (30.5\) had secondary education 

and 85 (11.6\) had post-secondary education whlie 92 (12.51) were 

non-II tera tes. 

The percentage of compliers and non-compliers among the non

literates was almost the same while there are more compliers among 

respondents with primary /modern education 237 ( q 1. 91) and respon

dents with secondary education 178 (31 ,q\). When compared with 

respondents with post secondary education 29 ( t 7. 2\) and any other 

educational quallncation (Arabic) 10 (S. 9%), the percentage of non

compliers was higher. 

Statistically, the result of chi-square test on educational qualln

catlon of respondents and compliance was not significant (P > 0.05). 

This means that the level of education of respondents does not

Influence their compllanco. Therefore the earlier hypothesis Is 

accepted. 
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Occupation of respondents and compliance 

HYPOTHESIS 7: The type of Job performed by contraceptive users wlll 

not Influence their compliance with chosen method of contraception. 

Table 7 presents the occupation of respondents and compliance. 

The bulk of respondents are traders 335 ( 118. Ii\) and clvl I servants, 272 

(37. 1\). More respondents In the complier group, 289 (51. 1\), are 

traders In contrast with civil servants 72 ( 112. 6\) In the non-complier 

group. There are more non-compliers among unemployed/housewives/ 

students 9 (5. II\) as compared to the compilers 9 ( 1. 6%) . 

Statistically, the result of chi-square test on occupation and 

compliance was signlncant (P < 0.05). This means that the occupation 

of respondents does influence their compliance. Therefore the earlier 

hypothesis Is rejected. 

Socio-economic status of respondents and compliance 

HYPOTHESIS 8: Respondents socio-economic status wlll not Influence 

their compliance with chosen methods of contraception. 

Table 8 presents raspondents' socio-economic status and com 

pllance with chosen method of contraception. MaJorlty of the respon-

dents 1188 (66.11\) corned between O MII00 .00 par month while 232 

(3l •6\l earned HIIOO - MB00 .00 and 15 (2 .01) earn M800 HI , 200.

The highest percentage of compliers 380 (67. 1\) and non-compliers 
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108 (63.9\) were found among those earning 0-N400.00 per month. 

However, the highest percentage of non-compilers was found among 

the respondents earning O-N400. 00 per month. 

Statlstlcally, the result of chi-square test on socio-economic 

status of respondents and compliance was not significant (P > 0.05). 

This means that the socio-economic status of respondents does not 

Influence their compliance. Therefore, the earlier hypothesis Is 

accepted. 
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TABLE 1 

Respondents' Ages and Compliance 

Compilers 
Respondents' Age 

Non
Compllers 

No. No. % 

11 15 - 19 years 0.7 1 0.6 

20 - 24 years 38 6.7 16 9.5 

25 - 29 years 1 1 1 19.6 36 21.3 

30 - 34 years 161 28,q 112 2Q.9 

35 - 39 years 1 q4 25.11 111 211.3 

40 qq years 7q 13, 1 21 12.11 

45 - q9 years 3q 6.0 12 7. 1

Total 566 100 169 100 

x 1 - 1.623025 df = 6 

p > 0.05 

• Excluded from X1 catculatlon.

Total 

No. 

5 0.7 

54 7.3 

1q7 20.0 

203 27.6 

185 25.2 

95 12.9 

Q6 6.3 

735 100 
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TABLE 2 

Respondents' Marital Status and Compliance 

Respondents' Marital 
Status 

Unmarried women 

Married women 

Total 

XJ - 11.636 

Compliers 

No. % 

52 9.2 

51 q 90. 8 

566 100 

df - 1 

P < 0.05 

Non
Compllers 

No. 

26 15. q 

1q3 8Q.6 

169 100 

(P = 0.03) 

Total 

No. 

78 10.6 

657 89.4 

735 100 
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TABLE 3 

Respondents' Type of Marriage and Compliance 

Type of Marriage 

Monogamous 

Polygamous 

No Response .. 

Total 

X1 = 0.660 

Compliers 

No. % 

368 65.0 

180 31 . 8 

18 3 .2 

566 100 

df = 1 

p > o.os 

Non
Compliers 

No. % 

100 59.2 

SS 32.5 

1q 8.3 

169 100 

(P - O.ll16) 

•Excluded from X1 calculatlons

Total 

No. 

ll68 63.7 

235 32.0 

32 Q.3

735 100 
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TABLE 4 

Respondents' Living Children and Compliance 

Number of Living 
Children 

O - 3 living children 

II - 6 living children 

*No response

Total 

x2 =11.t56 

Compilers 

No. ' 

180 31.8 

383 67.7 

3 

566 

df - 1 

P < 0.0S

0.5 

100 

• Excluded from X1 calculatlon.

Non
Compliers 

No. ' 

69 110 .8 

100 59.2 

169 100 

(P - 0.011) 

Total 

No. 

152 20. 7

580 78.9 

3 0. II

735 100 
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TABLE 5 

Religion of Respondents and Compliance 

Respondents 
Religion 

Christian 

Muslim 

Other Religions 

*No response

Total 

x2 = 5. 388 

Compliers 

No. 

1183 85.3 

72 12.7 

3 

8 

566 

df = 2 

P > 0.05 

0.5 

100 

• Excluded from X1 catculotlon

Non-
Compliers 

No. ' 

11111 85.2 

17 10.0 

169 100 

(P = 0.06) 

Total 

No. 

627 

89 

7 

12 

735 

85.3 

12. l

1 • 0 

1 . 6 

100 
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TABLE 5 

Religion of Respondents and Compliance 

Respondents 
Religion 

Christian 

Muslim 

Other Religions 

"'No response 

Total 

X2 = 5.388

Compilers 

No. 

1183 85.3 

72 12. 7

3 

8 

566 

d( = 2 

P > 0.05 

0.5 

1. 11 

100 

Non
Compilers 

No. I 

11111 85.2 

17 10.0 

169 

(P • 0.06) 

2. II

2. II

100 

• Excluded from X2 calculation

Total 

No. I 

627 

89 

7 

12 

735 

85.3 

12 • 1 

1. 0

1 • 6 

100 
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TABLE 6 

Educational Quallflcatlon of Respondends 
and Compliance 

Respondents 
Educational 
Background 

Non-1 ltera tcs 

Primary /Modern Education 

Secondary Education 

Post-Secondary Education 

Any other (Arabic) 

No Response 

Total 

2 
X - 8.366 

Compilers 

No 

71 12.5 

237 111. 9 

178 31 . q 

56 9.9 

23 q. 1

1 0.2 

566 100 

df - q 

p ) o.os

* Excluded from X 2 calculatlon.

Non
Compilers 

No % 

21 12,q 

63 37.3 

116 27.2 

29 17.2 

10 5.9 

169 100 

(P - 0.07) 

Total 

No % 

92 12.S

300 110.8 

22q 30.5 

85 11 • 6 

33 q,5 

1 0. 1

735 100 
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TABLE 7 

Type of Job Performed by Respondents and 
Compliance 

Type of Job 

Unemployed/House 
Wives 

Students 

Traders 

Artisan 

Civil Servant 

Others 

*No response

Total 

x1 - 15.607 

Compliers 

No. ' 

9 1. 6 

289 51 . 1 

48 8.5 

200 35.3 

19 3.3 

1 0.2 

566 100 

df - 4 

P < 0.05

•Excluded from X1 calculotlon.

Non-
Compilers 

No. ' 

9 5.4 

66 39.0 

12 7.1 

72 42.6 

10 5.9 

169 100 

(P = 0.003) 

Total 

No. 

18 2.5 

355 48.4 

60 8.2 

272 37. 1

29 3.8 

1 0. 1

735 100 
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TABLE 8 

Socio-Economic Status of Respondents and Compliance 

Respondents 
Monthly Income 

0 - NIIOO 

NIIOO - N800 

N800 - N1, 200+

Total 

x1 = 0.808 

Compliers 

No. % 

380 67. 13

174 30.71j 

12 2.12 

566 100 

df 2 

P > 0.05 

Non
Compliers 

No. \ 

108 63.9 

58 34.3 

3 1 • 8 

169 100 

(P = 0.66) 

Total 

No. ' 

1188 66, q 

232 31.6 

15 2.0 

735 100 
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OTHER CHARACTERISTICS RELATED TO COMPLIANCE WITH 

CONTRACEPTIVE REGIMEN 

HYPOTHESIS 9: Support given by spouse will not Influence the 

respondents' compliance with chosen method of contraception. 

Tables 9 and 10 present the spouses' support ror contraceptives 

used by the respondents. In Table 9, out of 735 respondents, 381 

(51. 881) Indicated that their spouse support the use of  contraceptives 

while 3qq ( t16. 81) Indicated their spouses' non-support for use of 

contraceptives. 

Table 10 compares the assistance given by respondents' spouses 

with their compliance status, Out or 735 respondents, 284 (38.61) 

Indicated that their spouses gave no support, 156 (21. 21) of the 

respondents spouses gave moral /physical support, while 133 ( 18. 1\) 

gave nnonclal support. The highest percentage of compliers, 230 

( 40. 6\) and non-complier, 5q (32. 01} were found among those whoso

spouses gave no support. 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



1 0 l 

There ls a higher percentage of non-compliance among respon

dents whose spouses gave financial as well as moral and physical 

support. The percentage of compliance among respondents whose 

spouses gave no support 230 (Q0,6%) was higher than the percentage 

or non-compliance sq (32.0%) among the same group. 

Statistically, the result of chi-square test on the support 

received from spouses In  respect to contraceptive users and compllance 

was not signl ficant ( P > 0. 05). The result suggests that support 

received from clients' spouses does not Influence their compllance with 

chosen method of contraception. Therefore, the above hypothesis Is 

accepted. 

Respondents' sourccsof awareness of Information .ibout fa.mily 
planning and compliance 

HYPOTHESIS 10: Respondents' sources of awareness of In formation 

about family planning will not Influence their compliance with chosen 

method of contraception. 

Table 11 compares tho respondents' sources of awareness of 

Information on contraceptive use with their compliance status. 5q7 

(711.11\) of the respondents wore aware of contraception through the 
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health staff and 111 ( 15.2\) through their spouses. The highest 

percentage of compllers, 1126 (75.3\) and non-complier 121 (71.6\) 

were found among those whose source of Information were from health 

personnel. 

The percentages of non-compiler whose source of information 

was from husband/boy friends 29 ( 17 .2%) and others ( friends, In ·laws 

etc), 9 (5. 3%) were higher than those of the complier group with 82 

{ 111. 5%) and 2S (II. q\) respondents respectively. The percentage of 

complier among respondents who had their source of Information from 

the media 32 (5 .6%) was higher than those In the non-compiler group 

5 [3.0%). 

Statistically, the result of chi-square test on respondents source 

of awareness of information about famlly planning and compliance was 

not significant (P > 0.05). This result suggests that source of 

awareness of Information about fomlly planning will not Influence 

respondents compliance with chosen method of contraception. There

fore the above hypothesis Is accepted. 

Prior exposure to fnmily planning lnfonnotlon and respondent's 
compliance 

Table 12 presents the Information on whether respondents were 

given prior explanation about famlly plannlng before acceptance In 

relotlon to their subsequent compllonce status. Most respondents 697 
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TABLE 9 

Spouse Support of Use of Contraceptives and 
Compliance 

Responses 

Yes 

No 

No response 

Total 

X2 2.689 

Compilers 

No. % 

284 50.2 

275 118.6 

7 1. 2

566 100 

df = 1 

P) 0.05

• Excluded No responses

Non
Compliers 

No. 

97 57.4 

69 110.8 

3 o. 8

169 

(P - 0.101) 

Total 

No. 

381 51 • 8 

46.8 

10 1 . II 

735 100 
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TABLE 10 

Assistance Received by Respondents from Spouse 
and Compliance 

Compliers 
Non
Compliers 

Total 
Spouses' Support 

Financial support 

Moral/physical 
support 

None 

"No response 

Total 

x1 "'2.Jq 

No. 

100 17.7 

119 21 • 0 

230 110.6 

117 20.7 

566 100 

df = 2 

P > 0. OS 

No. \ 

33 19.5 

37 21.9 

sq 32.0 

'IS 26.6 

169 100 

(P = 0.310) 

• Excluded from X1 c.ilculotlon

No. 

133 18. 1

156 21 • 2 

2811 38.6 

162 22.1 

735 100 
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TABLE 11 

Respondents' Source of Awareness of Information about 
Family Planning 

Respondents source 
of Information 

Health staff 

Media (TV, Radio) 
Posters etc) 

Husband/ Boy friend 

Others ( friends lnlaw) 

•No response

Total 

xi = 2,90 

Compliers 

No. 

1126 75.3 

32 5.6 

82 111.S 

25 II.II

1 0.2 

566 100 

df = 3 

P > 0 .05 

• Excluded from X2 calculatlon

Non
Compliers 

No. \ 

121 71.6 

5 3.0 

29 17.2 

9 5.3 

5 2.9 

169 100 

(P = 0.1106) 

Total 

No. 

5q7 74.11 

37 5 .o 

111 15.2 

3q 11.6 

6 0.8 

735 100 
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TABLE 12 

Prior Exposure to Family Planning Information and 
Respondents' Compliance 

Prior exposure to 
family planning 
Information 

Yes 

No 

•No response

Total 

x1 
- 0.011 

Compilers 

No. 

5112 9S.8 

7 l. 2

17 3. 0

S66 100 

df = l 

P > 0,05 

*Excluded from X1 c.alculatlon.

Non
Compilers 

No. \ 

155 91.7 

3 l. 8

11 6.5

169 100 

(P = 0.8393) 

Total 

No. 

697 911. 8

10 1.11 

28 3.8 

735 100 
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TABLE 13 

Respondents' Reasons for Clinic Attendance and 
Compliance 

Reasons 
Compliers Non

Compilers Total 

No. % 

I want to space my 
children 252 Q4.5 

Avoid unnecessary 
pregnancy 72 12.7 

Rest for a whlle 21 3.7 

Want healthy living 19 3.4 

Stop child bearing 180 31.8 

For family plannlng 
Education 7 1. 2

I do nol know 2 0.4 

Counselling 1 1. 2

Husband has other 
wives I 0.2 

No response 5 0.9 

Total 566 100 

No. ' 

75 114.11 

38 22.5 

5 3.0 

7 4. 1 

36 21 .3 

2.4 

1 0.6 

3 1 .8

- -

169 100 

No. 

327 44.5 

110 111.9 

26 3.5 

26 3.6 

216 29.4 

1 1 I. 5 

3 0.4 

10 1 • q

I 0. I

s 0.7 

735 100 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



Methods 

I. U. 0

Pills 

Injectable 

Condom 

Diaphragm 

Others 

No response 

Total 

108 

TABLE 14 

First Choice Contraceptive Method 

Compliers 

No, ' 

224 39.6 

102 18.0 

188 33.2 

30 5.3 

21 3.7 

1 0.2 

-

566 100 

Non
Compllers 

No. 

52 30. 8

50 29.6 

4 6 27.2 

11 6.5 

6 3.5 

1 0.6 

3 1. 8

169 100 

• 

Total 

No. 

276 

152 

234 

41 

27 

2 

3 

735 

37.5 

20.7 

31.8 

5,6 

3.7 

0.3 

0.4 

100 
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TABLE 15 

Experience with First Chosen Method and Subsequent 
Compliance 

First Experiences 

Method effective/No 
complaints 

Experienced side 
effects 

*Method not effective

•services too e,cpenslve

Staff poor relationship 

Inconveniences suffered 

Compliers 

No. 

q73 83.6 

2 0.3 

- -

-

lProblems or transporta-
tlon distance too far clinic 91 16. 1

time not suitable, Ion�wal ting time ot clinic 
• No response

Total 

xi - 260.29 

566 

df - I 

P < 0.05 

100 

• Excluded from X1 calculallons.

Non
Compilers 

No. % 

7 Q.l

40 23.7 

l l 6.5

1 0.6 

7 11. l

100 59.2 

3 1 • 8 

169 100 

(P - 0.000001) 

Total 

No. 

480 6S.3 

40 5. q

13 1 • 8 

1 0, 1 

7 1. 0

191 26.0 

3 0.4 

735 100 
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l 0.6
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' -
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41 
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TABLE 17 

Reasons for change of method and compliance 

Reasons for change 
Compliers 

No. 

Side-effects 4 0.7 

Method not suitable 
for body 2 0.4 

Excessive menses q 0.7 

Husband does not like 
method 2 0.4 

always have pains 

missed my menses 2 0.3 

Age barrier 5 0.9 

t.�ethod wastes lime 1 0.2 

Method due ror change 2 0.3 

No response 5qq 96. 1

Total 566 100 

Non
Compliers 

No. % 

19 11 . 2 

5 3.0 

1 1 6.5 

-

3 1. 8

9 5.3 

s 2.9 

3 1 • B 

1 0.6 

113 66.9 

169 100 

Total 

No. 

23 3. 15

7 1. 0

15 2.0 

2 0.3 

3 0.4 

1 1 1 .5 

10 1 • q 

q o.s

3 0.4 

657 89.11 

735 100 
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TABLE 18 

Assessment of Cost of Family Planning and 
Compliance 

Assessment of 
Cost of famlly 
planning 

High 

Moderate 

Low 

*No response

Total 

xi = 1s.23679 

Compilers 

No. \ 

55 9.7 

227 40. 1

283 50.0 

1 0.2 

566 100 

df = 2 

P < 0.05

• Excluded from X 2 calcultatlon.

Non
Compliers 

No. \ 

15 8.9 

96 56.8 

58 34.3 

-

169 100 

(P 0.0004) 

Total 

No. 

70 9.5 

323 44.0 

341 46.4 

1 0. 1

735 100 
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TABLE 19 

Respondents' mode of transportation and compliance 

Respondents 
Mode of 
T ransportatlon 

Taxi 

Bus 

Trekking 

Lift 

I drive myself 

Husband drops me 

Total 

x1 = 11. 75q35 

Compilers 

No. % 

381 67.3 

110 7. 1

98 17.3 

3 0.5 

15 2.7 

29 5. 1

566 100 

df = 5 

P > 0 .05 

Non
Compilers 

No. % 

113 66.9 

16 9.5 

22 13.0 

2 1. 2

7 4.1 

9 5.3 

169 100 

( P - 0 .513) 

Total 

No. 

q94 67.2 

56 7.6 

120 16.3 

5 .7 

22 3.0 

38 5.2 

735 100 
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TABLE 20 

Respondents' change in contraceptive use and 
compliance 

Number of times 
Respondents Change 
Method 

None 

One 

*Three

No response 

Total 

x2 = 2. 367 

Compliers 

No. 

509 89.9 

48 8.5 

3 0,5 

1 0.2 

5 0.9 

566 100 

df - 2 

P) 0.05

• E.xcluded from X2 culculetlon.

Non
Compilers 

No. % 

139 88.2 

20 1 1 • 8 

7 Cl, 1 

2 1. 3

1 0.6 

169 100 

(P - 0.306) 

Total 

No. 

61l8 88.2 

68 9.2 

10 1. 4

3 0.4 

6 0.8 

735 100 
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TABLE 21 

Respondents' change of contraceptive methods 

Methods 

1.U. D

PIiis 

I njectables 

Condom 

Cream/foams 
Diaphragm tabet 

Withdrawal 
Method 

Periodic 
Abstinence 

No response 

Total 

1st Chosen 2nd Chosen 3rd Chosen 4th Chosen 
f.1elhod Method Method Method 

276 37.5 29q qo.o 291 39.6 

152 20.7 137 18.7 1qo 19. 1

234 31.8 2q7 33.6 238 32.4 

q 1 5.6 36 11.9 110 s,q 

27 3.7 111 1.9 1q 1. 9 -

2 0.3 6 0.8 6 0.8 

- 6 0.8 

3 0.4 1 0. 1

735 100 735 100 735 100 
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TABLE 22 

Assessment of Family Planning Providers Skills and 
Respondents' Compliance 

Degree of Skill 
possessed by 
Health Provider 

High 

Moderate 

None 

*No response

Total 

XJ ::: 1.68001 

Compliers 

No. 

81 lQ.3 

Q63 81.B

0.7 

18 3.2 

566 100 

df - 2 

P ) 0. 05 

• Excluded from X J colculotlon.

Non
Compliers 

No. % 

30 17.7 

131 77.5 

2 1. 2

6 3.6 

169 100 

( P = 0. 1131) 

Total 

No. 

111 15.1 

s9q so.a 

6 0.8 

3.3 

735 100 
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TABLE 23 

Attitude of family planning providers and 
respondents' compliance 

Attitude of Family 
Planning Provider 

Abusive/bully 

Not abusive or bully 

Don't know 

*No response

Total 

xz =7.963 

Compilers 

No. % 

11 1.9

480 811.8 

5q 9.5 

21 3.8 

566 100 

df - 2 

p < o.os 

• Excluded from X 2 calculotlon.

Non
Compliers 

No. % 

10 5.9 

132 78.1 

17 10. 1

10 5.9 

169 100 

(P = 0.01) 

Total 

No. 

21 2.8 

612 83.3 

17 9.7 

31 

735 100 
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TABLE 211 

Conduciveness of setting for privacy and 
respondents' compliance 

Conduciveness of 
Health Care Selling 
for Privacy 

Highly Conducive 

Moderately Conducive 

Not at all Conducive 

•1 don't know

*No response

Total 

x1 
- 10.92 

Compliers 

No. 

125 22.6 

208 36.8 

186 32.9 

211 II. 2

20 3.5 

566 100 

df "' 2 

p < 0.05 

• Excluded from X I calculation.

Non
Compliers 

No. I 

36 21. 3

112 24.9 

76 45.0 

S 2.9 

10 5.9 

169 100 

( P - 0 .0011) 

Total 

No. I 

1611 22.3 

250 311.0 

262 35.6 

29 II . 1 

30 II. 0

735 100 
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TABLE 25 

What major barriers do you think will make a woman not 
to comply with contraceptive regimen? 

Reasons given for non
compllance 

Compliers Non
Compilers Total 

No. \ 

I don't know of others IOQ 18.11 

If she misses her 
appointment/period 38 6.7 

I r she has no money I 011 18.Q

If shc/chlld is sick qq 7.8 

If she Is too busy /travel 
or forget 62 10.9 

Lack of understanding of 
Instructions 29 5. 1 

Grief 0.7 

If husband docs not allow her 10 I • 8 

If the family planning provider 
bullies 0.7 

1 f she has no Problem/ 
compalnts 9q 16.6 

No response 73 12.9 

Total 566 100 

No. \ 

22 13.0 

13 7.7 

27 16.0 

IS 8.9 

21 12.11 

6 3.5 

s 3.0 

6 3.6 

3 I .8 

20 11 • 8 

31 18.3 

169 100 

No. 

126 17. I

51 7.0 

131 17.8 

59 8.0 

83 11 • 3 

35 4.8 

9 I • 2 

16 2.2 

7 I • 0 

1111 15.5 

I 011 111 . I 

735 100 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



Hethod 

1.U.C.D

Pllls 

Concloa 

lojcct.All:>lcs 

crou 

Wlthclraval 

Met.hod 

Abs t.J.nCD00 

TOTAL 

tABL£ 26 

�t-,• rmreut c:a>t.rac,apU•o actllod ADIi possible .,,..,,.,,,, {or future, ....,_1 leDCD 

...
0 

l: 
� 

-
., 

C 
�; -o 

44 

15.1 

25 
17.9 

6 
1.S

44 

28.5 

5 

35.7 

-

-

124 
16.9 

., 

�j 
�i., 
�:J �.8 .. 

19 
6.S

10
7.1 

4 

1.0 

15 
6.3 

3 
21.4 

-

-

Sl 
6.9 

0 
" 

.3 
.. 

.,Q ... 
., 0"::: a
41 

14.1 

27 
19.3 

9 

22.5 

S3 
22.3 

1 

7.1 

3 
so 

1 
16.7 

135 
18.4 

!l 
.., 
-
.. 

ti ..... 
..

,::. 

.. -!I --
-..

22  
7.6 

12 
8.6 

1 
2.5 

23 
9.7 

-

-

1 

16.7 

.. go 
.,_ 
.. 

!l = 
! !:l !l
.;;:. g. 
wj� 
- ... 

31 
10.7 

23 
16.4 

5 
12.S

22 
9.2 

-

-

l 

33.3 

54 83 
7.3 11.7 

�a., 

.. I g .. .. 
�- � 'O ! 
go,2 'O 
...... I� -cu o�� ... � "'

XC Cl 
Uj�

- ..

13 
-o 

3.- - C

L2 4 7 
4.1 l.4 2.4 

8 - l 

5.7 1.4 

3 2 l 

7.S .s 2.5 

9 3 6 
3.8 1.3 2.5 

1 - -
7.1 

- - -

l - -
33.3 

35 9 16 

4.8 1.2 2.2 

I 
.. 

.... 

=e. 
9 "'!:... .,._ 

0: -

�-i
! .. 

'" - c.· 
- .....

l 

1.1 

2 
1.4 

I 
2.s

1 
0.4 

-

-

-

7 

1 

� 
s-

!l
.. 

i.. 
,._ 0 

.. .g .. 
..... .9- "' -

60 48 
20.6 16.5 

u 18
9.3 12.9 

6 l 

15 s 

30 32 

12.6 15.4 

3 l 
ll.4 7.1 

- 3 
so 

- -

112 104 
15.2 14.1 

Tot.al 

tl ' 

291 39.6 

140 19.0 

40 S.4

238 32.4 

14 1.9 

6 0.8 

6 o.e

735 100 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



121 

( 94. BI) stated that they were given enough explanation before 

acceptance. Out of this group 542 (95.8%) were In the complier 

group compared with those in the non-complier group 55 ( 91. 7%). 

Reasons for clinic attendance and compliance 

Table 13 shows the respondent's reasons for attending family 

planning clinics and their compliance status. 

Majority of the respondents 327 ( 1111. Sil attended family planning 

clinics to space their children, followed by 216 (29. qi) whose purpose 

was to stop child bearing. The high percentage of compliance 180 

(31. BI) was recorded among those who wanted to stop child-bearing 

as against 36 (21.31) among the non-compiler group. 

Experience wllh first chosen method and compliance 

HYPOTHESIS 11: Experience with nrst chosen method will not 

Influence subsequent compliance with contraceptive regimen. 

(a) first choice contraception: (Table 14) presents the first 

chosen mijthods. 

The t.U.C.D Is the most commonly chosen method. It was 

selected by 276 (37. SI) respondents. This Is followed by lnjcctobtes 

by 234 (31.Bi) respondents, the pills by 152 (20.8\) respondents and

the condom by 41 (5.6\) respondents. 
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(b) Experiences with first choice contraception

Majority of the respondents 480 (65. 31) had no complalnts, 

40 (5.11%) experienced side effects and 191 (26.0%) suffered logistic 

inconveniences (see Table 15). A higher percentage of those who 

had no complaints 473 (83.6%) were In the complier group. All the 

respondents 110 (23. 71) who experienced side-effects were I n  the non

complier group. 

Statistically, the result of chi-square test on the experiences 

with Orst chosen method and compliance was significant 

(P < 0.05). This result suggests that the experience with first 

chosen method did Influence respondents compliance. Therefore, 

the above hypothesis Is rejected. 

(cl First chosen contraceptive method and experience 

Majority of I.U.C.D users 173 (62. 7\) indicated that the method 

was effective, 83 (30.1\) suffered Inconveniences while 18 (6.5\) 

experienced side-effects. (Table 16). 

Majority of plll users 107 (70.11\) Indicated that the method was 

effective, 33 (21. 7\) suffered Inconveniences while 9 (5. 9\) 

experienced side effects. 

For users of the lnJectables 156 (67 .0\) Indicated that method 

was effective, S9 (2S. 3\) suffered Inconveniences whllo 13 ( S ,6\) 

experienced side effects· 
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Users of condoms, withdrawal method and diaphragm 

experienced no side effects but suffered Inconveniences. 

(d) Reasons for change of initial method and compliance

The highest percentage of non-compilers 19 ( 11. 2\) was

recorded among clients who experienced side effects, followed by 

those who have excessive menses 11 (6.5\),1 missed my period 9 

(5.3%) as compared with those who compiled. (Table 17). 

(e) Assessment of cost of family planning and compliance

HYPOTHESIS 12: cost of family planning services wlll not Influence 

clients' compliance with chosen method of contraception. 

The response of assessment of cost of family planning services 

and compliance is presented In Table 18. MoJori ty of the respondents 

341 (46.5\) stated that the cost was low, white 323 (llq.o\) Indicated 

that the cost was moderate. 

283 (SO. I\) of those who felt that cost was low were from the 

compiler group as compared with 58 ( 34. 3\) from the non comp Iler 

group. The highest percentage of non··compllers 96 (56.8\) was 

recorded among those who Indicated that the cost wos moderilte as 

compared w'tth 227 (110.2\) who were compilers In the same group. 

St.itlstlcolly, the result of chi square test on the assessment 

of cost of  family plonnlng services and comp II once was slgnl ncont 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



1211 

( P ' 0. 05 l. This result suggests that cost of family planning 

services does Influence the users' compliance with chosen method of 

contraception. Therefore, the above hypothesis is rejected. 

( f) Respondents' mode of transporllltion and compliance

Table 19 summarises the respondents' mode of transportation

to the family planning cllnlc and compliance. In all, most respondents 

qgq (67.2%) came to the clinic always by taxis and 56 (7.61) by 

commercial buses. Among those who take taxis 381 ( 67. 3%) are In 

the complier group while 113 ( 66. 91) are In the non-complier group. 

Also among those who utilise commercial bus services qo ( 7. I%) were 

In the complier group, while 16 (9.5%) were In the non-complier 

group. 

(g) Respondents' change of oontraceptlve methods based on
experiences

Table 20 presents the number or times respondents changed

method or contraception and compliance. 

Results showed that 509 (89.9\) or those who did not change 

their first chosen method of contraception were compilers while 139 

(82. 2\J were non compilers. 
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The percentage of non-compliers were higher among 

respondents who changed method once 20 ( 11.8'l) and 7 (11.1%) 

among those who changed method twice as compared with the 

percentage of compliers among those who changed method once 

48 (8.5%) and twice 3 (0.59,). 

The rate of non compliance seem to diminish with frequency 

of contraceptive use change. 

(h) Respondents' pattern of changes In contniceptlve use

Table 21 presents the pattern of change of contraceptive 

methods by respondents. 1.U.C.D was chosen as Initial method by 

276 ( 37. 5\) respondents, the pills by 152 ( 20. 7'l). lnfectables 

by 2311 (31.81), condom by 111 (5.6\), Diaphragm, and spermlcldes 

(cream, foams, tablets} by 27 (3. 7\) and withdrawal method by 

2 (0.3\). 

Those who chonged to second method Increased omong I. U. D 

users to 29q (110.0\) respondents, infectables 2117 (33.6\) and 

wlthdrawal method 6 (0.81). However, users of pills reduced to 

137 ( 18. 7\) and condoms to 36 ( q. 9\) . 

Among those who changed to third method, 1.U.C.D users 

decreased slightly to 291 (39.6\) rcspondcnts,lnjectables to 238

(32.11\) while plll users Increased to 140 (19.1\). 
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While more acceptors are opting for I.U.C.D and lnjectables 

the number of pill users appeared to be on the decrease. 

(l) Characteristics of compliers and non-compliers

Results show that a complier Is likely to have the following 

characteristics: married, mostly monogamous, between 30 - qq 

yei.lrs of age, have about q-6 children and ls likely to be a 

trader or artisan. 

In  contrast, a non-complier ls likely to have the follow Ing 

characteristics, aged 15 - 29 years, slngle or in polygamous 

marriage end with less than three llvlng chlldron. In addition, 

she Is most likely to be II civll servant, an unemployed house

wife or student. 

(J) Assessment of family planning providers' skills end 
respondents' compliance 

Table 22 shows respondents assessment of skllls of famlly 

planning providers and respondents compliance with chosen con

traceptive method. MoJorlty of the respondents 5911 (80.8%) 

assessed providers skills In 1.U,C.D Insertion, ability to give 

clear Instruction and Import adequate knowledge on contraceptive 

use to clients as moderate. or this group q6J (81.81) were 

compliers white 131 (77 .SI) were non-compliers. 
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Statlstlcally, the result of chi-square test on respondents' 

assessment of family planning providers skill and compliance was 

slgnlncant (P < o.s).

(k) Attitude of f'amily planning providers and respondents'
compliance

Table 23 compares the degree of bullying of clients by 

providers and their subsequent compliance with chosen method 

of contraception. 

Majority of the respondents 612 (83. 3\) were of the opinion 

that health staff do not bully or abuse clients. Out of this 

number 480 (811.8\) respondents were In the complier group and 

132 (78. 1\) In the non-compiler group. 

Higher percentages of non-compliers 10 (5.9\) and 17 (10.1\) 

respectively reported that health staff bully or abuse clients and 

those who do not know os compared with 11 (I. 9\) and 54 ( 9. 5\) 

respectively In the complier group. 

Statistically, the result of chi-square test on attitude of 

fomlly planning providers and respondents' compliance wos 

slgnlOcant (P , 0.05) suggesting that the attitude of fomlly 

planning providers lnfluoncos the users compllonce with chosen 

contraceptive method. 
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(I) Conduciveness of clinic setting for privacy and
respondents' compliance

HYPOTHESIS 13: The degree of conduciveness of clinic setting 

for privacy will not influence the respondents compliance to 

chosen method of contraception. 

The degree of conduciveness of clinic setting for privacy 

as compored with clients compliance with contraceptive regimen 

ls shown in Table 211. The highest percentage of compliers 

208 (36.8%) was found among those assessed the clinlc setting 

as moderotely conducive (provides privacy). In contrast the 

highest percentage of non-compliers 76 ( q5. 0\) assessed the 

clinlc setting as totally lnconduclvo. 

Statistically, the result of chi-square test on respondents' 

assessment of conduciveness of clinic setting and compliance 

was significant (P < 0.05). This result suggests that the 

degree or conduciveness of the cllnlc setting influences the 

users compliance with chosen method or contraception. There

fore the above hypothesis Is relcctcd. 

(m) Identified obst.acll!S to compliance with current
contraccptlvc method In use

Table 25 presents lhe Identified barriers to compllancci with 

currently used contracoptlvo method. 
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Among users of 1.U.C.D ... majority of the respondents 60 (20.0%) 

perceived no need for compliance with follow up appointment when 

the client has no problem or complaint. 

Among users of the plll, majority 27 (19.3\) Identified lack of 

financial resources as barrier to compliance. In the same way, 53 

(22. 3\) of respondents currently using injectables identified lack of 

fund as barrier to compliance with contraceptive regimen. 

Among users of creams, foams, vagina tablets ond diaphragm, 

majority 5 (35. 71) claim that they do not know of others. followed by 

3 (21.11\) who Identified missing of o client's appointment or failure 

of a contraceptive method resulting In pregnancy as a barrier to 

compliance with contraceptive regimen. 

An equal percentage of respondents 2 (33. 3\) using the 

periodic abstinence method Identified busy work schedule, travelllng, 

forgetfulness and lack of understanding of Instructions given as 

barrier to comp II once with contraceptive regimen. 
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CHAPTER FIVE 

DISCUSSION, CONCLUSION AND RECOMMENDATIONS 

DEMOGRAPHIC CHARACTERISTICS 

In this study demographic factors such as age, religion, educa

tional qualification, socio-economic status have no marked Influence on 

the respondents' compliance with contraceptive regimen. This finding 

Is In contrast to other studies where Income and education were 

shown to Influence continued use of contraceptives (German 

rodrlgue1 and Cleland, 1981; Hardy and Herud, 1974; James 1978; 

Abdulan, 1990) and on appointment keeping behaviour of acceptors 

(Fakeye, \988; Seaton, 1985 and Laing, 1972). Even though there ls 

no significant association between the age of clients and their com

pliance status, clients In age 20-24, 25·29 brackets were observed to 

be more in the non-complier group. This group needs to be 

Increasingly targetted In family planning programmes. 

However, strong associations were found In this study between
• 

respondents' level of compliance and marital status, or number of 

living chlldren or type of lob (occupation). The rate of non

compliance wos found to be higher among unmarried women. This can

be explained within the cultural reproductive expectation of tho 

Africans. Various authors (Omu ot al, 1981; Oransoye ond Odiase,
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1983; Nichols et al, 1986; Gyepi-Garbrah, 1988) have round that 

pregnancy and childbirth outside of marriage are traditionally frowned 

at. If a girl or a woman became pregnant outside of a socially 

recognised marriage, she ls much likely to seek or attempt Induced 

abortion, or abandon the chlld If carried to term. 

This Is because they are not expected to engage 1n extra

marital or pre-marital sexual practices. This group may not comply 

with contraceptive use because of the fear that such act should not 

be made public. This Is In agreement with the findings of Ladlpo 

( l98q) In which the use of contraception by such Individuals are 

thought to violate the values of the society and are thus considered 

Immoral. This has Implication for family planning acceptance particu

larly among the single women. 

Higher level of compliance among women with q-6 children was 

found which may be o function of internal motivation to stop child 

bearing or awareness about the new population policy which allows a 

woman to have four children. Ladlpo ( 1984 l had observed that with 

Increasing oge, women begin to express a greater lntere!tt In learning 

how to space their pregnancies. 

Another significant finding In this study wos that client's 

occupation Influences compliance. A higher percentage of non

compilers wos found among clvll servants, unemployed/housewives and 
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students possibly because of their heavy workloads and busy 

schedules which may prevent them from remembering their contra

ceptive regimen. Another possible reason ls that housewives and 

students may not be able to afford the cost of regular contraceptive 

services moreso when the service use must be hidden from their 

husbands and parents. 

The rate of compliance was highest among traders which can 

be attributed to the community (market) based distribution pro

gramme on family planning. This programme was recently introduced 

to the State Family Planning Headquarters (Akure) through the Better 

Life Programme in the State. 

CONTRACEPTIVE EXPERIENCES 

Results of this study Indicated that clients whose source of 

Information awareness about family planning was from health staff and 

the media had a higher compllonce to contraceptive regimen than from 

other sources (hu�bands/boyfrlends, In-laws and parents) though the 

differences were not statistic.illy slgnlflcont. These two Information 

sources might have been more credible to the respondents than the 

others. This finding Is In agreement with those of Olukoye ( 1972), 

Adetunll ( 1988) and Douglas Nichols ( 1987) In which they found that 

the highest percentage of occeptors have their source of Information 

awarcne,s from health staff. 
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Majority of clients In the complier group attended family plann

ing clinics to space their children and to stop childbearing. This 

finding sugyests that family planning education Is likely making the 

desired Impact In creating more positive behavloural change. 

However, It may also relate to the harsh economic condition in the 

country which has reduced famlly Income and extend expenditures. 

Results also showed that I. U(d). Is the most popular and nrst 

chosen method followed by lnjectables. I.U.'°. can be said to be 

more acceptable possibly because or Its relative advantages over other 

methods such as few side-effects and long follow-up appointment of 

6 months. This nndlng ls in agreement with previous researchers 

by Fakeye ( 1988). Olukoya ( 1983), Oyedlran ( 1984) and Ewuml ( 1976). 

A major finding for non-compliance was the level of side

effects experienced. Most respondents In the non-complier group 

changed their flrst chosen contraceptive as a result of side-effects 

experienced. This was observed more among the pill users, followed 

by those who took lnJectables. Famlly planning literatures have 

reported a higher sldo-offocts among plll usors (Won Fook Kee and 

Jessie, 1972; Laing, 1972, Oyedlran and Ewuml, 1972, Fakeyo and 

Okwerekwu, 1988). For those using lnjectobles tho time Interval 

(3 months apart) between having one shot and the next Is too long 

and may affect recall. 
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Major factors which Inhibit or encourage compliance with 

respondents' current contraceptive use were lack of money and 

Inadequate time to attend clinic as a result of work, travel or foreget

fulness. It stands to reason therefore that clients will comply If the 

barriers to non-compliance are carefully taken care of. 

HEAL TH EDUCATION IMPLICATIONS 

Effective Information and Communication for Health ( ICH) Is seen 

as an Integral part of health education. Health education Is therefore 

concerned with Identifying both the behavioural and non-behavioural 

factors In their dynamic Interplay and effects on what people do or 

' 

fall to do about family planning In each environment or situation setting. 

Since voluntarism Is the hollmark of fnmlly planning, this lmpllos

that there Is no coercion, and that fundamental human rights of free

choice Is robustly entrenched In the ethos ond blonomlcs of Its prnctlce.

It  becomes Imperative that the reasons which may Influence compliance/ 

non-compliance behaviour nmong contraceptive users having been ldentl

fled using the behavioural Antecedents Model (Green, 1980), the

ldentlfled perceived reasons can be classlfled Into three behavioural

categories, viz. 
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Predisposing 

1, Reason for attending family planning clinics by majority of the 

compilers Is to space their children and stop childbearing. 

( Positive factor). 

2. Non-compilers wlll not attend follow-up appointment If they

perceive themselves as having no problems or complaints with

their contraceptive regimen.

(Negative factor). 

Enabling 

l. Most clients do not have adequate time to attend follow-up

appointment or to adhere to contraceptive regimen because they

are too busy at work/travel and forgot about Instructions on

contraceptive use.

(Negative factor). 

2. Lack of money for payment of regular services.

(Negative factor) 

3. Inconveniences suffered In utilising family planning services.

( Negative factor). 

II, Side-effects experienced from controceptlvc uso.

(Neg111lve factor). 
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Reinforcing 

1 • 

2. 

Non-permission to attend family planning clinics by respondents 

spouses. ( Negative factor). 

Poor Interpersonal relationship between clients and providers of 

family planning services. 

(Negative factor). 

The positive factor Identified above needs to be strengthened 

while the negative ones need to be worked upon In Improving the 

compliance behaviour among contraceptive users. This can be done by 

proposing strategies that could Improve compliance with chosen method 

of contraception, vlz: 

Predisposing 

Since most compliers Indicated thol their use of family planning

was to stop childbearing and to space their children, these two

reasons need to be further strengthened In any family planning media

campolgn. This may likely Increase the number of those who use

family planning services. 

Poor tlon about the need for ode uote follow-u ointment 

That In the absence of ony complaints or problems with their

I glmen clicntsdo not need to keop scheduled appointmentcontracept vc re 

can be deall with using health t.:1lks at the family planning cllnlcs
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emphasizing the need for regular follow-up appointment and adherence 

to contraceptive regimen. In addition, Individual and group counsel

ling o f  clients, use o f  role play to change clients' wrong perceptions. 

Enabling 

Inadequate time to attend follow-up appointment or adhere lo 
contraceptive regimen 

(a) In order to Improve the attendance of the clients who are always

busy at work or travel and therefore forget follow-up appointment and

contraceptive regimen - provision of family planning centres close to

different working places, homes, schools by the government such that

It is within easy reach of students, housewives and civil servants at

highly subsidized rates. 

(b) Use of exit Interviews by family planning workers lo serve to

remind clients of their clinic appointments at clinic entrances at tho

end of the day's appointment.

{cl Use of reminder cards for llkely defaulters with long follow-up

appointment of one to 6 months. In this regard family planning

Ill the services of social health workers.
providers can ut ze 

I d by markot women associations and young
Campaigns org11n se 

(d) 

women chrlstlen associations.
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Lack of Money 

This negative factor to family planning compliance can be 

removed through the provision of highly subsidized family planning 

centres close to clients' places of work or home by the government.

In addition, clients who cannot afford the subsidized costs may

on counselling be exempted from payment for famliy planning services.

Inconveniences suffered In utlllslng family planning services

A number of Inconveniences suffered by clients Include transpor

tation problems, distance of cllnlc to clients' residence very far, long

walling time or clinic time not convenient. This con be resolved

through an Increase in the number of family planning facilities within

the community and Improvement on waiting time through an Increase

In the number of providers.

To make the clinic time convenient, clinics con be held in the

morning and afternoon sessions. so that clients who cannot attend

morning session can have afternoon appointments between 11.00-

6.00 p.m. 

Experiences of side-effects

Counselling of lndlvlduol client on method usod Is nccossory

f client for assessment of the sultabllity or 

11nd a re-cxomlnatlon o 

d In use with clients' physlcol and blologlcal

compatibility of metho 
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make-up to reduce possible side-effects experienced. This can be 

achieved by training or re-training of ramlly I p anning providers on 

counselling techniques and organisation of training workshop for men 

(married and unm arried) to enhance compliance of women with their 

contraceptive regimen. 

Reinforcing 

Non-permission to attend family planning clinics by respondents'
spouses 

The health education strategies that can improve this Include

public campaigns on birth control and role of spous es' In family and

reproductive health care services, public enlightenment programmes

on family planning on television, and radio with emphasis on role of

spouses. Organised group sessions for married men on family

planning and their roles al men's club meetings, church meetings,

association/committee meetings can inOucnce their attitude and make

them more willing to support their wives. Individual counselling may

be preferred In some sltuotlons. Sex education classes for school

children will be an odded advantoge.

Poor Inter ersonal relotlonshl between clients illld rovlders of

am y p ann ng serv ce� 

An �t of client provider relollonshlp Is lmperotlve for
lmprovemc,, 

b To Improve this situation, In-service training
et tar compliance. 

d b organised for family planning providers on
progrilmmes nee to e 

I I Ship In health !.ervlcos. Audlo-vlsuill aids such
nterpersonal rclal on 
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as films can be shown in the process. In addition, role play and 

the use of hand outs can enhance the training content. 

The second approach Is to educate providers on what to 

expect from clients so as lo remove prejudices and bias regarding 

health care providers. Films can be used to emphasise the role of

clients in the client/provider relationship. 

By utilising these strategies compliance rate of clients may

appreciably increase. 

CONCLUSIONS 

This study explored some factors that affect clients' compliance

with chosen method of contraception at the Government Family Planning

Olnlcs In Akure Local Government Area of Ondo State. Six of the

thirteen tested hypotheses (the marital status, type of Job performed,

number of living children , experiences with flrst chosen method, cost and

conduciveness of clinic setting for privacy) were statlstlcally

significant ( p < o. OS) suggesting that these variables affect

comp Ii once. 

Other Incidental findings that were significant ore: 

1. 1.U.C. D. Is the most popular chosen mothod of contraception

followed by the fnJectablcs and the pills.

2. �\aJor rCllsons for non-complionce ore:

(al lack of money
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as fllms can be shown In the process. In addition, role play and

the use of hand outs can enhance the training content.

The second approach Is to educate providers on what to

expect from clients so as to remo ve pre)udlces and bias regarding

health care pr ovide rs. FIims can be used to emphasise the role of

clients in the client/provider relationship.

By utlllslng these strategies compliance rate of cllents may

appreciably Increase. 

CONCLUSIONS 

This study explored some factors that affect cllents' compllance

with chosen method of contraception at the Government Family Planning

Clinics In Akure Local Government Arca of Ondo State. Six of the 

thirteen tested hypotheses ( the morltal status, type of Job performed, 

number of llvlng children , experiences wllh flrsl chosen method, cost and

conduciveness of clinic setting for privacy) were statlstlcally 

slgnlfic:nnt l p < o. os) suggesting that these variables off eel

compllance. 

Other incidental flndlngs thal were slgntOc:ant ore.

t. 1.U.C. D. Is the most popular chosen mothod or contraception

followed by the lnJcctables and the pills. 

2. Malor reasons for non-compliance oro:

(a) lack of monoY
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(b) Inadequate time to attend follow-up cllnlc because clients

are busy /travel or forgot.

(c) clients• perception of no need for regular follow-up In

the absence of problems or complaints.

3, Clients• major experiences with contraceptive use which hinder 

compliance are Inconveniences suffered In utilising family 

planning services (such as problems of transportation, Incon

venient clinic appointment time, long waiting time, etc.) and 

experiences of side-effects and these experiences affect com

pliance with contraceptive regimen. 

II. I.U.D. Is the method that has the highest rate of compliance

and periodic abstinence has the lowest non-compllance rate.

It Is worth noting that majority of the cllents had prior Informa

tion before adopting family planning methods.

This study appears useful because It has revealed some reasons
which may facllltate or hinder compllance with chosen method of

CO t I hi h has lmpllcatlon for subsequent contraceptiven racept on w c 

choice. 

Health workers could uso findings In this study for:

I Providers' competence by organising In-service1. Improving serv ce 

5 to Improve tho knowledge and skills of training programme 

al In good Interpersonal relationship.
their health personn 
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Improve their use of health education strategies for population 

education within their community. 

This may help to Improve the overall compllance with contracep

tive regimen In the family planning cllnlcs In Akure Local Government 

Area of Ondo State. 

Projection for Future Research 

The study had shown that 23. OI of respondents did not comply 

with contraceptive regimen. It has also highlighted reasons that 

facllltate or hinder compliance with contraceptive regimen. In the 

light of these findings, future study could explore the compliance 

status of women who attend private health Institutions and compare

with the results of this study· 

RECOMMENDATIONS 

The following recommendations are made, based on the flndlngs

of this study:
l. Since the finding• of the study Indicate the need for health

lion to lndlvldual clients, family members,eduutlon lnterven 

1 t Is recommended that the f1mlly plannlng community, etc. 

I the services of • health educ1llon
cllnlcs should emp oy 

Improve 111 services and 1chlovo the almsipeclallst In order to 

of f1mlly planning services.
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From the Identified problems and associated factors, It is 

important for the Nigerian Government (at all levels) to be 

committed to offering family planning and 

reproductive health care service as part

of their primary health care strategies In order to reduce the

intolerable number of unwanted and high risk pregnancies

thereby preventing maternal deaths and disabling diseases.

Creation of highly subsidised family planning service centres by

the Government in the markets, public places, and of(lces may

Improve compliance with follow up appointment and other contra

ceptive regimen and may reduce the cost of transportation.

-· In the course of the home visits to clients, It was observed

that many home addresses were untraceable. Health care

providers should therefore orient the cllents about the fmpor 

lance of giving correct Information partlculllrly as regards

living addresses.

s. Incorporation of (amlly planning with maternal and child health

I �,.mmended for Increased compliance.

care services s re--
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The introduction of  evening clinics 4.00-6.00 p.m. in addition 

to morning clinics in all the family planning clinics ls recommen

ded to enable civil servants, enjoy the benefits of compliance. 

This ls recommended since the study reveals that nearly ha lf 

of the civil servants were found not to comply. It may there

fore be reasonablyassumed that this category of workers might 

find it difficult to attend clinics held during their work period. 

7, The issue of non-compliance with contraceptive regimen should

receive adequate emphasis as part of health education to client.

Therefore Increased client diagnosis need to be made .

Propaganda on radio, television, posters at the clinics, hospitals,

public places to enlighten men and women are highly recommended

to Improve acceptance and compliance.

8. The provision of more trained staff to work in family planning

clinics Is desirable  and should be Implemented by the

Covernment. 

t adequate resources and appropriate

9· Covernment should alloca 0 

PIDnnlng personnel to make family planning

training to famlly

1 to focal cultural value:. dnd lndlvi-

programmes more respon5 ve 

dual couple preferenC45•
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APPENDIX A 

TYPES OF CONTRACEPTIVES AND THE CRITERIA 

SELECTION 

FOR 

Oral Contraceptives (The Pill) 

There are two types: 

( 1) Combined oral contraceptive ( known simply as the plll}

( 2) Low dose "mini pllls".

This method is good for a woman who satisfies the following

characteristics: 

( 1) Has heavy, painful menstrual periods

(2) Has sex often

(3) \Yould llke to have more children

( II) Who can adhere to the daily consumption of the pill, 

(5) Is anaemic.

The pill on the other hand Is not the best method for a woman who

( 1) hates taking pills of any kind

Oral 

(2) Is forgetful

131 lives at O great distance from a place where pills ore

avalhtble, 

d not bo used by a woman who:

controccptlvcs shot.JI 

lder und smokes clgorottos

( t) Is 35 or o 

(2) Is very (.:,t

(3) has high blood pri:ssure
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has dl,1l>1Jte1 mullltu 

h11s be1•n br1U11tfcodln9 for 11111 thlln sl X 'fwt."C!kli

h111 slcklu�cllll anocmla 

( II I 

(51 

(6) 

(7) hos heart dl1ea10, blood clots, or cancer

9ot1 mlgrulne huadoches(8)

(9) 

( 10) 

hns ,tbnormal vaginal bleeding

has fiver problems (eyes or skin

( Population Report, 1987).

CONDOMS 

There are two types:

thnt look yellow I 

( 1) Latex (mado of sheath or thin rubber)

(2) Condoms with spormlcldnl lubricant.

Condom Is a good method for a man or woman who:

(I) has moro than 0110 soxuol port nor

(2) can moko putting on o condom part of for1. play

(3) Thinks ho or shu might have or might got a sexually

transmitted dl1011fc Including Al OS.

It 11 a good method for O woman who m11y already bo pregn11nt. It

11 1110 good for c:ouploa who want to spoco thulr children.

liave ogrood 1ogothor to u10 condoma, 

Aro worrl<!d abOul ,rdu offucta of other muthodi.
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Have sex only once In a while. 

Condoms use is not the best method for couples who: 

( 1) do not want more children

(2) will not use condoms regularly and carefully.

There are no contra-indications to the use of condoms. 

(Population Reports, 1987).

INTRA-UTERINE DEVICES 

Who: 

There are 4 types of Intra-uterine devices:

(1) I.U.D.

(2l 1.u.c.o.

(3) Cu-T

( 4) Uppes loop

This method of contraception Is ii good method for a woman

( 1) 

(2) 

(3) 

(II) 

wants a method with no bother

t Wint more chlldren
does no 

d does not wont more chlldren soon

has children an 

II used an 1.u.o. In tho post.

has successfu Y 

fS) Is breastfeeding.

h best method for o woman who:

On the other hand, It Is not t e 
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( 1) 

(2) 

(3) 

(4) 

(S) 

(6) 

165 

has polnful or  long menstrual periods 

has more thon one sexual partner or a partner with 

more than one partner 

wonts children but has had none 

had 8 pregnancy outside the womb 

dlsllkos touching her genitals 

Is very anaemic. 

( Population Reports, 1987). 

Contra lndlcntlons 

I. U. D. should not be used by o womon who:

( 1) has active cervlcal or polvlc Infections Including

sexually transmitted diseases

(2) has hod pelvic 1nnammatory disease more than once

(3) may be pregnant

(4) hos abnormal vaglnol bloedlng or genital cancer.

INJECT ABLES 

lnJcctoblos arc of two types, They arc:

( 1) Dcpomodroxy-Progesteronc acetate DMPA, Dopo-Provora

(2) Norothlndrone 1:nonthate, NET EN rorlsterat. 

This method of contraception Is good method for o woman who:

( 1) lives In o remote areo
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(2) 

(3) 

prefers having Injections to taking pills 

may not wont more children 

Is not worried If her menstrual periods stop 

It Is not the best method for a woman who: 

( 1 ) has diabetes 

(2) has heart disor der or blood clots

(3) has been breastfeeding for less than six weeks

( lj) has llver problems

(5) wants children but has had none

(6) worries If her menstrual periods stop.

( Populatlon Reports, I 987).

Cont ra-1 ndico lions 

lnfectables ore contra Indicated In a woman who

( 1) has cancer of the breast or genltals

(2) has abnormal voglnal bleeding

(3) may be pregnant.

FOAMING SPERMICIDAL TABLETS

This method of contrnceptlon Is good method for a woman who· 

( 1) dislikes visiting doctors and having palvlc examinations

c2J has 8 ,oxual partner who has agreed to uso tablets 

(3) wants to space hur children
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(4) 

(S) 
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hos sox only once In o whlle 

thinks she might have or might get a sexually 

tronsmlttcd disease. 

Foaming spermlcldal tablets Is not the best method for a woman 

( 1) does not want more children

( 2) dlsllkos touching her genitals

( 3) does not wont to or forgets to put In a tablet before sex,

Contra Indication 

This mothod Is contra Indicated In o woman who nnds that the

tablots Irritates hor or her partner's genitals, (Populotlon Reports,

1987), 

PERIODIC ABSTINENCE (Including Rhythm and Natural Family Planning)

Pcrlodlc abstinence requires tho couple to refrain from sexual

Intercourse during the estimated time of fertlllty, Methods of deter 

mining the approximate time of ovulation and the fertile period Include

( 1) calendar mothod

(2) a basal body temperature method

c3) a cervical mucus method (BIiiings ovulallon method)

(11) sympto thermal method,
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This method of contraception Is good method for couples who 

( l) have agreed together to use this method

(2) want to space their children

(3) have religious or moral beliefs that do not allow them

to use other methods. 

(Q) do not mind If pregnancy occurs.

It is not the best method for a woman who 

(1) has more than one sexual partner

(2) might have dlfflculty charting cycles or recognising

signs of fertility 

It Is not the best method for couples who are 

( 1) not both willing to cooperate In using the method

(2) certain they do not want more children.

Contra-indication 

It Is contra-Indicated In a woman who for medical ,-ea sons

must not get pregnant (Populollon Reports, 1987).

TUBAL LICATION (VOLUNTARY

FOR WOMEN) 

pTION
SURCICAL CONTRACE 

e f•I
It Is a permanent method of contraception In which th 

be I d 1i,ern 10tu s are c ose 10 that the egg cannot travel through
the aporm. The tubes are surgically closed with bands, c

l
lP''
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electrocautery or  by cutting and tying. The operation can be 

performed on outpatient basis under local anesthesia. 

This method of contraception Is good for a woman who 

l 1) Is sure she and her husband do not want more children

(2) would be In danger If she became pregnant

(3) wants a method with no bother.

It ls not the best method for a woman who

(\) Is single

(2) has not had a child

(3) is having marital problems

l"l h she and her husband ever want
., is not sure whet er 

more children 

(5) ha s psychological problems·

Contra-Indications 

Female sterilization 

following:

i dlcated ll'l a woman who has the

Is contra n 

( 1) diabetes mellltus

{2) heart disease or clotting disorders

(3) severe malnutrition

(II) Is very fat

(Population Reports, 19871 •

I 
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-·

s. 

6. 

7, 

8. 
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APPENDIX B 

Family Planning Service Points In Akure Local 
Government Area of Ondo State

Army Barracks Clinic, Akure

State Specialist Hospital. Akur e

Arakale Local Government Clinic and Maternity

Maternal and Child Health Care Centre PHC Oke-eda, Akure

(Now transfered to M,C.H, Arakale) 

Police Clinic, Akure 

Basic Health Clinic, I taogbolu

Comprehensive Health Centre, lju

Basic Health Cllnlc, Ogbese

19. 
Ak 

P. P. F. N. Clinic Ala Quarters. ure

• 10. Moye Clinic AdegbOla, Akure

•11.
Ak e 

Dalro and Dutro Hospital, ur 

112• Sljuade Hospital, Ala. Akure

13. Federal University of Techno109Y Health Services Centre.

d Cllnlc• 
• Non-Government owne 

Sourc.i: 
Ml I try of Health Publlcatlon,

Federal n • 
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1. 

2. 

3. 

4. 

5. 

6. 

7. 
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APPENDIX C 

TOTAL SAMPLE SELECTION OF COMPLIERS AND 

NON-COMPLIERS FROM SELECTED CLINICS 

No of No of Non-
Selected Clinics Compllers Compliers 

Army Barracks Cllnlc 16 8 

Pollce Cllnlc 3 5 

Stale Speciallsl Hospltal 
Family Plannlng Cllnlc 2112 61 

Comprehensive Health Centre 
9 33 I Ju/ I taogbolu 

Basic Health Clinic Ogbese q 2 

Maternal and Child Health
2.50 79 

Cllnic, Arakale 

Federal University of 
Technology Akure, Heallh 23 5 

Care Services Centro 

571 169 

Total 

Total 

211 

8 

303 

q2 

329 

28 
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APPENDIX D 

SCHEDULE OF FOLLOW UP APPOINTMENTS 

AS FOLLOWED BY FAMILY PLANNING CLINICS 

IN ONDO STATE 

Method of 
Contraception 

I.U.D

PILLS 

INJECTIONS 

CONDOM 

DIAPHRAGM 

CREAMS/FOA,.1S 
VAG. TABLETS 

ABSTINENCE 

WITHDRAWAL 

I ntcrval for Follow up

l Month appointments following the

Insertion thereafter 6 months appointments

Monthly appointment In the Orst 3 months

q-6 months appointment thereafter 

depending on supplies 

Eve ry 3 months

Follow up appointment Is determined by

client according to her supplies 

Ever y  3-6 months In the absence of

complaints

2 .q weekly appointments

3-6 months follow-up for check up In the

absence of any complaints 

Every J months In the obsenco of

pregnancy for check up 
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APPENDIX G 

QUESTIONNAIRE 

The purpose of this questionnaire Is to flnd out your experience 

with the use of contraceptives with the aim of using the Information 

for population education and control. The information which you 

give will be kept strictly confldentlal. You are not required to 

Indicate your name.

Please fl II In or tick as appropriate. 

�ECTION A: DEMOGRAPIC VARIABLES

1. 

2. 

Age . . . . . . . . . . . . . . . . . . . .  · · 

Marital status: (a) Single · · · .. • · · · (b) married ......... .

( d) separated ... · · · · .. ·
(c) divorced •.. , · · · · ·

(e) widowed ....•.....

3• If married, what type of marriage?

q_ 

s. 

6, 

{b) Polygamous , . · .. • • · • · · ·
(a) Monogamous , · · · · • · • · · · · ·

Durntlon of mnrrlage o o O o O O I 0 

0 0 0 0 0 0 0 0 o • o O I o • o O o 

• • • • • • • • • • • • • •

Home address: 0 • o O O I o • • • • • •  
• • • • • • • • • • • • • • • • • • •

• • 
• • • • • • • • • 

• • • • • • • • • • • • 

Number of llvlng chlldren: (a 

• • • • • • • • • • • • • • • • • •
• • • • • • • • • • • • •

) 0 (b) t (cl 2 (d) 3

(e) II ( f) 5 (g) 6 and obovc.
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7. 

8. 

9. 

10. 

Religion: 

(a) Islam
(b) Christianity

176 

What type of job do you do? 

(a) Teaching
(b) Business (Trading)
(c) Civil servant
(d) Unemployed

(c) Traditional religion
(d) Other (specify) •.....•.... 

(c) Artisan, e.g. Hairdresser,
sewing, etc.

( f) Student
(g) Others (specify) ......... .

What Is your education qualification 1

(a) Illiterate
(b) Primary school
{cl Attended Arabic school

(d) Modern 111 

(e) Secondary school education

( f) Teacher training education 

(g) NCE holder
(h) University degree
(I) OND/HND holder 

(j) Others (specify) · · · • • · • · · • • · · · · · · 
· · · · • · · • ·· · • · · .. • · · · ·•

6"rn or get from your work or trade

About how much do you ,... 

In a month? 

(a) Below M250

(b) M250-MIIOO
(cl wqoO-M600 

(d) M600-M700

(e) N700-M800

( f) 1>1800 N900

(g) 1>1900-N I, 000

(h) Ml,000 and above
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SECTION 8: INFORMATION ON ACCEPTANCE PROGRESS 

11. 

12. 

13, 

14. 

When did you first attend a family planning cllnlc7 

• • • • • • • • • • • • •  t O • • t t O O O o o o • 0 I O • o o o o O O O o o o o t o O O o o o o o o I • • 

How did you know about 
(al Health staff 
(b) \Voman/Glrl friend
(cl Husband 

this cllnlc? Through: 
(gl Radio 
(h) Televlslon
(I) Posters 

• • • • • • •

(dl In-law 
(e) Boy friend 
( f) Parents

(J) Health Institution
(kl Others (specify) ........ .. 

• • • • • • • • • • • • • • • • • • • • • • • • • • •

Does your spouse support your use of contraceptives?

Yes No 

If so, what assistance does he render to encourage or dis

courage you in using contraceptives? 

o o O O O o O O I o O o O O O O o o o o o o o I o o O o O O O O O o O o O o 

• • • •
• • • • • • • • • • • • • • • • • • • 

15. What was your major reason for going to the cllnlc?

16. 

17, 

0 o I o O o O o o O I O O o o I o o o I o o 

0 o o I t O o o O t o O o o o o I I o o O o O o o o I O 0 

0 I t o 1 0 0 I o 0 

0 0 0 o O o o O I o o O O I I o o O o o I O O O O O I O O O O O I 0 

I t o O O O O O O O I O I O O o I o t t O I O • o O o 

• • • • • • • • • • • • • • • • • 
0 0 t O O • o O O o O I o I O O o O O o O I I O O o O o o o o • o o 

• • • • • • • • • •  

1 nnlng methods explained to you

Was each of the f;JmllY1 P; fore you finally selected one7 

thoroughly In the clln c e 

Y 
No 

es 

What method did 

(al 1.u.o.

(bl PIiis 
(c) Injections

you choose nrst7 

(d) Condom 
(cl 01aphro9m/foam tablets
( fl Others (specify) .••.•.•...
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11 

I 

W�t w11 your fir1t :,i�rlor u Ilk• with the 
lho<I I

t.• lhod wa, II tlv 1u1 I 11t1,f, l ry l•l 
( l} l I hlld 1ltk efl to fr contra nptlvll 1hod1 

� thOc.l WID not all !Iva t ) 
(di 
( , 
(fl 
lg) 

Sorvl I too llp11n1lve 
t1 Ith 1l ,ff d mon1tr111t cl poor hu n ralltlOnthlp
lnconv�nlcnc , 1ulh rl!t.l In t,ollln{J 10 c.lirilc ••• too auth

No coml'li1lnt, 

It, llow. mAny ,oolllO(l1 
acecptnnc l 

hl!va you ch•ngocl 10 1lnce your fir11 

20. 

(o) Nonu
(b) One
(cl Two 

Flr11 methou 
evor uticd 

•• • • • • • • • • • • 

21 • 2nd me thou 
uaed 

••••••••••••

21 • 3rd mothod 
used 

• f I I I I • • • • I 

l), 11th method 
u111d 

I • t t I t • t I t t 

Datu 
chanoed 

• • • • • • •

. . . . . . ' 

I I I I I I t 

• • • • • • •

(d) Three
t•l Four

' f) ..•...

t.tethod 
Cl�ngcd to 

•• • • • • • • • • •

• •• • • • • • • •• 

•• • • • • • • • • •

•••••••••••

R '°"' fOf' 
ch:lnge 

• • • • • • • • • • •

• • • • • • • • • • • 

• • • • • • • • • • •

. . . . . . . . � . .

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



25. 

26. 

27. 

28. 

29. 

30. 

179 

What method are you curr ently using? 

(
(
a) I.U.D. (e) Barrier method 
b) Pills ( f) 
(c) Condoms ( l 

Withdrawal method

(d) ln1·ectables (
g
h) 

Rhythm method 
Abstinence 

What is your experience with this current contraceptive

method? 

(al 
(b) 

(cl 
(d) 
(el 
( f) 

The method is effective and satisfactory. 

I have experienced (complaints) side-effects f rom

contraceptive method 
Method is not effective 

Services are too expensive 

Health staff demonstrate poor human relationship

Inconveniences suffe red In getting to clinic Is 

too much. 
(g) No complaints. 

Wt,at special advantage are you now enjoying that Is 

different from those you had with your nrst contraceptive 

experience? •......•......•. · · · · · · · .. · · · · · · · · • · · · • · · · ·, · ...

••••••••••••••••••••••
•••• 0 • • • • • • • • • o • o o o • 0 o O O I • 0 • o O o O O o O O O o 

I r the situation arises, would you still wish to go back to 

your nrst contraceptive method? Yes · · · · · 
• · No ....... .

Give reasons for your answer · · • · · · • · · · · · · • • · · · · · • • · ·., ....

O O O O O O O O O O o o o o O O I O O O O O O O O O I O O O o O I o o o o O O 

•••••••••••••••••
•••• 

When did ou last attend the family plonnlng clinic before 

thl I YI 7 
..•••.•..•.•...••....•.......

s nterv ew . . . . 
, • · 

· · · 
· · · 

· · 

How often Is your reg
ular fo:;p

·r:in
:ipolntment at the

c linic In the absence of anY 
(b) Every fortnight ....••.•.

(a) Every week · · · • · · · (d) Every month ........... .

(c) Every three weel<S 
• • · 

· 
• ( n Every two months 

(e) Every six week5 
h (h) every 6 months 

(g) Every three mont 5
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31. 

180 

Which of these conditions has applied to you since you 
started using contraceptives 
(a) I have missed no follow-up appointment
(b) I have missed only one follow-up appointment
(c) I have missed pills only once
(d) I have missed using two or more pills before
(e) I have never missed using any of my pills before
( f) I have strictly followed Instructions given to me at

the F / P clinics 
(g) Others (specify) ............ , ........ · ·, ·. · · · ·, ... · •. ·

32, Do you think you have compiled totally with the Instructions

given you to date 

Yes . . . . . . . . . No ........ ·

33, Give reasons for your answer .... · ........ · · .... · · · · · · .. · • ..

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

• • • • • • • • • • • • • • • • • • • • • • • •

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

• • • • • • • • • • • • • • • • • • • • • • 

3q. Are you satisfied with the cost of contraceptive method you

are uslng1 
(a) Quite satisfied
(b) A llttle satisfied d 
(cl Cost needs to be sllghtlY reduce 

(d) Don't know

!,NFORMATION ON QUALITY OF SERVIC�

35• t Of the fomlly planning services

How will you assess the cos 

you enjoyed 
(a) High .. ·, · · · · · · · ... ' 

( b) Moderate . • • • · • • • · • ·

(cl Low ••••••••• 
. .. . . . . .
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36. 

TICK 

37. 

38. 

39. 

How 

(al 
(b) 
(cl 
(d) 
(e) 
( f) 
(g) 

181 

do you get to your cllnlc7 Through 

Taxi • • • • • • • • • • • • • • •

Bus ....... . 
Trekking ... ·. ·. ·. ·. ·. ·. ·. ·.
Lift .. • • • • • • • • • • • • • • 

I drive myself .....• 
Husband drops me ........ .. 
Others (specify) ........... . 

Tick as appro I t 
In 

pr a e your opinion of the services provided

your clinic. 

( ) as appropriate following responses
the 

highly 
Modera- None 

I don 't
tely know 

staff demonstrate necessary I 

skills as F/P providers 

The staff abuse or bully
clients 

A lot 
I 

The setting for the
services Is conducive for

Not at

I all

privacy. 

What do you think wlll make a woman not to come regularly 

to FI P clinic or to the her pllls or contraceptive method as 

she Is  Instructed •..•.•.. , • · · • · · · · · · • · · · · · · · · · · · · · · · · · · ·, .

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •

What in your opinion can be done to Improve family planning

services In your area 7 .. · • · · · • • • ·" ·" · ...... • · • · • "· • "· · 

. 

. ..
. ... . ..

... ... .... . .. . . .
.. . . . .. . .

• • • • • • • • • • •
• • • • • • • • • • • • 
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APPENDIX H 

QUESTIONNAIRE 

lwe lbere yl wa latl wadi awon lrirl awon oblnrin ti o nipa ninu eto 

feto somo bibi. lpinu awon oluwadi yl ni latl lo awon abajade iwadi

Yi fun klko nl nlpa flfi eto si plpo sl lye enia nl orlle-ede. Awon

ldahun ti e ba fun wa, a ko ni Jekl o di mlmo fun enlkenl rara.

Ma se ko oruko re si iwe yl. 

Jowo ko nomba tl o ba mu sl lnu alafo yl :

!§ORI KINI: IDANIMO 

1 • 

2. 

3. 

OJO ORI 
..••••..•......••.••.

• • • • • • • • • • • • • 
• 

• • 
• • • • • • • • • • 

ETO IGBEYAWO 

(a) Omoge

• • • • • • • • • • • • • •
•

• • • • • • • • • • • • • • • •
• • • • • • • • • 

(b) Oloko 
{c) Oalemosu (ko oko sllel

(d) Ba oko Jo (ko ba oko gbel 

(e) Padanu oko (opol

IRU IGBEYAWO 
{a) Onlyawo kan 

(b) Onlyawo pupo

0 0 0 0 I O O O O o 

0 t I t O O o O O o O o • I t 

• • • • • • • • •

IYE OOUN IGBEVA\'10 

S. ADI RES I ILE 181 TI O NGBE ......................... ..

0 t I O t O O o O t I O O O 0 

O f O O o I O t t O 

• • • •  
• • • • • • • • • • 

• • • • • • • • • • • • • • • • •  
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6. 

1, 

I. 

9, 

IYE OMO TI O WA LAYE 

(al Ofo 
(b) Okon
Cc) Mcjl 
(d) Moto
(e) '-1crln
(f) Marun
lg) Mefo atl Jubo lo  

ESIN 

(a} �1usuluml 
(b} lgbagbo 

183 

(cl Esln lblle 
(d) Esln mlran ( lru - wo)

ISE ASEJEUN 

(a) Olukonl
(b) Owo slse
(cl lse IJoba 
{d) Ko rl lse se 
le) lse owo 
( f) Omo lie IWO 
(g) lru lso mlran (lru - wo)

OYE EKO ILE IWE 

Ca) Ko lo sl lie 1we rl 

lb) Lo sl lle-lwe olakobero/onlwc kefa

Cc) Lo sl lie mowa 
{d) Lo sl lie lwe modonsuku

(e) Lo ,1 llo lse glrama 

( f) Lo sl lie fwe otukonl olokobcrc

(g) Lo sl lie-I we olukonl glrorno 

Ch) Lo sl lle-lwe Vunlfo sltl 

l I) Lo 11 lie 1we pollteklnlkl 

(JJ llo lwc tl o ko daruko (lru wo
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10. IYE OWO TI O NRI NIBI ISE TABI OKOWO RE LOSOSU

(a) lgba o le adota naira
(b) lgba o le adota de egbaaji nalra
le) Egbaajl naira de egbata 
{d) Egbaata de edegbaarln naira 
(e) Edegbaarin de egbaarin naira
l fl Egbaarln de edegbaarin naira
(g) Edegbaarln de egbaarun nalra
{h) Egbaarun naira all Jube lo 

!SORI KEJI: ALA YE NIPA GBIGBA IFETO SOMO BIBI

l 1. Nigba wo ni O kokolo si lle ifcto somo bib!

12. 

13. 

I�.

I 5. 

0 o O • 0 0 o o O I O t O O o O o o o o o o o O o . . . . . . .
. . . .  ' . . . . . . . . . . . .

. . . . . .  
.

Bawo nl O se mo nlpa lle ifeto somo bibl yl. Nlpase

(a) Osise eto llera 
(b) Ore oblrln (abileko tabi wundla)

le) Oko ml 
{d) Ara lie oko ml
(e) Ore okunrln
( fl Obi ml 
(g) Ero asoro magbesl

(h) Ero omohun maworan

(i) Aworan tl a le kiri 

(j) lle-tse Hera
(k) lru-mlran (lru - wol

nrln towo sl po kl o lo awon ohun

Nje oko re tabl ore re oku 

lfeto somo blbl 

(a) Bent
(b) Beko

I nfun O nlpD lllo ohun lfcto

I I n1owo t 0 

TI o ba rl be kin ra ............. · · · • · • · · · · 

•••••••

somo blbl ..... • • · · · · 
· · · · ·

I 1111 lfcto ,omo blbl

Kini ldl potakl tl O n 10 5 
••••••••••••••••••••••••

0 t I O t t O . 

• • • 
t • o o t t o o o o o t O t t t t t t I ' 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



16. 

17. 

18. 

19. 

20. 

185 

Nje won salaye awo I I I 
lekunrere fun kl 

n or s rls ona tl a ngba nfeto somo blbl
0 O to yan okan nlnu awon ona yl 

(a) Benl
(b) Beko

Ewa nlnu eto yl nl o ko yan 

la) I.U.D 
lb) Tabuletl ( Onlkoro) 
le) Ala be re 
(d) Roba

((e) Roba oju abe, fomu, tabuletl oju ara . lpar11 oju abe 

f) I ru ml ran ( lru wo) 

Bawa ni lrirl ll o nl nlpa Ilana l(eto somo blbl tl o koko yan

(al Metodu na slsc o s1 teml lorun 

lb) �\etodu na fun ml nl awon amln tl ko ba Iler• mu

le) Ilana na ko sise 
ld) Eto na ti won wo ju 

le) Awon osise lle-ise na ko nl eml t1 • fl nba enlkeli lo 

l f) Awon Jn Ira tl ,no nl latl de lie lse lfeto somo blbl na 
po nl irepo. 

poju 
lg) Nko nl esun 1<ankan nlpa re.

Mttodu melo nl O tl paro 1111 lgba tl o tl gba eto yl

la) Ko sl 
lb) Okan 
le) Mejl 
(d) Meta
le) l,\erln 

Metoctu tl o ko lo

(a) 
(b) 
le) 
(d) 

• • • • • • • • • • • • • • • • • • •• 
•••••••••• 

. . . ,. .... 
. . 

. .. . .. . . " . . ...
............ . .

.... .

Olo tl O Paro re • • • • • • • • · • 
I I ........•..........•.

1,�etodu tl o par 1 • • • • • • • ·' 
•• • • • • • • • • • • • • • • • • • • • •

ldl tl o fl paro re • • '· • • • ·' 
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21. 

22. 

23, 

24. 

2S.

26 •

(a) 
(b) 
(c) 
(d) 

(al 
(b) 
(cl 
(d) 

186" 

M�todu keji ti o lo 
0 pa ro re 

• · · · · · · · · · · · · · ..... 
010 tl 

...... . 

M t 

. . . 

. .... 

• 
• ••••••••• 

e odu t1 o paro . 
. ....... . 

I 
• 

SI

' •• • • • • • • • • 

•• • • •• • • 

di t1 o fi paro re 
..................... . 

•• • • •• •• • • • • • • • • • • •••••••••••••

M�todu keta tl o lo 
010 t'" 

••••••••••••• 
• o pa ro re 

· · · · · · · · · · · · , . , ..

Met d I 
.. ' . ' · · · · · · · · · · 

0
• 

u l. o paro sl ......•.... 
· · · · · · · · · · · · · · · · · ·

Id! t1 o f1 paro re 
.... · · ...... · .. ·, · .

•• • • • • • • • • • • • • • • •••••••••••••••

Metodu kerln tl O lo 

1 o pa ro re ....... , . . • . . • . . . · · · · · · · · · · · · ·

010 l. 

. . . . . . . . . . . . . . . .
(a) 
(b) 
(cl 
(d) 

Metodu ti o paro si .........•.... : : 
· · · · · · · · · · · · · · 

l di tl o f1 paro re . . . .. . .. . .. . . . 
. ............ .

• • ••••••••• 

Metodu 1 

• .. • ..

wo n o nlo lowolowo

(al I.U.D

(( b)) Onikoro ( tabuletll
c Roba 

(d) Abe re
(e) l dena oju ldl
( fl Ylyo nkan okunrln kuro

��� 
\Ylwo ka lenda lat l lo po pelu okunrln 

Kini 
(al 
(bl 
(cl 
(d) 
(e) 

lmarakuro nl b lba okunrln lo po

lr lri re pclu metodu tuntun tl o nlo yl

Metodu na sl se o sl teml lorun 

Metodu na fun ml nl amln tl ko ba llera mu

Eto na ko slse 
Eto na won wo Ju 
Awon ostse lie lse na ko nl eml tl a n nbo on lkejl lo

po nl trepo 
Awon Intra tl mo nl loll de llo lse no poJu 

( f) 
(g) Nko nl esun konkan nlpa re

Kini awon anfanl potakl tl o ngbodun nlslsyl tl o yato sl tt 

lrlrl tl o nl nlpa metod u tl o kO lo • 

. 
. 
. . . . . . . . . . 

. . . . . . . 
. . . . . . . . 

. 
. 
. . . . . . . . 

. . . . .  . . . . . . 
. 
. 
. . 

.
. . . 

. . 
. 

. . . . .
. . . . . . . . .

.
. .

. . . .
. .

.
.
.
.
.
. 
. 

•• • • • • • • •• • • •• • • • • •• • • 

•
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27. 

28. 

187 

TI aye ba sl slle, nje o fe latl pada sl metodu ti o koko lo 
(al Ben I 
(bl Beko 

Se alaye nlpa ldahun re • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •  

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •  

29. Nlgbawo nl o wa sl lie lfeto somo blbl gbehin saju ipade t1
onl y1 

........•••.•.•••••..•••.•.••••••••••.•••••••• , • • • 

30. Asiko wo nl a nfun o fun wlwa dede fun ayewo lal Je wipeo nl esun ll o gbe o wa si lie lfeto somo blbl 
(a) Ose kan 

31 

32. 

(b) Ose mejl 
(cl Ose meta 
(d) Osu kan 
( e) Osu kan atl abo( 0 Osu meJI 
(g) Osu meta
(h) Osu mefa

;;;o 
n���

I 
awon nkan wonyl lo tl sele 51 o latl lgbatl o tl fet

o

(al 
(b) 
(c) 
(d) 

(e) 
( f) 

!ml �o p
; lpade ayewo kankan jc 

M� 
9 

b:
9 

b: 
I all 10 51 lpade aycwo kan 5050 Mo f, giag�:

t

:il�� �
nlkoro ( tabuletl) mi lekansoso 

1 lube lo rl. 
0 onlkoro ( tabulatl) ml mejl tab 

Eml ko gbagbe latl I Mo tele Ilona tl O k 
O 0nlkoro ( tabuletl) ml rl 

bibllal yese. 0 ml latl tcle nl lie lfeto somo (g) lru rnlran !lru - Wo)
Nie o ro pe o tele ase ll bi 
patapote lal ru eyll(eyl nl�iia fun o nlpa eto feto somo bi 
(o) Benl ofln na. 
lb) Bcko 
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33. 

34. 

Se alaye lorl ldahun re 

188 

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •  

• • • • • • • • • • • • • • • • • • • • • 
. . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .  

Nje O nl ltelorun nipa lye owo tl o nsan s l  
tl o nlo 

{a) Mo nl ltelorun tl o po 
(b) Mo nl ltelorun die
(cl O ye ki a din lye owo re k u  die 
(d) Nko mo

eto feto somo blbl 

AKORI KETA: AYEWO DIDARASI ITOJU 

35. Bawo ni o tl rl owo tl o nsan fun ltoju feto somo blbl sl
(a) O poJu
(bl O mo nl lwonba 
(cl O kere 

36. Bawo nl o se nlo si lie feto somo blb17 Nlpa
(a) Wlwo taklsl

37. 

38. 

( b) Wlwo bosl
(c) Flfese rln
(d) Wiwa lranlowo awon or,imoto latl gbe ml la lgbowo( e) '91o nwa nra ml 
( f) Oko ml lo ngbe ml wa slbe(g) lru mlran (lru - wo)
Awon oslso lle lfeto somo blbl Ohan wipe nwon mo lse n•(a) Doradara 
(b} Nlwonba 
(c) Nwon ko mo lse rara(d) Nk.o mo 

A won oslse lle l feto somo blbl oblrln ll o nwo fun lronlowo 
ma nbu tabl klgbe mo awotl

(o) Pupopupo
(b) Nlwonba
(c) Nwon kl hu lru I (d) Nko mo wa be rare

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UN
IV

ER
SI

TY
 O

F 
IB

AD
AN

 L
IB

RA
RY



-

, 

I 11:1 

39. lle lse lfeto somo blbl na ko fl aye gba oblrin fun aslrl lfarapaae
(a) Pupopupo
(b) Niwonba
(c) Ko faye slle rara
(d) Nko mo

110. Kini lwo ro po o le Je ldena tl ko nl Jeki oblrln wa fun ayewodede tabl tele ase ti a pa fun nlpa lfeto somo bibl
•• ••••••••••••••••••••••••••••••••••••••••••••••••••••••
• •• • • • • • • • • • • • • • • • • • • • • •• • • • • • • • • • • • • •• • • • • •• • • • • • • •• • • •

q1 · Kini lwo ro pe a le se tabl mu lteslwaju ba eto feto somo biblnl agbegbe re 
• • • • • • • • • • •• • • • • • • • • • • 

•• 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •• 

• • • • • • • • • • • • • • • • • • • • • • • • • • • •
• ••• 

•• • • • • • • • • • • • • • • • • • • • • •• 
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U11iversity uf lbc.i.<.l�1r1 
College of Med1c111u

'
Phono: 40p0l0 Ext. 3!105 

Cabloa and Tultoran11: Uniball.in

- --

• TO WHOM IT MAY COHCERt,

·""(' 1-�· 
w I 

• �-� ).:1

\ 1' 1 C'll ,, · '1 · 1 'J • , , , I ,\., � 1 111 .I I J l , I,. 
I 'c.l LI l d I I ()JI ( : l' I I I I l

ll1 L.;flll1n(il 1.11 I f1,,.\11,;llll\\.i'. •••• .,J �. ,.,, rt, ... . 
U111,ul>1ly l,;ollu JU tlo,111IJI
lliJ,IJn, N1go1,. 

8th Ft:t,ruury, '>' 
OJIV HI 

LETTER OF IN'l'RODUC'l'lOtl AND APPEAL FOR ASSIS'l'ANCIL 

Th.I.a is to introduce i1rs, A. Olotu, u Master of Public
Health (M.P,H.) student to you &nd your sto!!, Shu 1� to 
corry out her reseorc!! 'work on "Contraceptive expl'ri1111c11 

among women contraceptive users in Akure Loc&l Covurnwur1L
J.rea of Ondo State: 1mplicationa !or :.ub:1uqu1:11t. lhoi'"u

ond complionco11
, 

As tho progr111111111., will 1nvolvd dutu.L1ul.1 01J:;1;1vullui. uuu lril.:t
V.1.ew, we shull be gru ,uJ.'ul 1! you will 8iv1: laur wux1a,W11 u.1ul1,

tance in hor pi·o�ran1w1 , 

Thanks tor your coopc ·ution. 

liith best wiishus, 

Yours sincerely, 

•

• 
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