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DEFINITION OF TERMS

Family Planning: Family planning is the term used to refer to the preparation, knowledge, and
methods that assist people to plan and attain their desired family size and to determine the
spacing of pregnancy (WHO, 2018). It applies to the technique of spacing births or preventing
unwanted pregnancy and treatments for infertility.

Contraceptives: Contraceptives are the methods used to prevent pregnancy for achieving the
desired family size and spacing (WHO, 2018). Thus, contraceptives are used to assist
individuals and couples to implement their FP decisions. The majority of the available
contraceptive methods are for women, with men having a limited choice of modern methods,

mainly limited to male condoms and sterilization (vasectomy) (WHO, 2018).

Modern contraceptive methods: modern contraceptive methods include hormonal implants,
IUDs, female and male sterilization, hormonal pills and injectables, male and female condoms
and other supply methods; and modern methods of periodic abstinence (the Standard Days
Method and TwoDay Method) (Singh et al., 2014)

Traditional contraceptive methods: Traditional methods include other periodic abstinence
methods, the lactational amenorrhea method (which involves exclusive breast-feeding for up

to six months postpartum), withdrawal and folk methods (S. Singh et al., 2014).

Contraceptive Prevalence Rate: The percentage of women aged 15-49 years, who are
currently using, or whose sexual partner is using, at least one method of contraception,
regardless of the method used (WHO, 2018).

Modern contraceptive prevalence rate (mCPR): The percentage of women aged 15-49 years,
who are currently using, or whose sexual partner is using, a modern method of contraception
(FP2030, 2021).

Reproductive age group: refers to women who are between the age group of 15-49 years
(WHO, 2018).

Unmet Need for Family Planning: Unmet need for family planningis defined as the
percentage of women who do not want to become pregnant but are not using contraception to

prevent pregnancy (Bradley, S. E et al., 2018)
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Contraceptive method mix: the percentage distribution of total contraceptive users across
various methods, and it reflects the availability of a range of contraceptive methods (Bertrand
et al., 2020).

Contraceptive discontinuation rate: Users who discontinue using a specific contraceptive
method within a specified time period of beginning its use, after an episode (period of
uninterrupted) of contraceptive use (FP2020, 2017). Users who switch to another method are
considered to have discontinued the previous method at the time of switching. E.g., 12-month

discontinuation rates or 2-year discontinuation rates.

Male involvement in family planning: Male involvement in family planning refers to when
a male partner or husband accepts, discusses, and supports their female partner’s needs,

choices, and rights in fertility regulation methods and sexual behaviours (Abose et al., 2021).
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ABSTRACT

Background: More than one in ten married women or women in union worldwide are said to
have an unmet need for family planning, meaning that they are exposed to pregnancy and do
not wish to get pregnant but not using contraception. This exacerbates current challenges in
reproductive health, such as maternal mortality, teen pregnancy, and the global spread of HIV.
To lower a country's maternal and newborn mortality rates and stop the spread of infectious
diseases like HIVV/AIDS, contraceptive usage continues to play a pivotal role. Economic, social,
and cultural constraints make it difficult for many women, especially those living in rural
communities, to gain access to family planning services. The Nigeria Demographic and Health
Survey (NDHS) reported that approximately 20 percent of women who did not want to get
pregnant were not utilizing contraceptives. Men are increasingly acknowledged for their role
in women's access to and use of family planning services. This is because male participation in
family planning services has the potential to increase the adoption of contraceptives and
improve their effective use and continuation through spousal communication. Men's role in
determining whether or not a couple uses FP varies across settings and contexts. WWomen in
sub-Saharan Africa (SSA), including Nigeria, are increasingly opting for injectable
contraception as their preferred option. An increasing number of individuals are using depot-
medroxyprogesterone acetate (DMPA-SC) for family planning (FP) since it is discreet, easy to
use, and highly effective. In Nigeria, there is a paucity of information about factors influencing
the adoption and uptake of DMPA-SC among women and especially regarding male partner

involvement.

Methods: The study uses qualitative and quantitative data from the Innovations for Choice and
Autonomy (ICAN) project, a research collaboration between the University of California-San
Francisco (UCSF) and Akena Plus, a Nigerian research organization. The study population
consisted of a total of 90 participants, 30 women of reproductive age group 15-45 years who
were users of DMPA-SC and 60 men between the ages of 18 and 65 who were partners of users
of DMPA-SC, enrolled from two primary health facilities in Kaduna State, Nigeria, in June
2022. The qualitative component constituted in-depth interviews with 30 women. Quantitative
surveys included semi-structured interviews to collect information from married men regarding
their knowledge, attitudes and perception of family planning, including DMPA-SC; qualitative
data were analyzed thematically using Microsoft Excel and Dedoose 9.0.62 software.
Quantitative data were analyzed using SPSS version 20.
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Results: The factors that influenced women's use of DMPA-SC were interrelated across
different levels of the socioecological model (SEM). The motivators and barriers were
identified across the intrapersonal, interpersonal, community and organizational levels.
Commonly mentioned motivators at the individual levels were adequate knowledge about and
positive experience with DMPA-SC, barriers at the individual level included lack of access to

information, fear of injections and lack of confidence to self-inject.

At the interpersonal level, motivators to use were partner approval, good spousal
communication and partner support; demotivators at this level were partner disapproval, lack
of partner support and limited autonomy in decision-making. At the health system levels,
common factors that facilitated the use of DMPA-SC included competence and positive
attitude of health workers, quality of services provided, the proximity of health facility to home
and availability and affordability of services. Negative influences at health system levels
included negative attitudes of health providers, injectables being out of stock and non-provision

of adequate information by health providers.

At the community level, the positive factor that influenced women's use of DMPA was a
recommendation from other women in the community, while negative influences included
social norms putting pressure on women to give birth to many children, son preference and
stigmatization of adolescents for seeking contraceptives; others included gender and religious
norms for women to be subservient to their spouses and the belief that children were gifts from

God and should not be refused.

Concerning male involvement in their partners' use of contraception, men generally had good
knowledge about contraception, but it was less specific to DMPA-SC. More than half of the
male respondents had favourable attitudes to contraception. Still, many had unfavourable
domineering perceptions about their roles in FP decision-making, rooted in gender norms that
recognized men as the main decision-makers, giving women limited autonomy in decision-
making. More than half of the men were actively involved in their partner's use of
contraception, and this was reflected for the majority through approval of partner use, spousal
communication, and support of partner use of DMPA-SC. Factors associated with male
involvement in partners' use of DMPA-SC included discussions about FP in the past year,

decision-making on when to have another child, the opinion that couples can use family
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planning to avoid getting pregnant if they want to and discussion of FP with others, specifically

a friend.

Conclusion: The application of the Social Ecological Model identifies mediators associated
with DMPA-SC use and suggests areas for interventions to meet women's needs at the
intrapersonal, interpersonal, community, and societal levels. The study recommends the
consideration of the role of these influences in the design of FP program interventions. The
findings direct the need to adopt a targeted approach focusing on couples, reorient policy and
program efforts for FP counselling and behavioural changes in men, and address broader
gender issues, given the prevailing social norms surrounding family planning. Transformative
programming must extend beyond men to also target health service providers and the

community at large in order to provide an enabling environment for transformative change.
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1.0 CHAPTER ONE: INTRODUCTION

1.1 Background

Access to modern contraceptive methods is a component of the right to reproductive and sexual
health, a crucial aspect of the universal right to health (Sundewall & Kaiser, 2019).
Contraception is the use of any number of methods (devices, sexual behaviours, chemicals,
medications, or surgical procedures) with the specific goal of preventing pregnancy. Therefore,
any method or equipment intended to prevent a woman from becoming pregnant can be
categorized as a contraceptive (Jain & Muralidhar, 2011). Family planning (FP), on the other
hand, helps people spread out their pregnancies and attain their desired family size. This can
be accomplished by using techniques of contraception as well as infertility treatments (Institute
of Medicine, 2009).

Access to contraception is now generally considered as a fundamental component of any
comprehensive development strategy (Bongaarts, 2014). The international agreement on this
issue has been demonstrated by the United Nations (UN) Millennium Development Goals and
Sustainable Development Goals (SDGs) which have components aimed at addressing universal
access to reproductive health care, including family planning. In addition to allowing couples
to plan the number and spacing of their children, it contributes to the population's overall
quality of life and health (Leon-Larios et al., 2019). It has been established that contraceptive
use plays an essential role in preserving the optimal health and well-being of mothers and their
children since its adoption might reduce maternal mortality by 30% and childhood mortality
by 10% (Cleland et al., 2012). Furthermore, improved access to contraception can decrease
fertility rates, alleviating poverty and food insecurity (Staveteig et al., 2018). It also provides
additional benefits, such as enhancing educational options for women. Additionally, it
contributes to achieving a responsible and sustainable increase in population (UNFPA, 2022;
World Health Organization, 2020b). Contraception use continues to be an essential strategy in
lowering mother and infant mortality rates and avoiding the spread of infectious diseases such
as HIV/AIDS in developing nations (Crankshaw et al., 2016; Sherwood et al., 2021). Despite
these benefits, contraceptive utilization varies widely among demographic subgroups, resulting
in disparities in fertility rates, mother and child health, and outcomes in various nations
(Alkema et al., 2013).
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1.1.1 Global Commitments and Development Strategies

From the International conference on Population and Development (ICPD), the Millennium
Development Goals (MDGs 2000-2015) to the Sustainable Development Goals (SDGs 2015—
2030), FP2020 and currently FP2030, the global development agenda has reaffirmed a
commitment to sexual and reproductive health (SRH), including FP for several decades
(FP2030, 2021; UNFPA, 2019; United Nations, 2007). These commitments have been

reaffirmed in each successive iteration of the global development agenda as shown in Table 1.

Table 1. International Goals on Contraception

International ICPD MDGs SDGs FP2020, FP2030
Goal on

contraception

Access to sexual | One of the main MDG 5B: By | 3.7 By 2030, ensure FP2020: By 2020 to
and reproductive | objectives of the ICPD 2015 achieve | universal access to reach an additional
health care was to guarantee universal sexual and reproductive | 120 million users of
services universal access to a access to health-care services, modern contraception

comprehensive range of
reproductive health
services, encompassing
family planning, safe and
legal abortion, as well as
quality maternal and
neonatal care.

reproductive
health.

including for family
planning, information
and education, and the
integration of
reproductive health into
national strategies and
programmes

in the world’s 69
lowest-income
countries;

FP2030: by 2030, to
ensure universal
access to sexual and
reproductive health-
care services,
including for family
planning, information
and education, and
the integration of
reproductive health
into national
strategies and
programmes

Universal access
to sexual and
reproductive
health and
reproductive
rights

The International
Conference on
Population and
Development (ICPD)
recognizes reproductive
health as a fundamental
human right,
emphasizing informed
choices, access to
comprehensive services,
women's right to safe
abortion, gender
equality, and the rights
of adolescents

5.6 Ensure universal
access to sexual and
reproductive health and
reproductive rights as
agreed in accordance
with the Programme of
Action of the
International
Conference on
Population and
Development and the
Beijing Platform for
Action and the outcome

FP2020:to empower
women and girls by
investing in rights-
based family
planning.
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documents of their
review conferences

The ICPD nprioritized reproductive health as a basic human right, with the goal of
ensuring access to essential reproductive health services such as family planning, safe abortion,
and quality maternal and neonatal care (UNFPA, 2013). The focus was on promoting women's
empowerment and facilitating informed decision-making regarding reproductive health, with
the aim of fostering broader social and economic development (UNFPA, 2013). The ICPD and
MDG Target 5B both aim to improve maternal health and reproductive rights. MDG Target 5B
takes the broader objectives of the ICPD and turns them into specific, time-bound targets. The
MDG Target 5B called for universal access to reproductive health care (United Nations, 2007)
with a focus on health. The SDGs in addition to Goal 3 (health) incorporated Goal 5 (gender
equity and women empowerment) and specifically mentioned family planning as a key
indicator in the targets for reproductive health for Goals 3 and 5 (UNFPA, 2019). A shift from
the previous Millennium Development Goals (MDGs), in which they were not explicitly
included. FP2030 succeeded the FP2020 global initiative that ran from 2012 to 2020. FP2030
builds upon and expands upon the best aspects of FP2020, including the emphasis on high-
quality data and evidence, while embracing changes that emphasize country leadership, equity,
inclusion, mutual accountability and transparency (FP2030, 2021). Rather than establishing a
numerical target for the initiative as a whole, the FP2030 partnership supports the family
planning objectives of each country. Moreover, rather than focusing on a specific list of
countries, the FP2030 partnership is open to any country or organization that wishes to commit

to advancing rights-based family planning.

1.1.2 Contraceptive Techniques and Preferences

Research has identified differences in contraceptive technique preference and use patterns. In
low- and middle-income nations, hormonal contraceptives are one of the most popular
contraceptive choices. Hormonal contraceptives are available in various forms, including pills,
contraceptive skin patches, vaginal rings, implants, hormone-releasing intrauterine devices,
and injectables. In Southeast Asia, the intrauterine device is the most prevalent contraceptive
method, used by 18.6% of women (United Nations, 2019). In Europe and North America, the
female condom and contraceptive pill are the most frequently used methods (14.6% and
17.68% of women, respectively), whereas, in Latin America and the Caribbean, the pill and

female sterilization are the most commonly used methods (14.9% and 16.0%, respectively)
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(United Nations, 2019). Only in Sub-Saharan Africa are injectables the most commonly used
method, with a prevalence of 9.6% among women of reproductive age (United Nations, 2019).
According to an analysis of data from 48 African countries’ Demographic and Health Surveys
(DHS), injectable hormonal contraceptives are the most often used method in Sub-Saharan
Africa (Tsui et al., 2017).

In Sub-Saharan Africa, injectable contraceptives have become a common choice. Research
conducted in a few African countries have shown that FP providers favour the subcutaneous
form of FP over the intramuscular form because it is less time-consuming, causes less pain,
and is more popular among women (Burke, Mueller, Packer, et al., 2014a; Burke et al., 2018).
Additionally, the delivery of the subcutaneous form of DMPA does not require other
consumables like needles that could be out of stock. The sub-cutaneous form of the three-
month progestin-only injectable contraceptive is known as depot-medroxyprogesterone acetate
(DMPA-SC)

The distinctive qualities of DMPA-SC self-injection such as reduced dose, all-in-one
presentation, simplicity of transportation, provider and patient acceptance of injections, make
it a good candidate for self-injection (Kim et al., 2017). Self-injection (SI) of DMPA SC has
been demonstrated to be practical and has acquired popularity among women in Senegal and
Uganda. (Cover, Namagembe, et al., 2017; Di Giorgio et al., 2018; Liu, Shen, et al., 2018).
Additionally, studies have demonstrated that community health workers (CHWSs) may safely
administer DMPA-SC in the community (Burke, Mueller, Packer, et al., 2014a; Mwembo et
al., 2018). However, less attention has been placed on user-defined values such as the desire
for autonomy, discretion, independence and control and partner involvement in users’ DMPA-

SC journey.

1.1.3 Self-Care Interventions in Reproductive Health and introduction of DMPA-SC

Self-care interventions are innovative enhancements designed to improve health and well-
being for the users of these treatments and health systems as a whole (World Health
Organization, 2020a). They enable people to take charge of their own health by preventing
illness, fostering a healthy lifestyle, and dealing with health issues on their own, whether or not
a medical professional is available to assist them. Examples of self-care interventions include
self-injectable contraception, home misoprostol use after an early abortion, and HIV self-

testing among key populations. These programs aim to remove barriers to access and use of
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health services (Pachauri et al., 2022). The Consolidated Guideline on Self-Care Interventions
for Health: Sexual and Reproductive Health was published by the World Health Organization
in 2019 (World Health Organization, 2020a). This contained new suggestions that self-
injectable contraception should be made available as an additional family planning delivery
option and guidance on high-quality family planning services. Self-injection of contraception
is a revolutionary approach that gives women more autonomy and control over if and when
they want to have children while reducing the time and costs associated with clinic visits. The
DMPA-SC has the potential to alleviate the burden on women of having to transport themselves
to a health facility to obtain contraception, lowering the stigma associated with contraceptive
requests in some countries. DMPA-SC is now being launched in numerous Sub-Saharan
African countries, including Nigeria (Liu, Schatzkin, et al., 2018; Magalona et al., 2022). There
is, however, currently insufficient evidence to conclude that it is widely used in Nigeria (Wood
etal., 2022).

At the London Conference of 2012 (UK AID, 2012), the Nigerian government pledged to the
Family Planning 2020 (FP2020) community to expand access to FP services and increase the
mCPR to 27% by 2024 (PMA2020, 2017). DMPA-SC was introduced into Nigeria's
contraceptive method-mix in 2015 as part of the strategy to meet the aim. Nigeria is working
to implement public, private, and community-based health initiatives, such as the task shifting
task sharing (TSTS) model, which allows community health professionals to provide FP
information and services, including injectable contraceptives like DMPA-SC in their
communities (Charyeva et al., 2015; Liu, Schatzkin, et al., 2018). Many studies have been
conducted to determine whether women in Nigeria are comfortable using self-injectable
contraceptives, but they have primarily focused on the country's southern regions (Eremutha
& Gabriel, 2019; Liu & Mao, 2019; Osinowo, 2021b; Schatzkin et al., 2018). Evidence on the
factors influencing women's use of this novel form of contraception is limited, particularly in

the northern part of the country.

1.1.4 Male Involvement in Reproductive Health

Male involvement in reproductive health is a term that encompasses men’s acceptance and
expression of support for their partners' needs, choices, and rights, and also their own use of
contraception as well as reproductive and sexual behaviour to promote respect for human
rights and equity (Toure, 1996). According to Green et al., male involvement in reproductive

health is an intersecting approach that refers to involving men as clients, partners, and agents
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of positive change in matters pertaining to reproductive health (Greene et al., 2006). Men are
often the primary decision-makers and livelihood providers in many developing countries,
determining women's access to economic resources. This has implications for maternal health
because it determines women's nutritional status, especially during pregnancy, women's access
to maternal health services including family planning, and women's chances of receiving
reproductive health care (Yargawa & Leonardi-Bee, 2015), which are crucial for preventing
maternal mortality and morbidity. It is widely acknowledged that men's knowledge of and their
support for contraception have a significant impact on women's adoption and use of FP,
particularly in patriarchal cultures such as Nigeria’s (Adanikin et al., 2017; Ezeanolue et al.,
2015; Prata, Bell, et al., 2017). According to research, contraception use and spousal
communication are positively correlated (Abose et al., 2021; Challa et al., 2020). Nevertheless,
there is a dearth of data on FP support and use from a male perspective (Marshall & Gomez,
2015). In addition, many FP initiatives are developed without considering men's role in
influencing their female partners' decision to use contraception (Hardee et al., 2017). There is
a gap in literature on studies that examine men's understanding of contraceptive options and

their involvement in their partner's use of self-injectable contraceptives.

1.1.5 The ICAN Project

The Bill and Melinda Gates Foundation is supporting the Innovations for Choice and
Autonomy (ICAN) project, a research collaboration between the University of California-San
Francisco (UCSF) and Akena Plus, a Nigerian research organization. ICAN is currently
conducting research to understand better how self-injection (SI) of DMPA-SC can assist
women in Nigeria and other countries in making informed contraceptive choices (Suchman et
al., 2023). Its objectives are to determine which women are most likely to be interested in self-
injection (SI), to evaluate how well current programmes that provide DMPA-SC for Sl are
meeting the needs of a variety of women seeking contraception, to examine the relationship
between Sl and sexual and reproductive empowerment and autonomy, and to provide support
for implementation research to DMPA-SC Sl implementing partner programmes. ICAN
collects qualitative and quantitative data through various methods including surveys, client exit
interviews, mystery client interactions, and in-depth interviews among health providers and

users of contraceptive services and products.
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1.1.6 Theoretical Framework: Applying the Socio-ecological Model (SEM) to
Contraceptive Decision-Making and Partner involvement

This research involves the secondary analysis of some of the data generated by the ICAN
project to investigate the factors that influence women's use of DMPA-SC for self-injection,
with a focus on their partners' involvement in their contraceptive journey. This study will
employ the Socio-ecologic Model (SEM) as the theory-based framework for understanding
women's behaviours and their partners' involvement in their use of contraception and DMPA-
SC. The socioecological framework was first suggested by Bronfenbrenner in the 1970s as an
ecological systems theory (Bronfenbrenner, 1977) and was later redefined by McLeroy et al. as
a framework to promote health-related behavioural change (McLeroy et al.,
1988). Bronfenbrenner’s socio-ecological model is a framework for analyzing the dynamic
interaction between personal and environmental factors that influence human development.
(Bronfenbrenner, 1977). McLeroy (1988) proposed a multidimensional approach,
incorporating the physical and social environment as well as acknowledging the importance of
personal factors in health behaviour. The framework emphasizes how intrapersonal and
interpersonal characteristics, as well as the broader societal and community contexts impact
people's behaviours and perceptions (Mutumba et al., 2018). It illustrates social interactions
among various stakeholders at different levels of the ecosystem and makes a compelling case
for understanding how structural and social spheres interact to shape behaviour (Seth et al.,
2021). At its centre is the individual whose behaviour is influenced by their own knowledge,
beliefs, and attitudes. The second layer of the framework focuses on interpersonal factors,
including family, partner/spouse, and peers. At the community level, factors such as beliefs
and norms exist. The fourth layer represents organizational systems, characteristics, and rules
and regulations that constrain individual behaviour, such as service systems and social systems.
While the fifth layer represents policies, strategies, and guidelines at the local, state, and

national levels. (Chimphamba Gombachika et al., 2012).

This conceptual framework was selected because it is all-encompassing and captures the
complexity of the multiple interacting layers of individual, interpersonal, communal, and
societal factors that influence human behaviour. It has been applied to explore determinants of
contraceptive use behaviour and male involvement in family planning (Chimphamba
Gombachika et al., 2012; Ezumah, 2020; Sekine et al., 2021; Seth et al., 2021; Shand, 2021).
While recognizing that couples are situated within an ecosystem, the utilization of

contraception by women and the involvement of men in family planning is influenced by an
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interplay of actors and factors lying at multiple levels of the ecosystem, aligned to the SEM
(Seth et al., 2021). There are many revisions and adoptions of the SEM, which use slightly
different classifications of these levels. This study adapted four levels of McLeroy et al.’s
(1988) version of the SEM to explore the predictors of contraceptive use and male partner
involvement among Nigerian women at the individual, interpersonal, community and health

system levels, which is explained further in the methodology section below.

1.1.7 The Nigerian Context

Nigeria a nation with a rapidly expanding population, of whom roughly 46 million are women
of reproductive age. With a projected TFR of 5.3, Nigeria will become the world's fourth most
populous country by 2050, with a population of 379 million (National Population Commission
(NPC) [Nigeria] and ICF, 2019). As a result of patterns in fertility and mortality, more than
40 percent of the current population is under 15 years of age, creating a young population
structure. Within Nigeria's six geopolitical zones are its thirty-six individual states and the
country's single Federal Capital Territory (FCT). Local Government Areas (LGAS) are the
subdivisions of each state. There are 774 LGAs governed by an elected chairman (the chief
executive) and council members. Primary health care is the most extensive type of healthcare
available in the country, and LGAs ultimately manage and implement it. The primary
healthcare facilities frequently receive support from other community organizations resulting

in variations in the staffing, inventory, and funding of PHCs across the country.

Regarding reproductive health (RH), the federal government is responsible for developing
policies, strategies, directives, and plans that guide the Nigerian healthcare system. However,
it is the responsibility of the State Ministry of Health (SMOH) to implement these
recommendations and direct and coordinate health programmes in states and LGAs. The State
Primary Health Care Development Agency (SPHCDA) is responsible for implementing
appropriate reproductive health policies and programmes for primary health care with regard
to health facilities, equipment and staff. This includes resource mobilization, supply of the
equipment and commaodities to health facilities, employment, supervision and training of staff

at the primary health care level within the state.

The majority of the modern contraceptive method mix in Nigeria comprises condoms, pills,

and injectables. Injectable contraceptives and condoms are currently the most popular family
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planning options available. The continued low demand for FP services is a significant barrier
to increasing mCPR in Nigeria. This has been linked to concerns about side effects,
misunderstandings and myths about modern contraceptive methods, a lack of understanding of
the benefits of FP among traditional and religious leaders, and a lack of youth-friendly
information sources and services (Federal Ministry of Health, Nigeria, 2020). Also, while the
overall mCPR increased from 10% in 2013 to 12% in 2018, the age groups 15 to 19 and 20 to
24 saw decreases from 4.8% to 2.3% and 13.2% to 8.2%, respectively (Federal Ministry of
Health, Nigeria, 2020). This age group also saw a significant drop in satisfied demand for
modern contraception compared to other age groups. Nigerian women can obtain FP services
from both the public and private sectors. According to the FP Watch Outlet Survey (FPWatch,
2016), more than 80% of service delivery points for modern contraception in Nigeria are
provided by the private sector (Anyanti et al., 2017). The private sector comprises for-profit
hospitals, pharmacies, PPMVs, and a few faith-based and non-profit organizations that
traditionally provide free or discounted services. These entities, which are significant sources
of healthcare, especially in rural or urban slum areas, supply the majority of contraception in
Nigeria including condoms, pills, injectables, and emergency contraception.

1.1.7.1 The recent policy environment of family planning in Nigeria

Ensuring the continuous availability of high-quality FP goods and consumables in the public
sector remains a major concern in Nigeria. Major difficulties in providing family planning
services include a lack of trained and skilled service providers, inadequate integration of FP
with other maternal health programmes, provider bias in delivering services to young people
and sexually active unmarried women, and underuse of private sector community service
delivery points like CPs and PPMVs (Federal Ministry of Health, 2014).

The FMOH has made progress toward creating a more favourable environment for family
planning with the development of policy infrastructure including renewing its commitment to
the 2012 Summit on Family Planning; developing a national policy to increase private
providers' access to free FP commodities provided by the government; reviewing the National
Reproductive Health Policy and the Reproductive Health Strategic Framework; revising the
Essential Health Care Services Task Sharing and Evaluation Framework (Federal Ministry of
Health, 2014). In addition to these is the development of a DMPA-SC accelerated introduction
and scale-up strategy that would increase access to injectable contraceptives. As part of the

strategy’s total market approach, the Federal Ministry of Health is working to ensure that
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private sector contraceptive provision complies with public sector health standards and that
regulations support such provision (Federal Ministry of Health, 2014). Current regulations
prohibit pharmacists and PPMVs from administering injectable contraceptives because they
have not yet been considered sufficiently trained to administer hormonal contraceptives or any
injection (Federal Ministry of Health, 2019). Instead, they are only allowed to refer patients to
healthcare facilities. The Task Shifting and Task Sharing (TSTS) policy 2013 allows lower
cadre community health extension workers (CHEWS) to administer injectable contraceptives
to increase access to high-quality FP services (Federal Ministry of Health, 2014b). Despite not
being officially recognized as FP service providers, community pharmacists (CPs) and Patent
and Proprietary Medicine Vendors (PPMVSs) are important sources of access to contraception.
The NDHS reported that PPMV provided about 13% of injectables in 2013 and 9% in 2018
(National Population Commission [Nigeria] & ICF International, 2014; (National Population

Commission [Nigeria] & ICF International, 2018).

Some policy gaps exist, particularly regarding access to family planning services for
adolescents and young people. Currently, reproductive health policies do not address the fact
that young people have a legal right to freely and independently access all available methods
of contraception. Thus, the choice to offer contraception services to this age group is left to the
discretion of individual health professionals who constitute gatekeepers in communities where
norms strictly control sexuality among unmarried youth. Also, family planning in Nigeria
remains underfunded. Some of the issues are insufficient domestic funding for FP and the
delayed release of budgeted funds for FP, which causes significant delays in commodity
purchases (Federal Ministry of Health, 2014).

1.2 Statement of the problem

Nigeria's population is the largest in Africa, at 197 million, accounting for 47% of West Africa’s
population (World bank, 2019). Nigeria has the fastest-growing population among the world's
ten most populous countries (United Nations, 2019). According to Performance Monitoring
and Accountability 2020 (PMA2020) estimates, only 19% of married women in Nigeria use
modern contraceptives, and there is a significant unmet need for family planning at 22.6%
(PMAZ2020, 2017). The 2018 DHS report found a lower contraceptive prevalence rate (CPR)
of 17%, with the country's contraceptive discontinuation rate of 41% within two years
(National Population Commission (NPC) [Nigeria] and ICF, 2019). In addition, unmet need

for contraception was reported by 19% of married women and 48% of unmarried women.

25



Furthermore, only 28% of unmarried women utilizing that of modern techniques. Evidence
from the 2018 Nigeria Demographic and Health Survey (NDHS) also showed that one in five
adolescent girls between the ages of 15 and 19 were either mothers already or were expecting
their first child, showing the high prevalence of teenage pregnancy (National Population
Commission (NPC) [Nigeria] and ICF, 2019). The NDHS also found that nearly one in five
women who wanted to use contraception were not actually using any form of contraception
(National Population Commission (NPC) [Nigeria] and ICF, 2019). In spite of substantial
investments in family planning strategies, a large number of sexually active people are not

using any kind of contraception to prevent unwanted pregnancies.

Women living in developing countries face numerous barriers of economic, social, and cultural
nature when trying to obtain family planning (Osinowo et al., 2020). Some women live where
prevalent sociocultural norms prohibit the use of contraceptives. There are numerous instances
where women want to use family planning but are prevented from doing so because of
important decision-makers in their lives (e.g., their spouse, mother, or mother-in-law). The
most important interpersonal factor in determining whether or not FP is used is the relationship
with the male partner (Fleming et al., 2018). There is a widespread belief that African women
in marital or sexual unions should respect their partner's decisions and wishes (Imo et al., 2022),
in order to ensure stability in the relationship. This is the case in Nigeria, a patriarchal society
where male partners dominate reproductive decisions (OlaOlorun & Hindin, 2014). The effect
of male dominance on the decision-making process may negatively impact reproductive health
indices, as documented in a systematic review of studies in sub-Saharan Africa, where partner

disapproval was a strong predictor of contraceptive discontinuation (Blackstone et al., 2017).

Male involvement in family planning is reported to be low in sub-Saharan African countries
(Nmadu et al., 2019; Vouking et al., 2014), may contribute to high maternal health risks
(Morgan et al., 2017; Yargawa & Leonardi-Bee, 2015). It has the potential to weaken the
impact of family planning interventions and may be intertwined with uncontrolled fertility,
which impedes economic development (Koffi et al., 2018). Research has also shown that men's
disapproval of family planning contributes to the region's low prevalence of contraceptive use
(Blackstone et al., 2017). While some men believe they have no role in FP and that
contraception is women's business, others think that using contraception can lead to women
becoming promiscuous (Adanikin et al., 2017; Blackstone et al., 2017). Studies have also

demonstrated other associated male factors that have contributed to low family planning
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prevalence among women, such as the partner's desire for large family size, the partner's lack
of knowledge, the partner's lack of education, the partner's negative perception of family
planning use, and gender norms (Assefa et al., 2021; Kassa et al., 2022; Vouking et al., 2014).
These factors can influence important spheres of women's lives, including decision-making

regarding family formation, contraception, abortion, pregnancy and childbirth.

The foremost family planning initiative to advance global contraceptive uptake, Family
Planning 2030 (FP2030), formerly FP2020, has retained the traditional focus of FP on women
in spite of attention to gender at the 1994 International Conference on Population and
Development (ICPD) in Cairo calling for more active male involvement in reproductive health
to support the independent decisions of women (Wentzell & Inhorn, 2014). Studies have
demonstrated that male participation positively impacts the adoption and use of FP methods
and services, which may enhance maternal and reproductive health (Aventin et al., 2023). In
order to achieve key reproductive health indicators, men need to participate in joint decision-
making with their partners (Anbesu et al., 2022; Dockalova et al., 2016). To achieve sustainable
development goals (SDGs), men's direct involvement in reproductive health issues is crucial.
Furthermore, while understanding that the part men play is crucial to overcoming the barriers
women face in gaining access to FP, such research has often been given little attention in sub-

Saharan African contexts. (Withers, Dworkin, Onono, et al., 2015).

In sub-Saharan Africa, injectables are a popular contraceptive method (Tsui et al., 2017).
DMPA-SC, available in an all-in-one prefilled, auto-disabled injection system, has been found
to be simple to use and appropriate for administration by lower-cadre health workers and
women themselves (Kennedy et al., 2019; Spieler, 2014). Self-injection usually implies fewer
clinic visits, which may allow users to save time and money while injecting themselves in
private in the comfort of their homes and at their convenience. Self-injection has also been
described in the literature as particularly promising for reaching younger women, new users of
contraceptive methods, and covert users (Ruderman et al., 2022). Though Nigeria's Ministry
of Health (MOH) provided DMPA-SC (both provider-administered and self-injected) across
the country to diversify the contraceptive method mix (Liu, Schatzkin, et al., 2018), little is

known about Nigerian women’s acceptance and experience with DMPA-SC.

The literature has identified partner acceptability as having significant implications for self-
injection uptake and continuation (Cover, Namagembe, et al., 2017). A study in Uganda, for

example, discovered that the primary reason for discontinuing DMPA-SC self-injection was
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husband disapproval (Cover et al., 2019). Despite evidence linking partner approval to uptake
and continuation, research is limited on the role men play regarding DMPA-SC and self-
injection. (Odwe et al., 2018; Okegbe et al., 2019). 1zugbara (2015) opined that involving male
partners could inform the development of regulatory frameworks that could increase access to
contraceptives in Nigeria (lzugbara, 2014). Several studies highlight the importance of
including men in discussions about reproductive health. For example, men's participation in
counselling has been shown in studies to increase contraceptive use, efficacy, and long-term
utilization (ljadunola et al., 2010). These findings suggest that men, along with their partners,
play an important role in family planning decision making and practice. Despite evidence
demonstrating the importance of male involvement in reproductive health, there is paucity of
Nigerian data from different levels of the socio-ecological model. This study investigates the
factors influencing uptake and partner participation in DMPA-SC and contraception use in
Nigeria. The study's findings and recommendations will provide policymakers, planners, and
programme managers with contextual and evidence-based information to inform strategies for
enhancing male partner involvement in contraceptive uptake, including DMPA-SC, among

Nigerian women.

1.3 Significance of the research

Injectable contraceptives are gaining popularity in Nigeria, as well as in many other African
countries, due to their effectiveness, discretion, and convenience (Staveteig et al., 2015). In
addition to saving time and money by eliminating the need for more frequent clinic visits, self-
injection contraception provides women with greater autonomy and control over when and if
they wish to have children (PATH, 2018). Due to the efficacy and safety of DMPA, this
injectable contraception is now one of Nigeria's family planning options. The DMPA-SC
contraceptive method was introduced in 2015 (Liu, Shen, et al., 2018). DMPA-SC is thought
to be a practical FP innovation because it has the potential to revolutionize the expansion and
dissemination of DMPA-SC. The benefits of DMPA-SC over other forms of contraception
include ease of use, a low incidence of side effects, rapid administration and less discomfort
(Burke, Mueller, Packer, et al., 2014a; Liu, Shen, et al., 2018). DMPA-SC for self-injection
has been shown in studies to increase contraceptive prevalence rates (Burke, Packer, Fuchs, et
al., 2022; Spieler, 2014). Given the dearth of research on male involvement in their partners’
use of DMPA-SC in Nigeria, this study aims to explore the factors that have an impact on

DMPA-SC usage among Nigerian women and the involvement of their male partners.
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Understanding this information is crucial to understanding the need to involve men in

programming for self-injection and how it spreads in sub-Saharan Africa and worldwide.

DMPA-SC self-administration is a relatively new practice, very little is known about the
experiences of women who employ this method. The study's findings will contribute to
evidence supporting efforts to scale-up self-injection among women in Nigeria and other low-
or medium-income countries (LMIC). This study seeks to offer knowledge about women's
experiences with DMPA-SC for self-injection, with a focus on male involvement in this
process. There is a lack of knowledge about the social and ecological aspects of DMPA-SC
use. This study is one of the first qualitative studies to identify the multilevel, interrelated
factors that influence the use of DMPA-SC among women. Some of the studies analyzing
factors affecting utilization of contraceptives using the SEM model have been done among
adolescents and focus mainly on barriers to contraceptive use (Ali et al., 2023; Ezenwaka et
al., 2020; Sekine et al., 2021). There has been very little qualitative research pertaining to the
factors that facilitate or hinder utilization of DMPA-SC among women. This study aims to fill
the knowledge gap by applying the SEM model to understand the complex and interactive
effects of individual and environmental factors (individual, interpersonal, community, and

organizational) on the use of DMPA-SC.

The results of this study would assist policymakers and programme planners in understanding
the various factors of male partner influences on the use of DMPA-SC among women and
provide evidence to aid the implementation of reproductive health programmes taking into
account the inclusion of men. Additionally, evidence provided by this research can guide
decisions to optimize DMPA-SC service delivery in Nigeria and other low-resource settings.

1.4 Aim

The study aims to explore factors influencing the use of DMPA-SC self-injection among

Nigerian women, with a focus on male involvement in their contraceptive journeys.

1.4.1 Objectives

1. To evaluate the factors influencing women's use of DMPA-SC in Nigeria.
2. To determine the knowledge of Nigerian men about contraception in general and
DPMA-SC in particular
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3. To determine male involvement in women’s use of contraception, including DMPA-

SC

1.4.2 Research questions

1. What are the factors that influence women's use of DMPA-SC in Nigeria?

2. What do Nigerian men know about contraception in general and DPMA-SC in
particular?

3. To what extent are Nigerian men involved in their partner’s use of DMPA-SC and

contraception in general?

1.5 Contents of the thesis

The first chapter introduces the thesis by providing background information and the rationale
for the study. The second chapter consists of the literature review. This section examines the
study's conceptual framework, presents research on factors associated with the use of DMPA-
SC and other contraceptives, and focuses on male involvement in family planning. The third
chapter discusses the methodology and analytical techniques employed in the study. The
findings are presented in the fourth chapter and the fifth chapter discusses and concludes the

findings.

30



2.0 CHAPTER TWO: LITERATURE REVIEW
2.1 Overview of Family planning and Contraception Use

The World Health Organization (WHO) has defined family planning (FP) as a person's or a
couple's voluntary and informed decision regarding the number of children to have and when
to have them (WHO, 2020b). It is characterized by the use of either modern or traditional
contraceptives. There are a variety of modern methods of contraception, including male and
female condoms, depot implants, pills, the Lactational Amenorrhea Method (LAM), Intra-
Uterine Devices (IUD), emergency contraception and male and female sterilization (WHO,
2020b). Traditional methods include withdrawal and rhythm (periodic abstinence). Modern
contraception has been proven to be the more successful of these two methods for reducing
fertility. It is currently being promoted to slow down the population growth rate, especially in
developing nations (Festin et al., 2016). Family planning has many well-documented benefits,
including birth spacing; reduction in unwanted or unintended pregnancies; prevention of unsafe
abortions; improvement in maternal health; reduction in infant mortality; and prevention of
sexually transmitted diseases (WHO, 2020b). Non-health benefits include empowering women
through education, reducing poverty, and ensuring sustainable population growth and
economic development (Starbird et al., 2016). In order to achieve the Sustainable Development
Goals (SDGs), the UN prioritized increasing and maintaining the use of family planning and
contraception (FP/C) services (United Nations, 2019). The goal is to achieve universal access
to sexual and reproductive health (SRH) services, such as family planning, information, and
education, by 2030 through investing in various FP/C service programmes at the national and

community levels.

2.2 Trends in Contraception Use

Despite the well-established benefits of family planning, the use of modern contraception is
still low, particularly in sub-Saharan Africa (Cahill et al., 2018). Data from countries in the
Family Planning 2020 (FP2020) initiative showed that the prevalence of modern contraceptive
use among married women and those in relationships were estimated at 23.9% and 28.5%,
respectively, between 2012 and 2017 (Cahill et al., 2018). According to a recent large
population-based study estimating prevalence and factors associated with use, women of
reproductive age in 20 African countries had a prevalence of modern contraceptive use ranging
from 6% in Guinea to 62% in Zimbabwe (Apanga et al., 2020).
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Haakenstad et al.'s comprehensive analysis of the 2019 Global Burden of Disease Study
revealed that 162 million women had an unmet need for contraception, of which 29.3% lived
in sub-Saharan Africa and 27.2% in South Asia (Haakenstad et al., 2022). The lowest rates of
demand satisfaction were seen in women aged 15-19 years (64.8%) and 20-24 years (71.9%),
with 432 million women in this age group experiencing unmet needs. Women aged 15-19 had
a markedly lower mCPR and demand satisfied compared to women aged 20-49. It was
estimated that the global mCPR rose by 20.1 percentage points between 1970 and 2019
(Haakenstad et al., 2022). It was estimated in 2019 that more than 50% of contraceptive users
in 28 countries used a single method. Drawing attention to the dominance of one contraceptive
method in some areas and raising the issue of whether family planning policies should focus
on diversifying the method mix or enhancing the accessibility of current methods. The analysis
also highlighted the concern of lower rates of demand satisfaction among women aged 15-24
because of the effect unintended pregnancies before the age of 25 could have, impeding
educational and employment opportunities that lead to economic and social empowerment
(Haakenstad et al., 2022).

2.3 Overview of injectable contraceptives

Injectables are one of the most widely used modern methods of contraception because they are
reversible, relatively long-acting, safe, effective and discreet. They are the fourth most popular
modern method worldwide, behind female sterilization, intrauterine devices, and oral
contraceptives (Keith, Wood, Tifft, et al., 2014). Sub-Saharan Africa is the region where
injectable contraceptives are most prevalent, as it is adopted by more than 40% of modern
contraceptive users (United Nations, 2013). In contrast, injectables account for 32% of modern

contraceptive use in South-East Asia and 3.5% in Southern Asia.

2.4 Depot medroxyprogesterone acetate (DMPA)

DMPA is an injectable progestin-only contraceptive that is effective for three months,
completely reversible, and has a four-week time frame for users who are not able to return for
injections on the exact scheduled date (WHO, 2018). For more than 40 years, different
manufacturers have offered DMPA-IM, recognized by regulatory bodies in more than 179
nations (Lande et al., 2006). Benefits of DMPA use include the ability to use it while
breastfeeding, beginning six weeks after childbirth, protection against endometrial cancer and
uterine fibroids, rapid action and highly effective (99%) prevention of pregnancy, reduced risk

of iron-deficiency anaemia (due to associated amenorrhea), and reduced sickle cell crises in
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women with sickle cell anaemia (WHO, 2018). DMPA-IM is injected using an auto-disable
syringe and vial into the upper arm or buttock. In order to increase access to injectables, several
African countries have been training community health workers to provide intra-muscular
depot-medroxyprogesterone acetate (DMPA-IM) to women in difficult-to-reach geographic
areas, rather than expecting women to travel to distant clinics. This strategy is based on prior
successes with injectables distributed through community-based distribution (CBD) in
Bangladesh, Guatemala, Nepal, Uganda, and other nations (WHO, 2010). It is expected that
social marketing initiatives, the private commercial sector, and ultimately self-injection would

all help to increase access to injectables (Keith, Wood, Tifft, et al., 2014).

2.5 Subcutaneous DMPA

To meet the unique needs and circumstances of women, men, and couples, contraceptive
technology and delivery advances are necessary. Subcutaneous depot medroxyprogesterone
acetate (DMPA-SC) is one recent contraceptive innovation that shows promise. Pfizer, Inc.
solely manufactures DMPA-SC under the brand names Sayana® (prefilled glass syringe) and
Sayana® Press (Uniject) (PATH, 2018). Uniject is a single-use injection system with a
prefilled, pre-attached needle and blister reservoir. Patients or providers can administer
medication by inserting the needle into the subcutaneous layer, typically in the thigh, upper
arm, or abdomen, and squeezing the blister to inject the medication. A one-way valve prevents
refilling, reducing the possibility of reuse and spreading infection. While DMPA-SC is the
most recent medication to be made available through the Uniject, the system has been used to
deliver a variety of medicines and vaccines (PATH, 2017) by providers such as nurses,
midwives, CHWs, and self-injectors including in low-income and resource-constrained
settings (Sutanto et al., 1999; Tsu et al., 2003).

The sub-cutaneous (SC) formulation of DMPA from Pfizer, Inc. was approved by the US Food
and Drug Administration in 2004 (PATH, 2018). In contrast to DMPA-IM, DMPA-SC is
injected with a finer, shorter needle into the tissue immediately beneath the skin. As a result,
DMPA-SC injection requires less training than DMPA-IM injection. DMPA-SC is equally
effective as DMPA-IM at suppressing ovulation and preventing pregnancy, despite having 30%
less active ingredient than the IM form (J. Jain et al., 2004; PATH, 2018). The subcutaneous
(SC) version has a reinjection grace period of either one week early or one week late, a 13-
week duration (i.e., 12 to 14 weeks) and is reversible. Additionally, studies suggest that race,
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ethnicity, or body mass index have no bearing on the effectiveness of the DMPA-SC
formulation (Jain et al., 2004).

The literature demonstrates that self-injection is clinically effective, safe, and patient satisfying
(Jain et al., 2004; Lande et al., 2006). This new formulation's efficacy and safety are
comparable to the original 150-mg intramuscular formulation (Jain et al., 2004). However,
there is more flexibility in the requirements for administering the medication via subcutaneous
delivery compared to the risks associated with intramuscular injections (which include the
potential for intravascular injection, hematoma formation and nerve injury): the majority of
providers require that DMPA-IM be administered by licensed providers (Rodger & King,
2000). The subcutaneous injections are less risky and require less training to be
administered correctly. Self-administration of DMPA may increase this effective method of
contraception's accessibility and convenience. DMPA-SC's side effects are similar to those
experienced with other progestin-only injectable contraceptives, such as DMPA-IM. These
include weight gain, a delayed return to fertility, irregular periods, and a decline in bone mineral
density. Even though DMPA-SC and DMPA-IM have similar clinical profiles, many
researchers believe DMPA-SC may be preferable to DMPA-IM due to its lower hormone dose,
ease of administration, improved long-term tolerability, and potential for self-injection (Jain et
al., 2004; Simon & Shulman, 2006).

Several logistical factors may constrain the self-administration of DMPA-SC. Healthcare
providers might be concerned about the patient's ability to learn self-administration as well as
their safety (Prabhakaran & Sweet, 2012). Other issues include patient compliance and
administering the correct dose. At the same time, patients have been successfully injecting
themselves with a wide variety of drugs, including insulin, heparin, epinephrine, enoxaparin,

sumatriptan, gonadotropins, erythropoietin and human recombinant parathyroid hormone.

2.5.1 Trends in DMPA-SC Use

Subcutaneous depot medroxyprogesterone acetate (DMPA-SC) was introduced in sub-Saharan
Africa (SSA) between 2014 and 2015. While intramuscular DMPA continues to be the most
widely used injectable contraceptive worldwide, the lower-dose and subcutaneous formulation
of DMPA (DMPA-SC) is gaining popularity, in part because of the possibility of self-
injection (Cole & Saad, 2018). Less-trained health workers can now perform safe
administration due to the shorter needle and prefilled dispensing mechanism, expanding access
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to contraception. Given these characteristics, it is not surprising that the prevalence of DMPA-
SC is increasing in many settings (Anglewicz et al., 2019). According to the DMPA-SC Access
Collaborative!, which supports countries in the introduction and scale-up of the product,
approximately 53 countries offered DMPA-SC as of 2021, and up to 33 are currently either
piloting or scaling up DMPA-SC self-injection (PATH & John Snow, Inc, 2022), indicating
that DMPA-SC is reaching new populations and may even increase overall modern
contraceptive prevalence in some settings, as many current DMPA-SC users are also first-time
users of contraception (Anglewicz, Larson, et al., 2021). About 4.9 percent of all American
women who use contraception (2.3 million people) and 12 percent of Black American women
who use contraception (300,000 people) use depot medroxyprogesterone acetate (Daniels,
2018).

2.5.2 Acceptability of DMPA-SC

The World Health Organization (WHO) supports the practice of self-injection in settings where
women have access to training and support. Self-injection of DMPA-SC is encouraged by the
2018 update to WHO's evidence-based FP guidance for healthcare providers(WHO, 2018), and
the 2019 guideline on self-care interventions for health strongly recommends self-injection as
an additional method of administering injectable contraception (World Health Organization,
2019). The stringent regulatory approval process for DMPA-SC in the United Kingdom was
updated to include self-injection in 2015. Regulatory authorities have now authorized the self-
injection of DMPA-SC in 54 countries, including many European countries and developing
countries (PATH, 2017).

Numerous studies worldwide demonstrate that self-injection of DMPA-SC is feasible, safe,
and acceptable to both users and health care providers (Burke, Mueller, Packer, et al., 2014a;
Burke, Mueller, Perry, et al., 2014b; Cover, Namagembe, et al., 2017; Keith, Wood, Chapman,
et al., 2014). In the United States, 69 percent of women who self-injected DMPA-SC used it
continuously, while only 54 percent of those who obtained it from clinics did (Kohn et al.,
2018). In Malawi, the DMPA-SC self-injection group had a contraceptive continuation rate of
73% compared to 45% in the provider-administered group (Burke et al., 2018). In Senegal, the
continuation rate for women who self-injected DMPA-SC was 80% compared to 70% for
women who received DMPA IM injections from providers (Cover et al., 2019). While
women’s contraceptive preferences differ, self-injection has been shown to be acceptable for

L a project led by PATH and John Snow, Inc.
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both adolescents and covert users (Burke, Packer, Wandiembe, et al., 2020; Cover, Lim, et al.,
2017).

Early studies on acceptability in Senegal and Uganda revealed that health care professionals
viewed DMPA-SC as more straightforward to prepare, administer, and dispose of than DMPA-
IM and the majority of patients who had used both methods preferred DMPA-SC (Burke,
Mueller, Perry, et al., 2014a). As evidenced by the positive results of the first four country-led
pilot introductions of the method in Burkina Faso, Senegal, Niger and Uganda, first-time family
planning users and younger women who may face challenges in obtaining contraception,
including the traditionally clinic-centred option of injectable contraception, can benefit from
DMPA-SC (Stout et al., 2018).

Wood et al.’s analysis of three recent rounds of PMA data examining population trends in
demand for DMPA-SC in six African settings revealed that DMPA-SC usage had started to
stagnate and even decline in most of the settings in the latter three years of the survey, despite
initial increases (Wood et al., 2022). Decline in DMPA-SC use, possibly coinciding with a
corresponding decline in the use of modern contraceptives, was attributed to the COVID-19
pandemic and global supply chain delays. They found only a small percentage of women
(0.0%-16.7%) who reported self-injecting DMPA-SC, the majority of users had it administered
to them by a qualified healthcare provider. The findings did not support the notion that the
majority of women who use DMPA-SC do so for the convenience of self-injection. They
however noted that many DMPA-SC users were first-time modern contraception users, ranging

from 34.6% in the Democratic Republic of the Congo to 54.7% in Burkina Faso.

Pfizer's DMPA-SC product has received regulatory approval for self-injection in several FP
2020 countries. A recent systematic review on the self-administration of injectable
contraception, conducted to contribute to the development of WHO's self-care guidance,
concluded that self-injection can increase contraceptive continuation without significant
increases in pregnancy rates or safety concerns (Kennedy et al., 2019). The review included
published findings from Malawi, Senegal, Uganda and the United States that discovered
noticeably higher contraceptive adherence at 12 months among women self-injecting DMPA.-
SC compared to women receiving either DMPA-IM or DMPA-SC injections from various
cadres of health workers. In addition, Senegalese and Ugandan economic studies related to
these follow-up studies discovered that self-injection could be cost-saving when the costs to

women and health systems are considered (Mvundura et al., 2019).
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In conclusion, a substantial body of evidence supporting self-injection's use and economic
viability is premised on numerous studies conducted over the past two decades that showed
that self-injection is feasible and acceptable. For example, a randomized clinical trial in the
United States also found positive outcomes for self-injectors (Beasley et al., 2014). Also,
prospective cohort studies from Senegal and Uganda, found that three months after training,
nearly 90% of women could independently self-inject correctly and on time and almost all
wished to continue the practice (Cover, Namagembe, et al., 2017). Additionally, studies from
Florida and Scotland among women practising self-injection have affirmed that it was a
convenient and easy practice, with no reported pregnancies (Cameron et al., 2012; Prabhakaran
& Sweet, 2012). In sub-Saharan Africa, the use of DMPA-SC is steadily rising. A study in
Uganda showed that the percentage of women using DMPA-SC nearly doubled from 2017 to
2018 (from 4.5% to 8.8%), and in Burkina Faso, the percentage increased from 4.5% to 9.7%
between 2016 and 2020 (PMA DatalLab, 2019).

2.6 Self-injection of DMPA-SC in Nigeria

DMPA-SC was introduced in South-West Nigeria in 2015 as an all-in-one injectable
contraceptive designed for easy subcutaneous (SC) administration. Many consumers and
healthcare professionals who used DMPA-SC during its introduction had positive overall
experiences (USAID & Health Policy Plus, 2018). DMPA-SC is authorized for self - and
provider injection and is distributed by the public and private sectors. In 2017, the Federal
Ministry of Health spearheaded the development of the Strategic Plan for DMPA-SC
Introduction and Scale-Up, a blueprint for expanding access and accelerating progress toward
Nigeria's National Family Planning Blueprint (Federal Ministry of Health, 2018). The goal of
the Federal Ministry of Health's Strategic Plan for DMPA-SC introduction and scale-up was to
make DMPA-SC available to all women in the public and private sectors, in clinics, and their
own homes through self-injection in all 36 states and the Federal Capital Territory by 2021.
Recognizing that more than 40% of family planning clients obtain contraception from private-
sector providers and that more than 20% obtain family planning from patent and primary
medicine vendors (PPMVs) (National Population Commission (NPC) [Nigeria] and ICF,
2019), the plan endorsed a total market approach to mobilize all sectors in expanding access.
To further encourage private-sector participation, the plan also called for the creation of a

private-sector involvement strategy.
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Currently, DMPA-SC is available in 80 percent of public-sector facilities in Nigeria, with
coverage varying widely across states. In a subset of these states, the public sector offers self-
injection training and refills. Self-injection was incorporated early in the rollout process,
allowing it to be scaled up more smoothly and efficiently (PATH & JSI, 2021). For instance,
by training health workers to administer DMPA-SC injections and train users on self-injection

simultaneously.

The Federal Ministry of Health in Nigeria recognized the potential of self-injection to increase
access significantly. As a result, it decided to rapidly expand self-injection shortly after its
introduction, unlike many other countries, which have more cautiously phased in self-injection
over time. The FMOH issued the DMPA-SC Self-Injection Guidelines in 2019, shortly after
the implementation plan was announced (Federal Ministry of Health, 2019). These guidelines
were essential for removing regulatory obstacles and broadening the provider cadres permitted
to administer the product, thereby creating a supportive political environment for private sector
introduction and also detailing the task-shifting and task-sharing procedures that would allow

PPMVs to stock, administer, distribute, and train women to self-inject DMPA-SC.

2.6.1 Scaling up DMPA-SC in Nigeria

DMPA-SC distribution was expanded throughout the country in the latter part of 2016 and
made available through public and private health providers. DKT Nigeria, a social marketing
private sector contraceptive distributor, focused on high-volume contraceptive service health
facilities and drug shops in 14 states (DKT Nigeria & UNFPA, 2018). In the public sector,
UNFPA and three local NGOs (Action Health Incorporated, Association for Reproductive &
Family Health, and Planned Parenthood Federation of Nigeria) collaborated to get DMPA-SC
to women in targeted areas in 10 states through community-based distribution from primary
health centres (DKT Nigeria & UNFPA, 2018). DMPA-SC is now available in Nigeria's six
geopolitical zones and nearly all state capitals. The programme attracted a large number of new
users of modern contraception, implying that including DMPA-SC in the method mix offered

is broadening women's contraceptive options in Nigeria.

Since widespread adoption requires considerable time and resources and the participation of a
diverse group of stakeholders, Nigeria has faced some challenges in scaling up due to its large
population and semi-autonomous state structure (PATH & JSI, 2021). Scaling up, particularly

for training has been costly and slow. Disparities in product availability exist in both the public

38



and private sectors. While the DMPA-SC introduction plan emphasizes a total market

approach, private-sector involvement remains a challenge.

As the rollout continues, training is critical to achieving scale-up. National targets called for
nearly 300,000 providers to be trained between 2018 and 2022. As at 2021, roughly 36,300
providers in the public and private sectors had been trained to administer DMPA-SC, and

28,200 providers had been trained to teach a woman to self-inject.

2.7 Conceptual framework: Understanding the Study's Theoretical Underpinnings

This study employs an adapted socio-ecological model developed by McLeroy et al. in 1988.
It provides a framework for articulating the interplay between personal and environmental
influences on behaviour. According to McLeroy and colleagues' social-ecological model
(SEM), health behaviour and promotion are interrelated at various levels, including individual,

interpersonal, institutional, community, and policy (McLeroy et al., 1988) (Figure 1).

Public Policy

Figure 1 The social ecology of health promotion interventions

Adapted from McLeroy, K. R., Steckler, A. and Bibeau, D. (Eds.) (1988). The social ecology of health
promotion interventions. Health Education Quarterly, 15(4):351-377.
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It asserts that a variety of subsystems that take place at these many levels and are also connected
affect health rather than being only impacted by biological variables. The physical, social, and
cultural aspects of an individual's or community's surroundings, as well as their own personal
characteristics (such as their behaviour patterns, psychology, and heredity), impact on their
health status, emotional well-being, and social cohesiveness. The same environment may
impact a person's health depending on several factors operating at the various levels.
Individuals and groups function in multiple environments (e.g., the workplace, the
neighbourhood, and larger geographic communities) that interplay and influence one another.
Health and well-being are profoundly and holistically impacted by a range of personal and
environmental factors including access to resources and acceptance by society at large (Agency

for Toxic Substances and Disease Registry, 2015).

The model assumes that the proximate causes of behaviour and the mechanisms that produce
behavioural changes reside within the individual instead of the social environment.
Interpersonal factors, such as interactions with other individuals, can provide social support or
create barriers to interpersonal development that promote healthy behaviour. Institutional and
organizational issues, such as laws, ordinances, policies, and networks of relationship, either
prevent or encourage healthy behaviour. Community factors may restrict or promote healthy
behaviours, such as official or informal social standards that exist among people, communities,
or organizations. Factors affecting public policy include local, state, and federal laws and
regulations that restrict or promote health behaviours and procedures for illness prevention,

such as early identification, management, and control (McLeroy et al., 1988).

This multifaceted viewpoint is critical for comprehending the factors that influencing women's
contraceptive use. Utilizing the SEM will assist in identifying key areas for targeted public
health efforts to increase and sustain contraceptive use, especially among low-income women.
The socio-ecological model has been widely used to identify the factors that influence health
behaviour as well as adequate health promotion interventions. Diclemente et al. used the model
to design a broader intervention for preventing risky sexual behaviour among adolescents
(DiClemente et al., 2005). Similarly, Larsson et al. explored the determinants of adolescent
fertility in Nicaragua using the approach (Larsson et al., 2022), and Shahabuddin et al. used it
to explore the maternal healthcare-seeking behaviour of married adolescent girls in Nepal
(Shahabuddin et al., 2019). They identified four levels of factors: individual, family,

community, and health systems levels (see Figure 2 below).
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Figure 2: Four level of factors in SEM which influenced maternal health care-seeking

behaviour among adolescents in Nepal, (Shahabuddin et al. 2019)

An ecological perspective looks at the interdependence between people and the context in
which they live. Context is seen in the broadest sense to include physical, social, cultural, and
historical aspects of as well as attributes and behaviours of persons within that context
(McMichael, 2002).

This study explores the factors influencing DMPA-SC contraceptive use among women, to
identify intervening factors at the intrapersonal, interpersonal, community, and organizational
levels and how they provide the context for better understanding use. This study adapted the

McLeroy et al. version of the socio-ecological model as described below (Figure 3):
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Health System Factors

Health worker attitude/skill
Quality of services
Access to the health facility
Availability of the service

Affordability of
commodity/services

Community Factors

Community norms
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Interpersonal
Couple level factors

Partner approval
Partner communication

Partner support
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Female Individual level factors
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Knowledge/perception on contraceptives
Fertility Preference
Experience with contraception
Power/control using the method
Male Individual level factors
Sociodemographic Characteristics
Fertility Preference
Knowledge on contraception
Contraceptive attitude

Pattern of contraceptive use

Figure 3: Socio-ecological framework for factors influencing women's utilization of family planning
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The Individual (intrapersonal) level includes factors that can affect a person’s use of
contraception, such sociodemographic characteristic of individuals, knowledge, perceptions of
contraception and experiences regarding contraception use. This research looks at female and

male individual factors.

The interpersonal level describes intimate partners' positive and negative influence on women's

contraceptive use.

At the community level, factors such as gender norms, societal norms, cultural values, and

religion influence women's use of contraception.

At the health system level, factors that influence contraceptive use include service provider and
organizational characteristics such as quality of services and contraceptive accessibility,
availability, and affordability. The framework is described below, from the health care system
to intrapersonal factors.

2.8 Factors influencing DMPA-SC use
2.8.1 Health Systems factors associated with DMPA-SC use
2.8.1.1 Health care worker attitude

The utilization of health care including contraception is largely determined by the attitude of
health professionals towards patients. According to studies, unfavourable attitudes of health
professionals are the most significant impediments to contraceptive usage among women,
particularly young women (Engelbert Bain et al., 2021; Jonas et al., 2017). According to
studies, health professionals in some LMICs, such as Nigeria, are reluctant or unwilling to offer
teenagers contraceptive treatments because they disapprove of premarital sex (Chandra-Mouli
et al., 2014). According to research done in Nigeria, unwelcoming healthcare professionals'
unwelcoming and judgemental attitudes deter young people from using health facilities'
contraceptive services (Chandra-Mouli et al., 2014; Ezenwaka et al., 2020). In contrast, a
welcoming attitude among health care professionals encourages women and teenagers to use

family planning services (Schwandt et al., 2022).

2.8.1.2 Health worker skills

The health workers' communication skills may affect the client's understanding and use of FP.
In addition, the service provider's ability to educate clients on the benefits and use of DMPA-
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SC affected their response. In a hospital in Malawi, Bwazi et al. (2014) found a significant and
positive association between the provision of clear FP information and the utilization of
postpartum FP services (Bwazi et al., 2014). Liu et al. (2019) discovered that providers'
recommendations were the most common reason for choosing DMPA-SC, with more private
sector respondents (51.8%) giving this reason than public sector respondents (Liu et al., 2019).
Respondents of the public sector programme primarily considered the convenience of proactive
community-based distribution (CBD) and the simplicity of DMPA-SC when selecting a
provider and method, respectively. In contrast, respondents from the private sector programme
were influenced by factors associated with their chosen provider, who was frequently either
conveniently located or previously visited, and whose initiative was most frequently cited as
the reason respondents became aware of and chose DMPA-SC. Accessing DMPA-SC through
the public and private sectors in Nigeria.

2.8.1.3 Quality of services

The adoption and continued use of modern methods have been linked to the quality of FP
services (RamaRao et al., 2003; Tumlinson et al., 2015). According to research in Senegal,
women who received high-quality care in health facilities were more likely to use a
contraceptive method than others (Sanogo et al., 2003). In particular, counselling clients during
family planning services was found to improve both long-term outcomes. According to Liu et
al., counselling effectiveness and side effects among urban Nigerian women were significant
predictors of continued DMPA-SC use three months later (Liu, Shen, et al., 2018). These
findings are consistent with previous research on DMPA and the continuation of injectable

contraception (Burke, Packer, Zingani, et al., 2022; Osinowo, 2021a).

2.8.1.4 Accessibility, Availability and Affordability of services

According to a study conducted in Ghana, the leading health system factors that affected
women's acceptance of self-administered contraceptives were time, the cost of transportation
to access DMPA-SC, and the accessibility of the product (Nai et al., 2020). Osinowo et al’s
(2020) study in Nigeria discovered, among other factors, that availability and affordability of
contraceptive methods, accessibility to contraceptive services, convenience, recommendations
from healthcare professionals, the confidentiality of contraceptive methods, and effectiveness
of contraceptive methods all had a significant impact on the use of DMPA and other
contraceptives. The integration of contraceptive services, the availability of couples
counselling, and the presence of trained health care professionals to provide a variety of
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methods all contribute positively to service uptake (Amo-Adijei et al., 2017; Silumbwe et al.,
2018). A study in Nigeria found that women's reports of having access to health care facilities
within the community had a positive relationship with modern method use (Ejembi et al.,
2015).

Shahabuddin et al. (2019) found that unwelcoming, inaccessible services and
inflexible operating hours had a negative impact on married adolescents' access to and uptake
of FP in Nepal. Institutional barriers to contraceptive use from Ajayi et al.’s study included
issues with confidentiality and privacy, perceived judgement or stigma, a lack of clinical space,
costs, inadequate health insurance, and a lack of information regarding access to contraceptive
services (Ajayi et al., 2021). A qualitative study conducted in Zambia revealed that health
system factors such as stock-outs, long distances to facilities, poor provider attitudes and
unfriendly policies influenced FP uptake negatively (Silumbwe et al.,, 2018). Where
programmes providing financial support for FP methods have been implemented, the adoption
of FP methods increased significantly compared to areas where no support was provided
(Oyugi et al., 2017).

2.8.2 Community-level factors associated with DMPA-SC use

Women's contraceptive practices may be influenced by the FP norms and behaviours of
community members due to social learning and influence. Community factors, such as
community members' disapproval of FP use, may discourage women from using contraception
(Wegs et al., 2016). A study conducted by Silumbwe et al. (2018) found negative community-
level influences on FP uptake such as rumours, myths, misconceptions, community stigma, and
negative traditional and religious beliefs. Research has also explored the beneficial effects of
community acceptance on DMPA-SC adoption and continuation (Odwe et al., 2018; Okegbe
et al., 2019). Wealthier communities, those with a higher average age at first marriage, those
with a higher level of education where women have greater autonomy in household decision-
making, and those with a higher average age at first marriage were more likely to use modern
contraceptives (Mutumba et al., 2018). In Ethiopia, Jalu et al. (2019) found that pressure from
social norms and expectations continues to influence the desired family size, with members
preferring larger families to conform (Jalu et al., 2019). However, the changing economic times
have caused some members to disagree, particularly those who believe it is difficult to provide
for many children. In Capurchande's study, perceptions of gender roles affected FP-related

behaviour (Capurchande et al., 2017). Contraception was widely regarded as a female
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responsibility, with many men, despite being decision-makers, not attending counselling
sessions. Females were more knowledgeable about FP than men. Men with more information
were more likely to support their partners' use of contraception. When men attempt to
accompany their partners, they may face ridicule from their peers and stigmatization from other

women. The fact that they are participating challenges traditional gender roles.

A mixed-methods study by Sieverding et al. (2018) in southwest Nigeria found that the
community's perception of sexuality causes unmarried adolescents to experience social stigma.
They also experienced discrimination at the service level due to provider bias (Sieverding et
al., 2018). Many health professionals hesitated to provide unmarried adolescents with longer-
acting contraceptives, and some actively discouraged adolescents from using FP. Given that
many healthcare professionals are members of the community and share its norms and beliefs,
these community norms impact how services are provided at the organizational level. Society's
perception and use of FP is influenced by its knowledge and comprehension of FP. Those who
report having heard of FP may not have sufficient knowledge to support its use. The social
context, including gender roles, influences how information is understood. When a community
has functional structures, they have been utilized to positively influence the members'
perspectives on contraception, encouraging contraception (Amo-Adjei et al., 2017; Silumbwe
etal., 2018). A study on the spatial distribution of modern contraceptive use in Nigeria showed
higher proportions of modern contraceptive users resident in the Southern part of Nigeria
compared to the north ( Bolarinwa et al., 2021).

2.8.2.1 Gender and fertility norms influencing contraceptive use

A DHS analysis of the effects of community-level fertility and gender norms on individual-
level modern contraceptive use revealed significant effects of the community average ideal
number of children on women's modern contraceptive use in all three countries evaluated
(Nepal, Nigeria, Zambia) (Riese et al., 2022). Lower women's use of modern contraceptives
was significantly associated with an increasing community-level average number of ideal
children. However, women's decision to use contraception in Nepal was found to be influenced
more by the community's fertility norm than by the woman herself. In contrast, in Nigeria and
Zambia, both factors played a role. A woman's own ideal number of children also had a
significantly negative impact on her use of modern contraception in Nigeria and Zambia, while
it had no impact in Nepal. This was attributed to the low ideal number of children among the

sample of Nepalese women (2.2) compared to Nigeria (6.6) and Zambia (5.2), and a higher
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proportion of Nepalese women having the same ideal number of children as children ever born
(34% versus 13%) and Nigeria (16%), respectively.

A cross-sectional multi-country study of community influences on modern contraceptive use
among young women in 52 low and middle-income countries found that gender and fertility-
related norms have a negative impact on women's contraceptive use. (Mutumba et al., 2018).
The mean ideal family size emerged as the most important predictor of modern contraceptive
use among young women at the community level. Young women in communities with a higher
ideal number of children were less likely to report using a modern contraceptive method in all
regions. Other negative community influences were living in communities with lower
educational attainment, a lower mean age at first birth, a lower mean age at sexual debut, and
lower autonomy in household decision-making. According to research conducted in Nigeria,
an increase in the relative likelihood of using modern contraceptive was linked to an
improvement in gender-equitable attitudes towards couples' family planning decisions and

family planning self-efficacy at the neighbourhood level. (Okigbo et al., 2018).

2.8.2.2 Religion

The findings of a review that examined the influence of religion and religiosity on fertility and
contraceptive use in Sub-Saharan African nations indicate that religion influences fertility and
contraceptive use, albeit to varying degrees across nations (Turner, 2021). The review
demonstrated a positive correlation between religiosity and fertility but a negative correlation
between religiosity and contraceptive use. However, research conducted in western Kenya
revealed that neither religion nor ethnicity plays a role (Bakibinga et al., 2016). Instead,
educational attainment and familiarity with FP's positive effects on mothers were found to be
the most important factors. Several studies (Adebayo et al., 2013; Asresie et al., 2020; C.
Izugbara et al., 2010; OlaOlorun & Hindin, 2014) have found a negative relationship between
being Muslim and using modern methods. This was also consistent with a study conducted in
northern Nigeria, which found that Christian women use contraception more than those who
practice Islam or traditional religion (Usman, 2021). According to Turner Shaikh et al. (2013),
FP is permitted in Islam (Shaikh et al., 2013). Izugbara et al. (2010) hypothesized that other
sociocultural factors in Islamic communities discourage FP use in northern Nigeria's Islamic
region. These included for instance, husbands and wives motivated by the numerous incentives
to continue having children. For wives, having numerous children strengthened their marriage.

It was believed to prevent husbands from marrying additional wives, and even if they did, it

47



would sustain their attention and investments. For husbands, having many children prevented
their wives from objecting to their taking other wives and appeased them by demonstrating

their continued dedication to the relationship.

2.8.3 Interpersonal-level factors associated with DMPA-SC use

At the interpersonal level, the characteristics of the individuals within a woman's social
network and her interactions with them influence her contraceptive behaviour. Among these
individuals are first of all her partner and then other family members, such as her mother-in-
law, parents, friends, neighbours and peers. Numerous studies have investigated the
influence of the male partner on women’s contraceptive use (Balogun et al., 2016; Ezeanolue
et al., 2015; Kriel et al., 2019; Prata, Bell, et al., 2017). This study focuses on the male partner

influence on a woman’s contraceptive use with a focus on DMPA-SC in particular.

2.8.3.1 Partner approval

The partner's approval or disapproval of FP is crucial factor at the interpersonal level of
influence (Hernandez et al., 2022; Prata, Bell, et al., 2017; Teye, 2013). This factor is typically
assessed based on the woman’s perception of partner approval. The likelihood of using FP
increases when the partner approves of contraception and the couple discusses it (Prata, Bell,
et al., 2017). A partner may discourage contraceptive use depending on their perceptions and
knowledge of FP. A study in Nigeria found that some husbands feared that women who use FP
would become promiscuous (Adanikin et al., 2017). A study conducted in Uganda found that
husband disapproval was the main reason for discontinuing DMPA-SC self-injection among

women (Cover et al., 2019)

2.8.3.2 Spousal communication

Spousal communication regarding fertility and family planning is considered low in Africa,
and depending on prevailing norms, increased communication may improve a Spouse's sense
of the other spouse's approval of family planning (Prata, Bell, et al., 2017). According to the
findings of research conducted in the Jimma zone of Ethiopia on the influence of marital
agreement on fertility and spousal communication on the use of contraceptives, both factors
played key roles in uptake (Tilahun et al., 2015). Studies have shown that women are more
likely to use or plan to use modern contraception if they have discussed it with their male
partners (O. Bolarinwa et al., 2020; Challa et al., 2020). Contraceptive discussions are not

often the norm in Northern Nigeria and discussions about family planning with young or
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unmarried persons are often considered inappropriate (Adebayo et al., 2013). According to the
Nigerian Urban Reproductive Health Initiative (NURHI), less than a third of married women
in northern Nigeria discussed family planning with their spouses at least once in the previous
six months (Measurement Learning and Evaluation Project/ NPC, 2015). While spouses
influence fertility decisions, the majority of reproductive health issues are viewed as a woman's
responsibility (Sinai et al., 2017). Thus, women are required to start family planning dialogues

(Kibira et al., 2020). Many women are afraid to discuss family planning with their husbands.

2.8.3.3 Partner support

Evidence shows that a woman's modern contraception usage is influenced by her
husband's/partner's support for family planning (Adanikin et al., 2017; Balogun et al., 2016).
Previous research has examined the effect of men's/husbands' support on contraceptive use and
concluded that married or cohabiting women require their partners' support for contraceptive
use (Ezeanolue et al., 2015; Prata, Bell, et al., 2017). A qualitative study of factors
influencing low family planning service utilization in Angola in the early post-conflict era
identified male partner opposition to family planning and poor decision-making power among
women as major limitations to contraceptive use (Advance Africa, 2003). This is similar to
studies including women who used DMPA-SC, which revealed that partners’ support of family
planning enhanced DMPA continuation (Osinowo et al., 2020; Pathak, 2018). According to
research done in Uganda, the continuance of IM and IC DMPA was enhanced by partners'
approval of family planning (MacLachlan et al., 2018). Another study done in Uganda found
that the probability of stopping self-administered DMPA-SC was lower when the partner
supported family planning usage (Cover, Namagembe, Tumusiime, Nsangi, et al., 2018).
Similarly, among adolescents in a different study, fewer teenagers reported having partners

who were extremely supportive of their use of contraception in general (Corneliess et al., 2022).
2.8.4 Intrapersonal factors

Contraceptive use by any couple member is considered as protecting the couple from an
unintended pregnancy. Therefore, intrapersonal factors affecting contraceptive use are viewed
from the woman’s context and man’s context. The intrapersonal level factors influencing the
use of DMPA-SC include the characteristics of the woman that influence her contraceptive use
and from the men’s point of view, the individual factors that influence men’s involvement in

their spouse’s DMPA-SC use.
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2.8.4.1 Female intrapersonal factors
2.8.4.1.1 Sociodemographic characteristics of women

A large body of literature has identified individual characteristics associated with contraceptive
use (Ajayi et al., 2021; Anglewicz, Cardona, et al., 2021; Ayanore et al., 2016; Kraft et al.,
2022; Zimmerman et al., 2019). The factors often studied are the woman's age, marital status,
education, religion, living in a rural or urban area, wealth, parity (number of children ever

born), employment, and knowledge of and agency to use FP.

2.8.4.1.1.1 Age of the woman

Several studies have shown an association between a woman's age and her probability of using
a modern method, however, the direction is inconsistent. For example, some studies found that
age was positively associated with modern method use (Gebre & Edossa, 2020; Kebede et al.,
2019), while others found a negative association (MacQuarrie & Aziz, 2022) or no association
atall (Asiimwe et al., 2014). Adebayo and colleagues (2013) found in Nigeria, that the use of
modern methods increased with every unit of increase in age up to age 24 years for never-
married women and age 38 years for ever-married women, after which it steadily declined
(Adebayo et al., 2013). Analysis of DHS data from Nigeria by Solanke et al. revealed that the
relationship between maternal age and modern contraceptive use was negative at younger ages,
but positive at the older age groups (Solanke, 2017). In the study conducted in Leogane, Haiti,
age was not found to have a statistically significant association with current IM DMPA use
(Pathak, 2018). Another study conducted in Nigeria by Osinowo et al. showed that women who
were 40 years and above, resident in urban settings, from the northern zone of the country, with
higher parity, were more likely to be current users of DMPA-SC (Osinowo, 2021b). The
discrepancy in the association between age and modern method use may be attributed to the
effects of other factors within the woman's socio-ecological context that may not have been

accounted for.

2.8.4.1.1.2 Marital status

Like age, the effect of marital status on modern method use varies. Some studies found that
unmarried women were more likely than married women to use modern methods (Casey et al.,
2020; Teye, 2013), while others found that married women were more likely than unmarried
women to use modern methods (Ahinkorah, 2020; Ekholuenetale et al., 2021). This
inconsistency in the effect of marital status on contraceptive behaviour could be attributed to

the prevalence of non-marital sexual activity in various settings. Recent research in Ghana
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revealed that marital status predicted the choice of modern contraceptive methods, with married
women preferring non-barrier methods such as injectables and unmarried women preferring
barrier methods such as male condoms (Teye, 2013). Usman et al. found an association
between current marital status and modern contraceptive use in their analysis of the DHS data
in northern Nigeria (Usman, 2021). This supported the findings of Igbodekwe et al. (2014),
who investigated the use of modern contraception among women of childbearing age in
resource-limited settings (Igbodekwe et al., 2014). Igbodekwe et al. emphasized that younger
women, particularly in northern Nigeria, use modern contraceptives to delay pregnancy, while
married women rarely do. They found that those who were never married, widowed, divorced,
or separated from their spouses, but engaged in sexual activity, used contraceptives to prevent

unintended pregnancies.

Data collected by the Performance Monitoring for Action (PMA) Project from three countries
(Anglewicz, Larson, et al., 2021), the Democratic Republic of the Congo, Burkina Faso, and
Uganda, between 2016 and 2019 compared the characteristics of women using DMPA-SC to
those using other modern methods. Married women were more likely to use DMPA-SC instead
of male condoms. This was consistent with other studies showing that unmarried women were
less likely to use DMPA-SC than all other modern methods combined (Burke, Mueller, Packer,
et al., 2014b).

A study in Ghana to determine the feasibility and acceptability of self-injection by women
revealed that never-married clients were twice as likely to self-inject at the third injection

compared to women who had been married or in a union,(Nai et al., 2020).

2.8.4.1.1.3 Level of education

Education was consistently found to be positively associated with the use of modern
contraceptive methods (Apanga et al., 2020; Chola et al., 2020; Teye, 2013; Usman, 2021).
Higher levels of education had a more significant positive impact. However, whether FP
knowledge mediated the relationship between education and modern method use was unclear.
Education and knowledge of FP are likely correlated, as educated women may be more likely
than uneducated women to comprehend FP messages, such as the mechanisms of action and

side effects of the various methods.

According to a Ghanaian study, education was found to be an important predictor, with women

who completed senior high school or higher being more likely to self-inject at the third
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injection. (Nai et al., 2020). This was in agreement with findings from a study conducted in
Nigeria which showed that those with some college education or more were more likely to
continue to self-inject at the third dose (Liu, Shen, et al., 2018). Studies have shown that
patients would be willing to self-administer if they were adequately educated, trained, and
counselled (Cover, Namagembe, et al., 2017; Nketiah-Amponsah et al., 2012). A study
conducted in Leogane, Haiti, among women of reproductive age found the odds of DMPA-IM
use higher among parous women, women who lived with a male partner and women with a
higher level of education, as compared to nulliparous women, women who did not live with a
partner or had no education (Pathak, 2018). A study conducted in Ghana among women using
DMPA-SC showed that clients who were new FP users, never married, attained higher
education, were significantly more likely to self-inject six months into using DMPA-SC (Nai
etal., 2020). A study by Liu et al. on sociodemographic predictors of continued DMPA-SC use
among urban Nigerian women showed that those with some college education and those with

four or more children were more likely to obtain another dose (Liu, Shen, et al., 2018).

2.8.4.1.1.4 Wealth

Many studies have found positive associations between wealth and FP use, with women with
higher wealth status being more likely to use a modern method than those with lower wealth
status (Adebowale et al., 2014; O. A. Bolarinwa & Olagunju, 2019; Larsson & Stanfors, 2014;
Okigbo et al., 2017). The rationale may be that wealthy women will be more likely to afford
FP services than poor women. Other socioeconomic factors, such as education and residence,
may also influence this positive relationship. A study in Nigeria discovered a similar positive
relationship between wealth status and contraceptive use (Usman, 2021). According to a study
conducted in Ghana, factors such as education level and wealth also determined patients'
willingness to access self-administered contraceptives (Kojo, 2021).

2.8.4.1.1.5 Employment

Employment is related to wealth as women who are employed are more likely to have financial
resources to cover the cost of family planning (FP) services, including affording transportation
to the health facility (Blackstone, 2017; John et al., 2020). Similarly, these women may be
more motivated to use contraception if they want to continue working without interruption.
Furthermore, the economic role may give women more autonomy and more control make

important decisions (Islam et al., 2016).
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Intersection of education, wealth, employment and autonomy

Several sociodemographic characteristics, including women's educational and employment
status, occupation, and partner's educational status, are associated with women's empowerment
in FP decision-making (Prata, Fraser, et al., 2017). Employed women and those with higher
education levels are more likely to have more decision-making power over their fertility, either
individually or in collaboration with their partners, than unemployed women and those with
lower education levels (Belay et al., 2016). Women's decision-making autonomy is determined
by their level of education, employment, and household wealth, all of which are indicators of
their socioeconomic and political clout (Lamidi, 2015). Many studies have found a link
between women's autonomy and contraceptive usage (Jejeebhoy, 1995; Mare et al., 2022;
Senderowicz, 2020). It has been suggested that autonomy functions as a mediator of the
relationship between education and contraceptive usage (Jejeebhoy, 1995; Larsson & Stanfors,
2014; Senderowicz, 2020), and that educating women represents an approach to improve their

status and autonomy.

Jejeebhoy (1995) identified five interdependent aspects of women's autonomy that are crucial
in understanding the relationship between education and autonomy. These aspects include
autonomy of knowledge, decision-making autonomy, physical autonomy, emotional
autonomy, economic and social autonomy and self-reliance. Autonomy of knowledge refers to
the broader worldview that educated women possess. Education strengthens women's decision-
making autonomy, enabling them to have a greater say in matters that directly impact their
lives. Physical autonomy is enhanced through education as it allows women to have more
exposure and interaction with the outside world. Emotional autonomy is observed as educated
women shift their loyalties from extended kin to the conjugal family. Lastly, education
significantly increases a woman's economic and social autonomy and self-reliance,
empowering her to rely on herself rather than her children or husband for social status and

economic matters (Jejeebhoy, 1995).

2.8.4.1.2 Fertility preferences

The demand for contraception is hypothesized to increase as the number of children a couple
plans to have (ideal family size) decreases, and vice versa (Bongaarts & Casterline, 2013).
Evidence suggests that sub-Saharan Africa has the largest ideal family size, which may explain
the region’s high fertility rate and low use of contraceptive methods (Bongaarts & Casterline,
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2013; Odimegwu et al., 2018). Research in Nigeria indicates that a large family size is still
desirable, which may contribute to the low level of modern method use (National Population
Commission (NPC) [Nigeria] and ICF, 2019). There are numerous regional differences, with
the North-east and North-west having the highest fertility rates and the highest preference for
large families. According to NDHS (2018) data, the Northern region has a higher fertility rate
than the South, with the North-West having 6.6 children per woman and the Southwest having
3.9 children per woman. Some studies have shown that women with higher parity are more
likely to use a modern method than women with lower parity or no living children (OlaOlorun
& Hindin, 2014; Starbird et al., 2016). A study in Leogane found that the odds of DMPA-IM
use were more than three times higher in parous women than in nulliparous women (Pathak,
2018). This is similar to findings from several African countries, where women with two or
more children were much more likely than women with one or no children to use injectable
contraception (Tsui et al., 2017). PMA data from Uganda and DRC revealed that women with
one or no children compared to those with two or more children were more likely to use
DMPA-SC instead of implants (Anglewicz, Larson, et al., 2021).

2.8.4.1.3 Knowledge of and attitudes towards FP

Evidence from Sub-Saharan Africa shows that lack of knowledge or misinformation are
barriers to contraception use (Blackstone et al., 2017; Engelbert Bain et al., 2021). Studies in
Nigeria have consistently found that while knowledge of modern methods is nearly universal,
use remains low (Ukoji et al., 2022; Usman, 2021). According to the 2008 and 2013 NDHS,
the awareness of FP among women of reproductive age increased from 71% in 2008 to 85% in
2013; however, the use of modern methods remained unchanged at 10% (National Population
Commission [Nigeria]l & ICF International, 2014; NPC/Nigeria & Macro, 2009). Therefore,
the hypothesis that knowledge translates to use, most likely by increasing women's efficacy to
practice, is not always correct. In the Leogane study, high DMPA-IM knowledge was not
statistically significantly associated with its use (Pathak, 2018). Although more than half of the
women had extensive knowledge, it did not correlate with DMPA-IM use. Other barriers have
also been linked to FP use in Sub-Saharan Africa, such as negative attitudes toward FP,
individuals who approve of FP are more likely than those who do not approve of FP to use
modern methods (Asekun-Olarinmoye et al., 2013). Perceptions of FP and fertility are other
personal factors that could harm FP uptake. In a qualitative study conducted in Uganda by

Nanvubya et al. (2015), women's desire for more children had a negative effect on
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contraception (Nanvubya et al., 2015). Some women believe it is their obligation to follow the

husband's decision regarding the use of FP (Jalu et al., 2019).

Three recent rounds of data from Performance Monitoring for Action reproductive health
surveys in Burkina Faso, the Democratic Republic of the Congo, Kenya, and Nigeria indicate
that knowledge of DMPA SC is relatively low (Wood et al., 2022). While over 80.0% of
women in all settings had heard of injectables, only 13.0% had heard of self-injection. Though
DMPA-SC use increased in some areas between 2016 and 2019, its overall prevalence declined
by 2019. The results showed that women rarely self-injected, and the demand for self-injection
was low in all six settings. A Nigerian study examining the motivators and triggers of modern
family planning methods, including DMPA-SC, discovered that knowledge of the advantages
of using contraceptives, awareness raising and women's empowerment were significant
enablers of FP use (Osinowo et al., 2020). The study highlighted the prioritization of women's
decision-making autonomy and knowledge as significant considerations in health-related
programmes aimed at population control. Knowledge barriers also include misconceptions and
fear of side effects. A study of adolescents in Uganda discovered barriers to self-injection, such
as fear of infertility, fear of needles, the possibility of making a mistake, and a lack of privacy
at home (Cover, Namagembe, Tumusiime, Lim, et al., 2018). A recent study among urban
Nigerian women found that incorrect knowledge of and concerns about the side effects of
modern methods were negatively associated with their use (Ajayi et al., 2018). Misconceptions
and concerns about modern methods lead to increasing FP disapproval.

2.8.4.1.4 Experience of contraception use

A study by Odwe et al. demonstrated a link between the prior experience of using contraception
and the method chosen (Odwe et al., 2021). Positive past experience with a method was found
to be the strongest predictor of method selection. This is consistent with findings that much
unmet need for family planning arises from women who have used a modern method in the
past and are dissatisfied (Jain et al., 2013). Previous studies show that past experience with side
effects was the leading cause of dissatisfaction with hormonal contraception among
discontinuers (Moreau et al., 2007) and that past negative experiences with hormonal
contraception significantly influenced current contraceptive choice (Gomez et al., 2020). A
study conducted in the United States to determine women's interest in self-administration of
DMPA-SC found that women currently using DMPA-IM and women who previously used
DMPA-IM were more likely to be interested in DMPA-SC than those who had never used it
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(Upadhyay et al., 2016). PMA data from Burkina Faso and Uganda revealed that majority of
users used DMPA-SC as their first method, and users who switched to DMPA-SC did so from

other, less effective methods (Anglewicz, Larson, et al., 2021).

2.8.4.1.5 Self-efficacy/Confidence

Bandura (1977) defines self-efficacy as a measure of a person's belief in their own capacity to
successfully carry out a behaviour in order to achieve a desired outcome (Bandura, 1977).
Many studies have found a link between a woman's perceived self-efficacy in FP use and her
likelihood to use modern methods (Kahsay et al., 2018; Prata, Bell, et al., 2017). In a systematic
review, Burke et al. discovered a positive relationship between self-efficacy and the use
of/intention to DMPA-SC use DMPA-SC, condoms and other self-care contraceptive methods,
including (Burke, Ridgeway, Murray, et al., 2022). In a Ugandan study, lower self-efficacy and
education level were predictors of poor contraceptive adherence (Muhindo et al., 2015). Studies
back up the findings that education is associated with self-efficacy and it increases the
likelihood of understanding contraceptive information (Shah et al., 2021; Swenberger, 2016).
Women with low self-efficacy, particularly in patriarchal societies, are likely to make less
independent contraceptive use and adherence decisions. This is consistent with findings from
Nepal and Angola, where low decision-making autonomy influenced the use of FP among
married adolescents and women (Prata, Bell, et al., 2017; Shahabuddin et al., 2019). A study
in Nigeria established a positive relationship between self-efficacy and modern contraceptives
(C. Okigho et al., 2017). Financially and socially empowered women are more likely to
participate in decisions that affect their lives and the lives of their families (Upadhyay et al.,
2014). Furthermore, some women require permission or approval from significant others to use

modern methods, which reduces their likelihood of using a modern method even further.

2.9 Men's participation in family planning

Reproductive health and gender equality are both enhanced when men are involved in family
planning (Koffi et al., 2018). Involving men and boys in FP and SRH is a deliberate process
that encourages them to participate fully and meaningfully in FP and SRH on their own and
with their partners, families, and communities in encouraging, affirming, and gender-equitable
ways. Men and boys actively involved in FP affirm women's and girl’s bodily autonomy and
agency, resist inequitable gender norms and participate as equal partners and crucial allies in
sex and reproduction decisions (Greene et al., 2020). However, worldwide FP initiatives, such
as Family Planning 2020, continue to place more emphasis on women than men (Hardee et al.,
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2016). While some FP programmes intentionally target men as part of their intervention
strategy, most men are gatekeepers, decision-makers, or ‘add-ons’ to programmes primarily
concerned with empowering women through education and access to resources (Raj et al.,
2016). Attempts to broaden the vision of strategically engaging men in FP and RH have been
slow but consistent (Dunn & Gage, 2010).. Worldwide family planning strategies increasingly
incorporate the male involvement framework for involving men in reproductive health, which
portrays men as family planning users, supportive partners, and agents of change (Greene et
al., 2006). The framework acknowledges the importance of protecting and encouraging
women's agency while also recognizing the multiple roles men can play in improving
reproductive health outcomes for men and women (USAID, 2018). It is crucial to understand
men's perspectives to overcome the barriers preventing contraception users from accessing

family planning.

2.9.1 The Male Involvement framework

Male involvement was defined in early programme publications (primarily from the 1990s),
with a preference for engaging men as partners and gatekeepers to women's health or as clients
by providing vasectomy services. More recent publications show increased uniformity in
defining what male involvement in FP entails, with the most commonly mentioned approaches
aligning with a male involvement framework (Greene et al., 2006) that depicts men's roles
through three overlapping areas:

* Men as clients and beneficiaries: Men who receive FP services and use male FP methods.

* Men as supportive partners: Men who actively participate as full partners in FP decisions,
communicating and negotiating fertility desires and FP use with their partners.

* Men as change agents: Men who take the lead in shifting societal norms, attitudes, and
behaviours toward women and girls, as well as their roles in families, communities, and

societies at large.
2.9.2 A socio-ecological model for unpacking men's involvement in family planning.

As depicted by the socio-ecological model, men's participation in family planning is influenced
by an interplay of actors and factors at multiple levels of the ecosystem. This ecosystem
comprises the man, his partner, the health system and the community. A review explored

gender equity in young married men's family planning participation through a socio-ecological
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lens and found a preponderance of evidence regarding men's perspectives on FP, couple

dynamics, spousal communication, and decision-making processes (Seth et al., 2021).

2.9.2.1 Individual level context for men

At the individual level, men's personal characteristics and experiences drive their involvement
in FP; their knowledge, attitudes, beliefs, self-efficacy, and preferences regarding FP are
shaped by a variety of personal characteristics and experiences, including experience (or lack
thereof) with FP method use, reproductive desires and goals. Evidence from Africa has shown
that there is a high level of awareness about FP but a low level of male involvement in FP
(Vouking et al., 2014), inconsistent variation with sociodemographic characteristics showing

the interactions of different levels of the socio-ecological model in different contexts.

A systematic review and meta-analysis conducted in Ethiopia found that men's level of FP
knowledge correlates positively with their participation in FP. Men with a solid understanding
of contraceptives were nearly twice as likely as their counterparts to increase their involvement
in FP (B. G. Kassa et al., 2022). Similar findings were reported from Myanmar, Nigeria, Kenya
and Cameroon (Ampt et al., 2015; Butto & Mburu, 2015; Egbe et al., 2016; Orji &
Onwudiegwu, 2004), where improved knowledge of contraceptive methods was found to be a
positive predictor of male participation. Also, evidence from sub-Saharan Africa (Vouking et
al., 2014) and Nigeria (ljadunola et al., 2010) show that the attitude of men also correlates
positively with their participation in FP, men with a favourable attitude toward FP service were
nearly three times more likely to utilize FP services compared to men with an unfavourable
attitude. A review of the literature from northern Nigeria revealed that males in the region are
generally aware of FP; however, they had unfavourable opinions, used FP infrequently, and
communicated poorly about family planning with their spouses. Sociocultural and religious
barriers hampered male participation in FP (Nmadu et al., 2019). Belief that FP is a woman's
activity and that it promoted promiscuity hindered FP's acceptance. A study conducted in
Malawi identified socioeconomic factors as influential in men's involvement in FP. These
factors influenced method accessibility and contraceptive affordability (Dral et al., 2022).
Men's educational status has been shown to be a significant positive predictor of their
involvement in FP. Consistent with earlier research conducted in Bangladesh and sub-Saharan
Africa (Kamal et al., 2013; Vouking et al., 2014), which showed that as men's educational

attainment rises, their participation in family planning (FP) improves. These findings were
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similar to an Afghanistan study, which found that men with higher incomes and education were

more likely to engage in FP (Shabanikiya et al., 2023).

According to a study conducted in Nepal, male involvement in reproductive health is limited
(Sharma et al., 2018). In many of the maternal and child health (MCH) clinics, participants
cited sociocultural and psychological norms, lack of education, misinformation, and female
predominance as health care providers as impediments and obstacles. Perceived motivating
factors included men's positive attitude, literacy and awareness, incorporating reproductive
health education into the school curriculum and certain incentives. A study conducted in
Ethiopia found that only 12.5% of men were directly involved in the use of male contraceptive
methods for family planning (Wondim et al., 2020a), with the majority of men participating in
family planning through communication with their spouses. Men were more likely to use
family planning if they were educated, had an educated partner, had adequate knowledge about
FP, had a positive attitude toward family planning, and discussed it with their spouses. Studies
conducted in Uganda and Ghana (Dougherty et al., 2018; Manortey & Missah, 2020) have
reported low male participation in family planning. This is of concern considering that low
contraceptive prevalence rates among women have been attributed in part to men’s lower
involvement or non-involvement in family planning (Vouking et al., 2014). High levels of
involvement were found among men in studies conducted in Vietnam, India and Nigeria (Ha,
2003; ljadunola et al., 2010; Rekha et al., 2015). The differences in knowledge could be due to
contextual factors operating at the different levels of the socio-ecological model. A study
conducted in Ghana similarly found that the likelihood of male involvement in family planning
increases progressively with the depth of knowledge about family planning. However, being
older (46-58 years), unmarried, and self-employed were also significant predictors of male
participation in family planning (Manortey & Missah, 2020). This was in contrast to studies in
Catalonia and Ethiopia (Kassa et al., 2022; Saurina et al., 2012), which found that older age
was not a factor influencing male involvement in family planning; instead, being unemployed
and discussing family planning with their spouse influenced their involvement in family

planning.

In a study conducted by Lusambili, competing priorities hindered men's ability to access
information on reproductive, maternal, newborn, and child health (RMNCH), participate in
related activities, and make informed decisions (Lusambili et al., 2021). This is consistent with

findings from Kenya, where the vast majority of young women reported that their husbands
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were preoccupied with work obligations and lacked time to participate in RMNCH activities
(Kwambai et al., 2013). According to a study conducted in Nigeria, men's fertility preferences

for more children carry more weight when the couple has few children (Bankole, 1995).

2.9.2.2 Male Interpersonal level context

Men who are comfortable and in agreement with their partner about contraceptive method use
are likely to support their partner's method actively; spousal communication has been linked to
male involvement in FP (Koffi et al., 2018; Mulatu et al., 2022). Studies conducted in Ethiopia
and Ghana found that men who approved of or supported FP use were more likely to utilize FP
services than men who did not approve (Kassa et al., 2018; Mulatu et al., 2022). In a study
conducted in Southeast Nigeria, men's active involvement in FP services was predicted by their
spouse's employment status (Amuzie et al., 2022). This is consistent with findings from a study
in Bangladesh (Kamal et al., 2013). Lack of women’s knowledge of family planning has been
linked to low male partner participation in FP (Amuzie et al., 2022). The study identified a
female spouse's higher education level as a predictor of male involvement in maternal and child
health and FP. Studies from Ethiopia found that lower empowerment of spouses, higher spousal
age at marriage (Mamo et al., 2021), and men whose spouses had never used FP methods
(Kassa et al., 2022; Mulatu et al., 2022) as predictors of lower involvement of men in FP service
utilization. In Shand et al.'s study, unmarried men were more likely to use male condoms with

their partners, whereas married men relied solely on their wives' methods (Shand, 2021).

A study conducted in South Africa found that male and female fertility desires were not
congruent, with men preferring a larger family size than women. As a result, men often pressure
their female partners to have children to feel fulfilled (Kriel et al., 2019). These findings have
been reported previously in the literature (Kabagenyi et al., 2014). Nonetheless, the financial
burden of raising large families has emerged as the driving force behind the shift in men's
fertility preferences observed in Pakistan (Kamran et al., 2015) and Kenya (Kock & Prost,
2017), where men cited economic hardship and rising inflation, concern for their wives' health,
as well as a desire to ensure proper upbringing and education of their children, as reasons for

their interest in practicing FP.

2.9.2.3 Male FP concerns at the Health System Level

There is evidence that men are generally excluded from interventions aimed at increasing

contraceptive prevalence in studies of contraceptive use (Kamran et al., 2015). The existing
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infrastructure for FP service provision is largely geared toward meeting the needs of women.
There is a dearth of health infrastructure that specifically targets males, including policies,
services, and hours of service, which contributes to the widespread perception that most family
planning facilities do not welcome men as either partners or clients (Adelekan et al., 2014;
Pascoe et al., 2012), so most family planning services are seen as unwelcoming to men as
partners or clients. Additionally, health professionals' ability to counsel male patients on
contraception has been shown to be inadequate (Kura et al., 2013). Studies have shown that
providing information to men and involving them in counselling sessions improves their
support and decision-making for reproductive, maternal, neonatal and child health (RMNCH)
(Adelekan et al., 2014).

Male involvement in family planning is hampered by insufficient options for men and a lack
of messages explicitly directed at men (Hardee et al., 2016). A South African study revealed
that the current provision of FP information was insufficient (Kriel et al., 2019). Although men
had good knowledge about FP products, they lacked a clear understanding of how they work
and their associated side effects due to misconceptions and myths. A recent analysis of existing
FP programmes revealed that programmes do not adequately serve men, but uptake increased
when male-controlled methods were made available through interventions (Hardee et al.,
2017). The review also emphasized the importance of more male-controlled methods. Utilizing
men as change agents and community health workers to educate men has proven effective in
enhancing male knowledge and participation in MCH (Mkandawire & Hendriks, 2018).

2.9.2.4 Community level male gender norms

The evidence from Uganda, Nigeria and Vietnam demonstrates that traditional gender norms
elevate men to the position of primary and almost exclusive decision-makers (Ezeanolue et al.,
2015; Ha et al., 2005; Kabagenyi et al., 2014). At best, men inform their partners of their
decision, and women are expected to accept it. Evidence indicate that norms related to
masculinities, marriage, sex, and fertility, significantly influence individual thought and
behaviour regarding FP (Seth et al., 2021). While perceptions and conditioning on masculinity
accord men a higher social status, they also pressure men to meet different social expectations.
Peer pressure encourages unmarried men to engage in risky sexual behaviour, such as having
multiple sexual partners, which is often seen as a sign of male virility; it also encourages
married men to play their role as a procreator (Krugu et al., 2018). Those who fall short of these

standards are often mocked. Community biases are also intricately linked to the community,
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familial, and peer networks. Whether it is the social pressure on couples to have children or the
myths and misconceptions surrounding FP use, these issues are amplified by community
stakeholders. Evidence from a systematic review from South Asian countries and Cote d'lvoire,
Egypt, Ethiopia, Ghana, Kenya, Madagascar, Jordan, Turkey and the USA revealed that the
fear of being judged by the community for not having children is relayed chiefly through the
mother-in-law (Bhan et al., 2022). The preference for having a son also dominates fertility
decisions and influences contraceptive use in Ethiopia, Kenya and China (Dynes et al., 2012;
Song et al., 2022). Fertility norms thus play a significant role in contraception use. Lusambili
et al. (2021) elicited social-cultural factors, like stereotyping and the feminization of
reproductive and maternal health issues, as barriers to male involvement. This finding is
consistent with previous findings that conventional gender norms that label men's positive
health service-seeking behaviour as weak may discourage adopting healthy and positive
behaviours (Greene & Barker, 2010; Hartmann et al., 2012). It was discovered that targeted
information sessions on RMNCH for men, especially when delivered by male authority figures
such as church leaders, male champions, and teachers, are a major facilitator of effective male
involvement. Withers et al. investigated men's perceptions of gender roles and cultural norms
regarding FP use (Withers, Dworkin, Zakaras, et al., 2015). They discovered that men are
discouraged from supporting their partners' use of FP due to misconceptions about the side

effects.

A study conducted by Nkonde in Zambia shed light on the impact of culturally-motivated
gender and power dynamics on male partners' attitudes towards contraception (Nkonde et al.,
2023). The study participants reported that their male partners demonstrated paternalistic
attitudes and exerted control over them, reducing their agency in making decisions regarding
contraception use. Uneven power relations between men and women contributed to male
partners' disapproval of contraception use. Culture shapes reproductive behaviours. Literature
shows that patriarchal views of gendered roles in many cultural contexts deprive women of
autonomy in FP use decisions. (Haider & Sharma, 2013). In many cultures, male dominance is
prioritized, which gives men the authority to determine the number of offspring a couple should
have (Bankole & Singh, 1998). According to the Kriel study (2017), culturally driven gender
dynamics significantly influence male attitudes and beliefs towards contraceptive usage,

whether favourably or negatively, contributing to female partners' covert or abandoned usage.
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2.10 Strategies for improving uptake of injectable contraceptives within the method mix

The eight Millennium Development Goals (MDGs) were established to alleviate poverty and
improve quality of life, but progress has been slow over the 15-year MDG period (UNFPA,
2010). The 2015 SDGs established comparable maternal and child health goals for 2030,
placing emphasis on universal sexual and reproductive health and reproductive rights, as well
as information and education, the inclusion of reproductive health in national policies and
programmes, the promotion of gender equality, and the empowerment of women (United
Nations, 2015). Recent global health and development initiatives, such as the FP2020 Initiative,
have increased access to FP, with the goal to provide modern contraception to 120 million more
women in the world's poorest 69 countries by 2020 (FP2020, 2013).

Blackstone et al. (2017) argued that the social context in which women operate must be taken
into account when implementing programmes to increase contraceptive use. In agreement,
researchers have argued that when designing family planning programmes, mapping and
understanding the social context necessitates strategic planning that includes men in order to
ensure the social acceptability of contraceptive services and practices (Kriel et al., 2019;
Vouking et al., 2014). Garg et al. also opined that gender-sensitive programming is crucial
for ensuring widespread social acceptance of family planning (Garg & Singh, 2014). Research
has shown that increasing access to care while increasing contraceptive options helps to
improve reproductive rights, social acceptability of contraception, and care quality (World
Health Organization, 2017). Expanding method options contributes to improving reproductive
rights, social acceptability of contraception, and quality of care. A systematic review of studies
from developing countries identified four broad categories of successful strategies that address
barriers to the use of RMNCH services which include improving service delivery by training
and supporting CHWs to work alongside formal health workers; improving service desirability
by improving the quality of care; demand generation by engaging communities; and task
shifting, expanded CHWs and volunteers roles, mobile teams, and inclusive structured

planning forums (Byrne et al., 2014).

Uganda's experience with the introduction and scaling up DMPA-SC included large-scale
community-based distribution (CBD) and stakeholders' collaboration on strategy and planning
(PSI, 2022). This included new policies and regulations, efficient marketing, supply chain
planning, monitoring and evaluation systems, the cost-effectiveness of training women and

self-injection. Lessons learned from PATH's injectable programming included investing in
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delivery channels and strategies for a total market approach, educating women about all
contraceptive methods, providing health provider training and supervision, investing in the
supply chain and product distribution channels to ensure product availability, and supporting
HMIS that includes peripheral delivery channels and alternative options (e.g., CBD, self-

injection, drug shop provision) (Drake, 2018).

Evidence briefs from the WHO on considerations for expanding access to contraceptive
methods, including DMPA-SC (World Health Organization, 2017), highlighted the following
strategies: Expanding access to contraceptive methods by overcoming policy, geography,
economic and social issues, and gender norms. Expanding provider base through increased
training for CHWs, drugstore and pharmacy staff. Increasing contraceptive access, uptake, and
continuation by increasing contraceptive options, securing the supply chain, improving
provider training and counselling, and generating demand through media campaigns and

mobile services.

The UNFPA Family Planning Strategy (UNFPA, 2022) outlines strategies to increase
contraceptive access, uptake, and continuation. These include securing the supply chain,
improving provider training and counselling, generating demand, engaging adolescents and
youth as change agents, expanding contraceptive options, counselling, and improving service
delivery quality. Other important considerations include enhancing and disaggregating data for
action; strengthening health systems, domestic financing and resource efficiency to sustain FP
programmes; strengthening family planning integration into national health policies and plans
and enhancing agency and addressing discrimination to provide complete family planning

services to marginalized women and girls.

The major weaknesses in all these strategies is the absence of men in programming to increase
uptake of contraception including DMPA-SC. All these strategies have been focused on women
to the exclusion of the men. Excluding men from family planning can have significant
consequences, even if women are well-educated and motivated to utilize contraception
(Bankole & Singh, 1998). Men's knowledge and attitudes regarding family size, spacing
between children, and contraceptive methods have been found to influence women's family
planning preferences and opinions (Vouking et al., 2014). It has been demonstrated that women
who discussed family planning with their spouses had a higher prevalence of modern

contraceptive use than those who did not engage in such discussions. Many experts cite the

64



failure to involve males in family planning as a major barrier to expanding access to
contraception(Greene & Barker, 2010; Maharaj, 2012).
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3.0 CHAPTER THREE: METHODS
3.1 Study Design

This study employs a secondary data analysis approach, utilizing mixed-method primary data
obtained from the larger ICAN Nigeria project, which focused on self-injection (SI) of DMPA-
SC. The primary objectives of the ICAN Project included identifying women inclined towards
Sl, assessing the adequacy of existing DMPA-SC Sl programs, investigating the intersection
of SI with sexual and reproductive empowerment, and providing implementation research

support.

The larger ICAN study employed various methods, including in-depth interviews (IDIs),
cognitive interviews (CIs), implementation research (IR), and a longitudinal cohort study

across three Nigerian states (Enugu, Plateau, and Kaduna).

The secondary data analysis focuses on specific inquiries that complement and extend the
study's scope but specifically focused on the Kaduna state site within the Nigerian ICAN data

utilizing both IDI and quantitative data. This secondary research addressed the following:
1. Identifying the influencing factors behind women's utilization of DMPA-SC

2. Assessing the depth of knowledge among Nigerian men regarding contraception in
general and DMPA-SC in particular, an aspect beyond the project’s questions.

3. Investigating the extent to which Nigerian men actively participate in their partner's
utilization of DMPA-SC and contraception in a broader context, an area of investigation

that extends beyond the primary study's initial questions.

This refined focus on factors influencing women's choices, men's knowledge, and male
involvement establishes a robust framework for a comprehensive understanding of

contraceptive practices in the Nigerian context.

3.2 Study location

The research was conducted among women, with a small component targeting men. The study
location was Kaduna in North-west Nigeria. The South-western region of Nigeria has the
highest contraceptive prevalence rate (24.3%). In comparison, the North-west has the lowest
(6.2%), with the North Central region in the middle (13.8%) (National Population Commission
(NPC) [Nigeria] and ICF, 2019). Nigeria's northern region is more rural, arid, and economically

precarious than the southern part. The patterns of contraceptive use and reproductive behaviour

66



differ significantly between Northern and Southern Nigeria on cultural and socioeconomic
grounds (Babalola & Oyenubi, 2018). These factors include household income, level of
education, relationship dynamics, religion, culture, and exposure to family planning messages.
These factors directly impact women's ability and likelihood to adopt any method of
contraception. The study was purposefully chosen by the ICAN Project to explore women's

contraceptive journeys in a region with the lowest contraceptive prevalence rate in Nigeria.

Borno
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Figure 4 Map of Nigeria showing Kaduna State

With a population of about 6.11 million, Kaduna state is Nigeria's third most populous state. It
is situated in Nigeria's North-West geopolitical zone. Muslims make up the majority of the
state's population in the north, while Christians predominate in the south. In Kaduna state,
public facilities are a significant source of FP services for users, mainly through the primary
healthcare system, secondary healthcare, and teaching hospitals. Kaduna has 1,090 public
health facilities, including 1,056 primary health centres, 29 secondary health centres, and five
tertiary hospitals. In addition, there are 656 private clinics and maternity centres. There are
2,500 patent medicine stores, many of which offer FP services. The 2018 DHS showed 4.0%

injectable contraceptive use in the state (National Population Commission (NPC) [Nigeria] and
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ICF, 2019), which has benefited from several DMPA-SC projects led by implementing partners
like the Clinton Health Access Initiative (CHAI), Marie Stopes, Nigerian Urban Reproductive
Health Initiative (NURHI), and Society for Family Health (SFH).

The data used for the analysis was gathered in Nigeria as a part of a broader research being
conducted by Innovations for Choice and Autonomy (ICAN). ICAN is a consortium of research
institutions from the United States and Sub-Saharan Africa that seeks to understand how self-
injection of DMPA-SC can best meet the needs of women, as defined by women. ICAN
partners include Akena Plus in Nigeria, the Malawi University of Science and Technology
(MUST) in Malawi, the Makerere University School of Public Health (MakSPH) in Uganda,
the Kenya Medical Research Institute (KEMRI) in Kenya, and the University of California San
Francisco (UCSF) in the United States as Prime. Ethical approval was given by the internal
institutional review boards at National Health Research Ethics Committee (NHREC) of
Nigeria, KEMRI, MUST, MakSPH, and UCSF.

Data for this research was from the Kaduna site in Nigeria was collected in June
2022. Quialitative data was collected among the women while quantitative data was collected
among the men. Thirty semi-structured in-depth interviews were conducted with women of
reproductive age recruited from hospital settings in Kaduna State, Nigeria. Women were
chosen based on their age (15-19 and 20-45), past contraceptive usage, and prior experience
with DMPA-SC. Sixty men whose wives were using contraceptives in the same
community were recruited for the survey on male involvement in their partner’s contraceptive
use. Both women and men were independently recruited through health workers from two
health facilities in the northern and southern parts of Kaduna Metropolis with high volumes of
family planning attendance. Interviewees were contacted, eligibility was confirmed, and those
who agreed to were recruited. The men were purposefully sampled based on whether or not
their partners approved of their being interviewed. Adolescents identified in health facilities as
using DMPA-SC visiting health facilities were relatively few; this was most likely due to
stigmatization challenges, which resulted in a small number of three adolescents
being recruited for this study. A woman or man could participate independently, regardless of
whether their partner participated. Women were recruited based on their age and whether or
not they had previously used DMPA-SC. Men were interviewed to determine their knowledge

of contraceptives, including DMPA-SC and their involvement in partner use as they constituted
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the spouses of women who were users of DMPA-SC. In total, 30 IDIs (among women) and 60

quantitative interviews (among men) were conducted with 90 study participants ().
Recruitment strategy

The health providers from the two health facilities identified and recruited up to 100 users of
DMPA-SC (50 from each of the two health facilities) between the ages of 15-45 years and
obtained consent from them to interview their husbands between the ages of 18 to 65. Consent
was obtained from 60 women to interview their partners. From the 100 users of DMPA-SC
recruited, 30 (15 in each health facility) were randomly selected to be interviewed for the
qualitative study. The health providers at the health facilities were taught the inclusion criteria
and mobilized and screened the women before sending them to trained research assistants who
confirmed the participants' eligibility for the study. Informed consent was obtained before any

interview was conducted.
Data collection

The FGD guide contained open-ended questions in-depth interview questions for women
focused on contraceptive utilization with self-injection use, such as covert contraception use,
preferences for health care provider involvement, partner communication about contraception,
motivations and barriers to using contraception (including Sl), and barriers/facilitators related
to SRH service access. The male questionnaire assessed their contraception knowledge,
attitude, and practises, including their understanding of DMPA-SC and involvement in their
partners' usage of DMPA-SC. The interviews were done in English and the local language
Hausa for those who did not speak English. Interviews were conducted in discreet locations
within the facility. Each IDI and the quantitative interview lasted 45 minutes to 1 hour 30

minutes.

All IDIs were recorded with the participant's permission using digital audio recorders and
uploaded to a secure server before being transcribed for analysis. Qualitative data were
translated and transcribed. All survey data were collected using computer tablets loaded with
Open Data Kit (ODK) software. The databases, tapes, and transcripts of the interviews were
kept on password-protected servers. Qualitative and quantitative instruments were pre-tested
among a small subset of female and male clients and revised before data collection. This thesis

focused on the secondary analysis of data from the Kaduna State, Nigerian site. The study
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population was women in Kaduna who were users of DMPA-SC and male partners of modern

contraceptive users in Kaduna.

Table 2. Sample of Qualitative and quantitative survey from Kaduna location

Characteristic Number of Women Number of Men
(Qualitative Survey) (Quantitative Survey)

Sample 30 60

Eligibility criteria: women users of DMPA-SC between the ages of 15-45 years and the

husbands of those who consented to the study to interview their partners.

3.4 Data analysis
3.4.1 Qualitative data analysis

Thematic content analysis was conducted in which themes and categories were identified based
on the research questions and SEM constructs. Two researchers (the author and a research
assistant) independently read and re-read transcripts to identify emerging themes. The texts
on the factors influencing the use of contraception were initially extracted. The texts were first
coded according to the SEM levels used in this study: individual, interpersonal, organizational,
community, and health system for women and men. Then, similar or related codes were
grouped into categories and assigned to each of the four levels of the SEM framework, which
were used to interpret and report the findings. The two researchers who independently coded
the data discussed the codes and categories to ensure inter-rater consistency. All qualitative

data were analysed using Microsoft Excel and Dedoose 9.0.62 software.

3.4.2 Quantitative data analysis

Statistical Package for Social Sciences (SPSS) version 25 was used to analyze quantitative
data. Descriptive univariate analyses were performed to examine the frequency distributions of
the variables. Frequencies of variables were generated; tabulation and percentages were used
to illustrate the study findings. Bivariate analysis was employed to explore the relationships
between the independent variables and contraceptive use. Chi-square test of independence was
performed for categorical variables at a statistically significant level of p 0.05 and fishers exact
test where the conditions for Chi-square were not satisfied.
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3.4.2.1 Variables of the Study

Male involvement in partner’s use of family planning was the primary outcome. The study
sought to explore the level of involvement of male partners in women’s use of DMPA-SC. The

variable was categorized as high involvement or low involvement.

Men's involvement in family planning was assessed using a summative score of four questions
designed to assess their involvement in decision-making and their partner’s use of FP. These
were questions related to partner approval, spousal communication and partner support in use
of family planning (Mulatu et al., 2022). Male involvement in FP was computed from the four

“Yes” or “No” questions.

1. Have you ever had a discussion/conversation with your spouse about doing something
to delay or avoid pregnancy?
2. Did you have a discussion about family planning with your spouse in the last 12
months?
3. Do you approve of your partner’s use of FP?
4. Do you support your spouse in using a family planning method?
Those who answered yes to all four questions were considered actively involved in partner’s
use of family planning, while those who answered yes to less than four questions were

classified as passively involved based on mean score (Mean value= 3.6).

The independent variables were as follows: age, educational level, employment status, religion,
age of wife, educational status of wife, number of living children, the desired number of
children, spousal communication, knowledge, attitude, perception and previous of use
of contraceptive methods. The individual components of attitude and perceptions were also

explored.

3.4.2.2 Knowledge about family planning

Men's knowledge of family planning and DMPA-SC was measured by a series of 33 questions
that measured their knowledge of FP and DMPA-SC, based on the summative score of 33
(16.5). Men who responded correctly above or equal to the mean value of knowledge questions
were considered to have adequate knowledge and those who scored below mean value were
categorized as not having adequate knowledge (Wondim et al., 2020). Questions designed to
assess men's knowledge of family planning included questions about contraceptive methods,
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benefits and side effects, ideal birth interval, knowledge of a woman's fertile period, and
knowledge of DMPA-SC.

3.4.2.3 Attitude of men towards contraception

Men's attitudes regarding FP were measured based on the summative score of four attitude-
related questions on a four-point Likert scale of strongly agree, agree, disagree, and strongly

disagree. The questions included:

Contraception is risky for women’s health.
Women who use contraception may become promiscuous.

Contraception is a woman’s business; a man should not have to worry about it.

R

Couples can use family planning to avoid getting pregnant if they want.

The total score was calculated by adding the score for each item, The lowest obtainable score
was four, and the highest was sixteen. Based on the statements assessing attitude, those who
scored higher or equal to the mean value of attitude assessment questions (mean value= 10)
were considered to have favourable attitudes toward family planning (Wondim et al., 2020).
Those who scored lower than the mean value were considered to have unfavourable attitudes

toward family planning.
3.4.2.4 Perception of men regarding their role in family planning decision-making

Perception of men regarding their role in family planning decision-making was measured based
on the summative score of four attitude-related questions on a four-point Likert scale of

strongly agree, agree, disagree, and strongly disagree. The questions included:

1. Men should decide the family size.

2. Men should decide whether or not to practice family planning.

3. Men should decide which FP method to use.

4. Men should be the ones to decide what to do when an unwanted pregnancy occurs.

The total score was calculated by adding up the score for each item, The lowest obtainable
score was 4 and the highest was 16 score. Based on the statements assessing attitude, those
who scored who scored higher or equal to the mean value of perception assessment questions
(mean value =10) were considered to have favourable attitudes toward family planning. Those
who scored lower than mean value were considered to have unfavourable perceptions toward

their role in family planning decision-making.
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3.5 Ethical considerations

This secondary data analysis was conducted in accordance with established ethical standards.
The primary project, ICAN, had obtained ethical clearance from the UCSF Institutional Review
Board and the National Health Research Ethics Committee, Nigeria to collect and use data for
research purposes. This ensured that all aspects of handling, analyzing, and reporting primary
data were carried out with utmost consideration for confidentiality, privacy, and the well-being
of participants. To protect the identities and privacy of participants, all potential identifiers
were carefully anonymized. In addition, explicit permission was obtained from the Principal
Investigator (P1) of the ICAN Nigeria Project to use the project's dataset for this secondary
analysis. The permission was granted accordingly. Furthermore, the results of this secondary
analysis were interpreted and presented with complete integrity, ensuring that there was no
misrepresentation or manipulation. The main project's ethical foundations were consistently

upheld during the secondary analysis.
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4.0 CHAPTER FOUR: RESULTS

4.1 Qualitative Results

The factors influencing women’s decision-making and utilization of DMPA-SC are discussed
under the themes of the Socioecological model based on intrapersonal, interpersonal, health
system and community factors. These factors positively or negatively influenced the women’s
use of DMPA-SC (Table 3).

4.1.1 Intrapersonal Factors

4.1.1.1 Female Intrapersonal Factors
4.1.1.1.1 Personal Characteristics

The respondents are all users of DMPA-SC recruited from two public health facilities in
Kaduna State, Nigeria. The average age of respondents was 29.9 years, with a range of 16-44
years, and the average number of children was three, ranging from one to seven. Most of them
were above 19 years (80%), married (86.7%), Christian (70%), had tertiary education (86.7%)
and were employed (80%), most of which were self-employed and over half of them (58.3%)
earned less the N30,000 - the official minimum wage of the country (Table 4). Regarding
contraceptive methods the women had previously used, the most frequently mentioned was the
intramuscular version of DMPA (DMPA-IM), followed by condoms, implants and pills. About
half were self-injecting DMPA-SC, while the other half were provider-administered users.
More than half of the respondents had switched from another method including DMPA-IM,
implants and pills to DMPA-SC.
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Table 3: Identified motivators and barriers to utilization of DMPA-SC from IDIs

Socioecological
levels

Motivation factors

Barriers

Individual

Interpersonal

Health System

Community level

Adequate knowledge

Confidence/self-efficacy
Control using the method affords

Recommendation from friends and health providers

Offers discretion
Interest in using a novel method

Attraction to self-injecting
Self-empowering/ instils confidence
Convenience

Safe

Comfortable

Reliable

Long Duration of effectiveness

Ease of use

No side effect

Not painful

Less stressful to use

Action not needed after every sexual encounter
Saves cost and time

Affords privacy

Return of fertility after stoppage

Partner approval
Partner support
Effective partner Communication

Positive health care worker attitude

Skilled health care providers

Recommendation and training provided
Quality of services

Access- Proximity of health facility to residence
Affordable product

Availability of the services

Recommendations from women in the community

Lack of adequate information about DMPA and
self-injection

Economic constraints

Side effects

Lack of privacy to self-inject at home

Lack of confidence to self-inject

Fear of injections/ fear of self-injecting
Concerns of safety with disposal of needles at
home

Shame associated with use of contraception
Wanting more children

Lack of partner approval

Lack of Partner support

Fear of communicating with partner

Low decision-making autonomy

Dominance of male partners in decision-making

Poor health provider attitude
Lack of availability of injectables
Lengthy queues at health facilities

Social norms -Pressure to have many children
Son preference

Community Stigma faced by adolescents
Negative religious norms

Restrictive gender norms
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Table 4: Demographic characteristics of the women for in-depth interviews

Variables

Frequency (Percentage)

Age (in years)

15-19

20-45

Mean

Marital status
Unmarried

Married

Religion

Christian

Muslim

Level of education
Primary and below
Secondary

Tertiary
Employment status
Unemployed
Employed

Type of employment
Self-employed

Wage Job

Salary n=24
<N30,000

>N30,000

Number of children
1-2

>3

Mean number of children
Age of youngest child
<2

>2

Mean age of youngest child (in years)
DMPA-SC use status
Provider-administered
Self-injection

5(20.0)
25 (80.0)
29.9 years

3(13.3)
27 (86.7)

21(70.0)
9 (30.0)

6(17.0)
36.7 (13.3)
43.3 (86.7)

6 (20.0)
24 (80.0)

18 (75)
6 (25)

14 (58.3)
10 (41.7)

12 (40.0)
22 (60.0)
2.5

26 (53.3)
14 (46.7)
2.4

15 (50.0)
15 (50.0)

4.1.1.1.2 Knowledge about contraception in general

The overall awareness of contraceptive methods was high among the users of DMPA-SC
interviewed for this study. All the respondents knew about some of the different types of
contraceptive methods, the benefits and some side effects. The common methods mentioned
were condoms, pills, injectables, implants, calendar methods and emergency contraception.
Only a few respondents mentioned IUCDs or traditional methods like withdrawal and

lactational amenorrhea. None of the respondents mentioned that they knew about permanent

methods of contraception.
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R: If a woman doesn't want to get an unwanted pregnancy, she can do family planning; family
planning does not mean that the woman has stopped giving birth; it is just to help space the
children. If you use the one for three years (implants), when you reach the time, you can remove
it or for three months (injectables) you will come for shots after three months, when time
reaches, you can stop collecting and you will get pregnant. [F2-P14, 44-year-old married

female, four children]

I: If a woman/girl wants to prevent pregnancy, what could she do?

R: She should go into family planning. To be precise, | would recommend DMPA-SC because
I know | have been taking it, and | have been very comfortable with it.

I: Anything else?

R: We have so many of them, which I have little knowledge about. We have implants, one for
three and five years, injections, condoms or pills. [F2-P8, 35-year-old married female, two
children]

Sources of information on contraception

The commonest sources of information about contraception were from the health facility,
friends, family members and the radio. People in the community were also mentioned as a
source of information. Very few participants mentioned the school or the Internet. The mother
was also mentioned as a significant source of knowledge, especially among adolescents
compared to older women. One adolescent, when asked what a girl can do if she wants to

prevent pregnancy, said:

R: She should obey her parents and go on family planning or use condoms, if she wants to have
Sex.

I: Where did you learn about these methods of pregnancy prevention?

R: At the health facility and at home from my mum

I: So, what did your mum tell you about family planning?

R: She told me that family planning is used to prevent pregnancy. Before | didn't know this
before I got pregnant, and it was when | gave birth that | started using family planning. She
said one could go for pills, and that is if one does not want the injection and they also put it in
the arm [implant], but when they do, you will not do hard work. [F1-P15, 16-year-old

unmarried female, one child]

This implies that a lack of knowledge about family planning was the reason for having an
unintended pregnancy. A married woman also admitted to a lack of knowledge as an
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impediment to the utilization of contraception. Still, she affirmed that her ignorance was

addressed when her friend spoke to her about it.

R: Initially, it was my lack of knowledge about it (family planning), but my friend came and

told me about it. [F1-9, 20-year-old married female, two children]

Another married woman alluded to the fact that when she heard about DMPA-SC, especially

how convenient it was, she decided to regulate her family size.

R: I love children. Honestly, | wanted them to be more than these, but because | have been
hearing of family planning and how important it is, | decided to try it, especially as | also heard
about DMPA-SC and how convenient it is; | decided to use it. You know too much bleeding
usually makes men complain, but I have no complaints, and |1 am satisfied with the result of

using it. [F1-P2, 35-year-old married female, three children]

Most women, irrespective of age and marital status, held positive perceptions about
contraceptives. The most cited were preventing unplanned pregnancies, spacing pregnancies,
keeping healthy, and raising healthy children. More unmarried women highlighted the benefit
of family planning for preventing unwanted pregnancy than married women. In contrast, more
married women highlighted the economic benefit of family planning, enabling you to look after
the children you already have. One adolescent who had an unintended pregnancy, when asked

at what point in her life, she started thinking about preventing pregnancy said:

R: At the age of 15
I: So, what happened?
R: Since we children don't listen to our parents, we should go on family planning to avoid early

pregnancy. [F1-P15, 15-year-old unmarried female, one child]
Another unmarried young respondent said:

R: I just decided to look for a method to start using to avoid future occurrences.
I: Okay, by future occurrences, what do you mean?
R: | mean not getting pregnant again till 1 am settled (married). [F1-P6, 23-year-old

unmarried female, one child]

One married woman described how giving birth every year affects the woman and her health

and the whole family. Another said that investing in a small family and raising the children
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well is more important than having many children that do not get the full attention they need.

Another said:

It (family planning) has helped me a lot because | know the situation in this country. I wouldn't
want to have children | cannot care for, so it has helped me and reduced my childbearing. At
least | am okay with four and can take care of them. [F2-P6, 28-year-old married female, four
children]

There was, however, an adolescent who gave a narration of her close friend that held a strong
negative perception of contraception. She felt her husband divorced her because of the side
effect of weight gain.

R: There was a friend | intended to discuss this (family planning) with, but she behaved like it
was an abomination. She said, 'God forbid, family planning?' | wanted to explain more about
it to her, but she said God forbid. Our other friend explained that she did not like family
planning, especially the implant method, because it increased her size, and later, her husband
divorced her. The husband said he didn't want more children because she already had three,
so she went for the implant, and she started putting on weight, and he then divorced her. He
wanted a person with ‘figure 8' even though he was the one that decided not to have more
children. So, she was like nothing on earth would make her take such a risk again. [F1-P7, 19-

year-old married female, one child]
Knowledge of DMPA-SC
The most common side-effect of DMPA-SC mentioned by respondents was irregular menses.

R: It's an injection that can prevent pregnancy and is very effective; it's a small and white

syringe injection. [F1-P6, 23-year-old unmarried female, one child]

R: I don't know how to measure in inches, but I think the needle is not even up to an inch; the
fluid is white, and the shape is round with a narrow passage where the fluid can follow through

when injected when the liquid is pressed. [F2-P14, 44-year-old married female, four children]

R: I know about the product because it is safe, easy to use, and used once every three months.

[F2-P1, 30-year-old married female, one child]

All the women, irrespective of age and marital status, stated that they heard about DMPA-SC
from the health facility. The other common sources of knowledge were from friends and then

the radio.

79



R: There was a day | went to the health facility with my friend, and we were told that there was
a new family planning method, and | decided to try it. [F1-P3, 30-year-old married female,

three children]

R: I heard about it in the media; they said it prevented pregnancy and gave good assurance
that it has no side effects. [F1-P11, 18-year-old married female, one
child]

Training on DMPA-SC self-injection

There were mixed experiences regarding training on DMPA self-injection use; about half of
the respondents reported that nurses trained them during the initiation of the method. Most of
them said they were taught how to inject it, where to inject it when to inject it, and how to

dispose of it.

R: | was told about what the injection is, i¢’s duration, it’s advantages and side effects, which
include headache for some and bleeding for others because the system is not used to it and
needs to adjust to it, and this is temporary. She said if | feel any of the symptoms, | should go
back to the health facility. [F1-P7, 19-year-old married female, one child]

I: Can you tell me how the trainer taught you to inject yourself?

R: She said I could inject myself on my thigh or in the arm; the arm is not possible because |
am the one that injects myself. She showed me the side of my thigh and how to lift and shake
(the vial) before | press it and inject myself.

I: What did they say about how to know when to take your next dose?

R: They said | can calculate the date and, on the card, the date for the next appointment is
calculated and written down

I: What did they tell you about disposing of the needle?

R: They said | should not keep it where the children will see it and should hide it and dispose

of it immediately after use. [F1-P4, 35-year-old married female, three children]
An account of an unmarried adolescent girl

I: Can you tell me how the trainer taught you to inject yourself?

R: Before giving it to me the first time, she taught me how to inject myself by demonstrating it.
I: What again did she tell you?

R: She said that if I am injecting myself, | have to sit down, open the cover of the injection, get

a cottonwood and clean the place that | want to inject myself on the lap, then inject myself.
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I: What did the trainer say about how to know when to take your next dose?

R: I have to count using my calendar

I: What did the person say about disposing of the needle?

R: She says that | should not dispose of the needle carelessly and that I can dispose of it in the
pit toilet or soak-away pit so that people will not step on it. [F1-P5, 18-year-old unmarried

female, one child]

A few women reported being told about the side effects, and only one specifically mentioned
that she was told about when fertility would return. But many were told that it had minimal or
no side effects.

R: They told me that | might be seeing my menses or getting slim or fat. Those were just a few

things they said. [F2-P6, 28-year-old married female, four children]

R: Yes, when | wanted to start, they told me that DMPA-SC is good if | want to get pregnant; |
can stop at any time, and then | tried it. When | wanted to have a baby, | stopped using it, got
pregnant, and I continued knowledge return on fertility after stoppage after giving birth. [F2-

P7, 35-year-old married female, three children]

Most of the women that were taught attested to the fact that the training was good and impacted

their ability to inject themselves successfully.

R: I was happy because initially, I didn't understand how it worked, but after |1 was taught, |

tried it, and it also worked for me. [FI-P2, 35-year-old married female]

R: We have already been taught well and understand how to do it, so there's no need to go to
the health facility to get it done. [F2-P9, 38-year-old married female, one child]

R: When | went, they taught me how to do it by myself, and currently, I'm injecting myself. [F2-

P1, 30-year-old married female, one child]

About half of the respondents reported being unaware of the possibility of self-injecting. These
stated that health providers did not provide appropriate information on self-injection, a
knowledge gap identified by many who were not self-injecting and who indicated that they
needed adequate information to start self-injecting.

R: They had never told me | could inject myself or take it home, so | always come to them for

the injection since | don't know how. [F2-P5, 42-year-old married female, four children]
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R: I was not told I could self-inject; I would like to know how to do it, how it works and when

to know that I am due for another dose. [F1-P15, 15-year-old unmarried female, one child]

R: If they can teach me (to self-inject), it would be helpful; instead of coming to the health
facility, I will stay home and inject myself without any stress. [F2-P7, 35-year-old married

female, three children]
One respondent who had been provider-injected for four years stated:

| have confidence (to self-inject) because | know giving the injection is very easy; | see how
they inject it. For the past four years, they have been giving me; | know it is not something

difficult (to do); it is very easy. [F2-P14, 44-year-old married female, four children]

The participants' desire for information indicated women's preference for more information on
self-injection. Providers' non-provision of complete information demonstrates the provider's
control over how information is given, which is left to the discretion of the providers who may

or may not give complete information.
Preference for provider administration of DMPA-SC

A few respondents who had not received training indicated they were not interested in learning
to self-inject, and they preferred to be injected by health providers. Some of the reasons were
concerns about disposing of DMPA-SC at home, fear of injections and the fear of injecting
wrongly.

R: I didn't receive training because I told them I would be coming here because my house is
not far. They are the ones that know where to keep the injection because | don't know where to
keep it, and I can't keep it in the house because of the children; they may go and carry it, that
is why | made up my mind not to collect it, but | prefer to come to the health facility to collect
it that is why | didn't go for the training that day.[F2-P13, 31-year-old married female, three
children]

R: I see no reason to self-inject because | can just come here and get access to it, so there is
no point

I: Why do you feel that way?

R: Because | am not a health worker so | am afraid | would not want to go and do what is not
right, even though they can teach me how to give myself if I want to, but I'm not interested

I: What help would you like to help you practice self-injection with DMPA-SC?
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R: 1 don't need any help because | will always come to get it. [F2-P8, 35-year-old married

female, two children]

I: Were you offered the option of taking home doses to inject yourself with after your initial
shot?

R: Yes, they told us they could give us to take home, but because | am afraid of injections, I
refused to collect [F1-P3, 30-year-old married female, three children]

One woman who was not self-injecting felt there was no benefit for her to self-inject. When
asked what the benefits were in self-injecting contraception rather than going to a health care
provider for an injection, she replied that there were no benefits and that she would not

recommend it to other women.

R: Women should go to the health facility because they may not do it right. [F1-P8, 27-year-

old married female, five children]
Desire for more doses for self-injection

When asked about what additional support they would require besides the training they were
given, many brought up the issue of providing more doses than they were given since most
were not given more than two doses. One of the respondents also made an innovative

suggestion about the packaging of DMPA-SC.

I: What other help would you like in the future when injecting yourself?

R: You know that when you are about to self-inject, you are supposed to disinfect the place.
Something like DMPA-SC is well packaged; it should come with a little cotton wool and
methylated spirit. So that when it comes to self-injecting, you can take care of yourself. [F2-

P4, 37-year-old married female, three children]

4.1.1.1.2 Feelings about self-injection
Most respondents expressed that they felt good physically and emotionally using DMPA-SC
for various reasons, including feelings of well-being in the body, the absence of pain, freedom

from side effects and feeling comfortable.

R: | feel so happy, fulfilled and satisfied since | am the one injecting myself. [F1-12, 16-year-

old unmarried female].

R: | like it because it is not painful; after taking it, I don't feel pain or anything like bleeding;
| am okay with it. [F2-P14, 44-year-old married female, four children]
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R: | felt nothing, no headache or dizziness, fever or any side effect. [F2-P10, 28-year-old

married female, two children]

R: I feel more comfortable, and it makes me feel more confident. [F2-P1, 30-year-old married

female, one child]

R: I am happy because it is something | can do myself, which means even if | travel, I will have

access and be able to self-inject. [F2-P4, 37-year-old married female, three children]
Confidence and autonomy over the choice of DMPA-SC

Many respondents affirmed that they felt empowered and in control while using DMPA-SC.
This included freedom from the worry of getting pregnant, having autonomy over the choice
of method and having more confidence.

R: | feel 1 am in control because there is no fear of getting pregnant [F1-P14, 35-year-old

married female, three children]

R: | feel safe and okay and feel like I have the world at my fingertips; 1 am really happy because
nothing was decided for me or picked on my behalf, and | was carried along every step of the
process, and | felt very happy and felt that | had the best guidance. [ F1-P7, 19-year-old
married female, one child].

R: I am very comfortable with the DMPA-SC because | can use it and teach others if they want

it. [F1-P11, 18-year-old married female, one child]
The same adolescent similarly attested to feeling confident using the method.

R: | feel like I am a nurse, and | can teach someone. Because | can use it and teach others if
they want it. [F1-P11, 18-year-old married female, one child]

Some negative impressions about DMPA-SC

A few women expressed negative feelings of pain, discomfort and lack of confidence to self-

inject.

I: Every time you receive a shot, is it the provider who injects you?
R: Yes, that's because | don't feel comfortable injecting myself; | am really scared of injections.

[F1-P7, 19-year-old married female, one child].

I: How confident do you feel that you will ever inject yourself with DMPA-SC?
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R: No, I don't have the confidence that | can inject myself because | am afraid of injections.

[F2-P3, 35-year-old married female, six children]

However, all the women who were self-injecting felt that there were no challenges once they

had been taught how to do so.

R: There are no challenges as long as she is taught to do it. [F1-P3, 30-year-old married

female, three children]

R: There are no challenges because a professional has trained and taught you how to do
it. [F1-P2, 35-year-old married female, three children]

4.1.1.1.3 Fertility preferences

Women's Fertility preferences influenced their use of contraception in general, including
DMPA-SC. The women had an average of three children. Regardless of marital status, religion,
employment status and educational status, most women still desired more children than they
had. The average preferred family size for women was four children. About a quarter of the
women stated they had completed their family size. These had an average of four children. All
respondents highly valued children. There was a consensus that children are blessings from
God; they bring joy to the home, were investments for the future, would help with chores and

would take care of their parents when they are old.

R: They will help me when | am old, and they will take care of me and my husband [F1-P3, 30-

year-old married female, three children]

Some respondents felt they needed many children because some of those they gave birth to
might die.

R: 1 will get old one day, and my children will be the ones to take care of me. So, if | have only
a child, I don't know if he will live long to take care of me. But if | have three or four children,
maybe God (death) will take one or two, and I will still have two left to care for me; that's why

| want three to four children. [F1-P11, 18-year-old married female, one child]

Though children were viewed as investments for the future, women generally felt they did not

want too many children.
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Economic reasons influenced women’s fertility preferences

Economic reasons were the primary impetus for not having too many children. Most
participants shared similar sentiments on wanting to be able to take care of the children and
improve the quality of life of the children they already had. At the same time, some complained
about the unfavourable economic hardships they were going through in the country. A few

gave reasons like not working and still schooling for not wanting more children.

R: I want to give my children a good education because | didn't get the right education. | had
to do petty jobs to get to where | was. | don't want my children to go through that; most of my
brothers stopped in secondary school. I don't want my children to be like me but be more than

me. [F1-P14, 35-year-old married female, three children]
A mother of five said:

R: The hardship is too much. Getting money is not easy; school fees are difficult to pay, and
foodstuff is too costly, so | said no more children. My husband is the only one struggling. [F2-

P2, 32-year-old married female, five children]

When asked why she had only one child, an adolescent said, | am a student, and the child's
father is not ready to settle down because I am not through with my education. I am not
working, | don't have any source of income, and I am under my parents. [F1-P5, 18-year-old
unmarried female, one child]

Two unmarried mothers alluded to the fact that they were waiting to get married before delving

into the issue of having more children.

One of them said, 7'm an unmarried mom, so you don't expect me to be dropping them
everywhere (laughing out loud). I'm waiting for the right man to get married to, so | can decide
if I want to add more children or not. I will surely want to have more children someday because
I love a home, I love to see kids around, and | want my baby to have younger ones to play

with. [F1-P6, 23-year-old unmarried female, one child]

4.1.1.1.4 Experience using DMPA-SC

The experiences faced by the women, irrespective of their age or marital status, influenced their
use of DMPA-SC. Experiences were either positive or negative (Table 4). Respondents
generally acknowledged the important role DMPA-SC played in their lives in preventing

pregnancy and spacing children. One of them said, I am doing it against pregnancy, so
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definitely, it's for my own good. [F1-P6, 23-year-old unmarried female, one child]. Another
woman, when asked the reason why she was taking the injection, said because | want to have

birth control for children. [F1-P13, 24-year-old married female]

4.1.1.1.4.1 Reasons for starting DMPA-SC

When asked about reasons for starting to use this method, respondents gave reasons such as
recommended by others, pregnancy prevention, offers discretion, the long duration of action,

the interest in using a new method, and the attraction of self-injecting.
- Recommendations from others

R: My friend has used it and said it's effective and can be done in the comfort of your home.
[F1-P6, 23-year-old unmarried female, one child]

R: Some people have told me the positive aspect of it, which they used and enjoyed, so | decided

to try it to see, and it really helped me a lot. [F2-P11, 37-year-old married female, one child]

R: How the health provider introduced it to me gave me the confidence that this injection will
be better than others. And truly speaking, it's just like they said. [F2-P14, 44-year-old married
female, four children]

R: It was based on the lecture we received from the health facility that day, and it's the best

injection for me. [F1-P3, 30-year-old married female, three children]
- Offers discretion

R: Nobody will know you are using a family planning method unless you talk. [F1-P11, 32-

year-old married female]

R: Because of the required time frame, it's not easy to forget. [F1-P14, 35-year-old married

female, two children]
- Interest in using a new method

I: Why did you stop using the previous method?
R: Because | realized this one is new, I decided to leave the old one and try the new one. [F1-

P8, 27-year-old married female, five children]
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- Attraction of self-injecting

R: | took it because it's easy to get, and | was told I could do it myself. [F1-P14, 35-year-old

married female, three children]

R: I like everything about the method because you can do it yourself. [F1-P5, 18-year-old

unmarried female, one child]

R: I do it myself. That's one of the things that make me like it. [F2-P11, 37-year-old married

female, one child]

4.1.1.1.4.2 Facilitators of using DMPA-SC

Some factors motivate respondents' use of DMPA-SC. Prominent among the factors were: it is
convenient, reliable, not painful, easy to use, long duration and saves cost and time. Others

were that it affords privacy, can be self-injected in the comfort of your home and is affordable.
- Convenience

R: It's convenient because | can get it in the health facility, pharmacy or chemist. [F2-P9, 38-

year-old married female, one child]

R: It is convenient for me, and | don't know what might happen if I decide to change to
something else while my body is used to this method. [F1-P7, 19-year-old married female, one
child]

R: It is more convenient because | inject myself and | take it home. [F2-P11, 37-year-old

married female, one child]

One respondent specifically mentioned working women when asked who she thinks may

benefit most from this self-injection.

R: Mostly the people who work will find it convenient. | heard someone complaining I cannot
come next week, what will 1 do about it because my day off is today. | think it was because of
the type that she was receiving. So, if she is on DMPA-SC, she can be given to self-inject at her

convenience. [F2-P4, 37-year-old married female, three children]
- Duration of effectiveness

R: I like this because it is a three-month injection. You can do it once, but it will protect you

for three months. That is why | like it. [F1-P5, 18-year-old unmarried female, one child]
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R: I am so happy because it is not daily or monthly but taken at three-month intervals. At least
I am happy with this. At least it's four times in a whole year. [F2-P10, 28-year-old married

female, two children]

R: The reason I like it is that the pills when | was taking it, | used to forget, and I like DMPA-
SC because it's easy for me; it's not something that you take every day. You take it once in three
months. So, DMPA-SC is easier because | don't have to take it every day. [F2-P12, 28-year-

old married female, one child, one child]
- Easy to use

Both self-injectors and those injected by providers attested to its ease of use.
R: because it is easy for me, | take it home to give myself. [F2-P12, 28-year-old married female,
one child]

R: I prefer to use it because it is easy to get and use. That is why | prefer this method. [F1-P11,

18-year-old married female, one child]

R: Everything about it is easy because, as | said, | was taught, and | can do it because it's

straightforward. [F1-P6, 23-year-old unmarried female, one child]
A woman who was provider-injected said:

R: | have no problem; my experience has been good. It has always been easy because it is
already there; they will just open it and give you; nothing like withdrawing from here and there
and putting it in the syringe. | saw it comes with a needle. [F2-P8, 35-year-old married female,

two children]
- Reliable

R: I know | am safe from getting pregnant; it's reliable, so they should keep producing it. [F2-

P9, 38-year-old married female, one child]

R: 1 am 100% sure it is safe because it has not failed me since I started using it. [F2-P11, 37-

year-old married female, one child]

R: 1 like it because it helps us to prevent unwanted pregnancy, and | feel comfortable even
when | am with my husband (having sex), and | don't have any fear of getting pregnant [F1-

P14, 35-year-old married female, three children]
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- No side effects

R: Since | started using it, | don't have any complaints, no side effects. [F2-P14, 44-year-old

married female, four children]

R: I like it since it has not made me gain weight or lose weight. Some people have also said
that family planning causes them to bleed and has other side effects, but this method has not

affected me. [F2-P15, 21-year-old married female, one child, one child]

R: It doesn't have any side effects, so | continue to use it and encourage other women to use it.
[F1-P14, 35-year-old married female, three children]

- Not painful

R: It is not painful; I feel okay; | would not even feel like | have taken an injection. [F2-P14,

44-year-old married female, four children]

R: I am using it, and it's very good. It is not painful or harmful. [F1-P3, 30-year-old married

female, three children]

R: I like it because it is not painful; after taking it, I don't feel pain or anything like bleeding;
| am okay with it. [F2-P14, 44-year-old married female, four children]

- Less stressful

R: The importance is that sometimes there could be stress coming to the health facility, and
since | can do it (self-inject), it will save me from such stress. [F1-P13, 24-year-old married

female]

R: It is very comfortable, and there is no stress about it. [F2-P8, 35-year-old married female,

two children]

R: It is not tedious, and | don't have to take it every day; it does not give me challenges, and

my husband likes the method. [F1-P14, 35-year-old married female, two children]
- Self-injection saves cost and time
Most women emphasized the time and cost savings accrued by self-injection.

R: It enables me to have more time for myself at the time | want to. Going to the facility wastes

time as the saying goes, 'time is money.’ [F1-P14, 35-year-old married female, three children]
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R: At times, because of distance and transport, you might not have transport money, so you

can inject yourself if you have it at home. [F2-P14, 44-year-old married female, four children]
R: It is not expensive. [F1-P13, 24-year-old married female]

R: I don't have to come to the health facility to queue. [F2-P9, 38-year-old married female,
one child]

R: The benefit is less transportation cost and more time for house chores. | can do most of my
house activities before the due time for the injection; it does not alter my day-to-day activities
because | do it myself. These are the benefits. [F2-P11, 37-year-old married female, one child]

- Privacy

R: I like it because it can be done in privacy, and you don't have to wait for someone to give it
to you; you can do it yourself once you are taught how to use it. [F1-P6, 23-year-old unmarried

female, one child]

R: Because | can self-inject in secret. But if you always have to go to the health facility, you
might meet one or two friends or relatives, and they will know that you are using

contraceptives, which is the advantage. [F1-P11, 18-year-old married female, one child]

R: My reason is that where they administer this one is not too exposed, so only my husband

and | will know what is happening. [F2-P15, 21-year-old married female, one child]
R: Yes, it helps to keep it confidential. [F1-P14, 35-year-old married female, two children]
- Fertility returns after discontinuation

One respondent stated that | use it because it is easy to use, and after every three months, | can
stop at any time if | am ready to have another child. [F1-P7, 19-year-old married female, one
child]

4.1.1.1.4.3 Barriers to using DMPA-SC

Most of the women reported being satisfied with DMPA-SC. Many of them said they could
find nothing they disliked about DMPA-SC. However, some negative experiences and
challenges were identified with the use of DMPA-SC, which were related to side effects,
feelings of pain, lack of privacy, lengthy health facility queues and fear of and lack of
confidence in self-injecting. Others included concerns about the disposal after use and the

injection’s availability.
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- Side effects

A few women stated that they experienced side effects when initially using DMPA-SC. The

commonest was menstrual irregularity, especially spotting or diminished menstruation.

R: Since the first time they injected me, afterwards, | sometimes saw small spotting of blood
when | go to ease myself (urinate), but then they have already told us about that at the health

facility. [F1-P2, 35-year-old married female, three children]

R: The only thing | don't like about this method is the side effect, like | said earlier, the
backache. [F2-P11, 37-year-old married female, one child]

A side effect that was pleasant surprise for a respondent was reduced menstrual flow.

R: I usually used to have heavy (mentrual) flows, but since | started using this method (DMPA-
SC), I don't see my monthly period regularly, and even if it comes, | see it once, and it stops,
and I am really enjoying it like that. [F2-P13, 31-year-old married female, three children, three
children]

- Pain

A few respondents also complained about the pain from the injections being undesirable but

not unbearable.

R: When they injected me, I felt pain, and my lap was heavy, but after that day, the pain stopped.
Nothing is easy in taking the injection because | feel pain when injected.
I: What has been challenging?

R: Itis a pain, and I don't like injections. [F2-P3, 35-year-old married female, six children]
- Lack of privacy

Lack of privacy was mentioned, especially among adolescents, as a demotivator for going to
the facility to get DMPA-SC

I: What do you not like about going to the facility for contraception?
R: People who know me at the facility always ask why | am there. [F1-P7, 19-year-old married
female, one child]

- Lengthy queues at the health facility

Some respondents complained about the long queues they face when they go to facilities to

access contraception.
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R: There is a queue and an absence of staff. [F1-P14, 35-year-old married female, two
children]

R: What is not good is that there are many queues. Before one goes back home, children will

have cried and many other things. [F2-P5, 42-year-old married female, four children]

- Fear

Fear of injections, fear of self-injecting, and a lack of confidence to self-inject were limitations

voiced out by many women who were not self-injecting.

I: What was difficult about getting it?

R: The injection, | am afraid of needles. [F1-P7, 19-year-old married female, one child]

I: How confident do you feel that you will ever inject yourself with DMPA-SC?

R: I don't know, | am scared. [F1-P3, 30-year-old married female, three children]

DMPA-SCR: Yes, | was told I can inject myself (with DMPA-SC), but fear will not allow me to
inject myself. [F2-P2, 32-year-old married female, five children]

0 Making a mistake

R: It is better to come to the health facility where they administer it for me very well without
any mistakes because they know what they are doing; | don't know what I am doing. So that |
will not mistakenly put it in the wrong place. That is why I prefer to come to the health facility.
[F2-P13, 31-year-old married female, three children]

R: After I injected myself twice, I came to the facility because | didn't want to make any

mistakes. [F1-P1, 45-year-old married female, six children]
0 Might inject incorrectly

I: What is the disadvantage of administering it to yourself?
R: It might lead to other complications due to not doing it properly. [F1-P9, 20-year-old

married female, two children]

R: 1 don't know how to do it (self-inject), and | don't want to try it before the needle ends up

touching my bones and leads to something else.
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R: I don't want to indulge in something that will make me end up injuring myself. [F2-P5, 42 -

year-old married female, four children]

R: You may inject yourself at the wrong place, while medical personnel will not. [F1-P15, 15-
year-old unmarried female, one child]

- Lack of confidence

Lack of confidence was expressed as a barrier to self-injection of DMPA-SC in this study.
When asked if she could recommend the self-injectable method of contraception to other

women, one respondent said:

Yes, | can recommend self-injection to some women, but not all because not everybody has the

confidence to inject herself. [F2-P14, 44-year-old married female, four children]

When respondents were asked what it would take for a person receiving an injection from a
health care provider to be able to make the switch to self-injecting themselves, they replied:

R: Well, it's just the confidence, and | am not confident enough. [F2-P6, 28-year-old married

female, four children]

R: it will be easy for the client to collect it and go home if she has confidence that she can do
it. [F1-P11, 32-year-old married female]

Another respondent, when asked if she thought people she knew would be interested in

injecting themselves with DMPA-SC, replied:

R: Yes, some people will be interested, but some are afraid of injections, so they will not. [F1-
P11, 32-year-old married female]

- Concerns that health workers are more qualified to inject

A few respondents did not venture to self-inject because they felt it was not their job but the

health professionals’ job.

R: One may not do it in the right place because you are not a professional. That is why you
should go to the health facility so a professional can administer it to you. [F1-P8, 27-year-old

married female, five children]
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R: I'm not confident because | am not a health worker and wouldn't want to do somebody's

work. [F2-P8, 35-year-old married female, two children]
- Concerns that children will find the needles

A few women were concerned about the safety hazard of disposing of the needles at home,

which deterred them from self-injection.

I: Were you offered doses to take home to inject yourself after some time?
R: Yes, but I told her I cannot take it home because | have little children. [F1-P1, 45-year-old

married female, six children]
- Shame related to FP use

One of the adolescents complained about having to hide even while self-injecting at home to
avoid the shame of being found out using contraception because of restrictive social norms

surrounding adolescents' use of contraception.

I: What don't you like about this method?
R: I have to hide when even | am self-injecting so that nobody will know. [F1-P5, 18-year-old

unmarried female, one child]
- Stockouts

A few respondents complained about the lack of availability of injections, sometimes when

they wanted to get them.

R: The more challenging thing about it is when you go to the health facility or chemist and

there is no stock [F1-P5, 18-year-old unmarried female, one child]

One respondent mentioned the possibility of missing out on essential blood checks or other

tests as a drawback of self-injecting at home rather than going to the health facility for shots.

R: Yes. It may be because of the blood checks and other tests you must take in the health facility.
Otherwise, it means you can take care of yourself. [F2-P4, 37-year-old married female, three
children]
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4.1.1.1.4.4 Superiority to other methods

Many women mentioned dissatisfaction with other contraceptive methods they had used before
the commencement of DMPA-SC. Women who had used other methods before DMPA-SC
were asked why they preferred DMPA-SC compared to the previous methods they had used.
They mentioned the shortcomings of other methods like perceived side effects, discomfort in
the use of condoms, stressful regulations, and techniques attached to the other methods, such
as implants and frequency of taking pills, amongst others. When asked their reasons for starting
to use this particular method instead of other methods used in the past, responses included:

Fewer side effects

R: With other methods, they will tell you how it works, but these are the possible side effects.
But in this case, | discovered there is no long-term sight effect. That was how I picked interest,
but how will you convince me that there is no long-term sight effect? Usually, when you use
the other methods, you begin to observe side effects after two to three months. But this one did

not disturb me, so | continued. [F2-P4, 37-year-old married female, three children]
Comparison to condoms

R: Because I like this method, I cannot use the condom because the condom can break at any
time, and the pill can affect you in some ways, and the pill will not last long, and the condom
you will use only once, but this one that I am using it will last for three months before | have

to take it again that why. [F1-P5, 18-year-old unmarried female, one child]

R: | prefer injections; it is better than condoms. Maybe it is because | am used to the injections,
but when | use condoms, | don't feel comfortable while having sex because | feel it will break

and I will get pregnant. [F1-P2, 35-year-old married female, three children]

R: With the condom, you have to be controlling it. You control it yourself, while DMPA-SC
once you inject it once, that all, that makes DMPA-SC easier to use than a condom if you are
to go one or two rounds (of sex) you have to be changing it. [F2-P11, 37-year-old married

female, one child]
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Comparison to implant

R: It is very safe and confidential. There are no rules compared to the implant, you are asked
not to lift heavy objects etc, after it is implanted, unlike the injection that you receive, and that's
all. [F1-P7, 19-year-old married female, one child]

R: This one is not difficult, but for the other one, you have some restrictions for three days.
After a year on the implant, | started having back pain, and my period was irregular. But I did
not experience all that with DMPA-SC except that | gained weight, but with the implant, I lost
weight. [F2-P7, 35-year-old married female, three children]

Comparison to pills

R: DMPA-SC is usually taken after three months, so once 1 collect the injection, I'll go home
and relax, but you see, when | was using condoms, I used to be scared that it would break, even
the pills, sometimes | usually skip my daily doses so this one is better. [F2-P9, 38-year-old

married female, one child]

R: Pills are more difficult to use because of the procedures you have to follow to take them.
You cannot just take it from anywhere. So I find it difficult, but with this one, the provider does
all the work, so it's easy. [F2-P8, 35-year-old married female, two children]

Comparison to intramuscular DMPA

R: Yes, that one (DMPA-IM) is in a bottle, and it looks like it's mixed, and if you are not a
nurse, you won't be able to administer it. You will need to use a needle to draw it out before
injecting it into the buttocks, and you can't do that if you are not a nurse. That is why | prefer
the DMPA-SC method. | can inject myself with this one, but I can't do that with the other
method. [F1-P11, 32-year-old married female]

4.1.1.2. Male intrapersonal factors

4.1.1.2.1 Sociodemographic characteristics

The average age of male respondents was 38 years [Mean + Standard Deviation
=38.02+9.38years]. Eight respondents (13.4%) had up to primary level education, 20 (33,3%)
secondary and 32 (53.3%) tertiary education. More than half were Muslims 34 (56.7%). Most
respondents belonged to a monogamous union 57 (95.0%). Almost all the respondents were

employed 58 (96.7%). Very few (3.3%) had enough money to meet basic family living needs
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in the previous 12 months all of the time, 32 (53.3) had enough for some of the time, while 26
(43.3) had enough money for most of the time (Table 5). The majority of respondents’ partners
were aged 20 and older 56 (93.3%), and more than half had a secondary education 35 (58.3%)
(Table 6).

Table 4:Sociodemographic characteristics of men

Variable Frequency Percentage
Age

<40 33 55.0
240 27 45.0
Mean Age 38.02
Educational level

Secondary education and below 28 46.7
Tertiary education 32 53.3
Religion

Christian 26 43.0
Muslim 34 57.0
Occupation

Employed 26 43.4
Self-employed 32 53.3
Unemployed 2 33
Money to meet basic family living needs in the last 12 months

All the time and Most of the time 28 46.7
Some of the time 32 53.3
Type of Union

Monogamous 57 95.0
Polygamous 3 5.0

Table 5: Sociodemographic Characteristics of respondent’s female partners

Variable Frequency Percentage

Age of partner

15-19 4 6.7
>20 56 93.3
Mean Age of partner 30.37+8.11

Educational level of partner

Primary education and below 10 16.7
Secondary education 35 58.3
Tertiary education 15 25.0
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4.1.1.2.2 Reproductive Characteristics of Respondents

Among male study participants, almost all respondents 59 (98.3%) had children, the average
number of currently living children was 2.92 per man, with a majority 39 (66.1%), having one-
three children, while the average desired number of children was 4.67 per man, which was
higher than that of the females that had an average of four children. The majority of the
respondents, 42 (71.2%) had one child below five years. The average desired number of male
children (2.65) was more than that of female children (2.13), implying a preference for more
male children compared to females. Only 18 (30.0%) of the respondents wished to have more
children. Out of this number, about 27.8% of them had a preference for male children, while
66.7% did not have any preference for the sex of the child. The majority of the respondents felt
that the ideal birth interval should be between two and three years 45(75.0%) (Table 7). The
fertility preferences of the men differed from that of the women. While most women still
wanted more children, only 30% of the men wanted more children. Of the average number of
children wanted by the men, there was a preference for male children (mean of 3.72) compared

to female children (mean of 1.15).
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Table 6: Reproductive health characteristics of men

Variable Categories Frequency Percentage

Do you have children? Yes 59 98.3
No 1 1.7

Number of currently living children n=59 1-3 39 66.1
>4 20 33.9

Mean children alive 2.92

Desired number of children <3 5 8.5
3-4 25 42.4
>4 29 49.1

Mean desired children 4.67

Number of living male children 0 7 11.9
1-2 36 61.0
23 16 27.1

Mean boys alive 1.76

Number of desired male children 1-2 30 50.0
>3 28 50.0

Mean desired male children 2.65

Number of living female children 0 19 32.2
1-2 34 57.6
3-4 6 10.2

Mean girls alive 1.15

Number of desired female children 1-2 44 73.3
34 16 26.7

Mean desired female children 2.13

Age of youngest child (in years) <5 42 71.2
>5 17 28.8

Mean age of youngest child 4.76

Wanting more children Yes 18 30.0
No 42 70.0

Children wanted in the future(n=18) 1-2 9 50.0
>3 9 50.0

Mean number of children wanted in the future 3.72

Sex of the future wanted child Male 5 27.8
Female 1 5.6
Either 12 66.6

Ideal birth space 2 years 5 8.3
2-3 years 45 75.0
>3 years 10 16.7

4.1.1.2.3 Male Knowledge about family planning

Most respondents, 57 (95.5%), had heard about family planning. The respondents were then
asked to identify ways in which they could delay or avoid having children. When a respondent
did not spontaneously mention a certain method, the interviewer gave a description of the

method and asked the respondent if they were familiar with it. Information was gathered on ten
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modern methods, including the male condom, female condom, diaphragm, pill, 1UD,
injectables, implant, emergency contraception, female sterilization, and male sterilization, as
well as five traditional methods: abstinence, rhythm, withdrawal, Standard days/Cycle beads
and lactational amenorrhea method (LAM). Overall, the majority of the respondents, 49
(81.7%) had a high knowledge of family planning. The most popular methods mentioned were
male condoms and injectables mentioned by all respondents. Others were pills 58 (98.3%),
rhythm method 57 (95.0%), withdrawal 57 (95.0%), emergency contraception 52 (86.7%),
standard day method 51 (85%) and implant 52 (80.0%) (Table 8). The least mentioned methods
were abstinence 30 (50.0%), diaphragm 34 (56.7%) and male sterilization 43(71.0%).
Interestingly, more men mentioned female sterilization 48 (80%) than male sterilization
43(71.0%). The most common benefits of family planning reported by 52 (86.7%) respondents
were prevention of pregnancy 48 (92.3%), child spacing 40 (76.9%) and improvement of child
health 32 (61.5%). Common side effects mentioned by 31 (51.7%) respondents were bleeding
(87.1%), headaches (61.3%) and abnormal menstruation (58.1%).
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Table 7: Men’s awareness of family Planning

Variable Categories Frequency Percentage
Ever heard about Family planning Yes 57 95.0
No 3 5.0
*Common methods of preventing pregnancy (n=60) Male Condom 60 100.0
Injectables 60 100.0
Pills 58 98.3
Withdrawal 57 95.0
Rhythm 57 95.0
Female Condom 55 91.7
Implant 54 90.0
Emergency contraception 52 86.7
Standard days 51 85.0
IUD 50 83.3
*Major sources of information Radio/Tv 52 91.2
Health workers/ Health 48 84.2
facilities
Friends/Neighbours 30 52.6
Family members 17 29.8
Magazine, Newspaper/Book 16 28.1
Social media/WhatsApp 16 28.1
Internet 13 22.8
Spouse 12 21.1
Heard of benefits of Family planning Yes 52 86.7
No 8 13.3
*Benefits of Family planning (n=52) Prevent unwanted pregnancy 48 92.3
Limit number of pregnancies 26 50.0
Spacing of children 40 76.9
Prevent maternal death 14 26.9
Improve child health 32 61.5
Heard of side effects of family planning Yes 31 51.7
No 29 48.3
*Side effects (n=31) Bleeding 27 87.1
Abnormal menstruation 18 58.1
Headaches 19 61.3
Taking time to get pregnant 15 48.4
Weight gain 14 45.2
Weight loss 0 0.0
Total Knowledge Score Low 11 18.3
High 49 81.7

*Multiple response
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Knowledge of DMPA-SC

Most of the male respondents, 38 (63.3%) were aware of DMPA-SC. Majority knew that it
had a small needle 36 (94.7%) and about half 20 (52.6%) knew that it could be self-injected
(Table 4). Respondents’ knowledge of injectables was mainly from health workers 52
(86.7%) and radio/TV 35 (58.3%), followed by friends 26 (43.3%) and their spouses 24
(40.0%) (Table 9).

Table 8: Respondents knowledge about DMPA-SC (N=60)

Variable Categories Frequency Percentage
Awareness of DMPA-SC Yes 38 63.3
No 22 36.7

Description of DMPA-SC (n=38)

DMPA-SC has a small needle Yes 36 94.7
No 2 5.3

DMPA-SC can be self-injected Yes 20 52.6
No 18 47.4

4.1.1.2.4 Men’s attitude towards family planning

Most of the men, 53 (88.3%) disagreed or strongly disagreed with the statement that
contraception is risky for women’s health. Most, 47 (78.3%) disagreed or strongly disagreed
that contraception is a woman’s business, and a man should not have to worry about it. More
than three-quarters of them, 46 (76.7%) agreed or strongly agreed that couples can use family
planning to avoid getting pregnant if they want to. A significant number, 24 (40%) agreed that
contraception could encourage promiscuity in women. But in general, most, 50 (83.3%) of men
had favorable attitude scores towards family planning (Table 10) as described in section
3.4.2.3.
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Table 9: Men’s Attitude to family planning

Variable Strongly Strongly
agree/agree disagree/disagree
Frequency (%) Frequency (%)

Contraception is risky for women’s health 16 (26.7) 44 (73.3)

Women who use contraception may become promiscuous 24 (40.0) 36 (60.0)

Contraception is a woman’s business, and a man should not 13 (21.7) 47 (78.3)

have to worry about it

Couples can use family planning to avoid getting pregnant if 46 (76.7) 14 (23.3)

they want to

Male FP Attitude score

Unfavourable 27 45.0

Favourable 33 55.0

4.1.1.2.5 Pattern of family planning use among male respondents

Most of the respondents, 45 (75%) admitted to using some form of family planning with their
partner in the past, of which the most mentioned methods were male condoms 23 (51.1%) and
injectables 23 (51.1%), followed by the traditional withdrawal method 20 (44.4%) and implants
13 (28.9%).The average number of methods used by men and their partners was two ranging
from one to four different methods. However, fourteen men (31.1%) mentioned only female
methods as being used by them and their partners in the past. Partners of all respondents 60
(100.0%) were currently using DMPA-SC (Table 11). Only 2 (5.7%) of the men stated that

they were currently used condoms.
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Table 10: Pattern of family planning methods used by respondents and their partners

Variable Frequency Percentage

Awareness of partners interest in FP

Yes 49 81.7
No 10 16.7
Don’t Know 1 1.6
Ever Use

Yes 45 75.0
No 15 25.0
*Method ever used in the past (n=45)

Male condom 23 51.1
Injectables 23 51.1
Pills 9 20.0
Implants 13 28.9
Emergency contraception 6 133
Withdrawal 20 44.4
Abstinence 8 17.8
Mean methods ever used in the past 2.3 (Range:1-4)

Awareness of partners interest in FP

Yes 49 81.7
No 10 16.7
Don’t Know 1 1.6
Current use n=47

Injectables 36 76.6
Implant 6 12.8
Male Condom 2 4.3
Withdrawal 2 4.3
Abstinence 1 2.0

*Multiple response

Male perspectives on current use and method mix

Most of the men stated that they were aware of their partner’s interest in family planning, 49
(81.7%). Forty-seven (78.3%) of the men stated that they or their spouses were currently using
a contraceptive method, of which the majority, 36 (76.6%) stated that they were using
injectables followed by implants 6 (12.8%), male condoms and withdrawal method 2 (4.3%).
This implies that a significant percentage of men 13 (21.7%) did not know of their spouses’
use of FP, which could be due to covert use by women. This was collaborated by findings
from the IDIs with women where the consensus was for women to resort to covert use when
partners do not support their use of contraception. Even among those who claimed they were

aware of their partners’ use of contraception, 11(23.4%) did not know what their partners were
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using. Men mostly relied on their partners’ use of contraception for pregnancy prevention, with

only 2 (4.3%) admitting to the utilization of condoms for prevention of pregnancy.

4.1.2 Interpersonal Factors
4.1.2.1 Couple level factors

4.1.2.1.1 Partner Approval

Female perspective on male involvement

Most of the women stated that the husband was the major decision-maker in the house,
including for decisions regarding family planning, and that they required his approval for
contraception. However, it emerged repeatedly that although the men were the primary

decision-makers, they involved their wives in the decision-making process.

R: My husband makes decisions, but even at that, he still consults with me to know if I have
any other suggestions since, most of the time, our ideas as women also help our husbands when

it comes to decision-making. [F2-P5, 42-year-old married female, four children]

Reasons given by women for why they required approval from their partner for family planning
included that he is the head of the family; they were staying under him because he wanted them

to do it and in order to avoid problems in the marriage.

I: Do you have to get anyone's approval to do something to prevent pregnancy?
R: Yes, my husband, because | am living under my husband's roof, that is why anything | want
to do, | will take permission from him, and he is the father of my children. That is why | will

need his approval. [F2-P13, 31-year-old married female, three children]

R: My husband is the man of the house, and it is his will everyone will follow. [F1-P9, 20-year-

old married female, two children]

R: My husband is the head of the house. As such, | must seek his consent; he has authority over
me and above all, he is my friend. [F1-P12, 16-year-old married female, one child]

Most women could not take family planning decisions independently of their partners.

R: Family planning has to be with my husband's consent. [F1-P14, 35-year-old married

female, two children]
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R: She has to involve her husband to avoid problems between her and her husband. As for me
on my own, | don't have any decision to make on my own; I have to sit down with my husband

and decide with him. [F2-P14, 44-year-old married female, four children]
One woman felt it was a negotiation process, not something cast in stone.

R: As a married woman, sometimes we negotiate with the husband. We discuss with our
husbands before taking any decision, but this is not a must. [F2-P11, 37-year-old married

female, one child]

Most of the women felt happy and were comfortable about their husbands' influence in making

decisions about family planning.

R: | feel very happy because some women don't have that opportunity; some have been denied
their rights and forced into doing things against their will. 1 am glad | have someone that
supports my decisions [F1-P7, 19-year-old married female, one child]

However, some women were uncomfortable with their partners' influence over them.

R: My husband has influence because he is the head of the family, but sometimes 1 feel | don't
need his advice, and | make decisions on my own. [F2-P9, 38-year-old married female, one
child]

R: I need my husband’s approval because he said he only needs three children. I felt somehow
(not very happy), but I agreed with him. That's why | came to the provider to get something.
[F1-P3, 30-year-old married female, three children]

Freedom to choose the contraceptive method

Though most respondents required approval for preventing pregnancy, many did not feel that

they required approval for the choice of a particular method.

I: Did you have to get anyone's approval to use this method?
R: No. It's my decision to make [F2-P1, 30-year-old married female, one child]

R: After I've discussed it with my husband, that was all, because we've made up our minds that
once | came to the health facility, any method they say is okay for me, | should take it. [F2-P6,

28-year-old married female, four children]
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Some of the women, reported that decisions in the family were taken jointly by them and their

partners.

R: Both of us make decisions. He advises me, and I advise him as well. [F1-P13, 24-year-old

married female]

R: It is me and him living in the house, so our decision matters because it is the two of us taking

care of the children; the two of us are involved. [F2-W3-H3, 28-year-old married female]

R: No, | cannot decide on my own when | want to have children. If | am not married it’s a
different thing but since | am married, | cannot take the decision on my own when | want to
have children. It has to be a joint decision between myself and my husband. [F2-P14, 44-year-

old married female, four children]

Most of the married respondents wanted their partners involved in the decision-making and the
process of contraceptive use. When asked who the most important person they want to be
involved with when deciding whether to do something to prevent pregnancy, most of them
cited their partners as the most important person. This was mainly for support and to avoid

having any problems or conflicts.

I: Who is the most important person you want to be involved with when you decide whether or
not to do something to prevent pregnancy?

R: My husband, | want him to feel my pain and support me in whatever | do since we are one
now. [F1-P14, 35-year-old married female, three children]

If there is anything, 1 won't have any problem with my husband because he is already aware,
but if he is not aware, he will say that he wasn't aware, so | need to involve him first. [F2-P7,

35-year-old married female, three children]
Involvement of mothers

It was different for unmarried women with children; all of them affirmed that their mother was
an essential influence in their lives and was the person they wanted involved in their FP

decision-making.

R: My mum is the only one who can support me since she has always been there for me. [F1-

P15, 15-year-old unmarried female, one child]
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Some married women also mentioned their mothers as important people they want involved in

their family planning decision-making.

R: My husband is the closest person to me, and | should talk to him, and my mom is the one
who gave birth to me; she has more experience in giving me advice and support. [F2-P12, 28-

year-old married female, one child]
Limited autonomy regarding contraceptive decision-making and utilization

Though most women required approval from their partners to use contraception, only very few
(six women - three unmarried adolescents and three married women) affirmed that they did not
require it. For two of the adolescents, it bordered on the fact that they were unmarried and could

therefore make decisions independently.
One of them said:

I do not have to get anyone's approval to do something to prevent pregnancy; since I am not
ready to settle down, | have to make the decision on my own | don't need anybody to tell me
what to do maybe if I get married, | can say | will need approval from my husband. [F1-P5,

18-year-old unmarried female, one child]
She also said,

R: 1 only know DMPA-SC is effective. That's why | went for it; | don't have to get anybody's
approval. | am the one taking it; it's not anybody taking it; | am the one injecting myself, so |
don't think I need to get anybody's approval about it. 1 feel good because people can make a
wrong decision, but if you take a decision by yourself, if it fails, you know that it is your

decision. [F1-P5, 18-year-old unmarried female, one child]

One adolescent participant said that she required her mother's approval to do anything to

prevent pregnancy because her mother was the head of the home.

R: I am living with my mother, and she is the head of the family [F1-P15, 15-year-old

unmarried female, one child]

She also stated that she did not want her current boyfriend to be involved in her decision to use
DMPA-SC, in case he disapproved:
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R: Maybe my boyfriend will not accept that | should do the family planning. [F1-P15, 15-year-

old unmarried female, one child]

For all adolescents, their mother was an important person they wanted to be involved in
decision-making regarding pregnancy prevention, as opposed to partners among married

women.

R: My mum is my closest friend, and | talk to her and share everything with her. [F1-P6, 23-

year-old unmarried female, one child]

R: My mother has that right because she has gone through a lot so that she can say everything

[F1-P5, 18-year-old unmarried female, one child]

The married women who reported that they did not require partner approval all felt that it was

their own decision to make and for their own good to take decisions themselves.

R: No, I can't say | took someone's advice before taking the decision on family planning since
no one will help me take care of the children. It is my decision because | will bear the
responsibility for everything from my pocket and him (her partner); if he doesn't, the
responsibility rests on me. So, | would not take another person's advice, except for what I
decide. [F2-P5, 42-year-old married female, four children]

R: 1 don't need anybody's approval; it is something | am supposed to do to help myself. For
instance, do | need to ask my husband's permission before getting treatment if I am ill? No, |
don't need to wait for his approval; only after | have done it will I tell him about it, so sometimes
when you wait for approval from men, you will never get it. If it is about the home, | need his
approval, but if it is about my health, I need to take care of myself first [F1-P14, 35-year-old

married female, three children]

R: Before | came to the health facility for my last child, I knew what I went through, so | was
ready for contraception and took the decision myself. [F2-P4, 37-year-old married female,

three children]
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The cost of not heeding your partner

Women admitted to consequences arising when they did not follow their partners' desires.
According to women, it could include the dissolution of the marriage, his marrying another

wife or suspicion due to unexplained complications.

R: Making a decision by herself about whether to use a pregnancy prevention method will
cause problems for some couples. One of my neighbour ’s marriage ended because of this issue,

which is why | am saying so. [F2-P13, 31-year-old married female, three children]

R: Maybe my husband will marry another wife if I didn’t want to have children because every

man wants to have their own children. [F1-P7, 19-year-old married female, one child]

R: 1 don't think | have the freedom to decide when to have children because at any time, my
husband might decide to ask me to stop the family planning method | am using. [F1-P11, 32-

year-old married female, one child]
Covert use of contraception may not be advisable.

Asked what they think about a person using contraceptives without her partner or husband’s
knowledge, one respondent felt that it was not advisable.
R: Seriously, it's not advisable, and there is a disadvantage. There could be a complication,

and the truth will be revealed at that point. [F1-12, 16-year-old unmarried female, one child]
Covert use of contraception may be advisable

Most of the women were of the opinion that when partner approval is not given, a woman is
justified to use contraception covertly, but she must first try to convince him if her husband

disagrees with her family planning choice:

R: She will have to beg him and make him understand her reasons, and if he doesn't consent to
it, she should go ahead to do it without his permission because he will not even notice she has

done the injection. [F2-P9, 38-year-old married female, one child]

R: It depends on the family’s condition. If she feels the children they have are sufficient and

her husband does not provide much for the family, she should make the decision for herself
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and go and do family planning without the husband knowing. [F2-P6, 28-year-old married

female, four children]

R: If I know he is the type that will prevent me, | won't tell him. [F2-P8, 35-year-old married
female, two children]

Some female participants argued that a lack of information and understanding of partners about

family planning could result in incorrect assumptions and negative attitudes of partners.

R: The problem women are having is that some don't have the rights. Some husbands find it
difficult to understand what family planning is about, while some understand it very well. When
a woman says she wants to rest for a while, it's not that she says she will not give birth again.
That's where the problem is; some men don't understand. They think that the woman wants to

stop completely. [F2-P8, 35-year-old married female, two children]

One of the women highlighted that women are pushed into covert use because of their partners’

lack of understanding about family planning.

R: One of the things that make most women go into family planning or contraceptive without
the consent of their husband is a lack of understanding, so if the husband does not understand
definitely, the woman has to go into it without his consent because he is not backing her up,

that is one of the reasons. [F2-P11, 37-year-old married female, one child]

Another reported issue was the difference in fertility desires between partners, which could go
either way. One female participant reported how her partner wanted more children and actually
stopped her from taking contraception to prevent pregnancy.

R: After | gave birth to the first child, he said | should not do anything to prevent myself from
getting pregnant since we have just one child. I felt 1 was supposed to give space before getting

another child. [F1-P11, 32-year-old married female, one child]

Another woman reported covert use of contraception because she didn't want more children

while her partner did.

R: Because he needs more children, but | don't [F2-P3, 35-year-old married female, six
children]

112



However, another respondent described how her partner ensured she made use of contraception

to avoid pregnancy.

R: Since he doesn't want more children, he pays close attention to me to ensure | use
contraception. [F2-P4, 37-year-old married female, three children]

Male partner perspective on female partner contraceptive use

As indicated, the respondents were partners of women using DMPA-SC. Most men in the
sample 48 (80%) approved of their partner’s use of family planning. Common reasons given
by men for approval of family planning use included avoiding unwanted pregnancies 37
(86.7%), birth spacing 36 (83.4%) and improving the quality of life of children 29 (67.4%).
Others included achieving desired family size 16 (37.2%) and promoting health of children 11
(25.6%). Of those 17 (20%) who did not approve of their partners’ use of FP, the reasons were
because of side effects and because it was not acceptable by their religion. Though most of the
men approved of their partners’ use of family planning, they 39(65.0%), had unfavourable
perceptions of the nature of their involvement in family planning decision-making (Table 12,
page 109). Their stance was mostly domineering over decisions. Men felt that they should be
the ones to decide whether or not to practice family planning 47(78.3%) and the family size
42(70%). However, a lesser percentage felt they should be the ones to decide over which
method of FP to use. These findings were collaborated by what women said in the in-depth
interviews about the men being the major decision makers about family planning issues. A
majority of women had to seek approval from their partners before they could use family

planning.

Table 11: Male perception of involvement in family planning decision-making

Variable Strongly Strongly
agree/agree disagree/disagree
Frequency (%) Frequency (%)

Men should decide the family size 42(70) 18(30.0)

Men should decide whether or not to practice family 47(78.3) 13(21.7)

planning

Men should decide which FP method to use 35(58.3) 25(41.7)

Men should be the ones to decide what to do when 45(75) 15(25.0)

unwanted pregnancy occurs

Perception score

Unfavourable Perception 39 65.0
Favourable perception 21 35.0
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4.1.2.1.2 Partner Communication
Female perspective on partner communication

Most married women affirmed that they discussed family planning issues with their partners.
Many women felt it was important to discuss family planning with their partners.

One woman said:

Having children is not by one’s will alone. You must discuss this with your husband first before
deciding to have children. We will decide how many children we want to have and how to raise
them together. [F1-P14, 35-year-old married female, two children]

Interestingly all married women had had discussions with their spouses at one time or another

about pregnancy prevention.

R: My husband loves discussing things with me, so we like to talk about things that affect our
lives, including my children. | feel it is important I tell him where | want to go. [F2-P10, 28-

year-old married female, two children]

R: I told my husband that there is what they call family planning, that is, if you don't want to
be having children all the time, to prevent unwanted pregnancy, and | explained to him how it
works, that you will go to the health facility and explain to them what you want and they will
tell you which method to use, it can be either taking injection or tablets so that we can be able
to space our children, and we will not be giving birth to children every year, and he agreed
with the idea, and he said there was no problem and | went to the health facility and discussed
with them, and since then I started taking the injection. [F2-P14, 44-year-old married female,

four children]

Women had discussions with their partners when they wanted to start using contraception after

giving birth to a child to prevent pregnancy.

R: I discussed it with my husband when my baby was one year old. [F2-P10, 28-year-old

married female, two children]

R: After | gave birth, I discussed it with my husband because | was taken back to my parent's
home according to the culture. And that was where | stayed before going back to his house.

[F1-P7, 19-year-old married female, one child]
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Women also had discussions with their partners about child spacing.

R: We were talking, and | said, 'Dear is it good for me to have this family planning,’ he said
yes, it is good, and from there, | went for it. He said it is good because we can plan when to
have the next child, as you know our country's situation [economic hardship]. [F2-P7, 35-

year-old married female, three children]

R: I took the decision by myself after birth through a caesarean session. My husband and | sat
down to discuss how many years intervals we should have between our children, and he gave
me money for transportation to the health facility to get the method every three months. [F1-

P11, 32-year-old married female].
Women also had discussions with their partners about when they wanted to stop childbearing.

R: After I discussed with my husband that we had reached the limit for our children, he told
me to go to the health facility; in the family planning unit, they explained some methods to me,

and | decided to choose the one | wanted. [F2-P6, 28-year-old married female, four children]

R: He is my husband, and we usually discuss all these things (family planning); when | gave
birth to my last child, we discussed that we had reached the limit, and we decided that it was
time for me to go and prevent future pregnancies. [F2-P6, 28-year-old married female, four
children]

Some women discussed with their partners after hearing about family planning, sharing what

they heard with their spouses, after which the spouses bought into the idea.

R: It was at the time | heard about it that | decided to go for it. | then decided to discuss it with
my husband, and he was ok with the idea. [F1-P10, 32-year-old married female, three
children]

R: When I first heard about family planning, | was very happy about it, and I told my husband
about it, and he said it is ok; we went together the first time | started using it, and it is ok. [F1-

P1, 45-year-old married female, six children]

This highlights the importance of sharing information with partners, which could facilitate

partner understanding and buy-in.
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When family and how planning is discussed, and the decision made
One woman stated that she had discussed family planning with her partner before they married.

R: Before | got married and also after | got married and gave birth. Then | discussed it with
my husband, and we decided to start pregnancy prevention. [FI-P9, 38-year-old married

female, one child]

In a few instances, the male partner was the one that initiated a discussion about doing

something to prevent pregnancy.

After | gave birth to my second baby, my partner was the one that kept insisting | go for family
planning for my own good and so that we can take proper care of the children because of what

is going on now. [F1-P3, 30-year-old married female, three children]

R: Before the girl, he insisted I go for family planning because he didn't want another child,
but deep within me, | needed another child, so I never listened to him. But since he preferred
the calendar method and most times I usually travel, he wouldn't understand. But after | had
the baby girl, he said won't you go for the family planning? This is three months since you gave
birth. 1 laughed and told him this time around, you don't need to remind me; | have gone
already. And he said how? Then I was able to tell him everything. [F2-P4, 37-year-old married

female, three children]

While in most instances, it was the woman who initiated discussions about starting family

planning.

R: After we gave birth to my first child, | initiated the conversation about preventing
pregnancy; then, he bought the idea and said that is what we should do. [FI-P9, 38-year-old

married female, one child]

R: Several times, my husband and I talked about it; after my second child, I brought up the
idea of family planning, and he agreed. [F2-P12, 28-year-old married female, one child]

Some women admitted to their partners being very supportive, agreeing to whatever they bring

up in the discussions.

R: Each time I discuss this with him [my husband] on this matter, he is always in support. [F1-

P13, 24-year-old married female]
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R: My husband is someone that if I like something and I inform him, he will give me the go-

ahead. [F1-P1, 45-year-old married female, six children]
One woman stated how her partner even chose the method that she was using.

R: The method I am using now, my husband chose for me. We went to the health facility together
and received a lecture on it. However, he wanted to leave, | asked him to sit down, and he
chose the one they would put for me after they ran tests on me and they told me to try it and
since after that, I continued collecting it. Because it is good for us women to get permission

from our husbands before coming here. [F2-P13, 31-year-old married female, three children]

Some women admitted having initial disagreements with their partners before coming to a

consensus.

R: My husband told me he promised his mother he would have many children because they
were only two siblings. He is the only boy and his mother asked him to have many children,
and that was the reason he wanted plenty of children because he wanted to fulfil his mother's
wishes. | disagreed with that, and it caused arguments, but we later came to an agreement. He
sometimes says he thanks God we did not have many children because we now have time for
ourselves and enjoy each other's company. [F1-P14, 35-year-old married female, three
children].

Lack of spousal communication was associated with a respondent's covert use of contraception

that almost cost her marriage and she later regretted not opening up to her partner.

R: My husband loves more children, but I don't, so I took the decision to have family planning
without telling him, after many years, he observed that there was no sign of pregnancy, and he
started asking me questions, and I told him I did family planning and he got mad. He nearly
sent me away from the house, saying that since | had the guts to make such a decision, he could
no longer stay with me. But I pleaded with him and called on some people to mediate.

| felt good about the decision because | was helping us, but I felt bad for not involving him. 1
should have talked to him to understand that the country's situation has changed and having

plenty of children now is not ideal. [F1-P14, 35-year-old married female, three children]

The story was very different for the unmarried girls, where no discussions occurred between
them and their partners, compared to the married women. But they instead had discussions
either with a health provider, a sister or a friend about preventing pregnancy. All adolescents,

however, admitted that their mothers were an important part of their lives.
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R: I talked to a nurse, | had already heard about it, and I heard it is effective; that's why | went
to meet them requesting for DMPA-SC.

R: My friend also spoke to me about it, she had a little part to play in my decision. She told me
it's effective, that's why she said it's effective, and she has been using it for a year which

influenced my decision. [F1-P6, 23-year-old unmarried female, one child]

R: We discussed family planning with my friend's elder sister. I asked her how it was done and
she told me about injections, pills and condoms.

. [F1-P15, 15-year-old unmarried female, one child]

Another adolescent participant talked about how her sister was involved in a decision she had
to make about keeping a pregnancy out of wedlock.

R: I involved my sister because we are close, and | know she will support me even if my parents
shout and abuse me. | know she will be there for me. [F1-P5, 18-year-old unmarried female,

one child]
Male perspective on partner communication

Most men, 51 (85%), had discussions with their partners about family planning at one time or
another, with 40 (78.4%) having had discussions in the last 12 months. Most discussions were
about spacing children 39 (76.5%) and preventing pregnancy 38 (74.5%). Most men claimed
they were the initiators of the discussion about family planning 37 (72.5%). Over half of the
men stated that they were the main decision-makers in areas like family planning, number of
children to have and stopping having children. However, over 30% claimed to be inclined to
joint decision-making around family planning, limiting the number of children, around when

to stop having children and limiting childbearing and when to have another child (Table 13).

Of the men, 9 (15%) who had not discussed family planning with their wives, the common
reasons cited were health concerns, the potential of other men taking advantage of their spouse
and wanting more children. These findings agree with what women stated in the in-depth
interviews that men were the major decision makers, and women mostly defer to decisions

made by men.
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Table 12: Men’s perspectives of partner communication regarding family planning

Variable Categories Frequency Percentage
Ever had a discussion with spouse about preventing Yes 51 85.0
pregnancy
No 9 15.0
Content of discussions (n=51) Family planning methods 20 39.2
Preventing pregnancy 38 74.5
Spacing children 39 76.5
Number of children 24 47.1
Limiting children 19 37.5
Had a discussion about family planning with spouse in Yes 40 78.4
the last 12 months (n=51)
No 11 21.6
Initiator of discussions about FP Self 37 72.5
Partner 14 27.5
Don’t know
Between you and your wife who makes the decision on Self 24 52.2
whether to use family planning (n=46)
Spouse 4 8.7
Jointly 18 39.1
Decision maker on limiting childbearing Self 19 41.3
Spouse 6 13.0
Jointly 21 45.7
Decision maker on when to have another child Self 22 47.8
Spouse 2 4.3
Jointly 21 45.7
God decides 1 2.2
Decision maker on how many children to have Self 29 63.0
Spouse 3 6.5
Jointly 14 30.4
Decision maker on when to stop having children Self 27 58.7
Spouse 2 4.3
Jointly 15 32.6
God decides 2 4.3

4.1.2.1.3 Partner Support for family planning
Female perspective

Regarding the husband's support, most respondents expressed that their partner had provided

some form of support for using DMPA-SC. Participants discussed a variety of ways in which

support was given. Women reported that partners supported them positively by providing

money for transport, accompanying them to the health facility and reminding them when it was
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time to go for the next shot. Some women also stated that their partners gave them

psychological support and advice. These are reflected in the excepts below:

R: He gives me money and he supports the idea of self-injecting because he feels it's safer to
inject at home; [F1-P2, 35-year-old married female, three children]

R: I discussed it with him, and he said | should try the new method since | reacted to those
methods. We even came here (the health facility) together, which means he agreed for me to
get it, so he followed me and said he would wait outside, but I insisted he comes inside so that
we could listen to the lecture together. We listened to the lecture together, and after the lecture,
he said they should give me the method | am currently using. [F2-P13, 31-year-old married

female, three children]

R: I told him we should go to the health facility since they said there was a plan to help us plan
having children. He agreed and took me to the health facility. We came, and they gave us more
counsel; he understood and said I could go ahead. [F1-P1, 45-year-old married female, six
children]

R: He has by reminding me of the follow-up date and taking me to the facility to ensure I get
the shot. [F1-P9, 20-year-old married female, two children]

Some women expressed feeling confident and in control when using DMPA-SC because of
their partners' involvement in the process. One of the women talked about her partner helping

with injecting her.

R: I have more confidence because I can use it on my own without anyone knowing, and even

my husband can inject me. [F1-P11, 18-year-old married female, one child].

R: I feel in control of using DMPA-SC because | agreed with my husband. [F2-P11, 37-year-
old married female, one child]

From her own experience, one of the women admitted that a partner having some knowledge

about family planning enhances support.

R: I didn't find it difficult because he (my husband) had an idea about family planning and

supported it. [F2-P15, 21-year-old married female, one child]
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An unmarried respondent who was using contraception covertly admitted that she did not
receive support from her partner because she had not told him she was using DMPA-SC

because she was uncertain about how he would respond to her decision.

R: Because | didn't tell him, I don't know if he will agree with the decision. [F1-P15, 15-year-

old unmarried female, one child]

However, there was a consensus among most women to resort to covert use if their partner did

not support their use of contraception.

R: No, she should not use a preventive pregnancy method without informing her husband,

except maybe if she told him about it, but he disagreed. [F1-P11, 32-year-old married female]

R: Since she best knows the reason, if the reason is genuine, like she has too many children,
she has a case, so she can adequately look after the children she already has. [F2-P5, 42-year-

old married female, four children]
Negotiating around lack of partner approval

A few women talked about involving close family members to mediate when partners do not
support their spouse’s use of contraception. At the same time, about a quarter did not subscribe
to covert use at all, of which some felt it could lead to complications, and a lesser percentage

felt the partner should be obeyed outright since he was the head of the home.
One respondent said,

| am afraid of the day my partner will get to know; it happened with some people I know. It's
always good to inform your partner in case it backfires so the partner doesn't feel left out.
When your partner finds out, he might end the relationship and even think that you are cheating
on him, and no matter the evidence you provide, he won't believe you because you hid it from

him from the beginning. [F1-P7, 19-year-old married female, one child]

Because it is dangerous to do it without your husband's knowledge, not only family planning,
| cannot do anything without involving my husband. [F2-P10, 28-year-old married female, two
children]
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Type of partner involvement

When asked how they would want their partners involved, women talked about supporting

them by providing transport, accompanying them to the health facility, and paying the bills.

R: 1 will talk to him one-on-one, tell him the importance of the contraceptive, give him my
reasons, and hear his opinion. | want him to support me in all areas | need support. [F2-P8,

35-year-old married female, two children]
Male perspective about partner support for family planning

When asked whether they support their spouse's use of FP, 12 (20%) respondents replied
negatively. The most common reasons for not supporting their partner were wanting more
children and it was bad for their spouses' health by 7 (58.3%) of respondents. Other reasons
were that other men might take advantage of her sexually 6 (50%), it is against my religion,
and other people would not be accepting of it by 5 (41.7%) of the respondents. Of the 47 men
who reported that they and their spouses were currently using FP, most 43 (91.5%) of stated
that they supported their partners' use of contraception. Some, 31 (66%) supported their
partners by accompanying them to family planning clinics to obtain FP and 32 (68.1%) by
providing transportation support for them to access contraception and 33 (70.2%) by providing

financial support for purchasing FP commaodities for their partner.

In summary, most men were knowledgeable about family planning and aware of DMPA-SC
with favourable attitudes towards family planning. Most male respondents had discussions with
their partners about family planning at one time or the other, with more than a quarter having
had discussions in the last 12 months. Most discussions were about spacing children and
preventing pregnancy. Most men claimed that they were the initiators of the discussion about
family planning, with over half of the men being the main decision-makers in areas like family
planning, the number of children to have, and stopping having children. Most men supported
their partners' use of contraception, with some supporting them by accompanying them to
family planning clinics, providing transportation support for them to access contraception, and
providing financial support for purchasing FP commodities. However, 20% of respondents did
not support their spouse's use of contraception, with the most common reasons being wanting
more children, being bad for health, being against their religion, and other people would not be
accepting of it.
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Women corroborated the findings from male interviews, that most of their partners supported

their use of DMPA-SC in all the areas mentioned by the men.

4.1.3 Health System Factors

Health system factors influencing women's DMPA-SC use include factors associated with the
healthcare worker's attitude and skills, accessibility to health services, availability of

commaodities and affordability of service and the location of where they obtained services.
4.1.3.1 Health care worker

Health workers were reported as influences on the women's use of DMPA-SC through their

attitude, behaviour and skills.

e Attitude/behaviour
Women reported health providers as their most common source of information about DMPA -
SC. Some of the respondents stated that it was the health provider that influenced their decision
to start using DMPA-SC. When asked whether anyone influenced them to use this method,

responses included the following:

R: Yes, the nurses encouraged me. They said at any time | want to give birth, I can stop using
it, not that 1 will stop giving birth completely. [F2-P13, 31-year-old married female, three
children]

R: I spoke to medical personnel in the health facility, she told me it's good, and | should try it,

which | did, and | am okay with it. [F1-P11, 32-year-old married female]

Almost all respondents, irrespective of age and marital status, admitted to having positive
experiences with the service providers and liked how they were treated (except one adolescent),
which was why they continued to access contraceptive services. These include being
welcomed, advised, counselled, explained the different contraceptive options and being

allowed to make informed choices.

She welcomed me and sat me down to explain the importance of the injection and why one must
not fail to come as at when due. She told me to try not to fail to come back for the other dose
when due. If not, if I have intercourse with my husband, | can get pregnant. [F2-P5, 42-year-

old married female, four children]
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R: She gave me a card. With the card, it will be difficult for one to forget the date of the next
appointment. Once you come, the first question they will ask you is the hand card. [F1-P6, 23-

year-old unmarried female, one child]

Another adolescent user of DMPA-SC described the first time she obtained it, highlighting the

influence of a positive provider attitude in adopting it.

R: I was very scared the first time | wanted to start using DMPA-SC, | don't like injections, but
when | met the nurse, she assured me that is not going to be painful, she did it for me for the

first time, and she taught me how to do it by myself

R: I decided to go to the health facility because I noticed that the nurse is a free woman. You
can tell her everything, and she will advise you. She is not the type of person that will give you
an attitude that you will be scared to tell her like some others; she is a free woman. [F1-P5,

18-year-old unmarried female, one child]

Another adolescent user admitted that the nurse treated her nicely and stated that in counselling
her about contraception, the nurse did not believe her at first when she stated that her husband

was aware she had come to the health facility.

R: She asked for my name, age, where | was referred from, and I told her I chose to come here
myself; and she asked who I came with, and | said my husband, and she asked if my husband
was aware; | said yes, but she said she didn't believe me because she knows my attitude, so |
need to go and bring him. She asked me what | came for, and | said contraceptive, so that was
when she explained the other methods. Then I asked if there was no injection (DMPA-SC), and
she said it was available, and I said let me go for an injection. If it is pills, I might forget to

take pills. [F1-P7, 19-year-old married female, one child]

The nurse's attitude was probably a reaction related to her young age. It is not uncommon that
health providers are influenced by cultural or community norms that frown on young

adolescents trying to access contraception.

The only unmarried adolescent respondent admitted to not being happy with how she was

treated by the health provider, who happened to be her grandmother.

R: It was difficult because she first said they wouldn't give me a contraceptive method. She [the

health care provider] is my grandmother and said | am very stubborn. She said she wouldn't
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give me because, if she did, I would continue this careless life, so | begged her and said she
should give me please and that | would not live that careless life again. | told her | had changed
and was no longer stubborn, and she gave me at last. [F1-P15, 15-year-old unmarried female,
one child].

The negative attitude of the health provider might also have probably been because of the
influence of cultural norms of stigma attached to having a child out of wedlock on her

behaviour towards the adolescent.
e Providers' hesitancy in providing information on self-injection

One of the respondents recounted a provider's view on not providing information to clients

about self-injecting.

R: At that time, she had not introduced self-injecting to me because she informed me that
adherence is poor when they give patients DMPA-SC units for self-injection. Some will keep it
and forget to use it. For some, it is when they start feeling the signs and symptoms of pregnancy
that they remember to use it and when they get pregnant, they blame healthcare workers. So
for adherence's sake, they have the rule to watch a client for nine months to one year to see
how consistent the client will be in coming for follow-up and whether or not the person is
adhering; that's when they decide whether or not to give a client DMPA-SC units to take home
and inject herself, except in cases of lockdown, pandemic or curfew.[F1-P7, 19-year-old

married female, one child]

4.1.3.2 Skilled/trained health worker

Many respondents also alluded that health providers were a reliable source of advice,
information and expertise that would know what to do and how to treat complications that arise.
They were, as such, a preference to be sought for contraceptive information and treatment

should the need arise.

R: | come here because they know their job well. [F1-P3, 30-year-old married female, three
children]

R: Because they are understanding and they have experience on how to treat women right,

that's why | like coming here. [FI-P9, 38-year-old married female, one child]
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R: The health facility will tell you the right things to do and how to go about it. If you go to the
chemist, you will only cause more problems for yourself because most of the people in the
chemist are not learned, but in the health facility, they are trained and professionals. [F1-P8,
27-year-old married female, five children]

R: In the health facility, they can handle any problem I run into, and their drugs are also good.

[F2-P1, 30-year-old married female, one child]

4.1.3.3 Choosing a location for family planning

All the women accessed DMPA-SC from the health facilities. One or two women reported that
they had gotten it from the pharmacy at some point. Most women who used contraception at
the health facility were happy and comfortable with the institutional delivery services.
Choosing a location for accessing contraception depends on their previous experience at the
health facility or based on recommendations from others; the quality of services rendered,
access to, availability of and affordability of services. Some respondents also reported that the
COVID-19 pandemic affected the ability to access DMPA-SC

o Familiarity/Previous experience at the facility/Recommendation from others

R: My friend directed me to where she went for the first time, and that was where | went. [F1-

P6, 23-year-old unmarried female, one child]

R: I come to the facility because I take my child there and once did my antenatal care here.
[F1-P2, 35-year-old married female, three children]

R: Because it's the first health facility I know where I gave birth to all my children. [F1-P1,

45-year-old married female, six children]

R: | picked this place because I like how they treat people. I am impressed. Based on what |
heard from others, I said let me come and see whether it's true, and it was; they are very good.
Some friends and women who have been there talked about them, and | said | should come and

give it a try. [F2-P8, 35-year-old married female, two children]
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4.1.3.4 Quality of service

R: They render good services there, so | enjoy it, so that is why I always like to go there for

contraception. [F2-P11, 37-year-old married female, one child]

R: As | said, they are trying for us. Anytime we come here, they take good care of us how it's
supposed to be. [F2-P13, 31-year-old married female, three children]

¢ Quality of drugs

R: I know it comes from a good source, and | know they check the expiry date before giving it
to me, and | have never had experience with expired ones. [F1-P11, 32-year-old married

female]
R: Because | trust their medicine. [F2-P6, 28-year-old married female, four children]

R: I agree with them more, and | feel their drugs are very good; that's why | always prefer

coming here. [FI-P9, 38-year-old married female, one child]

4.1.3.5 Accessibility

e Proximity of Health facility

R: This health facility is my preferred source of family planning because it is close to our house.

[F1-P15, 15-year-old unmarried female, one child]

R: Whenever | need family planning, | come to this health facility because it is closer to us, and

| usually get it on time. [F2-P13, 31-year-old married female, three children]

e Transportation costs

Quite a number of the respondents complained about transportation costs associated with
securing the method. When asked what she does not like about going to the health facility, one

respondent said the transport fare. [F1-P1, 45-year-old married female, six children]

Another respondent talked about her savings from self-injecting rather than going to the health

facility. She said it is more convenient for me because | do it myself, and it reduces the
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transportation expenses of going and coming. Because of that, it really helps me. [F2-P11, 37-

year-old married female, one child]

Male respondents attested that they provided transportation money for their partners to access
family planning at the health facilities. Thirty-seven (61.7%) of the men attested to this.

4.1.3.6 Availability of service

Many of the women liked the fact that the injections were available whenever they went to get

them.

R: It is very easy to get one (the injection); once you just come, that's it. [F2-P6, 28-year-old

married female, four children]

R: They are very good, and they always have the injection; when it's time, you come to the
facility, and you will get it; that is the reason. [F1-P3, 30-year-old married female, three
children]

R: They are always available at any given time. You can never go there without seeing someone

there. [F2-P8, 35-year-old married female, two children]
0 Stockouts

However, some respondents complained about not getting the injection because it was

unavailable.

R: The last time | came to the facility, they told me they didn't have DMPA-SC, so | started
thinking, it is always difficult to get. Should I change to something else? I just thought to myself
to be patient till they get stocked again because | know the government will eventually supply
the health facilities. [F2-P4, 37-year-old married female, three children]

R: The problem is that sometimes when you come, the injection (DMPA-SC) is not available
then they will book another appointment for you to come and collect it. [F2-P14, 44-year-old

married female, four children].

Another said it is not always available. Sometimes you have to buy it, and sometimes you get

it for free. [F1-P5, 18-year-old unmarried female, one child]
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One of the women pointed out that DMPA-SC was available only in public health facilities.
4.1.3.7 Affordability

Most women reported that the DMPA-SC they accessed through health facilities was free,
while others said it was affordable. Some women reported having paid between N200-N1500.

o Free/low cost of the product

R: 1 do not buy it when | go to the health facility except if they don't have it. [F1-P5, 18-year-
old unmarried female, one child]

R: They welcome all clients, and they are nice. Their things are affordable. [F2-P12, 28-year-

old married female, one child]
Male perspective

Health system factors did not feature prominently as a factor that affected male involvement in
their partners' use of family planning in this study. One respondent stated a lack of trust in the
health system and health providers as a reason for not discussing family planning with his

partner.

4.1.4 Community-Level Factors

4.1.4.1 Recommendations from other women in the community using the method

Women in the community came out as an important source of information for many women
from where they heard out DMPA-SC.

R: Some women in the community went from house to house, lecturing us about family

planning. [F1-P1, 45-year-old married female, six children]
R: I also heard people talking about it. [F2-P13, 31-year-old married female, three children]

R: I learned about family planning through the community, media, and health facility. [F1-12,

16-year-old unmarried female, one child]
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Conversely, the community was also a source of myths and unreliable information about

contraceptives, as mentioned by some respondents:

R: In my neighbourhood. | hear people say whenever they make use of condoms, they don't
enjoy having sex. One said she doesn't use condoms, but after sex, she takes sugar to flush out

the semen. [F2-P5, 42-year-old married female, four children]

R: You know, women can talk a lot; they were like, it causes this and that, you can fall ill from
using it, you can bleed, but at the end, | enlightened them and advised them to do it. [F1-P2,
35-year-old married female, three children]

There was also the mention of some non-conventional methods of contraception, such as the

use of sugar and salt, by a few.

R: I was told one could dissolve salt in hot water and drink after sex. [F1-P15, 15-year-old

unmarried female, one child]

4.1.4.2 Social Norms:

e Pressure to give birth to many children

As attested by respondents, one of the prevailing community norms was having many children.

Respondents recounted some of these norms.

R: Well, a lot of people don't like the idea and will want you to continue having children. They
see family planning as bad and feel you should have children continuously until you are done
before stopping. They don't trust the process (using contraceptives) and feel they should keep

having children. [F1-P9, 20-year-old married female, two children]

R: They think you don't want to have children because they think you don't know that children
are your investment. [F1-P14, 35-year-old married female, two children]

Community perceptions of large family size forced some women to keep their use of family
planning as a private matter, away from people around them, because of the fear of negative

comments from people in the community.

R: I don't want people to know that | am using contraception because some of them will advise

you against it; they will tell you that it is not good that you are preventing pregnancy and you
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are supposed to be giving birth as it comes, especially older women like my mother and my

husband's mother. [F1-P8, 27-year-old married female, five children]

R: Many people in the neighbourhood say | shouldn't go on family planning since | only have
a child. I don't want them to know | am using family planning because of some of their talks,
which might not be good. [F1-P13, 24-year-old married female]

o0 The mother-in-law

The mother-in-law came out prominently as someone many women did not want to know that
they were using family planning. This was because they were of the older generation that

encouraged women to have many children.

R: Yes, | do not want my mother-in-law to know because she will say that our children are not
enough, and we went to do family planning while it is God feeding and taking care of us all.
So that is why we will go and do it without telling anyone. [F2-P2, 32-year-old married female,

five children]

However, many women were not influenced by what the community thought about them using

family planning.
I: What did you think people in your life would think of you if you started using contraception?

R: I don't know and don't want to know; at least it is for me and not about them. What they

have to say matters doesn't matter. [F2-P6, 28-year-old married female, four children]

R: People? Are they the ones to carry the baby for me? I don't have that time, my decision is
between me and my husband, that's all. [F1-P8, 27-year-old married female, five children]

R: They should know that | am preventing unwanted pregnancy and doing the right thing to
spacing my children and not have children every year. | went to the health facility and told
them | wanted to start doing family planning because that was what | wanted, and | was
satisfied and very happy about it. [F2-P14, 44-year-old married female, four children]

R: No, | don't think about people's opinions. | chose DMPA-SC based on the counselling | had,
and | feel okay. [F2-P11, 37-year-old married female, one child]
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e Son preference

Another community norm observed was that of son preference. The influence of community
perception of the importance of having male children affected women's behaviour toward
childbearing. A mother of six gave the practical experience of how she ended up having six
children in order to have a male child. She stated | was looking for a male child because, in my
tribe, having a male child is very important. If a woman does not give birth to a male child, it
is like she has not given birth; some people will mock her that having only female children is
like not having children. That's why I prayed to God to give me a male child, and God answered
my prayer. That is why we named him "Chiemezor", meaning God has done it for me. | don't

need another child again. [F2-P3, 35-year-old married female, six children]

A mother of four said that though she stopped having children because of economic hardship,
she would still want to have another child to have a male child unless her fifth child is female
like the four previous births.

R: Yes, | would like to have even just one more. | need a male child if God gives me one since
all my children are female. | need one more to make them five.

I: What if the 5th one you want happens to be a female?

R: That will be the end of childbearing for me. [F2-P5, 42-year-old married female, four
children]

Another mother of six said,

Because | didn't get a male child earlier if my child was a boy, | would have stopped giving
birth, but I continued to give birth until the fourth child. On this last delivery, | gave birth to
twins, a boy and a girl, so | have stopped giving birth. [F2-P3, 35-year-old married female, six
children]

4.1.4.3 Community stigma faced by adolescents

Community norms stigmatize adolescents for seeking contraception and having a child out of
wedlock. These negatively impact adolescents and their use of contraception. An adolescent

reported how she started contraception to avoid getting pregnant before marriage.

R: When | was a teenager, | thought about contraception before I got married.
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R: In my culture, it's a disgrace for a girl to get pregnant before getting married, so | had to
do it to avoid getting pregnant at home before marriage. [F1-P11, 32-year-old married female,
one child]

Another unmarried adolescent started contraception to avoid getting pregnant, despite
acknowledging the community's perception that she was too young to commence

contraception, which made her feel guilty.

R: People will think that 1 am too young to use contraceptives. | started family planning
because | do not want to make another mistake again. I felt bad about it; | felt ashamed. [F1-

P15, 15-year-old unmarried female, one child]

An adolescent, even though married, still emphasized that a young person can experience
stigma when she goes against the norms of the community and felt that her partner and parents
should be involved and support her in family planning and decision-making processes to avoid
being relegated by her parents because of the influence of community norms. This is why when
she was asked who the most important person is that she wants to be involved with when she

decides to do something to prevent pregnancy, she responded as shown below:

R: My husband first, then my mum second. They are part of me, and | make decisions with
them, and they always give me the right advice. | want them to be in the picture from the
beginning to the end. Although there are some things you involve your parents partially and
they will be like a guide or part of it. They can even give their support in the process, like
deciding to go to college. They might know someone who can help with things like food,

accommodation, security etc. [F1-P7, 19-year-old married female, one child]

The effect of stigma takes its toll on adolescents, as narrated by an adolescent who was affected

by it to the extent that she had contemplated committing suicide.

R: My mum's friend. Because my mummy tells her everything, I would not like her to know. She
will discourage my mother. Saying that | should not do the family planning and that if I want,
| should live my life the way | want, for | will be the one to suffer for it.

I: How does that make you feel?

R: It makes me cry, and sometimes | feel like | should commit suicide
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R: If family members find out, they will get angry at me that I am too young to go on family

planning. [F1-P15, 15-year-old unmarried female, one child]

An adolescent did not want her mother to know she was using contraceptives, and this was
related to the societal norm that unmarried girls should not be using contraception, and she felt
bad about it.

R: My mother will think it is bad since I am not yet married, so she will not agree. But | had to

make that decision. [F1-P5, 18-year-old unmarried female, one child]

4.1.4.4 Religious/Gender Norms

Religious /gender norms that "having a child is God's gift" were prevalent among some
respondents. Some women confirmed that the number of children they have or will have is not

their decision, but they believe the decision is from God.

When asked if they felt they personally had the freedom to decide whether to have children at

all, they answered "No" with reasons such as:

R: Children are a gift from God. [F1-P9, 20-year-old married female, two children]
I: Do you feel you personally have had the freedom to decide when to have children?
R: No, because it's God that decides when I should have children. | feel happy that it is God

that decides for me. [F1-P8, 27-year-old married female, five children]

R: God is the only one that gives children, not us; if He says you will give birth to twenty, there
is nothing you can say, even this family planning that we are doing, if he doesn't want it, the
family planning will not be effective that is why | say anything that we want to do we should
put it in prayer and ask God to help and answer our prayers. If God answers our prayers,

everything will work out fine. [F2-P13, 31-year-old married female, three children]

Many respondents’ views were governed by strong religious and gender norms, which
empowered male partners and disallowed women from making independent decisions. Some
respondents highlighted the religious norm of seeking the partner's consent before making any

decision. Women in both religious faiths of Christianity and Islam affirmed this:

I 1 want you to think about when you took a decision on something that concerns your personal

life. What was the decision, and how did you do it? For example, a decision on you going out
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on a visit may be to your friend in your neighbourhood. Do you usually seek permission, or
how do you do it?

R: Yes, | seek permission from My husband. If he allows me, then I will go.

I: Why do you seek his consent? Can't you just go like that?

R: My religion does not permit such. [F1-P13, 24-year-old married female]

R: Let's say biblically is not right; when we come to the religious aspect, as a woman, you don't
expect to take a decision without the consent of your husband, but in some aspects, some
husbands are not too caring, and if there is an understanding between you and your husband
| think there is nothing wrong in taking that decision. [F2-P11, 37-year-old married female,
one child]

Women also talked about gender norms related to community perceptions of a woman
disrespecting her partner because she decides to use contraception.

I: What do you think people in your life will say about you if you start using contraceptives?
R: People will ask why you are using family planning as if you are not with your husband.
These are some of those small talks that people around me will say.

I: Can you explain more?

R: People will feel why I am going for family planning. Am I not staying with my husband?
Since | am not cheating on my husband. But | did not see it as anything since | knew my
conversation with him (my husband) before | started taking family planning.

I: What did you end up doing?

R: I am okay with whatever they say because my mind is made up. The same people who will
talk about me against taking family planning are those who will talk about me if | am faced
with problems.

I: Why did you take such an approach?

R: Because they are entitled to their opinions. [F2-P15, 21-year-old married female, one child]
4.1.5 Covid Effects

The COVID-19 pandemic influenced the ability of respondents to get a refill or follow-up
support for the use of the method.

R: We resorted to using condoms during the COVID-19 lockdown but I did not like it; | prefer
using DMPA-SC. [F1-P1, 45-year-old married female, six children]
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4.2 Male Involvement in Family Planning

In this study, 51(85%) of male respondents were involved in family planning through having
discussions with their partners, of which 40 (78.4 %) had discussions with their partners in the
last 12 months. Among the men, 9 (15%) had not discussed family planning with their partners
at any time. Most men approved of their partner's use of family planning 43(71%), and most
of the men, 48(80%) supported their partners in their use of family planning. Overall, more
than half of the men, 33 (55.0%) were actively involved in their partners' use of family planning
(Table 14).

Of the men nine men that had not discussed family planning with their wives, the common
reasons given were that it is bad for health 8 (88.9%), other men might take advantage of her
sexually 8(88.9%) and 7 (77.8%) wanting more children. When asked whether they support
using FP, 12 (20%) of respondents replied in the negative. The most common reasons given
for not supporting their partner's use of FP were wanting more children and that it was bad for
health by 7 (58.3%) of the respondents. Other reasons were that other men might take
advantage of her sexually 6 (50%), it is against my religion, and other people would not be
accepting of it by 5 (41.7%) of the respondents. Of those 12 (20%) who disapproved of their
partners' use of FP, the reasons were because of side effects and because it was not acceptable

by their religion.

In the study, of the 17 (28.3%) men that did not approve of their partners' use of family
planning, over a quarter, 5 (29.4%) cited religion as a reason for why they did not approve of
their partners' utilization of family planning. Among the nine respondents that did not ever
discuss family planning with their partner, two cited their religious beliefs as the reason. One
respondent's concern about other people non-acceptance of family planning was the reason for

not ever discussing family planning with his partner.
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Table 14: Male partner involvement in family planning

Variable Frequency Percentage

Ever had a discussion with spouse about preventing pregnancy

Yes 51 85.0
No 9 15.0
Had a discussion about family planning with spouse in the last 12 months

Yes 40 78.4
No 11 21.6
Approve of partner’s use of FP

Yes 43 71.7
No 17 28.3
Supports partner in use a family planning method

Yes 48 80.0
No 12 20.0
Level of Involvement

Passive< 4 27 45.0
Active >4 33 55.0

4.2.1. Methods through which men supported their partners

Of the 47 men who reported that they and their spouses were currently using contraception,
most (over 65%) supported their partners by accompanying them to the health facility,
providing transportation support and financial support for the partners to use DMPA-SC (Table
15).

Table 15: Methods through which men supported their partners N=47

Method Frequency Percentage

Accompany spouse to family planning clinics or any facility to obtain FP

Yes 31 66.0
No 16 34.0
Provide transportation support for partner for accessing contraception

Yes 32 68.1
No 15 31.9
Provide financial support for procurement/purchase of FP for your partner

Yes 33 70.2
No 14 29.8

The findings from the men corroborated those of the women about religion and other

community members having an influence over an individual's decision to use family planning.
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4.2.2 Factors associated with male involvement in partners’ use of DMPA-SC

From bivariate analysis, factors significantly associated with men's involvement in their
partners' use of contraception included frequency of discussions about FP in the past year,
decision making on when to have another child and discussion of FP with other people and the
attitude variable "couples can use family planning to avoid getting pregnant if they wanted to"
(P=0.004) Regarding persons with whom men discussed family planning, discussing with a
with a friend was significantly associated with men's involvement in their partners' use of
family planning at P = 0.004 (Table 15). Variables that were not significantly associated with
male involvement included the attitude variables' contraception is risky for women's health’
(P=0.725), 'women who use contraception may become promiscuous' (P=0.782) and
‘contraception is woman's business' (P=0.438). All perception variables' men should decide the
family size' (P=0.533), 'men should decide which FP method to use' (P=0.503), 'Men should
decide whether or not to practice family planning' (P=0.170), 'men should be the ones to decide
what to do when an unwanted pregnancy occurs' (P=0.461) were not significantly associated
with male involvement in FP. The variables' discussed with father' (P=0.541), 'discussed family
planning with mother' (P=1.000) and 'discussed with brother' (P=0.162) were not significantly
associated with male involvement in FP (Not reflected in Table 16).
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Table 16: Bi-variable analysis of factors associated with male involvement in FP (N=47)

Variable Male Involvement Chi-square value P-value
High (n%) Low(n%)

Age

Less than 40 19 (67.9) 9(32.1) 0.002 0.968

40 and above 13 (68.4) 6 (31.6)

Educational level

Below Tertiary 15 (75.0) 5(25.0) 0.766 0.381

Tertiary education 17 (63.0) 10 (37.0)

Religion

Christian 12 (63.2) 7 (36.8) 0.356 0.551

Muslim 20 (71.4) 8(28.6)

Occupation

Unemployed 1(50.0) 1(50.0) 0.294 0.541
Employed 31 (68.9) 14 (31.1) (Fisher’s)

Enough money to meet basic family

living needs in the last 12 months

Some of the time 18 (78.3) 5(21.7) 2.146 0.143

All and Most of the time 14 (58.3) 10 (41.7)

Family type

Monogamous 31 (68.9) 14 (31.1) 0.294 0.541
Polygamous 1 (50.0) 1 (50.0) (Fisher’s)

No of living Children

less than 4 23 (76.7) 7 (23.3) 3.377 0.066

4 and above 8(50.0) 8(50.0)

Desired number of children

less than 4 6 (75.0) 2 (25.0) 0.220 1.000

4 and above 26 (66.7) 13 (33.3) (Fisher’s)

Wanting More children

Yes 10(71.4) 4(28.6) 0.104 1.000
No 22 (66.7) 11 (33.3) (Fisher’s)

Knowledge Status

Low 6 (66.7) 3(33.3) 0.010 1.000
High 26(68.4) 12(31.6) (Fishers’)

Attitude towards FP

Unfavourable 3(42.9) 4(57.1) 2.251 0.188

Favourable 29(72.5) 11(27.5) (Fisher’s)

Couples can use family planning to

avoid getting pregnant if they want

to

Agree 30(78.9) 8(21.1) 10.217 *0.002

Disagree 2(22.2) 7(77.8)

Perception of involvement in FP

Decision-making

Unfavourable 19(63.3) 11(36.7) 0.862 0.353

Favourable 13(76.5) 4(23.5)

Ever used FP in the past

Yes 27 (71.1) 11 (28.9) 0.772 0.438
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No
Age of Partner
Less than 20

20 and more

Educational level of partner
Below Tertiary

Tertiary education

Awareness of partner’s interest in FP
Yes

No

Decision maker on whether to use FP
Self

Spouse

Jointly

Frequency of discussions about FP in
the past year

None

Once or twice

Three or more

Decision maker on limiting no. of
children

Self

Spouse

Joint

Decision maker on when to have
another child

Self

Spouse

Jointly

God decides

Discussed FP with other people
Yes

No

Discussed FP with friend

Yes

No

Accompany partner to family
planning clinics

Yes

No

Provide transportation for to partner
for accessing FP

Yes

No

Provide financial support for
purchase of FP for partner

Yes

No

5(55.6)

2(66.7)
30(68.2)

23(69.7)
9(64.3)

31(70.5)
1(33.3)

18(78.3)
3(75.0)
10(58.8)

0(0.0)
12(92.3)
20(95.2)

15(83.3)
4(66.7)
12(60.0)

17(81.0)
0(0.0)
14(70.0)
0(0.0)

22(81.5)
10(50.0)

21(87.5)

11(47.8)

23(74.2)
9(56.2)

22(68.8)
10(66.7)

23 (69.7)
9 (64.3)

4 (44.4)

1(33.3)
14(31.8)

10(30.3)
5(35.7)

13(29.5)
2 (66.7)

5(21.7)
1(25.0)
7(41.2)

13(100.0)
1(7.7)
1(4.8)

3(16.7)
2(33.3)
8(40.0)

4(19.0)
2(100.0)
6(30.0)
1(100.0)

5(18.5)
10(50.0)

3(12.5)

12(52.2)

8(25.8)
7(43.8)

10(31.2)
5(33.3)

10(30.3)
5(35.7)

0.003

0.131

1.633

1.867

38.525

2.603

7.067

5.240

8.508

1.564

0.020

0.131

(Fisher’s)

1.000
(Fisher’s)

0.742
(Fisher’s)

0.235
(Fisher’s)

0.440
(Fisher’s)

0.001
(Fisher’s)

0.315
(Fisher’s)

*0.037

*0.022

*0.004

0.211

1.000

(Fishers)

0.742
(Fisher’s)

*Statistically significant at p=<0.05
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5.0 CHAPTER FIVE: DISCUSSION

The study aimed to explore the factors influencing women's use of DMPA-SC in Nigeria and
determine the male involvement in women's use of contraception, including DMPA-SC. The
study highlights socio-ecological factors affecting women's contraceptive utilization, including
DMPA-SC in Nigeria. The results indicate that various individual, interpersonal, health system
and community factors exerted positive or negative effects on women's decision-making
processes and uptake of the contraceptive method. The adoption and utilization of DMPA-SC
were influenced by various individual-level factors such as knowledge about the method,
fertility preferences, economic constraints, prior experiences with other contraceptives and

experiences with DMPA-SC, as well as confidence and self-efficacy in using the method.

At the interpersonal level, the partner was the most frequently cited influential factor among
married women, while younger women reported health workers, friends, and mothers as
significant influencers. At the interpersonal level, the factors focused on the approval or
disapproval of male partners, communication between partners, and the support provided by
male partners. At the level of the health system, factors encompassed the attitudes, behaviours,
and skills of healthcare personnel, facility attributes, quality of service, service accessibility,
availability, and affordability. Community factors that influenced women's use of family
planning included social norms like pressure to have many children, son preference, the more
dominant role of men in relationships and contraceptive use and decisions, the stigmatization
of adolescents for using contraception, and adolescent pregnancy. Furthermore, conformity to
normative gender roles that portrayed women as subordinate to their husbands and religious
norms that view children as gifts from God were identified as factors influencing women's
contraceptive use. The interaction of multiple factors at various levels influenced the use of

DMPA-SC by women, either positively or negatively.

This research also provides information on male partners' involvement in their partners' use of
contraception, especially DMPA-SC, as well as their knowledge, attitudes, and practices
relating to family planning. The findings show that a large proportion of male partners of users
of family planning exhibited a high level of knowledge and positive attitudes towards family

planning. Most men wanted a dominant role in decision-making regarding family planning.

Concerning practices of contraception use, all partners of the men were currently using DMPA -
SC. When men were asked about contraceptive methods ever used by them and their spouses

in the past, one-third (31.1%) mentioned only female methods. This implies that a significant
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number of men depend on their female partners to use FP methods for preventing pregnancies
that are not planned, which may be the reason why men encourage their female partners to use
FP methods to achieve their own reproductive goals. This finding was lower than that of a study
conducted in Lao PDR, which found that most couples relied on female-dependent
contraceptives, while women were primarily responsible for family planning, and men's
opinions carried more weight in the final decision. This is comparable to findings from some

other countries (Hardee et al., 2017; Manaf & Majdah, 2010).

Regarding current contraception usage, it was found that while most men were aware of their
partners' use of injectables, approximately one-fourth of them reported that neither they nor
their partners were using any form of contraception. This implies that they were not aware that
their partners were using contraception. This could be due to women covertly utilizing
contraception because their partners do not support their use of contraception. Accordingly, in
this study, 20% of men reported not supporting their spouses' use of contraception, which might
have led women to resort to covert use. These findings collaborated with the insights from in-
depth interviews (IDIs) with women. The consensus among the women was that covert use of
contraception is justified when a partner does not support a woman's decision to use
contraception. Some women in this study admitted to covertly using contraception because
their husbands do not support its use. This finding is consistent with previous studies that have
also documented instances of covert contraception use without the partner's knowledge (Burke,
Packer, Wandiembe, et al., 2020; Kibira et al., 2020; OlaOlorun et al., 2020). Interestingly,
some men were unaware of their spouses' use of DMPA-SC, even though they knew their
partners were using contraception. This perception may have originated from the perception
that family planning is primarily a woman's responsibility, leading these men to feel less
inclined to be involved in the process. Some studies have demonstrated that the perception of
contraception as a woman's business acts as a barrier to men's understanding and involvement

in family planning (Kabagenyi et al., 2014; Ugboaja et al., 2018).

This study found that most women knew about FP and could identify their advantages and
disadvantages. Most women did not exhibit apprehension or misconceptions regarding the side
effects of contraception. The high levels of awareness might be attributed to the many
awareness-raising campaigns undertaken in the community context. The research was also a
follow-up to an intensive campaign on using family planning methods mounted by important

decision-makers targeted to women in the country's northern region.
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Fear of DMPA-SC self-injection

The few unmarried adolescents in this research acknowledged their initial lack of awareness
regarding contraception, which resulted in unintended pregnancies. Access to knowledge on
self-injection was cited as a significant reason why many respondents in this research did not
self-inject with DMPA-SC. These female participants conveyed a keen interest in acquiring
additional knowledge regarding the process of self-injection. Despite receiving training, a few
women exhibited a lack of confidence in or fear of self-injection, resulting in disinterest in the
practice. Similar findings have been reported elsewhere (Ali et al., 2023; Cover, Namagembe,
Tumusiime, Lim, et al., 2018). This observation underscores the notion that successful self-
administration of DMPA-SC necessitates a certain level of self-assurance, and a subset of
individuals may not reap the purported advantages of self-injection owing to low confidence
and lack of self-efficacy in executing the procedure. Other participants in this research
preferred provider-administered injections for reasons such as the risk of their children
encountering discarded syringes or the proximity of the health facility to their residences.
Previous literature has also reported these concerns (Ali et al., 2023; Burke, Packer, Wando, et
al., 2020). Unmarried adolescents in this research also expressed worries about having enough
privacy at home to inject themselves. The seriousness of these worries seemed to outweigh the
benefits of privacy and fewer visits to facilities, suggesting that any future programme to
increase access for this group would need to focus on this area. The results mentioned above
correspond with observations made in similar research conducted in Uganda and Malawi(Ali
et al., 2023; Corneliess et al., 2022). The requirement for a secure and secluded area within the
household to opt for self-injection may suggest that certain adolescents prefer obtaining
injectables from community-based providers as a more inconspicuous alternative. Conversely,
self-administered DMPA-SC was found to lead to self-empowerment and confidence among
self-injectors, with self-injectors affirming DMPA-SC boosting confidence and being in

control while using the method, in addition to having autonomy over the choice of DMPA-SC.

Women in the research wanted more children than they had, regardless of their marital or
religious status, level of education, or whether or not they were in the workforce. Respondents
placed a high value on children because they were gifts from God, a favour to the family,
investments for the present and future, and helpful in assisting with household tasks. However,
women's aspirations were heavily constrained by their economic status and the country's
prevailing unfavourable economic situation. From the female perspective, "fertility is one-way

women can exert some control over situations in a marriage that are mostly out of their hands"
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(lzugbara & Ezeh, 2010). High parity is viewed as a mechanism for ensuring marital stability
and getting protection and financial support from their partner (Obasohan, 2015). According
to research, wives frequently perceive bearing multiple children as a strategy to dissuade their
husbands from taking additional wives (lzugbara & Ezeh, 2010).

The utilization of DMPA-SC among women in this research was influenced by their prior
experiences with other forms of contraception and with DMPA-SC in particular. Attributes of
DMPA-SC that attracted first-time users included the ability to avoid adverse effects of
previous methods, positive recommendations from others, the extended duration of use, the
fact that it offers discretion to the user, the appeal of self-injecting, and the desire to use a new
method. Other factors included positive personal experiences with DMPA-SC. These included
convenience, absence of side effects, simplicity of use, reduced user stress, duration of
efficacy, effectiveness and dependability, privacy, cost and time savings, instilling confidence

and empowering use.

Previous studies have alluded to some motivators for utilizing DMPA-SC as mentioned in this
research (Ali et al., 2023; Anglewicz, Larson, et al., 2021; Liu, Shen, et al., 2018; Osinowo,
2021a; Osinowo et al., 2020). For example, a study by Osinowo et al. in Nigeria revealed that
the cost-effectiveness, safety, efficacy, ability to be self-administered, absence of
complications and side effects, and the fact that users do not need to visit health centres
frequently were motivating factors for DMPA-SC use (Osinowo, 2021a). In a Zambian study,
both married and unmarried adolescents ranked discretion and reduced facility visits as the
most appealing aspects of the DMPA-SC, particularly covert contraception use (Ali et al.,
2023).

On the other hand, there were several barriers to use, the most significant being a lack of
confidence to self-inject and fear of injections, which ranged from the fear of making an error
to the fear of hurting oneself in the process. Instead, they rely heavily on the professional
healthcare provider's experience.

A minority of female participants in this study reported experiencing mild and non-alarming
bleeding-related adverse effects. This was less found in reports from a previous study in Nigeria
(Liu, Shen, et al., 2018). A study conducted in Malawi demonstrated, similar to the findings in
this current research, a decrease over time in the incidence of adverse effects among women
who continued with DMPA-SC in all cohorts enrolled in the study (Burke et al., 2019).
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Consistent with the results emphasized by adolescents in this current research, a study
conducted in Uganda also revealed that privacy remains a significant concern for adolescents
(Corneliess et al., 2022). This brings to light a paradox that calls to question the purported
advantage of DMPA-SC being beneficial to the unmarried adolescent by affording them
privacy, as confirmed by an adolescent in this research that affirmed that self-injecting at home

was difficult for her for fear of being seen.

The respondents of this study expressed concerns regarding the disposal of the injection, which
served as a deterrent for self-administering the injection at their residence. Similar findings
were reported in a study conducted in Malawi and Uganda to investigate the obstacles
adolescent and covert contraceptive users face in utilizing DMPA-SC. The study revealed that
disposal posed a significant challenge and caused heightened risk and stress for self-injectors,
particularly those attempting to use it covertly (Burke, Packer, Wando, et al., 2020). Hence, it
is imperative to consider not only the aspects of storage and utilization but also the potential
consequences of secure disposal while endeavouring to employ this technique surreptitiously
(Wood et al., 2022).

At the interpersonal level, the present research affirms the presence of socially constructed
norms that engender power differentials in relationships and their impact on women's decision-
making and utilization of contraception, including DMPA-SC, as previously documented in
the literature (Kriel et al., 2019; Mulatu et al., 2022). Certain cultural norms confer higher status
upon men, resulting in their greater economic empowerment relative to women. Men often
assume the role of exclusive decision-makers, thereby impeding women's access to their
reproductive and sexual health rights (Tesha et al., 2023). It was found in this current research
that in most cases, women deferred to their partners as the primary decision-makers about
matters of family planning, child spacing, limiting family size and determinations regarding
the number, timing, and cessation of childbearing. Most women experienced limited autonomy
in decision-making and utilization of contraception, necessitating their reliance on their
partners for approval in all such decisions. Nevertheless, the vast majority of women were free
to choose the contraceptive methods they wished to employ. Most of the women in the current
study stated that their male partner approved of their contraceptive use. Other studies have

documented comparable findings (Wondim et al., 2020).
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It can be implied that the observed phenomenon may suggest a shift in cultural dynamics, pro
viding substantial backing for family planning initiatives that target men as primary stakehold
ers (Kriel et al., 2019; Msovela et al., 2022; Sarnak et al., 2021).

Variations existed between the primary influencers of married and unmarried women. The male
partner was a major influence for married women, whereas unmarried women were more
influenced by health workers, sisters, friends and mothers. It was noteworthy that the partners
of the unmarried young women were not reported as having any influence on their usage of
DMPA-SC. This was in contrast to reports from a review on contraceptive use decision-

making among adolescents in Sub-Saharan Africa (Chola et al., 2023).

In this research, most women had limited autonomy in contraceptive-decision making. This
may be due to the influence of strong cultural norms which grant husbands the authority to
make all household decisions while hindering women from making independent decisions.
This is supported by research from Nepal (Sekine et al., 2021), India (K. Singh et al., 2021),
and African countries (Haider & Sharma, 2013; Imo et al., 2022; Kabagenyi et al., 2016) where
patriarchal customs and power asymmetries between spouses hampered their ability to make
contraceptive decisions. Only a few women, precisely six respondents, could exercise
autonomy regarding contraceptive decision-making and utilization. All of the unmarried young
women and three of the twenty-seven married women made their own decisions. The young
women could make judgements autonomously since they were unmarried. The married women
reported making decisions for their own benefit, citing reasons such as health concerns and the
responsibilities associated with having multiple children. This was similar to findings from a
study conducted in Ethiopia, where less than a quarter of the women had decision-making

autonomy on contraceptive use (Mare et al., 2022).

Some studies have demonstrated a correlation between women's ability to exercise autonomy
in contraceptive decision-making and contraceptive use (OlaOlorun & Hindin, 2014;
Senderowicz, 2020). This was corroborated by findings from a study conducted in Lao PDR,
which indicated that women who indicated autonomy or high financial decision-making power
were the exception to accepting their spouses’ decisions with which they disagreed. Regardless
of their husband's perception of their financial autonomy, they were more likely to use
contraception (Chanthakoumane et al., 2020).The significance of women's social status and
decision-making ability in relation to modern contraceptive usage has been highlighted in
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previous research (OlaOlorun & Hindin, 2014). Research conducted by Adenikan and
colleagues differed with the finding mentioned above. They found that the level of a woman's
agency in decision-making did not significantly impact her utilization of family planning
services, particularly in cases where her partner held the perception that contraceptive use could
lead to increased promiscuity (Adanikin et al., 2019). Nevertheless, they found that individuals
who exhibit a pre-existing family planning demand were more likely to adopt modern methods

of contraception when they possessed good decision-making capacity.

Covert use of contraception was the major consequence mentioned by women when their
partners disapproved of their use of contraception. The employment of covert use has been
documented as a prevalent practice in this regard (Kriel et al., 2019). Moreover, it has been
found that female participants and healthcare providers have widely endorsed such practices.
The incidence of covert use of contraceptive methods is not well-known due to the absence of
routine data collection on the issue (Kibira et al., 2020). Previous research in the sub-Saharan
region has indicated that covert use was not extensively prevalent (Cleland et al., 2014).
Women in this current research alluded to repercussions that could arise when partners' desires
are not heeded. Previous research has validated the rationale of covert usage by women in this
study (Adanikin et al., 2019). Respondents in a study by Adanikin (2019), similar to those in
this research, attributed these to health concerns when the spouse was not financially
committed to the family and when attempts to convince him about family planning had failed.
Adanikin (2019), also like in this research, alluded to the potential consequences of covert
contraceptive use in the event of discovery by the husband, such as conflict, physical violence,
and the dissolution of the marital union. Some women in this research identified a lack of
comprehension on the part of partners regarding family planning as the reason for their negative
attitudes, which led to their disapproval of contraceptive use. This has been documented widely
in literature (Ezeanolue et al., 2015; Kriel et al., 2019; Nkonde et al., 2023; Prata, Bell, et al.,

2017), thus prompting women to use contraception covertly.

Divergent fertility preferences emerged as an issue in this research, leading to disagreements
among partners. There existed discrepancies in the desire for children between men and
women. The findings of this research indicate that women expressed a greater desire for fertility
than men, which contrasted with the results of some studies in Nigeria. Researchers in Nigeria
investigated the contextual variables that impact male fertility behaviour across different ethnic

groups (Odusina et al., 2020). They found that factors such as religion, polygamy,
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socioeconomic level, government policy, peer pressure, culture, and sex preference are linked
to fertility behaviour. Despite economic pressures prompting some men to limit their offspring,
some maintained that having a sizable family offered benefits such as future support in old age
and the prestige associated with fathering numerous children (Adewole et al., 2020).

The results of the male survey found that most of the participants were knowledgeable about
family planning and DMPA-SC. Men also reported favourable attitudes towards family
planning, with the majority (83,3%) having positive scores. However, despite being husbands
of DMPA-SC users, a notable proportion (40%) of these men still felt that contraception might
promote promiscuity among women. The belief that contraceptive use encourages promiscuity
is prevalent among men (Blackstone et al., 2017; Kabagenyi et al., 2014; Turner, 2021). This
perception was prevalent among men from disadvantaged social backgrounds, rural residents,
and Muslims. Lutalo et al. noted that cultural norms in rural areas may impede contraception
use (Lutalo et al., 2000). According to Tanzanian research, men believed women would commit
infidelity if permitted to take contraception (Butto & Mburu, 2015; Demissie et al., 2016).
Thus, the results mentioned above suggest that it is necessary to provide accurate information

in order to counteract unfavourable attitudes towards contraceptive use.

Despite many men in this research possessing adequate knowledge and a favourable disposition
towards family planning, the male participants predominantly held unfavourable perceptions
regarding their roles in FP decision-making. This was also corroborated by the female
participants' IDI accounts, which highlighted the men's dominant control over decisions related
to family planning. Over two-thirds of men in this study felt that only men should decide about
family planning decisions, which was in agreement with the finding of a study in Niger
(Fleming et al., 2020). Most married women reported discussing family planning with their
spouses, underscoring the significance of spousal communication. When opinions diverged,
most women stated that their partners had the upper hand. This is reiterated in earlier research
in Nigeria, where most participants said that the man's viewpoint about contraception had the
most weight and should affect the outcome (Adanikin et al., 2019). This belief did not differ
significantly by gender or educational level among respondents. In addition, participants
believed it was appropriate for the male to have the final say because he typically provides for
the family financially. Nevertheless, some female participants felt that women could go ahead
to practise family planning without their spouse’s approval after they had tried and failed to

convince him.
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Though most women in this research reported taking the lead in initiating conversations about
family planning with their spouses, the outcomes of these discussions were determined mainly
by the men, with women mostly conceding to their partners' preferences. This research showed
a disparity between married and unmarried women in family planning communication. Married
women communicated more with their spouses, while unmarried young mothers preferred
communicating with their mothers, healthcare professionals, female siblings, and close friends
instead of their boyfriends. This was different from a study in Malawi among adolescents who
felt unable to discuss contraception with parents (Ali et al., 2023).

In the study, both married and unmarried unambiguously conveyed that a trained healthcare
professional would be the optimal and most reliable source of information and services on
DMPA-SC. In contrast, according to a study conducted among DMPA-SC users in Uganda,
adolescents were more likely to learn about DMPA-SC for self-injection from their peers. This
indicates that the hindrances related to access and stigma may impede disseminating

information about this method (Corneliess et al., 2022).

The results of the quantitative survey of men corroborated the findings of the women's IDI that
the vast majority of women discussed family planning with their partners. However, the men
reported that they were more likely to initiate conversations about family planning than women
while the women reported otherwise. The difference in reports reflects different perceptions
of the men and women. From the women’s perspective, this may be because women and more
exposed to family planning messages than men at family planning clinics where women are
traditionally targeted for education. Thus, women may more likely report they initiate family
planning talks, being enabled and more likely to recount their clinic encounters with their
spouses. While from the male perspective, because of discordant fertility preferences with their
wives. they may initiate discussions to ensure their spouses take actions to achieve or maintain
their desired family size. The differences in spouses’ reports of their participation in household
decision-making have been reported in previous studies (Shakya et al., 2018; Uddin et al.,
2017). According to men's perspectives, most discussions focused on avoiding pregnancy and
spacing children. There were fewer conversations about the number of children desired, family

planning methods, and limiting the number of children.

The male participants corroborated the assertions made by female respondents during their in-

depth interviews (IDIs) that they held primary decision-making authority in most topics. Some
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also confirmed that, like the women in the IDIs, they make joint decisions with their spouses
in certain instances. Both women and men had favourable attitudes about discussing FP with
their partners. This has been collaborated by studies in literature (Adanikin et al., 2019;
Ezeanolue et al., 2015). Previous research in Nigeria indicated a generally favourable attitude
towards communication about family planning among couples (Challa et al., 2020; Koffi et al.,
2018). It has been noted that effective communication between spouses resulted in improved
collaborative decision-making regarding the selection of contraceptive methods (Belay et al.,
2016; Zelalem et al., 2021). The findings of this research demonstrated that women first try to
convince their partners and only proceed with covert use when their partners do not agree with

them using contraception.

Regarding partner support, most female respondents acknowledged that their partners
supported their utilization of DMPA-SC. This was similar to findings from Kriel et al. (2019)
study, where men also offered social support to women in accessing family planning and
contraception services. This differed from previous research, which ridiculed males
accompanying women to FP facilities and perceived FP as a female business (Kabagenyi et al.,
2014). Data presented in this research demonstrates that men can significantly enhance
adherence to contraceptive methods by reminding their partners to take contraceptive methods
and attend their scheduled appointments at the healthcare facility. Similarly, a study conducted
in Nigeria also identified partner reminders as a trigger in promoting the use of DMPA
(Osinowo et al., 2020). Furthermore, it was also revealed from this research that partner
knowledge and understanding of FP enhances partner support.

Women in this research showed agency in negotiating around a lack of spouse support by
engaging the help of close family members or health professionals to mediate. Others conceded
to their partner's desires, while a minority opted for covert use. Studies have documented the
limited capacity of Nigerian women to negotiate family planning use (Omideyi et al., 2011).
In contraceptive negotiation within a marriage, a woman's perseverance is valuable, mainly
through the utilization of good communication skills and engaging another party, either a
family member or health provider, to intervene when there is a lack of spousal support. Studies
have reported women's use of significant others to convince husbands about contraception use
(Aransiola et al., 2014).

Partner support in this research varied between married and unmarried women, with married
women receiving support from their partners and unmarried women primarily receiving

support from mothers, friends, sisters, and health workers. Male opposition to FP use in sub-
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Saharan Africa comes from negative personal beliefs about FP on the part of male partners, a
lack of access to FP information, myths and misconceptions, perceived side effects (such as
decreased sexual pleasure), marriage, poverty, religious influences, a lack of contraceptive
options for men, suspicion of female partner infidelity, and a preference for larger
families(Ajah et al., 2015; Kabagenyi et al., 2014; Maharaj, 2012). In this research, the few
males who did not support their partners’ FP use cited misconceptions about adverse effects, a
desire for more children, others' rejection of their partner's use of family planning, and religious

reasons.

At the level of the health system, factors influencing women's use of DMPA-SC included health
professionals' positive attitudes and behaviours. Another attraction was the skill of health
workers; women felt more at ease visiting health facilities since health professionals would
cater to them. In contrast, many studies have reported on health workers' negative attitudes
influencing women's use of contraception. In a study conducted in Zambia, participants
described negative attitudes of health providers and how they had received insufficient
information and counselling on contraception usage as variables impacting contraceptive
choice and use (Mukanga et al., 2023). Other studies have documented similar findings
(Ackerson & Zielinski, 2017; Dioubaté et al., 2021; Truong et al., 2020). This can be attributed
to healthcare practitioners' lack of knowledge of women's reproductive health requirements,
healthcare providers' lack of training in family planning services and institutional staffing level
issues (Ahanonu, 2014; Hlongwa et al., 2021).

In this research, a few participants reported not receiving sufficient information and guidance
regarding DMPA use. Additionally, there were reported incidences of negative reception from
health providers for an unmarried adolescent and hesitation in the provision of contraception
to a married adolescent who sought contraceptives because of their young ages. The results of
our study validate previous reports indicating that healthcare providers in Nigeria and other
low- and middle-income countries hesitate to offer contraceptive services to adolescents due
to their disapproval of premarital sexual activity (Bankole & Malarcher, 2010; Chandra-Mouli
et al., 2014). The mistreatment of individuals by healthcare professionals is a deterrent for
young individuals seeking contraceptive services. This was probably the reason why there were
very few adolescents captured in the registers of the health facilities selected in this research,
even though the facilities selected were purposively based on the attendance of high volumes

of family planning clients.
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The quality of services and the quality of the family planning commaodities received at health
facilities were motivators for obtaining DMPA-SC there instead of going to chemists. The
findings of a study by Liu et al. among urban Nigerian women showed that the quality of
counselling was a significant predictor of continued use of DMPA-SC (Liu, Shen, et al., 2018).
These findings corroborate earlier research on DMPA-IM and the continuation of injectable
contraception (Adeyemi & Adekanle, 2012). Emerging evidence indicates that reasons for
discontinuing DMPA-SC include access difficulties/stockouts, partner disapproval, irregular
bleeding and weight changes (Cover et al., 2019; Kohn et al., 2018). Studies conducted in
Mexico and South Africa have indicated that women who received more comprehensive and
structured counselling, which included discussions about the potential side effects of DMPA,
were more inclined to continue using this contraceptive method (Baumgartner et al., 2012;
Cetinaetal., 2001). This suggests the importance of providing adequate information about side

effects during contraceptive counselling.

The utilization of DMPA-SC in this research was associated with its accessibility, availability,
and affordability. The women discussed the benefits of having health facilities close to their
residences and minimizing transportation costs. The unavailability of the injectable
contraceptive due to stockouts emerged as a significant obstacle for women seeking access to
DMPA-SC in Kaduna. Similar to findings from a study in Burkina Faso (MacLachlan et al.,
2018), younger women who discontinued provider-administered DMPA-SC and DMPA-IM
frequently cited difficulties with access to the method as the reason for discontinuing. Women
were attracted to the utilization of DMPA-SC in this research because it was given free in
government health facilities. However, women reported instances where they were required to
bear the cost and found the prices affordable. Other studies have reported on accessibility and
affordability factors as influencers to contraception and DMPA-SS use among women (Nai et
al., 2020; Osinowo et al., 2020)

The COVID-19 pandemic led to a shortage of contraceptive drugs and devices due to
disruptions in the supply chain (Riley et al., 2020). In the Nigerian context, there was a notable
unwillingness among clients to attend health facilities for family planning commaodities during
the pandemic (Osinowo et al., 2021). The COVID-19 pandemic was cited as a significant
obstacle to obtaining DMPA-SC by women in this research. This was similar to the findings

of a study conducted in Nepal, where the COVID-19 lockdown was one of the primary factors
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contributing to the discontinuation of DMPA-SC injections at the 3-month- and 6-month

injection doses (Sherpa et al., 2021).

Exploration of community-level factors in this research revealed that recommendations from
other women in the community facilitated the utilization of DMPA-SC. Nonetheless, local
gossip and misinformation regarding contraception were common in the community. Social
norms featured prominently as a barrier to the uptake of contraception in general and DMPA-
SC in particular in this research. The high fertility rates in the northwest region of Nigeria are
driven by social norms correlated with perceived societal advantages such as enhanced
preservation of family names, wealth and status and expansion of social networks and
influence. The belief that having a large family indicates affluence, power, admiration, and

prestige is commonly held (Izugbara & Ezeh, 2010).

Women identified the mother-in-law as a significant source of normative pressure. This has
been documented in the literature. A study in Zambia found that mothers-in-law did not want
their children to consider contraceptives. They were more inclined to traditional customs and
norms of having many children and pressured their daughter-in-law (Namanda et al., 2023;
Sekine et al., 2021).

Son preference is a social norm that stems from the belief that daughters are less valuable and
inferior to boys. The preference for male offspring is deeply ingrained in the culture (Wolf &
Abubakar, 2008). This could result in harmful practices and discriminatory attitudes towards
girls. It is also evident in the immediate recognition of a son at birth as the head of the family
who is to succeed his father, continue the family lineage and provide support for parents in old
age (lzugbara & Ezeh, 2010). The phenomenon of son preference was a theme featured in this
research that compelled some women to persist in childbearing until they bore a male offspring.
Similar practices have been reported among women in other countries (Le & Nguyen, 2022;
Song et al., 2022).

Cultural and religious constraints limit adolescents' access to contraception. Premarital sexual
activity constitutes sinful conduct (Chandra-Mouli et al., 2017), so teenagers are typically
expected to refrain from sex until marriage. Early contraception awareness among teens implies
virtue degradation. These standards may exclude and stigmatize teenagers who require
contraception. Underutilization of reproductive health services and teenage pregnancies are

caused by social isolation and stigmatization of adolescents who have premarital sex (Aninanya
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et al., 2015). The present research also highlighted the community stigma encountered by
unmarried adolescents who seek contraception or experience parenthood outside of wedlock.
This phenomenon has been documented in other research. A study in Malawi similarly revealed
that unmarried adolescents encountered greater difficulties in obtaining contraceptive
information on DMPA-SC and commodities from health facilities than their married
counterparts (Ali et al., 2023). Similar findings have been reported in other studies that impede
teenagers' ability to obtain contraceptive services (Corneliess et al., 2022; Mulubwa et al.,
2021) and are not exclusive to DMPA-SC. Several studies have indicated that unmarried
women prefer easily accessible contraceptive methods, such as condoms, over those
necessitating interaction with healthcare professionals, such as injectables (Anglewicz, Larson,
et al., 2021). This preference may be attributed to the presence of access and stigma-related
obstacles.

The prevailing religious norms within the community that women recounted in this
research entailed the belief that children are gifts from God and that women ought to be
submissive to their partners. The impact of religion on attitudes towards family planning has
been widely acknowledged (Agadjanian et al., 2009). According to Islamic doctrine, a woman
must seek her spouse's consent when making any reproduction-related decisions (Cook &
Maine, 1987). It implies that men's perceptions could translate into opposition to contraception
use. In Nigeria, there is evidence that Muslim religious rights have distorted the understanding
of contraceptive methods because it promotes immorality (Cook & Maine, 1987). An analysis
revealed that a significant percentage of Muslim men believed that using family planning

methods would encourage female promiscuity.

In the Nigerian context, the dynamics of power imbalances within marriages may impact the
decision-making process regarding contraception.(OlaOlorun & Hindin, 2014). Hence, it is
imperative to rectify the power asymmetry within marital relationships. The findings of this
research, however, indicated that adverse community attitudes towards contraception did not
sway some women. This pertained to women who were cognizant of their rights and upheld

them.

Findings from the male quantitative survey collaborated with women's accounts of community
influences on contraceptive use. The few men who opposed their partners' use of contraception
were influenced by religious convictions and perceptions of non-acceptance of contraception

use by others in the community. Previous studies have similarly demonstrated these as reasons
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for male disapproval of partner use of family planning (Haider & Sharma, 2013; Nkonde et al.,
2023).

The present study also aimed to assess the extent of male involvement in a partner's use of
DMPA-SC. The findings show that over half (55.0%) of males were actively engaged in their
partners' use of DMPA-SC. The current research measured male participation by partner
approval, spousal communication and partner support (Mulatu et al., 2022). The result showed
that most of the men, over 70%, were engaged in family planning through spousal
communication and approval. These findings were higher than the findings of research
conducted in Ethiopia (Wondim et al., 2020), Kenya (Butto & Mburu, 2015) and Cameroon
(Egbe et al., 2016). The observed variability in results might be attributed to differences in
study settings, sociocultural contexts, or even sample characteristics, given that the males in
this study were chosen because their spouses used DMPA-SC.

The data showed that most men in this research supported their partners in using family
planning. The research found that male involvement in their partner's utilization of family
planning (FP) was significantly associated with some factors, including frequency of
discussions about FP in the past year, decision-making on when to have another child, having
discussed family planning with other people, in particular, a friend and having the perception
that couples may use family planning to avoid getting pregnant if they want to.

The findings of this study are similar to other studies that found associations between male
involvement in their partners' use of contraception and spousal communication (Abose et al.,
2021; Mulatu et al., 2022; Wondim et al., 2020). In this research, discussing with a friend was
associated with men’s involvement in their partners’ use of FP. Their interactions with their
friends may be based on trust, the information they need about FP, and whether they perceive
them to perpetuate or challenge existing social norms on FP. It is also likely that one's social
networks influence whether contraceptive acceptance translates into actual use (Lapinski &
Rimal, 2005) or support of partner use. For example, perceiving disapproval from other men
in the community may deter a man from acting to initiate a method or support his spouse’s use
of a method, as mentioned earlier by very few men in this research that alluded to this as a
reason for not discussing FP at all with their partner. The role of social networks in supporting
or undermining an individual’s reproductive preferences is well documented (Igras et al.,

2017).
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However, a common association found in literature, which was not found in this study, was the
association between men’s spouses’ knowledge about family planning and their involvement
in family planning (Abose et al., 2021; Belay et al., 2016; Fleming et al., 2020; Mulatu et al.,
2022; Wondim et al., 2020)

Kriel’s qualitative study on the impact of male partners on contraceptive uptake in South Africa
revealed males’ evolving and complex role in FP. He found that men's attitudes and perceptions
regarding contraceptive use were positively or negatively influenced by culturally influenced
gender dynamics and adequate comprehension of FP information. Male opposition was
attributed to a lack of knowledge, misconceptions regarding side effects, male dominance in
relationships, and physical maltreatment. These contributed to the covert or abandoned use of
contraception by their partners. Social support, proper knowledge, and shared responsibility
were identified as pathways via which male partners positively affected FP uptake and access
(Kriel et al., 2019). This emphasizes the positive effect male support has on their involvement

in their partners use of family planning.

The current research found no association between men's belief that contraception is a woman's
issue and that contraception promotes promiscuity among women and men's involvement in
FP. In contrast, the belief that women who use family planning are more likely to engage in
sexually risky behaviour was linked to decreased FP demand and utilization among women in

another study conducted in Nigeria (Adanikin et al., 2017).

Other variables that were found to be associated with male involvement in family planning
documented in the literature were age, educational level, educational level of wife, attitude
towards family planning, number of children, spouse’s prior use of contraception and type of
marriage (Amuzie et al., 2022; Assefa et al., 2021; M. Kassa et al., 2014; Mulatu et al., 2022;
Wondim et al., 2020). However, these associations were not demonstrated in the current

research.

5.1 Limitations

There are some limitations in interpreting the findings of this study. The study's cross-sectional
nature, being the first important one, limits the inference of causality. Another limitation is the
small sample size of the men in the quantitative arm of this study. Thus, the sample size for

some comparisons may be too small. There is also the issue of generalization of the findings
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of the study. Men were selected based on their spouse’s use of DMPA-SC, so the results cannot

be generalized to all Nigerian men.

Additionally, the reported outcomes from the respondents may have been influenced by social
desirability bias because it is based on how women and men perceive themselves and their
roles may be exaggerated. In this secondary analysis, one is limited by the data available. For
example, there were few 15-19-year-olds in the sample. The location of the study is in an urban
setting, and the perspectives of rural women are not captured.

Notwithstanding these limitations, the present research is the first to explore both female and
male perspectives on contraception and DMPA-SC and partner involvement in the utilization
of DMPA-SC. The findings prove that Nigerian women can safely use and benefit from self-
injection. The present analysis provides valuable insights into characteristics of DMPA-SC that
Nigerian women find useful and the factors that play an important role in Nigerian women's
use of DMPA-SC, including partner involvement. The findings of this research also highlight
the dominance of sociocultural factors that affect women's utilization of DMPA-SC and
highlight the need for and importance of actively engaging men in reproductive health
programming to improve contraceptive uptake and reduce the unmet need for contraception

among women of reproductive age.
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6.0 CONCLUSIONS AND RECOMMENDATIONS

6.1 Conclusion

In conclusion to this study, the study appropriately addressed the research questions that
answered questions on the factors that influence women's use of DMPA-SC in Nigeria,
Nigerian men's knowledge about contraception in general and DPMA-SC in particular, and the
extent to which Nigerian men are involved in their partner's use of DMPA-SC and
contraception in general. These questions were answered using qualitative and quantitative
methods of analysis applied to the dataset generated by the Innovations for Choice and
Autonomy (ICAN) project, a research collaboration between the University of California-San
Francisco (UCSF) and Akena Plus, a Nigerian research organization. The findings of the study
indicate that:

What are the factors that influence women’s use of DMPA-SC in Nigeria

The study highlights socio-ecological factors influencing women's decision-making and
utilization of DMPA-SC in Nigeria. The motivators and barriers were identified across the
intrapersonal, interpersonal, health system and community levels.

At the individual level:

« Factors that motivated women's use of DMPA-SC included adequate knowledge
about DMPA-SC, confidence and self-efficacy, control using the method,
recommendations from friends, attraction to self-injection and discretion.
Additionally, positive experiences with DMPA-SC motivated use, some of which
included convenience, reliability, duration of effectiveness, no side effects, ease and
less stressful to use, affords privacy and time and cost saving.

« Barriers or demotivators to the use of DMPA-SC were lack of adequate information
about DMPA-SC and self-injection, fear of injections and self-injecting, Side effects,
lack of privacy to self-inject at home, lack of confidence to self-inject, and the shame
associated with the use of contraception more especially among adolescents and

wanting more children.
At the Interpersonal level:

- Factors influencing women's use of DMPA-SC positively included partner approval, partner

support and effective partner communication.
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- Factors that negatively affected women's use of DMPA-SC included lack of partner

approval, lack of partner support, poor or non-communication with a partner, low decision-

making autonomy and dominance of male partners in decision-making and outcomes of

decisions.

At the health system level

Factors that influenced women positively in using DMPA-SC were positive health
care worker attitude, skilled health care providers, adequate training, good quality
services, proximity to the health facility, Availability of the service and affordability
of commodity, which was mostly free.

Factors that influenced the use of DMPA-SC negatively at the health system level
included lack of adequate information or training, poor health provider attitude, lack

of availability of injectables and lengthy queues at health facilities.

At the community level

The factor that encouraged women to use DMPA-SC was positive recommendations
from women in the community.

Factors in the community that negatively influenced women's use of DMPA SC
included restrictive social norms such as pressure to have many children, son
preference, and community stigma faced by adolescents. Additionally, were
restrictive gender norms that placed women in subservient roles to their husbands and
religious norms that children are gifts from God, so women should have many of

them.

What do Nigerian men know about contraception in general and DPMA-SC in

particular

Men generally had good knowledge about contraception, the benefits and side effects
but were not as knowledgeable regarding DMPA-SC.

More than half of the men had favourable attitudes towards contraception.

Men generally had negative perceptions about their role in family planning decision-
making, which was domineering and reflected as being the main decision-makers in

the home.
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To what extent are Nigerian men involved in their partners’ use of DMPA-SC and
contraception in general?
e Over half of the men were actively involved in decision-making and partners' use of
DMPA-SC
e Seven out of ten men were involved through approval of their partner's use of DMPA,
spousal communication and supporting their partners in their use of DMPA-SC
o About three-fifths of the men supported their wives by accompanying them to family
planning clinics, providing transportation for accessing contraception and provision of
money to purchase the commodity.
e Men's involvement in partners' use of DMPA-SC was associated with awareness of
partner's interest in FP, discussions about FP in the past year, decision-making on
when to have another child and discussion on FP with other people, specifically a
friend.
e Men's involvement in their partners' use of DMPA-SC was also associated with their
opinion that couples can use family planning to avoid getting pregnant if they want to.
o Common reasons given by men that were not involved in their partner's use of
DMPA-SC given were related to misconceptions about side effects and religious

beliefs.

6.1.1 Policy Implications

The study's results offer significant insights for policy and programme interventions to enhance
the demand for family planning and adopting modern contraceptive methods in Nigeria.
Comprehending the involvement of male partners in the uptake and utilization of family
planning is crucial in mitigating unintended pregnancies and enhancing the effectiveness of
family planning policies and service delivery initiatives. Identifying barriers posed by male
partners can facilitate the implementation of effective strategies. It is imperative to recognize
the significance of determining the ways in which male partners contribute to and encourage
adherence and utilization of family planning and how these beneficial strategies can be
integrated into policies to enhance the acceptance and utilization of family planning. The
results indicate that a specific strategy is required to concentrate on men and to redirect policy
and programme initiatives towards family planning counselling and modifying men's
behaviour. Additional measures are required to involve men as both clients and partners and
tackle more extensive gender-related concerns in light of the prevailing societal standards

pertaining to family planning. In order to facilitate transformative change, programming efforts
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must extend beyond men and encompass health service providers and the community at large.

This approach will create an enabling environment that supports the desired transformation.
6.2 Recommendations

DMPA-SC usage is increasing in Sub-Saharan Africa and is becoming a common modern
contraceptive method in Nigerian health facilities (Liu, Schatzkin et al., 2018). In the synthesis
of the identified factors to DMPA-SC use by women in this research, a set of recommendations
to increase access to and adoption of DMPA-SC among Nigerian women are provided.

Increasing knowledge and confidence in DMPA-SC use are critical at the individual level. The
current research identified knowledge-related barriers. Knowledge may be increased among
adolescents by implementing comprehensive sexuality education programmes, including
pregnancy prevention methods in the school curricula in the country. However, Nigeria's
curriculum has encountered significant opposition from religious and reactionary political
sectors. Culturally sensitive advocacy is required to address this issue which is entrenched in
broader influences of social and religious norms. Intervention programmes designed to scale
up DMPA-SC should consider women in rural areas, as many programmes are focused on
urban areas. Concerns regarding DMPA-SC that the women held may be addressed through
the provision of evidence-based, high-quality counselling as well as through the provision of
appropriate Sl training. Addressing fears and concerns related to self-injection is a vital strategy
for addressing barriers women face with self-injection. Many women in the study had limited
decision-making autonomy. Enhancing women's autonomy in health decision-making can aid
in fulfilling their contraceptive needs. This could be achieved by establishing employment
opportunities for women, enhancing their decision-making power, and elevating their
socioeconomic status. Enhancing women's economic empowerment can also be achieved
through local support groups, philanthropic organizations, affluent individuals, trade

initiatives, and efficient policies.

At the interpersonal level, ensuring that women are able to articulate their preferences and
negotiate to exercise their choices successfully requires the involvement of male partners in
programmes and educational activities revolving around reproductive health and family
planning. Enhancing male involvement should prioritize interventions that promote spousal
communication and shared decision-making, utilizing gender-neutral protocols. It is crucial to
give men adequate information and expand on the practical methods by which they may be

assisted in making decisions to support and encourage their partner's use of FP. Interventions
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could investigate the effectiveness of peer education programmes aimed at men at both the
individual and community levels. These interventions should promote positive messaging
about family planning and encourage changes in gender dynamics within relationships among

spouses.

Women's access to DMPA-SC information at the health system level relies significantly on
provider communication. Providers are dependable sources of information, but many might not
be knowledgeable enough to give accurate information on DMPA-SC based on the suggested
guidelines and a woman's needs, particularly concerning adolescents, where information
provided may be biased based on prevailing social norms. Therefore, comprehensive training
for health providers, midwives, nurses, and community health workers could serve as a
resource to boost women's uptake of DMPA-SC. Improving the quality of counselling should
be prioritized. Health care providers should be well trained to pass detailed information
concerning self-injection, such as the proper storage and disposal, administering the injection,
calculating the subsequent dosing, dealing with common side effects and expectations about
returning to fertility.

To ensure sustained availability of DMPA-SC, state authorities must allocate budget and
funding in the state for the distribution of DMPA-SC from the state storage facility to health

facilities and community providers at the final stage.

It is also crucial to expand the distribution channels of DMPA-SC, making it available through
pharmacies that can legally stock and be trained for administering DMPA-SC. Intensifying
community-based distribution can effectively provide services to hard-to-reach populations

and key populations such as adolescents that require privacy.

Policymakers and implementers of reproductive health programs also have a role to play. They
must consider enhancing women's knowledge about contraceptives and enabling them ability

have decision-making autonomy regarding their health.

Regarding male participation in decision-making and contraceptive use of their partners, a
context-based, gender-sensitive paradigm is needed to promote participation. Considering that
male involvement in this research was associated with discussing with friends, peer education
is another approach that could be utilized to reach males effectively. Providing information to
women at health facilities without engaging their partners has limited benefit, considering that
men are not commonly reached via health facilities, even when couple-based family planning

counselling is available.

162



Further exploration is needed to provide men with accurate, culturally acceptable information
to positively engage them in decision-making and partner use of FP. In this study, men
possessed adequate knowledge regarding FP but held unfavourable views about their
involvement in contraceptive decision-making. Evaluating and developing new strategies for
communicating FP information to men is crucial to ensure better support for their partner's

contraceptive use.

Despite the acknowledgement within the present family planning space that men should be
more involved in reproductive health, they are largely excluded in practice. This research
highlighted the strong influence of restrictive norms on women's autonomy in decision-making
and utilization of contraception, including DMPA-SC. Further research is required to
investigate and establish culturally sensitive strategies that address restrictive social norms

impeding male partner involvement in their partner's use of DMPA-SC.
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Appendix A: Interview Guide for Women

Contraceptive User In-Depth Interview Field Guide

Study Title: Innovations for Choice and Autonomy (ICAN)

L Date: (DD/MM/YY): I
2. Interviewer name:
3. State Kaduna
4, LGA: [0 Kaduna North
O Kaduna South
5. Participant ID:

INTRODUCTION AND CONSENT

1. INTRODUCE YOURSELF AND THE STUDY (READ FROM CONSENT SCRIPT)

2. OBTAIN PERMISSION TO TAPE RECORD

We would like to tape-record the interview so that we can remember everything we
discuss here today.

A. Can | record this? 00 YES - TURN ON RECORDER
0 NO > TAKE NOTES

TURN ON RECORDER AND SAY PARTICIPANT ID INTO THE RECORDER!
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A. DEMOGRAPHICS

First, I’d like to ask you just a few questions about yourself.

NO. | QUESTION CODING CATEGORIES
1. How old are you (in years)? [
0 0. Unmarried (single, widowed, divorced)
0 1. Married, | am the only wife
2. What is your marital status? [1 2. Partnered/Cohabitin
0 3. Married, husband has multiple wives/partners
0 96. Other - specify:
3 How many children do you [
) have, if any?
4 If has children: how old is the L
) youngest child (in years)? ——
0 0. Never went to school or less than completing primary
[ 1. Primary education
. . [ 2. Some secondary education
What 1S the highest level of [0 3. Completed secondary education or high school
5 education you have completed? [0 4. Some college or tertiary education (vocational, trade
school, diploma, certificates)
0 5. Completed University (degree)
(1 6. Masters/doctorate
. 00 0. No
6. Are you currently in school? 01 Yes
7 Are you able to read or write in | [J 0. No
' any language? 001 Yes
8 Do you currently work or do 1 0. No
' something to make money? 001 Yes
[0 Job that provides compensation other than cash
9. If employed: Do you have a... | [J Wage job
O Self-employed job
0 0. Below 20,000
If employed: How much [ 1. 20,000 — 50,000
10. mngg?dld you earn last 2. 51,000 — 100,000
[0 96. Above 100,000
[0 0. English
What is the main language you " 1. Yoruba
11 | speak at home? 1 2. 1gbo
: 0 3. Hausa
[ 4. Pidgin
(1 96 Other —>specify: _
0 0. Christian
) o 00 3. Muslim
12. What is your religion? 7 4 Traditional
[0 5. None

[0 96. Other = please specify:
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13.

Where do you currently live, in
what LGA?

Specify LGA:
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Domain 1: Fertility and Family Planning decision-making

Part A: Fertility decision-making

[THE PURPOSE OF THIS SECTION IS TO UNDERSTAND HOW PEOPLE FORM
INTENTIONS RELATED TO CHILDBEARING]

1.

To start, 1 would like to learn a little bit more about you. Who do you live with?
- [PROBE]: What is your relationship to the head of the household?
- [PROBE]: Who makes the major decisions in your house?

|| Now, I’d like to talk about how you make small and large decisions about your life. ||

Think back to the last time you made a small decision that affected you. What was the
decision about and how did it get made? For example, a decision about whether or not to
go visit a friend of yours who lives nearby.

a. Please describe for me how the decision was made
b. Who else was involved in the decision?

|| IF NO ONE WAS INVOLVED IN THE DECISION GO TO QUESTION 2

Why was [person/people] involved in the decision?

d. What disagreements did you have?
= [PROBE]: What did you do?
e. How did you feel about your role in making the decision?
=>» [PROBE]: What role do you wish you had played instead?
Think back to the last time you made a big decision that affected you. What was the
decision about and how did it get made? For example, a decision related to spending a
large sum of money OR whether to travel outside of your community or to another state.
a. Please walk me through how the decision was made
b. Who else was involved in the decision?
c. Why was [person/people] involved in the decision?
d. What opposition did you face?
=> [PROBE]: What did you do?
e. How did you feel about your role in making the decision?
=>» [PROBE]: What role do you wish you had played instead?

You mentioned that you have [X] children. Please tell me what reasons you have for
having (x) number of children.
=> [PROBE]: What other reasons are there for having (x) number of children?

a. Do you feel you personally have had the freedom to decide whether to have
children at all?
i.  What makes you say that?
Ii.  What would happen if you didn’t want to have children?

b. Do you feel you personally have had the freedom to decide when to have children?
I.  What makes you say that?
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c. How do you feel about how much freedom you have to decide whether or when to
have children?

d. When it comes to deciding whether or when to have children, do you think there is
one person in a family whose opinion is most likely to determine what the family
decides to do?

I.  Why do you think this?

5. Do you want [more] children someday?

a. IEYES OR UNSURE:
| i.  Why do you feel that way?

ii.  How many more children might you like to have?
L iii.  When would you like to have more children?

b. 1E NO: Why do you feel that way?

6. Thinking back over your lifetime, who are the most important people you have talked to
about if you would have children?
= [PROBE]: Anyone else?
=> [PROBE]: When did you have these conversations?

IF HAS NOT TALKED TO ANYONE GO TO QUESTION 7

a. Why do you feel these are the most important people to talk to about whether or
not to have children?
b. If you haven’t talked to anyone about childbearing, why is that so?

7. Please think back to one of the most important conversations you’ve had about if you
would have children. Can you tell me about how that conversation went?

8. Who among your family members have you avoided talking to about if you would have
children?
=> [PROBE]: Anyone else?

a. Why have you avoided talking to [this person / these people] about if you would
have children?

PART B: FAMILY PLANNING DECISION-MAKING
[THE PURPOSE OF THIS SECTION IS TO UNDERSTAND HOW PEOPLE FORM
INTENTIONS RELATED TO USING (OR NOT USING) FAMILY PLANNING]

9. If awoman/girl wanted to prevent pregnancy, what could she do? [THIS QUESTION IS
TO GIVE BRIEF CONTEXT TO WHAT SHE VIEWS AS PREGNANCY
PREVENTION]

= [PROBE]: Anything else?

10. Where have you learned about these methods of pregnancy prevention?
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= [PROBE]: What have you learned about pregnancy prevention from:
e Friends?

Family?

Other people?

Things you have heard on TV, radio, or internet?

Churches/mosques

Schools/community forums

11. Tell me about the rights women should have related to pregnancy prevention. By “rights”,
I mean the things women should have access to and should be able to do related to
pregnancy prevention.

a. If awoman wants to access information about pregnancy prevention, are there any
circumstances in which she shouldn’t be allowed to?
a. Why do you think that?

b. If a woman wants to make a decision by herself about whether to use a pregnancy
prevention method, should she be allowed to?
a. Why do you think that?

12. What is or has been your own experience with making decisions about contraception for
yourself?
a. Do you feel you have the right to make these decisions?
b. If you want to make a decision about contraception for yourself, do you feel that other
people in your life have to allow you to do so?
c. Why do you feel that way?

13. At what points in your life did you think about preventing pregnancy?

a. Tell me about one of those times — When and why did you think about preventing
pregnancy?

b. Who did you talk to about it?

c. What did you think people in your life would think of you if you started using

contraception?
d. What did you end up doing?
. Why did you take that approach?
f. How did you feel about what you ended up doing?
14. Apart from you, who else has a say in whether or not you do something to prevent
pregnancy?
= [PROBE]: Anyone else?

a. Please tell me more about how [this person/these people] has influence.
= [PROBE]: Can you give me an example of a conversation youve had with
[this person/these people] about preventing pregnancy?

b. How do you feel about the fact that [this person/these people] has influence?
c. What might happen if you didn’t follow their advice?

d. Do you have to get anyone’s approval to do something to prevent pregnancy?
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= [PROBE]: Please explain
= [PROBE]: How do you feel about this?
IF NO: Why?

e. Has anyone ever tried to stop you from doing something to prevent pregnancy?
= [PROBE]: IF YES: Please explain

= [PROBE]: IF YES: How did you feel about this?

f. Has anyone ever tried to pressure you into doing something to prevent
pregnancy?
= [PROBE]: IF YES: Please explain

= [PROBE]: IF YES: How did you feel about this?

15. What should a woman do if her husband does not agree to her family planning choice?
a. What do you think about a person using contraception in secret from their partner?
b. What makes you think this way?

16. Who is the most important person that you want to be involved when you decide whether
or not to do something to prevent pregnancy?

a. Why do you want this person to be involved (or why do you want no one
involved)?

If the participant wants someone to be involved:
i.  How do you want them to be involved?

ii.  Would they want to be involved?
= [PROBE]: Why or why not?

17. Is there anyone in your life who you would NOT want to know that you are doing (or
have done) something to prevent pregnancy?

done) something to prevent pregnancy?
iv.  How does that make you feel?

I
I
v. Isthere any way that they could find out? |
vi.  What would happen if they found out? :

b. IENO:
I.  Why is that?

18. Have you heard of the recent COVID-19 pandemic?
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a.

IF YES: You mentioned that you are doing/ not doing something to prevent

pregnancy
i.  How has the COVID pandemic affected your thoughts about whether or

not you’d like to do something to prevent pregnancy right now?

ii.  The COVID-19 pandemic has affected many people in different ways.
How has the COVID pandemic affected your thoughts about pregnancy?
IE NO:
i.  The COVID-19 pandemic is a contagious virus that is spreading, which
has led to restrictions on travel and gatherings of large groups of people.
Have you been affected by this?

(i) IEYES:
1. How has it affected your thoughts about pregnancy?
2. How has it affected your thoughts about whether or not you’d like
to do something to prevent pregnancy right now?

(i) IF.NO: [CONTINUE WITH DOMAIN 2]

DOMAIN 2: FAMILY PLANNING USE

[THE PURPOSE OF THIS SECTION IS TO UNDERSTAND BARRIERS AND
FACILITATORS TO WOMENY/ girls ACTING ON THEIR INTENTIONS TO USE OR
NOT USE FAMILY PLANNING]

19. You have told me a little about your experience with pregnancy prevention already. Now,

I want to be sure I have a full picture of the family planning methods you’ve ever used.

a.
b.

d.

What method, if any, are you using now?

Which of these other methods [SHOW MODELS], if any, have you used in the
past? [BE SURE TO VERBALIZE FOR RECORDING EACH THEY
INDICATE HAVING USED]

Sometimes people use other techniques to prevent pregnancy that don’t require
using a device or taking a medicine. These include things like pulling out before
a man ejaculates, timing when you have sex to avoid the most fertile times, or
relying on breastfeeding to keep you from getting pregnant. People sometimes
also take traditional herbs because they believe these prevent pregnancy. Is there
anything else like this you’ve ever used to prevent pregnancy?

IF USED INJECTABLE Family planning: Have you ever injected yourself?

[IF YES, NOTE THAT A SERIES OF QUESTIONS IN DOMAIN 3 WILL PROBE
ABOUT HER EXPERIENCE]
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Now, I’d like to talk about your experience with pregnancy prevention. I’'m going to
ask you a series of questions about your experience using and accessing family
planning.

IF HAS USED INJECTABLE FAMILY PLANNING BEFORE: You mentioned
that you have used injectable family planning before, I’d like to hear about that.

IF HAS NOT USED INECTABLE FAMILY PLANNING BEFORE: Please
select the method that you feel you have the most to say about to answer the
questions. Remember this can include so-called “modern” methods that require a
device or medicine, but also things like timing when you have sex to avoid your
fertile period.

20. Thinking about this method, could you tell me about your experience using it?

=» [PROBE]: How long did you use it?
= [PROBE]: What do you like about this method? Why?
= [PROBEY]: What don’t you like about this method? Why?

21. Before you started using this method, where did you hear about it?
a. What information did you have about it before you started using it?
22. Please tell me your reasons for starting to use this particular method instead of any other.

Who did you talk to about this particular method?
How did they influence your decision?

c. Did you have to get anyone’s approval to use this method?
= [PROBE]: If yes, did you get their approval? How did that happen?
= [PROBE]: If no, why not?

d. Did anyone try to influence you to use this method?
= [PROBE]: If yes, please explain

e. When choosing this method, was HIV or any other sexually transmitted infection
ever a concern? How did your concerns about HIV and other sexually
transmitted infections influence your decision on choosing this family planning
method?

= [PROBE]: If yes, what was the concern? How did that influence your
decision?
= [PROBE]: If no, why not?

23. Tell me about the first time you obtained this method.

a. How did you decide where to go?

= [PROBE]: What else influenced where you went?
What was difficult about getting it?

What was easy about getting it?

How expensive was it?

How did you get enough money for it?

© oo o
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f. How did the person who gave it to you treat you?
g. What kinds of questions did the person ask you?
h. Did the person who gave it to you tell you about other options for preventing
pregnancy?
I. IF YES: What did they tell you?

i.  What did the person who gave it to you tell you about how to use the method?

24. Since that first time, tell me about other experiences you had with refilling the method or
having follow-up appointments?
a. What has been good about those experiences?

. What has been bad about those experiences?

b

c. How did the price change?

d. Did it get more or less convenient? Why?
e

How has the COVID-19 pandemic influenced your ability to get a refill or
follow-up support for this method?

25. How much power or control of your life [did you/do you] feel when using this method?
a. Why do you feel that way?
b. What would make you feel like you are in more control?

26. Did you ever take a break from using this method and then come back to it?
= [PROBE]: Why did you decide to take a break?

27. IESTILL USING THIS METHOD: Why are you continuing to use this method instead
of something else?
a. How confident do you feel that you could continue to use this method as long as
you wanted to?
= [PROBE]: Why do you feel that way?
28. IF NO LONGER USING THIS METHOD: Why did you stop using this method?

. What other reasons did you have for stopping the method?

a
b. Who did you talk to about stopping using the method?
c. How did they influence your decision?

d

How did that make you feel?

29. IF HAS EXPERIENCE WITH MORE THAN ONE METHOD: Is there anything else
you want to tell me about how your experience with [the method we’ve been talking
about] compares with your experience using and accessing other contraceptive methods?

=» [PROBE]: What was easier about using this method compared to other methods?
= [PROBE]: What was harder about using this method compared to other methods?

30. IFE NOT CURRENTLY USING Family Planning: Under what circumstances might
you start using contraception again in the future?
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a. If you wanted to start using Family Planning again, how confident do you feel
that you could?
= [PROBE]: Why do you feel that way?

b. What method do you think you would use if you started using Family Planning
again?
a. Why would you choose that method?

b. Where would you go to get it?
c. Why would you get it from there?

DOMAIN 3: SELF-INJECTION
[THIS SECTION IS MEANT TO UNDERSTAND WOMEN’S INTEREST IN SELF-
INJECTION AND, FOR THOSE WHO HAVE EXPERIENCE, HOW IT HAS BEEN]

31. Are you aware of any medical/health products that you can inject by yourself at home
(without the help of a medical provider or pharmacist)?

[T & IFYES: ~ ~ T T T T T T
i.  Which products are these?

ii. What do you know about these products?

iii. How did you hear about them?

iv. Are there any other products you are aware of?
v. Have you ever used any of these products?

vi. Could you describe what this product looked like?

PROCEED IF INTERVIEWEE HAS USED SAYANA PRESS (DMPA-SC);
OTHERWISE SKIP TO QUESTION 51

Now I am going to ask you questions about Sayana Press. Sayana Press is an injectable
family planning method that someone can buy from a pharmacy or get from a health
facility and inject themselves every three months. It looks like this [SHOW THE
PARTICIPANT THE SAYANA PRESS MODEL]

32. How many times have you injected yourself with Sayana Press?
a. Why that many times?

33. When you received Sayana, what were you told about the possibility of injecting
yourself?
a. Were you told you could do the injection yourself?
b. Were you offered the option of taking home doses to inject yourself with after your
initial shot?
c. What else were you told about the possibility of self-injection?

34. Were you taught how to inject yourself?
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i.  Who trained you?
ii.  Canyou tell me how [trainer] taught you how to inject yourself?

lii.  What did the [trainer] say about how to know when to take your next
dose?

iv.  What did the person say about disposing the needle?
v.  What did you like about the training?
vi.  What didn’t you like about the training?

vii.  What additional information or support would have been helpful?

ii.  Why did you not receive training?

iii.  What additional information or support would have been helpful?

INTERVIEWEE IS USING SAYANA PRESS AND IS SELF-INJECTING

IF PARTICIPANT IS USING SAYANA PRESS (DMPA-SC) BUT NOT

SELF-INJECTING, GO TO QUESTION 41

35. How has it been injecting yourself with Sayana Press?
a. What is easy about it?

b. What is difficult about it?
c. How has disposing of the needle been for you?

36. How does injecting yourself make you feel?
a. Why does it make you feel that way?

b. What does injecting yourself enable you to do that you couldn’t otherwise do if
you had to go see a health provider each time?

37. Who in your life knows that you are self-injecting?
a. Who else?

b. Is there anyone you have kept it secret from?
= [PROBE]: Why is that?

c. How have others in your life reacted to the fact that you are injecting yourself?
d. How does this make you feel?

38. Do you feel good about your ability to continue to inject yourself with Sayana Press if
you wanted to?
a. Why?
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39. Do you plan to continue injecting yourself with Sayana Press?

a. Why/why not?
=» [PROBE]: How does self-injection fit or not fit with your life right now?

b. IFEYES, PLANS TO CONTINUE SELF-INJECTING:
I.  Where do you plan to get the refills next time?
ii.  Why that person/place?

iii.  What other help would you like in the future with injecting yourself?
iv.  How many 3-month doses would you want to take home at a time?

IF SELF INJECTING SKIP TO QUESTION 47 H

INTERVIEWEE IS USING SAYANA BUT NOT SELF-INJECTING

40. How many times have you been injected with Sayana Press?
a. Who has been injecting you?
b. Is this every time you received a shot of Sayana?
c. Why this person(s)?

d. Would you consider being injected by another woman in your community that uses
Sayana?

41. What has been your experience with being injected with Sayana Press?
a.  What has been easy?
b. What has been hard?

42. Why have you not tried injecting yourself with Sayana Press?
a. Why do you feel that way?
b. What other concerns might you have about injecting yourself?
c. What help would you like to help you practice self-injection with Sayana Press?
. Is there anything else?

43. Who in your life knows that you are using Sayana Press?
a. Who else?

b. Is there anyone you have kept it secret from?
= [PROBE]: Why is that?
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c. How have others in your life reacted to the fact that you are using Sayana, (but not
self-injecting)?
=» [PROBE]: Colleagues, friends, family, health worker

d. How does this make you feel?

44. How confident do you feel that you will ever inject yourself with Sayana Press?
a. Why or why not?
45. Do you plan to continue using Sayana Press?

a. Why or why not?

FOR ALL INTERVIEWEES USING SAYANA PRESS

46. What
are the benefits you see to self-injecting contraception rather than going to a health care
provider or pharmacist for an injection?

a. Any other benefits?
b. What would it take for a person receiving injections from a healthcare provider to
be able to make the switch over to injecting themselves?

47. What are the challenges of self-injecting rather than going to a health care provider or
pharmacist for an injection?

a. Any other challenges?

48. Who do you think might most benefit from self-injectable contraception?
a. Why this person/these people?

49. Would you recommend a self-injectable method of contraception to other women?
a. Why/why not?

b. Do you think people you know would be interested in injecting themselves with
this method?

i.  Why/why not?
HUSBAND/PARTNER’S SUPPORT
50. Has your husband/partner supported your use of Sayana in any way? (N/A if no
husband/partner) If no skip to 52
51. If yes to 50, In what way has your husband/partner supported you?
= [PROBE]: (money, transport, advice, etc,).
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52.

53.

54,

55.

56.

If husband/partner has not supported you (covert user?) why do you think he is not doing
so0?

Has anybody aside from your husband (eg, friend, family member) supported you in
using Sayana Press? If no skip to 55

=»[PROBEY]: Describe the supporters.

If yes to 53, In what way have they supported you?

=»[PROBE]: (money, transport, advice, etc, Not applicable).

Would you agree for us to discuss family planning with your husband/partner and ask him
some questions to understand men’s view on Sayana Press?

If yes: I will write down his name and phone number and the office will contact him to
arrange for a date and time

SKIP TO DOMAIN 4, QUESTION 63 ||

IF THE INTERVIEWEE HAS NOT HEARD ABOUT SAYANA PRESS

S7.

58.

Scientists have developed a device that people can use at home to inject themselves with
medicines like those that are used to treat diabetes [SHOW UNIJECT DEVICE,
DESCRIBE SELF-INJECTION]. How would you feel about keeping medicines at
home and injecting yourself with them when you needed them?

One use of these devices is a contraceptive for pregnancy prevention. This is called
“Sayana Press” and a person can inject themselves every three months to prevent
pregnancy. If you needed contraception, would you be interested in injecting yourself
with Sayana Press?

a. Why/why not?
b. Do you think people you know would be interested in injecting themselves with
this kind of contraceptive?
i.  Why/why not?

c. FOR CURRENT USERS OF ANY CONTRACEPTIVE METHOD:
I.  Would you be interested in using a method of contraception that you inject
yourself instead of your current method?
ii.  Why/why not?

59. If you wanted to use a self-injectable method of contraception, how would you like to

learn how to inject yourself?
= [PROBE]: For example, going to the healthcare clinic, a pamphlet, online video/post

a. Why would you like to learn this way?
b. Who would you like to be involved in helping you learn?
c. What are the questions you would want answered regarding self-injection?
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d. How many 3-month doses would you want to take home at a time?

60. What are the benefits you see to self-injecting contraception rather than going to a health
care provider or pharmacist for an injection?
a. Any other benefits?

61. What are the challenges of self-injecting rather than going to a health care provider or
pharmacist for an injection?
a. Any other challenges?

62. Who do you think might most benefit from self-injectable contraception?
a. Why this person/these people?

DOMAIN 4: NAVIGATION OF SERVICE DELIVERY POINTS
[THIS SECTION IS MEANT TO EXPLORE HOW WOMEN NAVIGATE SERVICE-
DELIVERY OPTIONS FOR CONTRACEPTION AND HOW CAN SI BEST BE
INTEGRATED TO MEET THEIR NEEDS AT DIFFERENT POINTS]

63. If you have a health concern and you want information before visiting a healthcare
provider, where do you get this information?

a. What makes you think this is a reliable source of health information?

b. What about when you have a concern related to pregnancy prevention. Where do you
get your information then?

64. What about when you need health services? This doesn’t have to be related to pregnancy
prevention; it could be any kind of health service. Where do you normally go for these
services?

a. Why this place?

b. Can you tell me about a time you had a really good experience at this health
facility?

c. Can you tell me about a time you had a really bad experience at this health
facility?

d. Is this the same place you like to go for any services related to pregnancy
prevention?

i.  Why/why not?

65. Where have you ever gone to get contraception?
= [PROBE]: Which of the following locations have you gone to pick up
contraceptives?
a. Pharmacy
PPMV
Private clinic
Hospital
PHC

©® oo o
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f. Others?
66. What is your preferred place to get contraception?
a. Why?

67. When you need contraception, how do you decide where to go?
[FOR EACH LOCATION MENTIONED, ASK:]

68. Why did you goto[ ] to get contraception?

69. What do you like about goingto [ ] to get contraception?

70. What do you not like about goingto [ ] to get contraception?
71. How did you find out about this place?

72. How are you treated in this place when you go for contraception?
73. Will you continue to go here for contraception?

a. Why/why not?

Thank you for participating in this study. We appreciate your time.
TURN OFF RECORDER
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Appendix B: Questionnaire for Men

ICAN Male Questionnaire-V4

Field

Question

Answer

intro

ICAN

Male Survey Version 4

re_id (required)

Participant ID
Insert the 4-digit code at the back of your device

. today Current date: 2022-05-11
. 0 No
?
! Date yes_no (required) | Is the date correct? 1 Yes
. Record the correct date
Manual date (required) Question relevant when: ${date_yesno} ='0’
. . 1 Kaduna North
level2 (required) Select the Local Government of the facility 2 Kaduna South
Provide a paper copy of the Consent Form to the respondent
consent (required) and read it. / Read the verbal consent text. 2 \l\:zs

Has respondent consented?

l Partner id (required)

Wife/partner ID (from female interview guide

B g1 (required)

gl: How old are you?

In years
. . . 1 Monogamous
: ?
‘l g2 (required) g2: What is your type of union? 2 Polygamous
‘l g3 (required) g3: Have you ever fathered a child? (1) \'\:Zs
. g4: How many children have you fathered?
‘! 94 (required) Question relevant when: ${q3} =1
. g5: How many of your children are currently alive?
‘l 95 (required) Question relevant when: ${q3} =1
. g5a: How many boys currently alive?
‘l g5a (required) Question relevant when: ${q5} >0
. g5b: How many girls currently alive?
‘! a5b (required) Question relevant when: ${gq5} > 0
Check the number of boys and girls entered.
! g5_note (required) Question relevant when: ((${g5a} + ${g5b}) !'= ${g5} ) and
${g3} =1
g6: How old is the youngest child?
! g6 (required) In years
Question relevant when: ${g3} =1
. q7: How many of your children are currently living with you?
! q7 (required) Question relevant when: ${gq5} > 0
1 No formal education
. g8: What is the highest level of education you have 2 Primary education
W o8 (required) completed? 3 Secondary education
4 Tertiary education
1 Unemployed
. . 2 Government employee
: 2
! q9 (required) g9: What is your current employment status? 3 Private employee
4 Self employed
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Field

Question

Answer

l q9b (required)

g9b: What is the age of your spouse?
In years

l g9c (required)

g9c: What is the educational level of your spouse?

No formal education
Primary education
Secondary education
Tertiary education

! 10 (required)

g10: During the last 12 months, how often would you say you
and your family/household had enough money to meet your
basic living needs such as food, rent, transportation, and health
bills?

All the time

Some of the time
Rarely
Never

! g11 (required)

g11: What is your religion?

Christian
Muslim
3 Traditional

9% Other (specify)

1
2
3
4
1
2 Most of the time
3
4
5
1
2

! g11_oth

g11_oth: Other (specify)
Question relevant when: ${q11} = -96

- ql2a (required)

g12a: If you could choose the exact number of children to have
in your whole life, regardless of how many children you have
currently, how many would that be?

Question relevant when: ${g3} =1

‘- g12b (required)

g12b: If you could choose exactly the number of children to
have in your whole life, how many would that be?
Question relevant when: ${q3} =0

‘! g13a (required)

g13a: How many of these children would you like to be
BOYS?

‘i q13b (required)

g13b: How many of these children would you like to be
GIRLS?

‘: g13a_note (required)

Check the number of boys and girls entered.
Question relevant when: ((${q13a} + ${q13b}) != ${q12a}
) and (${q12a} > 0)

‘- q13b_note (required)

Check the number of boys and girls entered.
Question relevant when: ((${q13a} + ${q13b}) != ${q12b}
) and ( ${q12b} > 0)

. . . N
‘i q14 (required) q14: Would you like to have (a/another) child? 2 Y:s
. gl4a: How many children would you like to have?
: q14a (required) Question relevant when: ${q14} =1
. . 1 Boy
- 415 (required) g15: What is the preference of sex of the next child? 2 Girl
Question relevant when: ${q14} =1 3 Either

i g16 (required)

g16: In your opinion, for a woman what is the ideal time
interval between two subsequent pregnancies?
In years

! sec3_note

Now | would like to talk about contraception - the various
ways or things couples do to delay or avoid getting pregnant.

- g17 (required)

g17: Do you know about days in the month when a woman can
easily fall pregnant and days when she is safe from pregnancy?

1 Yes
0 No

98 Don't know

! gl7a (required)

gl7a: When in her cycle is a woman most fertile/likely to get
pregnant?
Question relevant when: ${q17} =1

Just before her menstrual
period begins

During her menstrual
period
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Field

Question

Answer

96

98

Right after her menstrual
period has ended

Halfway between two
menstrual periods

No specific time

Other

Don’t know

! gl7a_oth (required)

ql7a_oth: Other (specify)
Question relevant when: ${q17a} = '-96'

! g18 (required)

q18: If you still want to have sex when a woman is likely to
get pregnant, but do not want to get her pregnant, what would
you do to avoid making her pregnant?

apwNE

7.

8.
9.
10.
11.
12.

13.
14.
15.
16.
17.
-96

Rhythm method

Withdrawal

Concoctions

Herbal Medicine

Rings, amulets and

charms, strings around

the waist

Lactation amenorrhea

method (LAM)

Standard days/Cycle

beads

Male condom

Female condom

Diaphragm

Pill

Intrauterine Device

(lUD)

Injectables

Implant

Emergency contraception

Female sterilization

Male sterilization
Other (specify)

| 920 (required)

g20: Have you heard about family planning before now?

0 No
1 Yes

- 021 (required)

g21: Where did you hear it from?
Question relevant when: ${q20} = 1

1

Radio/TV
Magazine,
Newspaper/Book

Health facility /Health
workers

School

Family members
Friends/ Neighbours
Spouse

Internet

Social media/WhatsApp

Other (specify)

- g21_oth (required)

g21_oth: Other (specify)
Question relevant when: selected(${q21}, '-96")

: 022 (required)

g22: Have you ever heard of any method women, or couples
do to delay or avoid getting pregnant?

0 No
1 Yes

- 023 (required)

g23: Which ways or methods have you heard about?
Question relevant when: ${q22} = 1
Select all spontaneously mentioned

1

a b wnN

Abstinence
Rhythm method
Withdrawal
Concaoctions
Herbal Medicine
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Field

Question

Answer

10
11
12

13

14
15

16
17
18

96

Rings, amulets and
charms, strings around
the waist

Lactation amenorrhea
method (LAM)

Standard days/Cycle
beads

Male condom
Female condom
Diaphragm

Pill

Intrauterine Device
(IUD)

Injectables

Implant

Emergency
contraception

Female sterilization
Male sterilization

Other (specify)

B 423 oth (required)

g23_oth: Other (specify)
Question relevant when: selected(${g23}, '-96")

" ICAN MALE > KNOWLEDGE ABOUT CONTRACEPTIVES > Heard method

g23a_1 (required)

g23a_1: Have you ever heard of Abstinence
Means not having sexual intercourse at all
Question relevant when: not(selected( ${q23} , '1")

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_2 (required)

g23a_2: Have you ever heard of Rhythm method

A woman avoids sexual intercourse or uses a barrier method
eg, condom, withdrawal, and/or emergency contraception on
days when she is more likely to get pregnant to prevent
pregnancy.

Question relevant when: not(selected( ${q23} , '2"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_3 (required)

g23a_3: Have you ever heard of Withdrawal

Men can be careful during sex and pull out before they
climax

Question relevant when: not(selected(${q23} , '3"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_4 (required)

g23a_4: Have you ever heard of Concoctions

A combination of various ingredients, including herbs,
spices, pharmaceutical products, condiments or powdery
substances dissolved, milled or mixed up together that a
person may drink, insert into the body or apply externally on
body parts to prevent pregnancy.

Question relevant when: not(selected( ${q23} , '4"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_5 (required)

g23a_5: Have you ever heard of Herbal medicine
Roots, leaves, seeds, bark, or flowers of plants used like
medicine to help prevent pregnancies.

Question relevant when: not(selected( ${q23} , '5'))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_6 (required)

g23a_6: Have you ever heard of Rings, amulets and charms,
strings around the waist

Any object, either natural or man-made, believed to be
endowed with special powers to protect against or prevent
pregnancies.

Question relevant when: not(selected(${q23}, '6"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_7 (required)

g23a_7: Have you ever heard of Lactation amenorrhea method
(LAM)

Mentioned Spontaneously
Mentioned after
prompts/probes
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Field

Question

Answer

Up to six months after childbirth, before the menstrual
period has returned, women avoid getting pregnant using
exclusive breastfeeding day and night.

Question relevant when: not(selected(${q23}, '7"))

Not recognized

g23a_8 (required)

g23a_8: Have you ever heard of Standard days/Cycle beads
A woman uses a string of coloured beads/mobile
app/calendar or other tools to know the days she can get
pregnant, on days she can get pregnant, takes other actions
(like using condom, withdrawal, abstinence) to avoid
pregnancy

Question relevant when: not(selected(${g23}, '8"))

Mentioned Spontaneously

Mentioned after
prompts/probes

Not recognized

g23a_9 (required)

g23a_9: Have you ever heard of Male condom

Men can put a rubber/ sheath on their private part before
sexual intercourse that will prevent sperm from entering his
partner’s body

Question relevant when: not(selected(${q23} , '9"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_10 (required)

g23a_10: Have you ever heard of Female condom

Women can place a sheath in their vagina before sexual
intercourse that will prevent sperm from entering her body
Question relevant when: not(selected( ${q23}, '10")

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_11 (required)

g23a_11: Have you ever heard of Diaphragm

Is a small, reusable rubber cup with a soft rim that is
inserted deep into the vagina before sexual intercourse
Question relevant when: not(selected( ${g23}, '11"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_12 (required)

g23a_12: Have you ever heard of Pill

Women can take a pill every day to avoid becoming
pregnant

Question relevant when: not(selected(${g23}, '12")

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_13 (required)

g23a_13: Have you ever heard of Intrauterine Device (IUD)
Women can have a small device placed inside the uterus by
a health worker which can prevent pregnancy for one or
more years

Question relevant when: not(selected(${q23}, '13"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_14 (required)

g23a_14: Have you ever heard of Injectables

Women can have an injection that stops them from becoming
pregnant for one or more months.

Question relevant when: not (selected(${q23}, '14"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_15 (required)

g23a_15: Have you ever heard of Implant

Women can have one or more small rods placed in their
upper arm by a health worker which can prevent pregnancy
for one or more years or less.

Question relevant when: not (selected(${q23}, '15"))

W NP WODN RPWN P WN PIODN PWDN PO DN

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_16 (required)

g23a_16: Have you ever heard of Emergency contraception
As an emergency measure, within three to five days after
they have unprotected sexual intercourse, women can take
special pills to prevent pregnancy

Question relevant when: not (selected(${q23}, '16"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_17 (required)

g23a_17: Have you ever heard of Female sterilization
A surgical operation for women to permanently prevent
pregnancy.

Question relevant when: not (selected(${q23}, '17"))

Mentioned Spontaneously
Mentioned after
prompts/probes
Not recognized

g23a_18 (required)

g23a_18: Have you ever heard of Male sterilization
Surgical procedure to cut or seal the tubes that carry a
man's sperm to permanently prevent pregnancy.
Question relevant when: not (selected(${q23}, '18"))

W NN RPWDN PWDN

Mentioned Spontaneously
Mentioned after
prompts/probes

Not recognized

- g23a_oth (required)

g23a_oth: Have you heard of any other ways or methods that
women or couples can use to delay or avoid pregnancy? Tell
me all of them and from where you heard about the method.
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Field

Question

Answer

! g23a_14a (required)

g23a_14a: Are you aware of Sayana Press, a new injectable
that women can self-administer?
Question relevant when: ${q23a_14} = 1 or ${q23a_14} =2

0 No
1 Yes

! g23a_14b (required)

g23a_14a: Please describe Sayana Press to me
Select all mentioned
Question relevant when: ${g23a_14a} =1

1 Small needle
2 Can be self-injected

r -96 Other (specify)
98 No response

IZ ICAN MALE > KNOWLEDGE ABOUT CONTRACEPTIVES > Source of knowledge/information

g23b_1 (required)

g23b_1: What is the source of knowledge/information of
Abstinence

Means not having sexual intercourse at all

Question relevant when: (selected(${q23}, ‘1)) or
(${g23a_1} = 1) or (${g23a_1}=1)

1 Radio/TV

Magazine,
Newspaper/Book
Health facility /Health
workers

3

4 School

5 Family members

6 Friends/ Neighbours
7 Spouse

8

9

i g23b_2 (required)

g23b_2: What is the source of knowledge/information of
Rhythm method

A woman avoids sexual intercourse or uses a barrier method
eg, condom, withdrawal, and/or emergency contraception on
days when she is more likely to get pregnant to prevent
pregnancy.

Question relevant when: (selected(${g23} , '2")) or

Internet
Social media/WhatsApp
9% Other (specify)
. g23b_1_oth: Other (specify)
! 423b_1_oth (required) Question relevant when: ${q23b_1} = -96
1 Radio/TV
Magazine,

2 Newspaper/Book
Health facility /Health
workers

3

4 School

5 Family members

6 Friends/ Neighbours
7 Spouse

8

9

i g23b_3 (required)

g23b_3: What is the source of knowledge/information of
Withdrawal

Men can be careful during sex and pull out before they
climax

Question relevant when: (selected(${g23}, '3")) or
(${g23a_3} = 1) or (${g23a_3} = 2)

(${g23a_2} = 1) or (${g23a_2} = 2) Internet
Social media/WhatsApp
9% Other (specify)
m . g23b_2_oth: Other (specify)
I g23b_2_oth (required) Question relevant when: (${q23b_2} = -96
1 Radio/TV
2 Magazine,
Newspaper/Book

Health facility /Health
workers

School

Family members
Friends/ Neighbours
Spouse

Internet

Social media/WhatsApp

9% Other (specify)

© o N oA~ W

- g23b_3_oth (required)

g23b_3_oth: Other (specify)
Question relevant when: ${q23b_3} = -96

‘! g23b_4 (required)

g23b_4: What is the source of knowledge/information of
Concoctions

1 Radio/TV
Magazine,
Newspaper/Book
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Field

Question

Answer

A combination of various ingredients, including herbs,

Health facility /Health

spices, pharmaceutical products, condiments or powdery 3 workers
substances dissolved, milled or mixed up together that a 4 School
person may drink, insert into the body or apply externally on 5 Family members
body parts to prevent pregnancy. 6 Eriends/ Neiahbours
Question relevant when: (selected(${q23}, '4")) or ( g
${q23a_4} = 1) or ( ${q23a_4} = 2) 7 Spouse
8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_4_oth: Other (specify)
! q23b_4_oth (required) Question relevant when: ${q23b_4} = -96
1 Radio/TV

Magazine,

2 Newspaper/Book

Health facility /Health

g23b_5: What is the source of knowledge/information of 3 workers
Herbal medicine 4 School
. Roots, leaves, seeds, bark, or flowers of plants used like -

! 423b_5 (required) medicine to help prevent pregnancies. 2 Eé{m'g;nsn?bﬁgs
Question relevant when: (selected(${g23} , '5")) or ( riends/ Neighbours
${q23a_5} = 1) or (${g23a_5} = 2) 7 Spouse

8 Internet
9 Social media/WhatsApp
9% Other (specify)
m . g23b_5_oth: Other (specify)
I 62305 oth (required) Question relevant when: ${q23b_5} = -96
1 Radio/TV
Magazine,

2 Newspaper/Book

Health facility /Health

g23b_6: What is the source of knowledge/information of 3
Rings, amulets and charms, strings around the waist workers
- Any object, either natural or man-made, believed to be 4 School
- g23b_6 (required) | endowed with special powers to protect against or prevent 5 Family members
pregnancies. 6 Friends/ Neighbours
Question relevant when: (selected(${g23} , '6")) or ( 7 Spouse
${q23a_6} = 1) or (${q23a_6} = 2) 8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_6_oth: Other (specify)
l q23b_6_oth (required) Question relevant when: ${q23b_6} = -96
1 Radio/TV
Magazine,

B q230_7 (required)

g23b_7: What is the source of knowledge/information of
Lactation amenorrhea method (LAM)

Up to six months after childbirth, before the menstrual
period has returned, women avoid getting pregnant using
exclusive breastfeeding day and night.

Question relevant when: (selected(${g23}, '7")) or (
${g23a_7} = 1) or (${g23a_7} =2)

2 Newspaper/Book

© 0o NO OB~ W

96

Health facility /Health
workers

School

Family members
Friends/ Neighbours
Spouse

Internet

Social media/WhatsApp

Other (specify)

l g23b_7_oth (required)

g23b_7_oth: Other (specify)
Question relevant when: ${q23b_7} = -96
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Field

Question

Answer

g23b_8: What is the source of knowledge/information of

Radio/TV
Magazine,

2 Newspaper/Book

Health facility /Health

Standard days/Cycle beads 3
A woman uses a string of coloured beads/mobile workers
app/calendar or other tools to know the days she can get 4 School
! g23b_8 (required) | pregnant, on days she can get pregnant, takes other actions 5 Family members
(like using condom, withdrawal, abstinence) to avoid 6 Friends/ Neighbours
pregnancy. 7 Spouse
Question relevant when: (selected(${g23}, '8")) or 8 Internet
(${q23a_8} = 1) or (${423a_8} = 2) 9 Social media/WhatsApp
9% Other (specify)
. g23b_8_oth: Other (specify)
! q23b_8_oth (required) Question relevant when: ${q23b_8} = -96
1 Radio/TV

Magazine,

2 Newspaper/Book

Health facility /Health

g23b_9: What is the source of knowledge/information of Male | 3
condom workers
Men can put a rubber/ sheath on their private part before 4 School
! g23b_9 (required) | sexual intercourse that will prevent sperm from entering his 5 Family members
partner’s body. 6 Friends/ Neighbours
Question relevant when: (selected(${q23}, '9")) or 7 Spouse
(${q23a_9} = 1) or (${g23a_9} =2) 8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_9_oth: Other (specify)
! q23b_9_oth (required) Question relevant when: ${q23b_9} = -96
1 Radio/TV
Magazine,

2 Newspaper/Book

Health facility /Health

g23b_10: What is the source of knowledge/information of 3 workers
Female condom 4 School
. Women can place a sheath in their vagina before sexual :

! q23b_10 (required) intercourse that will prevent sperm from entering her body. Z 'Ea_mll(i//m’\elzn"lbstr)s
Question relevant when: (selected(${g23} , '10") or ( riendsi Neighbours
${q23a_10} = 1) or (${g23a_10} = 2) 7 Spouse

8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_10_oth: Other (specify)
! 423b_10_oth (required) Question relevant when: (${q23b_10} = -96
1 Radio/TV

g23b_11 (required)

g23b_11: What is the source of knowledge/information of
Diaphragm

Is a small, reusable rubber cup with a soft rim that is
inserted deep into the vagina before sexual intercourse.
Question relevant when: (selected(${q23} , '11") or (
${q23a_11} = 1) or (${q23a_11}=2)

Magazine,

2 Newspaper/Book

© 0o N OB~ W

Health facility /Health
workers

School

Family members
Friends/ Neighbours
Spouse

Internet

Social media/WhatsApp
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Field Question Answer
9% Other (specify)
. g23b_11_oth: Other (specify)
! q23b_11_oth (required) Question relevant when: ${q23b_11} = -96
1 Radio/TV
Magazine,

2 Newspaper/Book

Health facility /Health

3
q23b_12: What is the source of knowledge/information of Pill workers
Women can take a pill every day to avoid becoming 4 School
! g23b_12 (required)| pregnant. 5 Family members
Question relevant when: (selected(${g23} , '12") or ( 6 Friends/ Neighbours
${g23a_12} = 1) or (${g23a_12}=2) 7 Spouse
8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_12_oth: Other (specify)
! 423b_12_oth (required) Question relevant when: ${q23b_12} = -96
1 Radio/TV

Magazine,

2 Newspaper/Book

Health facility /Health

g23b_13: What is the source of knowledge/information of 3
Intrauterine Device (IUD) workers
Women can have a small device placed inside the uterus by 4 School
! g23b_13 (required)| a health worker which can prevent pregnancy for one or 5 Family members
more years. 6 Friends/ Neighbours
Question relevant when: (selected(${g23} , '13") or ( 7 Spouse
${g23a_13} = 1) or (${g23a_13}=2) 8 Internet
9 Social media/WhatsApp
9% Other (specify)
M . g23b_13_oth: Other (specify)
! 423b_13_oth (required) Question relevant when: ${q23b_13} = -96
1 Radio/TV
2 Magazine,
Newspaper/Book
3 Health facility /Health
g23b_14: What is the source of knowledge/information of workers
Injectables 4 School
- q23b_14 (required) Women can have an injection that stops them from becoming 5 Family members
— pregnant for one or more months. 6 Friends/ Neighb
Question relevant when: (selected(${q23}, '14")) or ( riendsi Neighbours
${g23a_14} = 1) or ( ${g23a_14} = 2) 7 Spouse
8 Internet
9 Social media/WhatsApp
9% Other (specify)
- . g23b_14_oth: Other (specify)
! 423b_14_oth (required) Question relevant when: ${q23b_14} = -96
1 Radio/TV
23b_15: What is the source of knowledge/information of ) Magazine,
\'/U‘F)'ant ) i rods placed in thei Newspaper/Book
omen can have one or more small rods placed in their -
- g23b_15 (required) | upper arm by a health worker which can prevent pregnancy 3 \I/-Ivgzzll(tgr:acmty /Health
for one or more years or less. 4 School
Question relevant when: (selected(${q23}, '15")) or ( choo
${g23a_15} = 1) or ( ${g23a_15} = 2) 5 Family members
6 Friends/ Neighbours
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Field Question Answer
7 Spouse
8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_15_oth: Other (specify)
l q23b_15_oth (required) Question relevant when: ${q23b_15} = -96
1 Radio/TV
2 Magazine,
Newspaper/Book
q23b_16: What is the source of knowledge/information of 3 Health facility /Health
Emergency contraception workers
As an emergency measure, within three to five days after 4 School
! g23b_16 (required)| they have unprotected sexual intercourse, women can take 5 Family members
special pills to prevent pregnancy. 6 Friends/ Neighbours
Question relevant when: (selected(${g23} , '16") or ( 7 Spouse
${g23a_16} = 1) or (${g23a_16} =2) 8 Internet
9 Social media/WhatsApp
9% Other (specify)
. g23b_16_oth: Other (specify)
! 423b_16_oth (required) Question relevant when: ${q23b_16} = -96
1 Radio/TV
2 Magazine,
Newspaper/Book
3 Health facility /Health
g23b_17: What is the source of knowledge/information of workers
Female sterilization 4 School
i q23b_17 (required) A surgical operation for women to permanently prevent 5 Family members
- - pregnancy. 6 Friends/ Neighbours
Question relevant when: (selected(${g23}, '17")) or ( g
${q23a_17} = 1) or (${g23a_17}=2) 7 Spouse
8 Internet
9 Social media/WhatsApp
9% Other (specify)
M . g23b_17_oth: Other (specify)
! 423b_17_oth (required) Question relevant when: ${g23b_17} = -96
1 Radio/TV
2 Magazine,
Newspaper/Book
3 Health facility /Health
g23b_18: What is the source of knowledge/information of workers
Male sterilization 4 School
- 23b_18 (required) Surgical procedure to cut or seal the tubes that carry a 5 Family members
I Gesb_ 4 man's sperm to permanently prevent pregnancy. 6 Friends/ Neighb
Question relevant when: (selected(${q23}, '18")) or riends/ Neighbours
(${q23a_18} = 1) or (${q23a_18} = 2) 7 Spouse
8 Internet
9 Social media/WhatsApp

9% Other (specify)

! g23b_18_oth (required)

q23b_18_oth: Other (specify)
Question relevant when: ${q23b_18} = -96

. . g24: Have you heard about any benefits of some family 0 No
‘- 424 (required) planning methods? 1 Yes
- 25 (required) g25: Which one(s) have you heard about? Prevent unwanted
q 4 Question relevant when: ${q24} = 1 pregnancy
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Field

Question

Answer

a s~ 0w N

96

Limit number of
pregnancies

Spacing of children
Prevent maternal death
Improve child health

Other (specify)

- g25_oth (required)

g25_oth: Other (specify)
Question relevant when: selected(${q25} , '-96")

! 26 (required)

g26: Have you heard about any side effect of some family
planning methods?

0 No
1 Yes

- 027 (required)

g27: Which one(s) have you heard about?
Question relevant when: ${gq26} = 1

1

o oA WD

96

Bleeding

Abnormal menstruation
Headaches

Taking time to get
pregnant

Weight gain

Weight loss

Other (specify)

B q27_oth (required)

q27_oth: Other (specify)
Question relevant when: selected(${q27} , '-96")

j 28 (required)

g28: Have you used family planning in the past?

0 No
1 Yes

i 029 (required)

g29: Which method have you used in the past?
Question relevant when: ${q28} = 1

1

a b~ wN

10
11
12

13

14
15

16

17
18

> !

9

Abstinence
Rhythm method
Withdrawal
Concoctions
Herbal Medicine

Rings, amulets and
charms, strings around
the waist

Lactation amenorrhea
method (LAM)

Standard days/Cycle
beads

Male condom
Female condom
Diaphragm

Pill

Intrauterine Device
(lUD)

Injectables

Implant

Emergency
contraception

Female sterilization
Male sterilization

Other (specify)

: g29_oth (required)

g29_oth: Other (specify)
Question relevant when: selected(${q29} , '-96")

! 930 (required)

g30: Are you currently using family planning?

0 No
1 Yes

‘- 031 (required)

g31: Which family planning method are you currently using?
Question relevant when: ${q30} = 1

1
2
3

Abstinence
Rhythm method
Withdrawal
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Field

Question

Answer

4 Concoctions

5 Herbal Medicine
Rings, amulets and

6 charms, strings around

the waist

Lactation amenorrhea

method (LAM)

Standard days/Cycle

beads

9 Male condom

10 Female condom

11 Diaphragm

12 Pill

13 Intrauterine Device
(IUD)

14 Injectables

15 Implant

Emergency
16 f
contraception

17 Female sterilization
18 Male sterilization

9% Other (specify)

: g31_oth (required)

g31_oth: Other (specify)
Question relevant when: selected(${q31}, '-96")

1 Yes
E 432 (required) g|3a2n:n,i0;1rg?you aware if your spouse is interested in family 0 No
08 Don't know
1 Yes
- 933 (required) g33: Is your spouse currently using family planning? 0 No
98 Don't know
E 34 (required) g34: Have you ever had a discussion/conversation with your 0 No
g 4 spouse about doing something to delay or avoid pregnancy? 1 Yes
1 Family planning

! 935 (required)

g35: What did you discuss with your spouse about family
planning? (if g34=yes)
Question relevant when: ${q34} =1

methods
2 Preventing/Avoiding
pregnancy
3 Spacing of children
4 Number of children
5 Limiting children

Question relevant when: ${q34} =1

9% Other (specify)
i . g35_oth: Other (specify)
I 435 _oth (required) Question relevant when: selected(${g35} , '-96")
1 Self
q36: Between you and your wife, who usually starts the 2 Spouse
! g36 (required) discussion about FP? 3 Don't know

9% Other (specify)

! g36_oth (required)

g36_oth: Other (specify)
Question relevant when: ${q36} = -96

- g37 (required)

g37: Did you have a discussion about family planning with
your spouse in the last 12 months?
Question relevant when: ${q34} =1

0 No
1 Yes
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Field

Question

Answer

- 038 (required)

g38: How many times in the last 12 months did you have
discussions with your spouse about FP?
Question relevant when: ${q37} =1

0 None
1 Once or twice
2 Three or more

1
2

Spouse does not like it
It is too embarrassing
I am the sole decision

- g39: What are your reasons for not having a 3 maker, it is not
- g39 (required) discussion/conversation with your spouse about FP necessary
Question relevant when: ${q34} =0 4 Have no children
5 Want more children
9% Other (specify)
. q39_oth: Other (specify)
! 439_oth (required) Question relevant when: selected(${q39} , '-96")
1 Yes
. g40: Have you ever discussed family planning/birth spacing 0 No
! G40 (required) with any other person aside from your spouse? -
Don't know
98
1 Mother
2 Brother
- g41: With whom did you discuss family planning/birth spacing| 3 Father
I g41 (required) with aside from your spouse? 4 Friends
Question relevant when: ${q40} =1 5 Co-wife
9% Other (specify)
. g41_oth: Other (specify)
! q41_oth (required) Question relevant when: selected(${q41} , '-96")
i . g42: Do you support your spouse to use a family planning 0 No
B g42 (required) method? 1 Ves
Accompanying her to
1 family planning clinics
or any facility to obtain
FP
Providing transportation
g42b: How do you support her to use a family planning 2 support to my spouse for
- g42b (required) method? accessing FP
Question relevant when: ${gq42} =1 Providing financial
3 support for
procurement/purchase of
FP for your spouse
9% Other (specify)
. . g42b_oth: Other (specify)
I g42b_oth (required) Question relevant when: selected(${g42b} , '-96")
1 Want more children
2 It is against my religious
beliefs
3 Itis bad for health
4 Other people would not
g43: What are your reasons for not supporting your spouse in be accepting
I 43 (required) using family planning? Another man might take
Questlon relevant When: ${q42} =0 5 advantage of her
sexually
I do not trust the
6 government/outsiders

who are providing
family planning
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Field Question Answer
Someone would need to
7 touch my wife's body for
her to get family
planning
9% Other (specify)
. q43_oth: Other (specify)
! q43_oth (required) Question relevant when: selected(${q43} , '-96")
- 1 Yes
I g47 (required) g47: Do you approve of your spouse’s use of family planning? | 0 No
2 Not using
1 Space birth
2 Achieve desired family
size
3 Avoid unwanted
g47a: What are the reasons for approving of family planning pregnancy
! g47a (required) use by your spouse? 4 Promote child health
Question relevant when: ${q47} =1 5 Improve quality of
childcare
6 Marital bliss
9% Other (specify)
. g47a_oth: Other (specify)
- q47a_oth (required) Question relevant when: selected(${q47a}, '-96')
1 Religion
48: What are th for di ing of family planning | 2 o10C eHects
_ q48: What are the reasons for disapproving of family planning | 4 Encourage infidelity
- g48 (required) use by your spouse?
Question relevant when: ${q47} = 0 4 Reason unstated
9% Other (specify)
. q48_oth: Other (specify)
: q48_oth (required) Question relevant when: selected(${q48}, '-96")

1 Self
2 Spouse
. . 3 Jointly
. g49: Between you and your wife who makes the decision on .
i q49 (required) whether to use family planning or not? 4 God d?c_|des
5 No opinion
9% Other (specify)
. q49_oth: Other (specify)
! q49_oth (required) Question relevant when: selected(${q49}, '-96")
1 Self
2 Spouse
g50: Who makes the decision on what to do/to use limit 8 Jointly
! 450 (required) childbearing or avoid pregnancy? 4 God dfac_ldes
5 No opinion
9% Other (specify)
. g50_oth: Other (specify)
! 450_oth (required) Question relevant when: selected (${g50}, '-96")
1 Self
2 Spouse
! g51 (required) g51: Who makes the decision on when to have another child? 3 Jointly
4 God decides
5 No opinion
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9% Other (specify)
. g51_oth: Other (specify)
! q51_oth (required) Question relevant when: selected (${g51}, '-96")
1 Self
2 Spouse
. . . 3 Jointly
. g52: Who has the most influence in the family over the .
- 452 (required) decision on how many children you should have? 4 God d_ec_ldes
5 No opinion
9% Other (specify)
— . g52_oth: Other (specify)
- 452_oth (required) Question relevant when: selected( ${g52} , '-96')
1 Self
2 Spouse
3 Jointly
- g53 (required) g53: Who decides on when to stop having children? 4 God decides
5 No opinion

9% Other (specify)

- g53_oth (required)

- g54 (required)

g53_oth: Other (specify)
Question relevant when: selected (${g53} , '-96")

q54: Contraception is risky for women'’s health

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

: 055 (required)

g55: Women who use contraception may become promiscuous

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

i 56 (required)

q56: Contraception is a woman’s business, and a man should
not have to worry about it

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

- q57 (required)

- 058 (required)

g57: Couples can use family planning to avoid getting
pregnant if they want to

058: Men should decide the family size

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

- 959 (required)

g59: Men should decide whether or not to practice family
planning

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

- g60 (required)

g60: Men should decide which FP method to use

1 Strongly disagree
2 Disagree

3 Agree

4 Strongly Agree

! 961 (required)

g61: Men should be the ones to decide what to do when
unwanted pregnancy occurs

1 Strongly disagree
2 Disagree
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Question

Answer

Agree
Strongly Agree

! 062 (required)

g62: Men should discuss and agree with their wife the number
of children to have

Strongly disagree
Disagree

Agree

Strongly Agree

! 063 (required)

- q64 (required)

W 65

W q67

g63: Women should discuss and agree with their husband the
number of children to have

g64: Is your spouse CURRENTLY DOING something or
using any method to delay or avoid getting pregnant?

g65: Which methods are you or your spouse CURRENTLY
USING?

g67: Which family planning methods has your spouse EVER
USED in the past?
Select all mentioned

Strongly disagree
Disagree

Agree

Strongly Agree

P ODNMNEPIDPRONPEP[M®W

1 Yes
0 No

08 Don't know

1 Abstinence

2 Rhythm method
3 Withdrawal

4 Concoctions

5 Herbal Medicine
6 Rings, amulets and charms,
strings around the waist

7 Lactation amenorrhea
method (LAM)

8 Standard days/Cycle beads
9 Male condom

10 Female condom

11 Diaphragm

12 Pill

13 Intrauterine Device (IUD)
14 Injectables

15 Implant

16 Emergency contraception
17 Female sterilization
18 Male sterilization

-96 Other (specify)

1 Abstinence

2 Rhythm method

3 Withdrawal

4 Concoctions

5 Herbal Medicine

6 Rings, amulets and charms,
strings around the waist

7 Lactation amenorrhea
method (LAM)

8 Standard days/Cycle beads
9 Male condom

10 Female condom

11 Diaphragm

12 Pill

13 Intrauterine Device (IUD)
14 Injectables

15 Implant

16 Emergency contraception
17 Female sterilization

18 Male sterilization
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Question

Answer

-96 Other (specify)

- 068 (required)

g68: Which other family planning methods has your spouse
ever used in the past?
Question relevant when: ${q66} = 1

observation

Any observation to note

result (required)

Interview result

1 Complete
2 Incomplete
3 Refusal
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