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Modern Family planning practices, male
Involvement and unmet fertility needs among
rural and urban Nigerian women: Findings from a
mixed method study in the Southwest Region
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Introduction

About a third of Nigeria’s huge population is
made up of women of child bearing age.! Given its
high birth rate, the population can only continue
increasing astronomically. In fact, Nigeria is the only
African country listed alongside five Indian and
Asian countries (Bangladesh, China, India,
Indonesia, Nigeria and Pakistan), that contribute
hugely to annual global births.> Our Maternal
Mortality Ratio (MMR) is also very high.* Following
similar trends in sub-Saharan countries, abortion-
related deaths are also high.®"8
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It is estimated that since 2008, 44% of maternal
deaths have been averted by contraceptive use. If
current unmet Family Planning (FP) needs were
addressed there would be a 29% further reduction in
maternal deaths.® Unfortunately, unsafe abortion is
increasing in developing countries.'® It is common
among both rural and urban dwellers, mostly
procured illegally, and many women become
hospitalized or die from complications.%1213

Several African countries are making efforts to
change the laws so as to reduce maternal mortality.**
Physicians and policy makers in Nigeria would
rather promote pre-marital abstinence and use of
contraceptives as effective means of reducing
maternal mortality.’>® Other countries, such as
Cambodia, have significantly reduced maternal
mortality through poverty reduction and improved
primary education, especially for girls. Nonetheless,
lack of access to FP remains a major challenge.!’
This further buttresses the importance of FP.

There is a relationship between contraceptive use,
total fertility rate and abortion.'®*® Contraceptive use
is key in controlling population growth especially in
countries with high growth rates. Use of modern
contraceptives also impacts on child mortality rates
as it helps women to appropriately space birth
intervals. FP doesn’t just prevent maternal death, it
improves the quality of life of women. It becomes
obvious then, that women should have access to
these contraceptives and use them.

The United Nations Population Division (UNPD)
estimated that in 2007, 61.7% of women that were
either married or in cohabiting unions in developing
countries used a contraceptive method. However,
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11.2% of married women had an identified unmet
need for family planning: 22.2% in Africa and 24.2%
in Sub-Saharan Africa.?°

Nigeria’s population is becoming increasingly
urban (50.3%),? suggesting potentially better access
to healthcare. The Total Fertility Rate (TFR) is still
high at 5.5 and rural areas have a higher TFR than
urban areas.? In a recent national survey in Nigeria,
13% of the females and 18% of the males were using
some FP method but for modern methods (barrier,
hormonal methods, Intra uterine  devices,
sterilization), the proportion was 10% for females
and 16% for males.?? Further analysis of the results
from the survey showed marked regional and inter-
state variations as well as rural-urban disparities.?®
Other African countries reported higher use of FP in
rural as opposed to urban areas.?*%

Several factors such as area of residence (rural vs.
urban), age, education, occupation, parity and
spousal approval have been found to influence
contraceptive use.?>2%2" There is usually a difference
between the desired and actual number of children
(unmet fertility needs) 28%° with higher figures in the
rural areas.?® Male child preference, health and
religious reasons, as well as socio-economic factors
are reasons which have been given for desired and
actual number of children.303t

Men in less developed countries are generally
against modern family planning.®>* However,
including them in FP programs has positive effects
in improving maternal health.>* Men usually desire
more children and in addition, their social, cultural
and religious background may foster their lack of
involvement in FP programs.®- Male involvement
may come in the form of encouragement or
accompanying their wives to the FP center,
especially those who have some knowledge about FP
or are really interested in limiting family size.3” The
Nigerian Primary Health Care Free Maternal Health
Package now covers family planning services and
commodities. The National Health Insurance
Scheme has been revised to include family planning
commodities. These and other on-going initiatives
are directed at improving uptake of modern family
planning methods as a means of improving maternal
health and a tool for nation building.

This study was conducted to examine predictors
of modern FP use among rural and urban women in
Lagos State, Nigeria in the context of social,
demographic and other variables. It also set out to
examine the role of men in family planning use and
compare unmet fertility needs in both areas.

Methodology
Study area and setting

This community-based, cross-sectional,
comparative study was done in Lagos. Lagos is a
densely populated state in Nigeria with a population
of over 10 million. Women of child bearing age
constitute almost one third of this population.! There
are 20 Local Government Areas (LGAS) in Lagos
State, 16 urban and 4 rural. The study was conducted
in 1 urban (Surulere) and 1 rural (Ibeju-Lekki) LGA.
As at the time of study, the selected urban LGA had
6 primary health care centers (PHCs), 1 secondary
health institution and numerous private health
facilities, some of which offer FP services. The rural
LGA had 13 PHCs and 7 health posts, 1 secondary
health institution and about 20 private health
facilities. Traditional Birth Attendants (TBAS) and
other alternative healthcare providers are also
present in both areas.

Sampling

The study was done among women of child
bearing age (15-45 years) who resided in the study
areas and whose last confinement was not more than
2 years prior to the interview. An initial sample size
of 554 was calculated for a power of 80% and 5%
significance level. The figure was increased by about
10% for non-responders and rounded to 600; 300
urban and 300 rural. The questionnaire was pre-
tested among similar women in different LGAs. A
multistage sampling technique was used to select the
respondents for the study. In the first stage, a simple
random sampling method (ballot) was used to select
one urban and one rural LGA. In the 2" stage, 5
wards each were selected from the 23 wards (urban)
and 20 (rural) by simple random sampling method
(ballot). In stage 3, 1 street was chosen from each
ward by simple ballot. Subsequently (4" stage),
simple random sampling technique was used to
determine the first house to be visited on the street
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and then consecutive houses thereafter. If more than
one eligible household in a house/compound, simple
ballot was used to select the household to be included
in the study. The final stage involved selection of
respondents. Only one eligible respondent was
interviewed in each house. If more than 1 were
present, balloting was done to select only one. More
streets were then selected by balloting until desired
sample size was met.

In addition to the house-to-house survey, six
focus group discussions (FGDs) were conducted
among purposively selected women of child bearing
age in both rural and urban settings. The FGD
participants were selected with the assistance of
women leaders in the community (using the criteria
for the quantitative study) and invited for the FGDs.

Data collection

Quantitative data collection was done by face to
face interview using the pre-tested questionnaires.
They were administered by trained, female
interviewers with a minimum of post-secondary
education. FGDs were done with the aid of semi-
structured interview guide. Each FGD comprised 7-
9 discussants, principal investigators and note taker.
Each session lasted about one hour. They were
carried out mainly to explore other possible
determinants and deterrents of modern FP use, issues
on family size and male involvement in family
planning. Discussions were tape recorded in
addition to notes taken during the discussion.

Data analysis

The quantitative data was analyzed with Epi-info
2008 version 3.5.1. Descriptive and inferential
statistics were carried out. Statistically significant
variables in bivariate analysis were entered into
multivariate logistic regression model for the final
model. Qualitative data was translated to English as
necessary and transcribed. Content analysis was
employed and major themes which emerged formed
the basis of reporting.

Ethical considerations
Approval was obtained from Health Research and
Ethics Committee of the Lagos University Teaching

Hospital (LUTH). Formal consent was obtained
from each study participant.
Results

The mean age was 30.9 £ 5.9 years in the rural
areaand 31.4 = 6.1 years in the urban area (Student’s
t statistic = 1.08, p = 0.280). A majority, of the
women in both areas were married or co-habitating.
Rural women had more children than the urban
women. Only a few women in both groups had no
formal education but the urban women were
significantly more educated (p=0.001). Sixty-five
(21.7%) of the rural women were unemployed,
versus 76 (32.0%) of urban women. Similarly, most
spouses in both areas had some formal education.
Eighty-four percent of women in the rural area and
86% of them in the urban area were aware of modern
family planning methods. Knowledge of modern
family planning methods was similar in both areas.
The most common modern method mentioned by
urban women was injectable 192 (64.0%) while
contraceptive tablets 181(60.33%) and injectable
180 (60.0%) were most mentioned by the rural
women. High rates of illegal abortion were also
recorded among both groups of women; more than a
quarter of them (26.7%) were performed by patent
medicine dealers in the rural area. (Table 1) They are
known as “patent medicine vendors” or “chemists”
in these areas. They are medicine retailers who
usually operate within the community.

Similar proportions of women in each group were
current users of modern FP methods but significantly
higher proportions of urban spouses approved of it.
(Table 2) The prevalence of utilization of modern FP
by couples (respondent and spouse combined) was
52% (rural) and 56.3% (urban) with no statistically
significant difference (y?=1.13, p=0.287). (Fig 1) A
significantly higher proportion of urban spouses
were using condoms. The decision to use modern FP
in most cases was taken jointly. (Table 2) The
commonest modern FP method being used by both
groups was injectable. A significantly higher
proportion of urban spouses approved the use of
modern FP. (Table 2)

The highest proportion of both rural (62.2%) and
urban (44.1%) had no reason for non-use. In the
urban area, as much as 17.6% of them were afraid of
the side effects while in the rural area, 12.2% of them
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felt that they did not need it. One in ten urban women
and approximately one in nine of the rural women
cited non-approval by spouse/partner as their reason
for not using modern FP.

In the rural area, the association between
maternal age and use of modern FP was significant.
Women between 41-45years had the highest rate of
modern FP use in the rural area while those between
21-25yrs had the lowest rate. (Table 3).

Married women had the highest rate of use
(58.1%). In the rural area, women with higher parity
had significantly higher rates of utilization of
modern FP methods (p=0.003). In the urban area,
women with 3 children constituted the highest
proportion of users (72.4%) (Table 3).

Among rural women, higher level of formal
education increased the use of modern FP methods
with a significant difference (p=0.023). In the urban
area, women with no formal education had the
lowest rate of utilization of modern FP methods
(30.8%) with no significant differences. (Table 4) In
the rural area, the lowest proportion of women who
were using modern FP methods was among
unemployed women (35.4%) with a significant
difference. In the urban area, there was no significant
association between maternal occupation and use of
modern FP methods but the unemployed women also
had the lowest rate of use (Table 4).

In the rural area, women whose spouses had no
formal education had the lowest proportion of
modern FP use (18.8%) with a significant difference.
In the rural area, the least proportion of modern FP
users was among unemployed spouses with a
significant difference (Table 4).

In the rural population, the predictors of use of
modern family planning were being a Christian,
being employed, spouse having formal education
and higher number of children. Muslims have the
odds of a lower use of modern FP, 2 times lower (OR
reciprocal) as Christians (OR=0.57, 95% CI=0.33-
0.97). Unskilled workers were 5 times more likely
to use modern family planning than the unemployed
(OR=5.03, 95% CI=1.63-15.51). Using ‘no formal
education’ as a reference category, respondents
whose spouses had primary education were 8 times
more likely to use modern family planning than those
with no formal education (OR=8.22, 95% C1=1.86 to

36.31). As the number of children increased by 1, the
respondents were 1.4 times more likely to use
modern family planning (OR=1.43, 95% CI=1.16-
1.76) (Table 5).

In the urban population, the predictor of use of
modern family planning was having more children.
Using 1 child as a reference category, women with 4
children have the odds of better use of modern family
planning 3 times as high as those with 1 child
(OR=2.70, 95% CI=1.17-6.23) (Table 5).

Having ever used FP significantly improved
current use of modern FP in both rural and urban
areas. Rural women who did not desire to have more
children were significantly more likely to be current
users of modern FP method (p<0.001).

Results of FGDs

In the rural area, 25 discussants between 20 and
42 years participated in the FGDs and about 30% of
them had no formal education. In the urban area,
there was a total of 23 discussants ranging from 23
to 45 years. About 35% of them had no formal
education.

Family size

For both rural and urban women, the ideal family
size was higher than the desired number of children.
In the urban area, the ideal should be 4, but most
desired 3 children. In the rural area, majority of the
women felt that the ideal should be 5 or 6 children.
Some of them felt that 10 children are not too many
for a family. For their personal choices, most of them
reported that they will settle for 4 children. Only few
mentioned 3 or 2 children. The major reason cited by
most of them in the two areas is the poor economic
situation in the country especially high cost of
education.

Surprisingly, one of the urban women would
prefer many children, ‘the more the merrier.’
“Ideally, a family should have 4 children, it’s not too
big or too small. I want much more than that like 7
or 8 children. This is because I'm from a large
family, we tend to be happier, we do things together,
and life is more fun. Our parents are enjoying us.”
(32 years urban)

Preference for a particular sex also determines
family size. Few women in the rural area disclosed
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that they would have more than they desired because
they don’t have a particular sex yet (male usually),
but for one woman, it was quite the opposite;

“For me | would like to have 5 children so that |
can instruct them in a good way and also have
enough money to send them to school; but | have 4
boys already and I'm looking for a girl child. By
God'’s grace, 1 will have a girl who will be my 5"
child.” (37 years rural)

Knowledge and use of family planning

The FP method most commonly mentioned to the
rural women was injectable followed closely by the
‘ring’ (worn on the finger) and ‘aseje’ (a traditional
concoction). Contraceptive tablets and IUCD were
also commonly mentioned. In the urban area, the
most commonly mentioned FP method was condom
followed by contraceptive tablets, injectable and
IUCD. Only very few of them in both areas did not
know any FP method. In the rural area, the 7ing’and
‘aseje’ are procured from the TBA and are believed
to be highly effective for ‘highly fertile” women.

Few of the urban women who use modern FP use
it to space their children whereas many of them use
it to limit their family size. For spacing, they rely on
the natural methods. The commonly cited reason for
non-use is the fear of side effects like bleeding,
weight gain and most importantly, failure to achieve
pregnancy when desired. In the rural area, the same
observation was made. Although many women were
using modern FP methods, some others were non-
users because of fear of side effects. According to
one of the urban women:

“In my community, women are scared of the
modern FP methods. They believe that if you use
modern FP, you will not be able to get pregnant
again. They go for it when they have finished
having all their children. If you use it for the
purpose of spacing, you may not be lucky enough
to get pregnant again.” (26 years urban)

Women in the rural area complained that methods
such as injectables do ‘unnecessary work’ moreover,
some of them don’t like taking injections and if they
take tablets, some husbands will suspect that they

want to commit abortion. The side effects commonly
cited were bleeding and irregular menstruation. One
of them reported:

”Non-use of modern FP depends on individual.
Each woman uses what suits her.” (26 years rural)

Another woman said, “For those using the
traditional methods, it is easy for them, they just
wear the ring and they won ’t get pregnant. If it is the
‘Ibile’ (cooked concoction), if a women eats it, she
won'’t get pregnant, unless they remove the ring or
stop taking the concoctions.” (32 years rural)

Many women in both areas agreed that most men
don’t like any FP method. Some of them don’t like
their wives using modern FP because they want a lot
of children. However, some of them support their
wives:

“For those who use it, (i.e. modern FP), their
husbands support them, most men don’t like using
condom so they allow their wives to use modern FP.
Some men don’t support their wives to use it.” (34
years urban)

Some men personally take their wives to the health
facility for modern FP to avoid unplanned
pregnancy. Many of the rural women were of the
opinion that generally, men show their support for
the use of modern FP method by giving their wives
money for it. They do not want many children so that
they can cater for the ones they already have but one
of the participants had a contrary observation;

“Most men don’t support their wives to do modern
FP. The women who are using it do so secretly. The
men don’t mind if their wives get pregnant every year
so the women use it secretly. (26 years rural)

Few of the women shared this opinion. They
reported that it is the women who conclude that they
have had enough children and thus decide to go for
modern FP.

Educational level of the spouse was another
important factor mentioned as being a determinant in
the use or non-use of modern FP in the urban area.
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Some men will agree only to use of natural methods.
“With the educated men, if the couple discusses the
use of modern FP, the man most likely will approve
because he is educated, but if he is not educated, he
will not understand. He will tell the wife to continue
giving birth that God will take care of the children.”
(32 years urban).

Discussion

Respondents’ awareness of FP methods in both
rural and urban areas was high and their use of FP is
much higher than the national average. Other similar
studies conducted in rural communities in Nigeria
and other parts of Africa also reported high levels of
awareness.383%4041 In concordance, other authors
noted that most women were aware of modern
contraceptives but adoption rates were low,*243:44:45

A majority of the women knew at least one
modern FP method, thus reflecting the improvement
in knowledge that has been observed over the years
in Nigeria but its use has increased only by two
percentage points (among married women) over the
past decade.? The poor knowledge of tubal ligation
among both groups may reflect an aversion for
terminal contraceptive methods,#24849505152

The rural and urban prevalence obtained in this
study is much higher than figures from the 2008
NDHS, both National and Southwest Region. It is
however the same with the NDHS prevalence rates
in Lagos State (41% urban and 48% rural).?® When
combined with condom use by respondents’
spouses/partners, the figures went up to 56% urban
and 52% rural. The rural prevalence is similar to
figures obtained in a rural population in Zambia
(54%).% This pattern of a reduced rural-urban
difference was also observed in Dawro zone in
Ethiopia.?*

These figures surpass Nigeria’s goal of a 36%
contraceptive prevalence rate by 2018% and further
highlights the state-wide variations. The Federal
Government realizes the vital role of family planning
in national development and is taking steps towards
achieving the unmet need for family planning in the
country. At the London summit on family planning,
it declared a 300% increment in the financial
provision for contraceptive procurement over a four
year period.>*

The Federal Ministry of Health hosted its maiden
National Conference on Family Planning in 2010
which was soon followed by another one in 2012. It
has also launched the Saving One Million Lives
campaign.® It is hoped that these interventions will
greatly facilitate modern FP uptake in Nigeria in
order to achieve the health, population and
development goals of the Nation.

The significantly higher prevalence of implant
among urban women may be due to cost and the
expertise required for insertion. This may be a
reflection of the inequitable distribution of health
resources which needs to be addressed.

The gap between prevalence of ever use and
current use indicate a drop out. Fear of side effects
has been cited in some studies as the reason for
discontinuation of use.*®*’ In the FGD, the women in
the rural area complained that methods such as
injectable caused unnecessary side effects. The
aversion to using terminal methods may be related to
cultural background and the non anti-natalist nature
of the National FP policy but in places like rural
India, use of terminal methods is common.%®

This fear of side effects also has other negative
implications for modern FP utilization. Both
guantitative and qualitative data show that women in
both areas would rather use modern contraceptives
only to limit family size and not for spacing, mainly
due to their perceived fear of side effects. It is
possible that many may have obtained wrong
information from unreliable sources. This is an area
that should be targeted by health educators to dispel
myths. Other researchers in other parts of Africa
have made similar observations.*?

It is surprising that married women in the urban
area had the lowest proportion of modern FP use
with a significant difference. This contradicts the
national pattern.?! It is possible that their spouses did
not approve or they were afraid of side effects. In
Ethiopia, a higher proportion of urban married
women were users and they were also more likely to
decide on modern contraceptive use than the rural
women.?* Similar to this study, a study in Mpwapwa
Tanzania found that current number of living
children was a factor that was significantly
associated with current use of modern
contraceptives.*? A majority of the discussants
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expressed unmet fertility desires especially in the
rural areas. Preference for higher number of children
by rural families was also reported in other parts of
Africa.5061626364  Analysis of pooled data from
several NDHSs showed that more than two-thirds of
the sample had unmet fertility desires; more than half
(52.4%) had fewer children than desired while only
18.1% had more than desired. Multivariate analysis
showed that low levels of education, poor
households, rural residence and previous child death
increased risk of unmet fertility desires?. In rural
Northern Nigeria, uncertainty about child survival
and male preference influence decisions on family
size.% This trend in unmet fertility desires obviously
has implications for population control. More
education on importance of having smaller families
is needed in order to increase contraceptive
uptake.42:5862636468667 £ rthermore, none of the
discussants mentioned health reasons as the reason
for unmet fertility needs. This exposes a knowledge
gap among the women. Having many children
especially in quick successions will likely take its toll
on both mother and child and our already poor
maternal and infant health indices will see no
improvements. On the other hand, it appears that
both rural and urban women appreciate the
importance of formal education. Almost all of them
cited poor economic conditions which limits their
capability to provide formal education for their
children as the main reason to curtail family size.

The significance of female empowerment and
education is shown in this study. This compares with
other rural studies where a significant association
between higher level of education and use of modern
family planning method.® Some authors have argued
that education provides new outlook and freedom
from traditions and further that highly educated
women have more decision-making power within
marriage, including decisions about reproductive
health.42'68'69’70’71'72

Other researchers in Nigeria and other parts of
Africa have found that male approval and decision
making are very important in the utilization of FP
services.*25°%.7374 Here, spousal approval of use of
family planning method was significantly higher in
the urban area compared to rural but this did not
reflect in the use of modern FP methods by the

spouses themselves as more rural than urban spouses
were users. This indicates that spousal approval may
not necessarily translate to use by the same spouse in
the studied population.#2707576.77.78.7980 Moreover, if
the woman is using modern FP, then there may not
be any need for the man to use. In 2009, the World
Health  Organization  highlighted the non-
involvement of men in FP interventions as a
drawback to the success of FP activities® and non-
consent of partners to FP methods ranked next to
fertility concerns as barriers to FP use.%® It was noted
by one of the urban discussants that the men do not
like using condoms and so they willingly consent to
use of artificial contraceptives by their wives thus
showing some involvement. It has been suggested
that there is a need to carry men along in FP
campaigns and to educate males on reproductive
health issues as early as possible in their formative
years.®?

Despite the attendant health risks, induced
abortion as seen among the respondents exposes the
unmet need for modern FP. It is even possible that
some of them maybe using abortion as a means of FP
as was found in Ibadan, Southwest Nigeria.®® This is
against the backdrop of high prevalence of unsafe
abortion in Nigeria where abortion is illegal.

Conclusions

Prevalence of utilization is similar in both urban
and rural areas and much higher than the National
and regional average. Respondents’ socio-
demographic and economic factors as well as beliefs
determine utilization.

In the rural area, the factors that were
significantly associated with higher rate of use were
younger age, lower parity, being employed and
spouse in employment. Predictors of modern FP use
in the rural area were being a Christian, being
employed, spouse having formal education while in
the urban area, it was having fewer children. For both
rural and urban women, ideal family size was higher
than the desired number of children. Most men in
both areas do not like any FP method but some of
them support their wives. Spousal approval for
modern family FP use was significantly better in the
urban areas.
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Rural programs to improve female empowerment
and formal education among males should be
implemented. FP education programs for males
should be implemented in both areas to improve
male involvement. Well-designed Behavioral
Change Communication (BCC) should also be
targeted at women who have no reason for non-use
to convince them on the benefits to the individual,
community and the nation. More research is needed
to further understand the different dimensions of
contraceptive use in Nigeria.
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Table 1
Respondents’ history of last pregnancy

Variable Rural (%) Urban (%) %2 p
Last pregnancy desired

Yes 256 (85.3) 260 (86.7) 0.22 0.638
No 44 (14.6) 40 (13.3)

Total 300 (100) 300 (100)

Carried pregnancy to term

Yes 276 (92.0) 290 (96.7) 6.11 0.013*
No 24 (8.0) 10 (3.3)

Total 300 (100) 300 (100)

Reason for not carrying pregnancy to n=24 n=10

term

Had miscarriage 5 (20.8) 2 (20.0) 1.99 0.370
Had TOP for Medical reasons 4 (16.7) 0(0.0)

Personal decision to terminate 15 (62.5) 8 (80.0)

Total 24 (100) 10 (100)

Person who performed TOP n=15 n=8

Nurse/Midwife 4 (26.7) 2 (25.0) 4.26 0.248+
Doctor 7 (46.7) 5 (62.5) 0.34

Patent medicine dealer 4 (26.7) 0(0.0) 4.03

Myself 0 (0.0) 1(12.5) 1.00

Total 15 (100) 8 (100)

tFisher’s exact p, *Significant
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Table 2
Desire for more children and couples’ use of family planning methods

Variable (n=300) Rural (%) Urban (%) %2 p
Desire more children
Yes 167 (55.7) 219 (73.0) 19.64 <0.001*
No 133 (44.3) 81 (27.0)
Currently using FP method
Yes 154 (51.3) 147 (49.0) 0.33 0.568
No 146 (48.7) 153 (51.0)
Total 300 (100) 300 (100)
Spouse currently using FP
Yes 36 (12.0) 69 (23.0) 12.57 <0.001*
No 264 (88.0) 231 (77.0)
Total 300 (100) 300 (100)
Currently using modern FP
Yes 145 (48.3) 122 (40.7) 3.24 0.059
No 155 (51.7) 178 (59.3)
Total 300 (100) 300 (100)
Spouse approved of using the FP n=145 n=122
Yes 98 (67.6) 106 (86.9) 12.64 <0.001*
No 47 (32.4) 16 (13.1)
Total 145 (100) 122 (100)
Spouse currently using modern FP
Yes 21 (7.0) 53 (17.7) 15.78 <0.001*
No 279 (93.0) 247 (82.3)
Total 300 (100) 300 (100)
Modern FP used by spouse
Condom 21 (100) 53 (100)
Total 21 (100) 53 (100)
Who took decision on use of FP
Myself 39 (25.7) 30 (23.1) 1.94 0.380
Spouse 6 (3.9) 10 (7.7)
Joint decision 107 (70.3) 90 (69.2)
Total 152 (100) 130 (100)
*Significant

Social Medicine (www.socialmedicine.info) - 26 - Volume 12, No. 1, January — April 2019


http://www.socialmedicine.info/

Table 3
Socio-demographic variables affecting use of modern family planning methods

Variable Use of modern FP (%)
Rural (n = 300) Urban (n = 300)
Yes No Total Yes No Total
Age (years)
16 - 20 6 (37.5) 10 (62.5) 16 4 (40.0) 6 (60) 10
21-25 11 (32.4) 23 (67.6) 34 20 (51.3) 19 (48.7) 39
26 — 30 42 (44.7) 52 (55.3) 94 59 (57.8) 43 (42.2) 102
31-35 59 (71.1) 24 (28.9) 83 46 (63.0) 27 (37) 73
36 — 40 33 (50) 33 (50) 66 31 (59.6) 21 (40.4) 52
41 -45 5(71.4) 2 (28.6) 7 9 (37.5) 15 (62.5) 24
¥*=219 df=5 p=0.0011* ¥>=6.60 df=5 p=0.256}
Marital status
Single 4 (33.3) 8 (66.7) 12 2 (50.0) 2 (50.0) 4
Married 112 (52.8) 100 (47.2) 212 150 (58.1) 108 (41.9) 258
Co-habiting 18 (42.9) 24 (57.1) 42 15 (57.7) 11 (42.3) 26
Separated 12 (66.7) 6 (33.3) 18 0 (0) 6 (100) 6
Widowed 10 (62.5) 6 (37.5) 16 2(3.3) 4 (66.7) 6
¥%>=5.40 df=4 p=0.249 1> =9.46 df=4 p=0.035¢
Religion
Christian 97 (57.4) 72 (42.6) 169 96 (57.5) 71 (42.5) 167
Islam 56 (44.4) 70 (55.6) 126 72 (55.8) 57 (44.2) 129
Others 3 (60.0) 2 (40.0) 5 1(25.0) 3 (75.0) 4
¥2=4.98 df=2 p=0.083 ¥?>=1.70 df=2 p=0.464f
Number of children
1 11 (25.6) 32 (74.4) 43 14 (33.3) 28 (66.7) 42
2 44 (52.4) 40 (47.6) 84 66 (57.4) 49 (42.6) 115
3 33 (55.0) 27 (45.0) 60 55 (72.4) 21 (27.6) 76
4 37 (56.1) 29 (43.9) 66 31 (57.4) 23 (42.6) 54
>5 31 (66.0) 16 (34.0) 47 3(23.1) 10 (76.9) 13
¥?= 16.35 df= 4 p=0.003* ¥?=2290 df=4 p<0.001*

tFisher’s exact p, *Significant
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Table 4
Socio-economic variables affecting use of modern family planning methods

Variable Use of modern FP (%)
Rural (n = 300) Urban (n = 300)
Yes No Total Yes No Total
Education
No formal 11 (45.8) 13 (54.2) 24 4 (30.8) 9(69.2) 13
Primary 31 (38.8) 49 (61.3) 80 27 (58.7) 19 (41.3) 46
Secondary 82 (56.6) 63 (43.4) 145 103 (58.9) 72 (41.1) 175
Post secondary 32 (62.7) 19 (37.3) 51 35 (53) 31 (47) 66
7%= 9.56 df=5 p=0.023* 1’=4.30 df=6 p=0.231
Occupation
Unemployed 23 (35.4) 42 (64.6) 65 42 (55.3) 34 (44.7) 76
Unskilled 16 (69.6) 7 (30.4) 23 10 (52.6) 9 (47.4) 19
Semi-skilled 56 (51.4) 53 (48.6) 109 52 (54.2) 44 (45.8) 96
Manual skilled 36 (65.5) 19 (34.5) 55 37 (57.8) 27 (42.2) 64
Non-manual skilled 16 (48.5) 17 (51.5) 33 25 (71.4) 10 (28.6) 35
Intermediate 9 (90.0) 6 (40.0) 15 3 (33.3) 6 (66.7) 9
Professional 0 0 0 0(0) 1 (100) 1
¥%= 1459 df= 5 p=0.012* =685 df=6  p=0.323%
Spouse’s education
No formal 3(18.8) 13 (81.3) 16 1(25.0) 3(75.0) 4
Primary 28(60.9) 18 (39.1) 46 10 (43.5) 13 (56.5) 23
Secondary 70(51.5) 66 (48.5) 136 98 (60.5) 64 (39.5) 162
Post secondary 55 (53.9) 47 (46.1) 102 60 (54.1) 51 (45.9) 111
¥>=8.70  df=3 p=0.034* ¥=452  df=3 p=0.213%
Spouse’s occupation
Unemployed 1(33.3) 2 (66.7) 3 3(42.9) 4 (57.1) 7
Unskilled 8 (47.1) 9(52.9) 17 7 (50.0) 7 (50.0) 14
Semi-skilled 68 (59.1) 47 (40.9) 115 77(63.6) 44(36.4) 21
Manual skilled 32 (41.6) 45 (58.4) 77 35(50.0) 35 (50.0) 70
Non-manual skilled 18 (50.0) 18 (50.0) 36 29 (69) 13 (31.0) 42
Intermediate 17 (44.7) 21 (55.3) 38 14 (51.9) 13 (48.1) 27
Professional 12 (85.7) 2 (14.3) 14 4(21.1) 15 (78.9) 19
¥>=1353  df=6 p=0.026* 2= 17.11 df=6 p= 0.008+*

Fisher’s exact p, *Significant

Social Medicine (www.socialmedicine.info) -28 - Volume 12, No. 1, January — April 2019


http://www.socialmedicine.info/

Table 5
Predictors of use of modern FP by couples in rural and urban areas

Variable OR 95% ClI B SE z
Lower Upper

Rural

Constant - - - -2.8577 0.9424 -3.0324
Age (year) 0.9877 0.9372 1.0410 -0.0124 0.0268 -0.4612
Religion (Islam/Christian) 0.5674* 0.3329 0.9671 -0.5666 0.2720 -2.0830
Occupation (Unskilled/Unemployed) 5.0257* 1.6285 15.5102 1.6146 0.5750 2.8081
Occupation (Semi-skill/ Unemployed) 2.4970* 1.2142 5.1353 0.9151 0.3679 2.4875
Occupation (Manual skill/ Unemployed) 4.6901* 2.0400 10.7827 1.5455 0.4247 3.6385
Spouse education (Primary/None) 8.2210* 1.8612 36.3119 2.1067 0.7579 2.7797
Spouse education (Secondary/None) 4.4717* 1.1204 17.8466 1.4978 0.7062 2.1210
Spouse education (Post-secondary/None) 5.2412* 1.2208 22.5017 1.6566 0.7434 2.2283
Number of children 1.4275* 1.1604 1.7561 0.3560 0.1057 3.3677
Urban

Constant - - - -0.6931 0.3273 -2.1176
Number of Children (2/1) 2.6939* 1.2848 5.6484 0.9910 0.3778 2.6233
Number of Children (3/1) 5.2381* 2.3184 11.8347 1.6560 0.4159 3.9820
Number of Children (4/1) 2.6957* 1.1659 6.2327 0.9916 0.4276 2.3188
Number of Children (>5/1) 0.6000 0.1420 2.5347 -0.5108 0.7352 -0.6948

*Significant
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