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Abstract: This study was undertaken to elicit barriers and knowledge gaps regarding the benefits of family

planning among women in Irrua, Edo State, Nigeria. Using a cross-sectional design, a structured questionnaire

was administered to 180 consenting women attending antenatal clinic sessions in a large hospital. The control

of family size, 72/180 (40.0%) and child spacing, 64/180 (35.6%) were the major benefits of family planning

stated. The most direct benefit to maternal health - absence of pregnancy complications - was the least

mentioned (5%). A total of 18/180 (10.0%) stated that family planning w as of no benefit. No statistically

significant association was demonstrated between educational levels and the knowledge of family planning

benefits. Respondents aged 30 - 49 years were more likely than the younger ones to state child spacing as a

benefit of family planning methods [logistic regression: p = 0.004; OR = 2.61 (95% CI = 1.37 - 4.98)]. The

commonest reasons for objecting to family planning were the fear of infertility, 28/114 (24.6%), incomplete

family size, 24/114 (21.1%), side effects of contraceptives, 19/114 (16.7%) and partners’ objection, 17/114

(14.9%). This study demonstrates important knowledge gaps with respect to family planning benefits. This

could reflect poor knowledge delivery or uptake on family planning. The findings suggest that women’s

knowledge and experiences regarding family planning are crucial to interventions on fertility control. Overall,

the study shows that the identified knowledge gaps and barriers reflect opportunities for holistic interventions

including needs-sensitive health education for males and females on family planning.
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INTRODUCTION

Contraceptive use is still low in many developing

countries, including Nigeria, where 23.7% of currently

married women had ever used one (NPC and ICF Macro,

2009). Over the past four decades, there have been

numerous publications on contraceptives and other family

planning methods. W hile culture, poverty and poor access

have been widely understood as militating against their

use (CDC, 2000; Leke, 2000; USAID, 2008; NPC and

ICF Macro, 2009), studies presenting w omen’s self-

identified barriers are relatively few . Much attention is

given to eliciting clients’ knowledge and utilisation gaps

regarding family planning methods, but specific attention

to eliciting their knowledge gaps regarding the benefits of

family planning is often deficient. Yet, identifying

women’s self-reported barriers and benefits is central to

any intervention to promote their use especially in

developing countries (CDC, 2000; USAID, 2008).

Fortunately, available literature shows that carefully

conducted studies addressing these variables provide

important guides for intervention. 

For example, a study conducted among the Kanuris

in Nigeria revealed that few K anuri women used modern

methods of family planning, the barriers being objection

by their husbands, the fear of delayed return to fertility,

damage to the reproductive apparatus and the belief that

modern contraception was introduced to reduce M uslim

populations (Mairiga et al., 2010). 

In another example, the Suri people of Ethiopia

prevent and delay pregnancies using  natural family

planning methods. The desired benefit is that women

regain their strength following the injuries caused by

pregnancy and delivery, and that attention can be given to

the welfare of growing children. But these objectives are

often   countered   by  lack  of  access  to  modern  family
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planning methods and the desire for many children within
a sociodemographic context of threats to their tribal
survival (Eyayou et al., 2004). 

In these examples, any approach to  promote family
planning use must take  into consideration the specific
barriers and desired benefits identified in the
communities, rather than only preformed general lessons
on family planning. Indeed, in many hospitals in Nigeria,
a common practice is to deliver preformed general
messages on family planning methods to women
attending antenatal clinics with little bearing  on locally
known and experienced barriers and benefits. Thus, this
study aimed at eliciting women’s self-reported barriers
and benefits of family planning methods. The findings
will be useful in planning and implementing need-focused
interventions and as a vital addition to the growing
literature in this specific aspect of safe motherhood and
reproductive health research. 

METHODOLOGY

Study place and time: The study was conducted in Irrua,
Edo State, Southern Nigeria. Irrua is a semi-urban town
with poor infrastructural development and low income-
earning occupations such as petty trading. The study is a
part of periodic reproductive health surveys commenced
in 2006 and continuing in 2010.

Study population: The population consisted of women

attending antenatal clinics in Irrua Specialist Teaching

Hospital (ISTH). Though a tertiary hospital, it offers first

line primary care services in different areas, including

reproductive health. It is a major health facility where

many women receive orthodox antenatal care services. In

Nigeria, group health talks in antenatal clinics are the

major fora where w omen receive messages on family

planning.

Study design: A cross-sectional descriptive design was

used. After computing a minimum sample size of 163, all

consecutive consenting women attending antenatal clinics

in the health facility were selected until the minimum

sample size  was exceeded. 

An interviewer-administered questionnaire was

initially designed and later used to collect respondents’

biodata and data relevant to the study objectives. Open-

ended, multiple-response questions were used to elicit

respondents’ knowledge of the benefits of family planning

methods and the reasons for their objections to the use of

family planning.

Ethical considerations: Permission to conduct the study

was given by the Departments of Community Health and

Obstetrics and Gynaecology, ISTH , Irrua. Voluntary

informed consent was individually obtained from

potential participants.

Table 1: Age-educational level characteristics

Ag e in years

------------------------------------------------------------

Educational level 1 8-2 9 (% ) 3 0-4 9 (% ) T ota l (% )

None and 10 9 (8.3) 11 (15.3) 20 (11.1)

20  and above 99 (91.7) 61 (84.7) 160 (88.9)

Total 108 (100.0) 72 (100.0) 180 (100.0)

Data managem ent: Collected data were collated into

Stata/SE 10.0 for Windows (StataCorp, 2007) where

analysis was also done. Data were presented in tables

along with the outputs of their analyses. Logistic

regression analyses were conducted starting with a

parsimonious model of associations with p<0.1 and using

backward selection. The level of significance for all

analyses was a probability value of 0.05.

RESULTS

A total of 180 women participated in the study. Their

age-educational  characteristics   are   summarised  in

Table 1. The older age group had a higher percentage of

lower levels of education.

The control of family size was stated by 72/180

(40.0%) respondents as a benefit of family planning, and

this was the mode. A total of 18/180 (10.0%) stated that

family planning was of no benefit.

As shown in Table 2, there is no statistically

significant association between educational level and the

knowledge of family planning benefits. 

However, given the possibility of confounding arising

from the age-educational level distribution of the

participants, logistic regression analyses were conducted

(Table 3). The result showed that respondents aged 30-49

years were more likely than the younger ones to state

child  spacing  as  a  benefit of family planning methods

[p = 0.004; OR = 2.61 (95% CI = 1.37-4.98)]. Personal

approval of family planning methods was found to be

directly associated with the knowledge of child spacing,

prevention of unwanted pregnancy and avoidance of

pregnancy complications as benefits of family planning.

It was, however, inversely associated with the perception

that family planning methods were not beneficial.

Respondents of other religions were less likely than the

Catholics to state the absence of pregnancy complications

as  a  benefit  of  family  planning  methods [p = 0.040;

OR = 0.22 (95% CI = 1.37-4.98)]. Only 9/180 (5.0%) of

respo ndents stated the absence of pregnancy

complications as a benefit of family planning.

A total of 74/180 (41.1%) had, at some time in the

past, used a family planning method (data not show n). As

shown in Table 4, a total of 114/180 (63.3%) expressed

current objections to the use of family planning methods.

The commonest reasons for these objections were the fear

of infertility, 28/114 (24.6%), incomplete family size,

24/114 (21.1% ) and side effects of contraceptives, 19/114

(16.7%).
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Table 2: Distribution of the knowledge of benefits by educational level

Frequ ency (% )[N= 180  (100 .0% )]

-------------------------------------------------

Benefi ts  known Educational level Stated Not stated p-value

Control of family size None and 10 6 (30.0) 14 (70.0) 0.33

20 and above 66 (41.3) 94 (59.7)

Child spacing None and 10 5 (25.0) 15 (75.0) 0.30

20 and above 59 (36.9) 101 (63.1)

Prevention of unplanned pregnancy None and 10 4 (20.0) 16 (80.0) 0.16

20 and above 57 (35.6) 103 (64.4)

Absence of pregnancy complications None and 10 1 (5.0) 19 (95.0) 1.00*

20 and above 8 (5.0) 152 (95.0)

No  ben efit None and 10 4 (20.0) 16 (80.0) 0.12*

20 and above 14 (8.7) 146 (91.3)

No idea None and 10 2 (10.0) 18 (90.0) 0.31*

20 and above 8 (5.0) 152 (95.0)

(Ab ility to m entio n at least on e benefit) None and 10 14 (70.0) 6 (30.0) 0.09*

20 and above 138 (86.3) 22 (13.7)

*: From F isher’s exact probability test

Table 3: Logistic regression analyses: predictors of knowledge of benefits of family planning

Child spacing

95% CI of OR

------------------------------------------------

p-value OR Lower Upper

Age 0.004 2.61 1.37 4.98

       18 – 29

       30 – 49

Personal approval of family planning 0.005 4.37 1.58 12.09

Prevention of unwa nted pregnancy

95% CI of OR

------------------------------------------------

p-value OR Lower Upper

Personal approval of family planning 0.019 3.09 1.21 7.90

Absence of pregnancy complications

95% CI of OR

------------------------------------------------

p-value OR Lower Upper

Religion

       Ca tholic 0.040 0.22 0.05 0.93

       Others 

No  ben efit

95% CI of OR

-------------------------------------------------

p-value OR Lower Upper

Personal approval of family planning 0.000 0.04 0.01 0.15

Table 4: Reasons for objecting to family planning methods

Barriers Frequ ency (% )*

Fea r of ste rility 28 (24.6)

Incomplete family size 24 (21.1)

They have  side e ffects 19 (16.7)

Partn er is ag ainst it 17 (14.9)

Exp erienced  previo us contracep tive failure 7 (6.1)

Against my religion 5 (4.4)

Assoc iated  with  promisc uity 3 (2.6)

They are costly 1 (0.9)

Reason unspecified 19 (16.7)

*: The responses were obtained from 114 respondents and multiple

responses were allowed

DISCUSSION

The study demonstrates key issues in respect of
barriers and knowledge of benefits regarding family
planning among women who seek antenatal care in a
healthcare   facility. The  demographic  pattern  shows  a

society in transition - the younger having higher levels of

formal education than the older. The relatively higher

percentage of respondents with lower educational level

among the older ones did not, however, confer

significantly lower knowledge of the benefits of family

planning. Rather, the older age group had better

knowledge of child spacing as a benefit of family

planning. Age-related reproductive health experience may

explain this difference. The importance of personal

approval of family planning as a predictor of knowledge

of their benefits is not straightforward because the

temporal relationship between the variables is uncertain.

But, it may suggest a mutually reinforcing association -

the knowledge of benefits leading to approval and vice

versa. 

The top three known family planning benefits in this

study -  control    of    family   size,   child   spacing  and
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prevention of unplanned pregnancy – were the top three
in a similar study in Calabar, Nigeria (Etuk and Ekanem,
2003). One possible explanation is that these benefits
readily come to mind, especially given the semantics of
the term ”family planning” and the direct effects of the
methods. It may also reflect the emphasis placed on these
benefits during health talk sessions at antenatal clinics.
Even then, it is worrisome that there are important
knowledge gaps with respect to family planning benefits,
with less than half mentioning any of the benefits. This
may reflect poor knowledge uptake on the subject or
lassitude towards family planning.

It is remarkable that the most direct benefit to
maternal health - absence of pregnancy complications –
was the least mentioned (only 5% of the respondents).
This is despite the fact that benefits to women and
children (e.g., the reduction in maternal and child
morbidity and mortality) are major reasons for promoting
the use of modern family planning methods (Jokhio et al.,
2005; Royce, 2006; Singh et al., 2009). It is possible that
women in this population hold the wellbeing of the family
and the child above theirs. This relative self-undervaluing
or altruism may have cultural roots, especially with
respect to the status of women. Indeed, Eguavoen et al.
(2007) and Bankole et al. (2009) have opined that
women’s achievement of social status and dignity are
important factors in improving maternal health.

The World Health Organization (WHO, 2009) has
emphasized lack of access to effective family planning
interventions as a major limitation to the  utilization of
family planning methods. The perspectives of respondents
in this study suggest that knowledge of community
perceptions and experiences about the effects of family
planning is crucial to interventions on fertility control.
This is particularly important since almost half of the
responses were on concerns regarding preservation of
fertility and achieving desired family sizes. 

The non-involvement of men in family planning
interventions has been highlighted as a drawback to the
success of the interventions (WHO, 2009). Non-consent
of partners to family planning methods ranked next to
fertility concerns as barriers to family planning use in this
study. If one considers that concerns about the effect of
family planning on fertility may also have been hinged on
information originating from partners of respondents in
this study, the importance of partners’ dispositions
towards family planning interventions would be further
appreciated. This finding underscores the importance of
mainstreaming males, married or not, in public health
interventions to improve the uptake of family planning
interventions. The importance of educating males on
reproductive health issues, starting as early  as possible in
their formative years, has been highlighted (Adeleye and
Okonkwo, 2010).

The respondents who expressed no reason for their

objection to family planning represent a unique group.

Firstly, they may represent a group of the population of

women who ‘for no  reason’ are biased against family

planning. Secondly, they may represent women who hold

strong views against family planning methods which they

are unwilling to share for fear of being ridiculed,

misunderstood or misrepresented. Thus, they may

represent women in the proverbial ‘valley of decision’

who, with access to the right interventions, may buy-in

and become advocates for the use of effective family

planning interventions.

The interplay between barriers and the knowledge of

the benefits of family planning is therefore central to the

understanding of family planning needs of women and

families.

CONCLUSION

Overall, the study shows that important knowledge

gaps exist with respect to family planning benefits and

that these, along with the identified barriers, reflect

opportunities for holistic interventions that will touch on

male education on family planning, men-women relative

statuses and religion. The findings also highlight the fact

that interventions to improve the uptake of family

planning methods which do not explicitly address barriers

and knowledge of benefits are not likely to be successful.

In this regard, there is the need to identify group-specific

characteristics including experiences and perceptions

regarding family planning prior to undertaking

interventions to improve utilization so that such

interventions address real needs rather than being merely

generic. A brief framework that may be useful in

developing health communication messages aimed at

addressing  these needs is presented in Appendix A. 
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Appendix  A:

Benefit-barrier-sensitive framew ork  for d eve lopin g h ealth

communication messages on family planning:

Wh en women’s perceived and exp erienced  ben efits o f and  barrie rs to

fam ily planning are known, this knowledge can be chann elled  to

promote family planning use by using the following as a guide:

C Diagnostic stage: Elicit, as applicable,

B experienced, perceived and other known bene fits of f amily

planning

B the reasons for objections to family planning methods and

challenges experienced with the use of family planning

methods

C Therapeutic  stage : Alig n fam ily plannin g m essages  with

audiences’  real needs and prom ote family planning by discussing:

B unstated benef it s o f family p lanning , inc lud ing  how they

cou ld be directly beneficial to them (e.g. reduction of

maternal and child death)

B solution s to ov ercom e the ba rriers
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