Family Planning Myths and Modern Contraceptive Use

TABLE 5. Odds ratios (and 95% confidence intervals) from logistic regression analyses examining the likelihood of Nigerian
women’s use of modern contraceptives, by individual and community-level belief in family planning myths, according to city
Model

Abuja
(N=1,872)

Ibadan
(N=2,720)

Ilorin
(N=2,124)

Kaduna
(N=1,640)

Model 1
Women’s individual beliefs

0.25 (0.17–0.39)***

0.26 (0.20–0.36)***

0.39 (0.27–0.57)***

0.24 (0.13–0.45)***

Model 2
Women’s individual beliefs
Women’s beliefs at community level

0.26 (0.17–0.40)***
0.79 (0.40–1.60)

0.26 (0.19–0.34)***
1.33 (0.78–2.26)

0.38 (0.26–0.56)***
1.40 (0.66–3.0)

0.21 (0.11–0.40)***
1.60 (1.20–2.14)**

Model 3
Women’s individual beliefs
Men’s beliefs at community level

0.26 (0.17–0.40)***
0.55 (0.16–1.82)

0.26 (0.19–0.34)***
1.46 (0.83–2.56)

0.39 (0.27–0.57)***
0.61 (0.32–1.16)

0.23 (0.12–0.44)***
0.53 (0.32–0.90)*

Model 4
Women’s individual beliefs
Women’s beliefs at community level
Men’s beliefs at community level

0.26 (0.17–0.41)***
0.92 (0.45–1.91)
0.60 (0.16–2.28)

0.25 (0.18–0.34)***
1.20 (0.69–2.11)
1.33 (0.75–2.38)

0.36 (0.24–0.53)***
3.29 (1.25–8.66)*
0.33 (0.15–0.71)**

0.19 (0.09–0.37)***
1.87 (1.36–2.59)***
0.38 (0.21–0.67)***

*p≤.05. **p≤.01. ***p≤.001. Note: All models control for age, education, religion, marital status and wealth quintile.

analyses were restricted to women in union, the women’s
community-level variable attained significance for Senegal,
but not for Kenya (not shown). In the third model that
added the men’s community-level variable, neither the
male nor the female community-level variable was significant in either country.
In Nigeria, however, the women’s community-level
variable was positively associated with modern contraceptive use in model 2 (odds ratio, 1.4). The addition of the
men’s community-level variable in model 3 increased the
magnitude of the women’s variable (1.6); the men’s variable itself was negatively associated with modern method
use (0.6). Yet, when we ran a model with the men’s community-level variable alone and controlled for women’s
individual-level myths, the association lost significance
(not shown).
The results for Nigeria suggested the need for a more
in-depth examination, so we conducted city-level analyses
(Table 5). Model 1 included the women’s individual-level
belief variable, model 2 added the women’s communitylevel belief variable to model 1, model 3 added the men’s
community-level variable to model 1, and model 4 included
all three variables; we controlled for women’s demographic
characteristics in all models. The women’s individual-level
variable was negatively associated with modern method
use in all models for the four Nigerian cities (odds ratios,
0.2–0.4). As for the community-level variables, in Kaduna,
belief in myths among women was positively associated
with modern contraceptive use in both the model with the
individual-level variable and the full model (1.6 and 1.9,
respectively); the men’s community-level variable was also
significant, but the association was negative (0.4–0.5). In
Ilorin, women’s and men’s community-level variables were
not significant in models 2 and 3, respectively; however,
both became significant in the full model, and the associations were in the same directions as found in Kaduna
(3.3 for women and 0.3 for men). In Abuja and Ibadan, the
women’s and men’s community-level variables were not
significant in any model.

196

DISCUSSION
The main objective of this study was to examine associations between modern contraceptive use and individualand community-level agreement with myths about family
planning in urban Kenya, Nigeria and Senegal. As expected, we found that at the individual level, women’s belief in
such myths was negatively associated with use of a modern contraceptive method. Previous studies have demonstrated this relationship.14,15,24
As for the community level, we found important
country-specific differences. In Kenya, women’s and men’s
belief in myths at the community level were not associated
with modern contraceptive use, which may reflect Kenya’s
higher overall contraceptive use. Interestingly, Kenya had
the highest proportions of women and men reporting
agreement with family planning myths. This suggests that
educational activities are needed in Kenya to address these
myths.
In Senegal, as in Kenya, there was no association between women’s and men’s agreement with myths at the
community level and modern contraceptive use among all
women; however, our results suggest that agreement with
myths at the individual and community level is negatively
associated with contraceptive use among women in union.
Given that most contraceptive use in Senegal is among
women in union,19 it is not surprising that a communitylevel association was found for this specific group.
We found unexpected associations between
community-level belief in family planning myths and
women’s modern contraceptive use in Nigeria: Increased
community-level belief in myths among women was positively associated with contraceptive use, whereas increased
community-level belief in myths among men was negatively associated with the outcome. When we examined
these results at the city level, we found that Kaduna and
Ilorin seem to be driving the relationships. One possible
explanation of the positive associations among women in
Kaduna and in Ilorin may be that these cities are rather
conservative and Muslim, of the Hausa and Yoruba tribes,
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