TABLE 2. Percentage of women and men who agree with selected family planning myths, by country
Myth

Use of a contraceptive injection can
make a woman permanently infertile
People who use contraceptives end up with health problems
Contraceptives can harm your womb
Contraceptives reduce women’s sexual urge
Contraceptives can cause cancer
Contraceptives can give you deformed babies
Contraceptives are dangerous to women’s health
Women who use family planning/birthspacing
may become promiscuous
Family planning/birthspacing is women’s business
and a man should not have to worry about it
Mean (range)†

Kenya

Nigeria

Senegal

Women
Men
(N=5,684) (N=2,477)

Women Men
(N=9,130) (N=5,041)

Women Men
(N=5,109) (N=2,244)

51.7
74.1
62.1
59.1
55.5
62.0
71.5

52.1
71.8
na
61.2
51.7
59.6
68.0

41.0
47.6
42.4
22.7
25.2
26.0
46.6

31.2
37.7
na
25.9
30.1
33.7
43.2

34.0
58.9
36.9
24.7
24.0
23.2
50.2

31.6
50.0
44.1
39.6
26.0
24.5
43.8

35.0

40.2

23.0

25.7

na

na

na
2.6 (0–7)

na
2.8 (0–7)

na
15.6
4.6 (0–8) 4.3 (0–8)

na
13.9
2.7 (0–8) 2.5 (0–8)

†The average number of positive responses among eight (seven in Senegal) family planning myths. Notes: na=not applicable. All percentages are weighted
and based on women and men who know at least one modern contraceptive method.

other who live around them.27–33 For example, Speizer et
al. found that the increasing prevalence of sexual violence
reported by women within a community was negatively
associated with women’s use of condoms at last sex and
positively associated with their being HIV positive or having had an adolescent pregnancy;34 other studies among
adults found similar results.27,35,36 And according to an
analysis of 2005–2009 DHS data from 21 African countries, contraceptive use remained associated with community demographics and fertility norms, community-level
gender norms and inequalities, and health knowledge after individual factors were controlled for.37
Understanding how belief of myths and misconceptions about family planning in a community—in the aggregate, as well as among individuals—are associated with
contraceptive behaviors is important for the development
of programs and policies that aim to increase contraceptive prevalence. Latent demand for family planning may
be translated into actual use if programs can dispel false
perceptions about contraceptives. Moreover, understanding the myths about family planning, which often reflect
community norms and attitudes, will illustrate the importance of considering strategies that go beyond individuallevel knowledge and behavior change.
METHODS

Data and Sample
In 2009, the Bill & Melinda Gates Foundation initiated the
Urban Reproductive Health Initiative to increase contraceptive use in urban areas in four countries: India (Uttar
Pradesh), Kenya, Nigeria and Senegal. For this study, we
used data collected by the initiative’s evaluation component, the Measurement, Learning & Evaluation (MLE)
project. In each study country, the MLE project collected
baseline data from representative samples of women aged
15–49 and men aged 15–59 living in intervention cities
purposely selected because of their need for increased
modern contraceptive use: Nairobi, Kisumu and Mombasa
in Kenya; Abuja, Ibadan, Ilorin and Kaduna in Nigeria; and
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Dakar, Pikine, Guédiawaye and Mbao in Senegal.
Details on data collection can be found elsewhere.17–19
Briefly, a similar two-stage sampling design was used
in each country, which aimed to include a representative sample of the urban poor, where possible. In Kenya,
the 2009 national census frame was used to determine
whether each primary sampling unit (PSU) was informal
(no land tenure/slum) or formal (land tenure/nonslum).
In Senegal, municipal leaders classified neighborhoods
as poor or nonpoor on the basis of the characteristics of
the majority of the households; the United Nations Habitat housing criteria (type of housing, residential security,
neighborhood density, access to water and access to flush
toilets) were used. Classified neighborhoods were linked
to the census sampling frame before selection. In Nigeria,
the 2006 census sampling frame was used, but there was
no way to distinguish a PSU as poor or nonpoor before or
after selection. For each study city in the three countries,
a representative sample of PSUs was selected; where stratification by slum or nonslum was possible, half of selected
PSUs were from each group.
A random sample of households was selected (30 per
PSU in Kenya, 41 in Nigeria, and 21 in Senegal) on the basis
of the listing and mapping conducted in the selected PSU,
as well as other sampling criteria.* All women aged 15–49
who had spent the previous night in a selected household
were eligible for interview; in half of selected households,
all men aged 15–59 who had spent the previous night in
the household were interviewed. In Kenya, 5,774 women
and 2,503 men were surveyed; in Nigeria, 10,353 women
and 5,547 men were surveyed; and in Senegal, 5,209 women and 2,270 men were surveyed.
*The PSUs come from the most recent census conducted in each of the
countries. Since the census happened several years prior to our study,
we conducted a presurvey exercise where we went to the selected PSUs
to list all the households and to collect the geographic coordinates. The
updated household list was used to select the households to participate
in the study while the geographic coordinates were used to create maps
that enabled the interviewers to easily locate the selected households
during the main survey. The other sampling criteria were whether the
cluster was poor vs. nonpoor or slum vs. nonslum.
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