
more profitable for private wholesalers to
obtain inexpensive contraceptives to meet
increased consumer demand.

Much of the increased support for com-
modities came from the donor communi-
ty. The yields from social marketing efforts
supported by USAID increased from a lit-
tle over 100,000 couple-years of protection
in 1990 to more than 500,000 couple-years
of protection in 1993.12 The donor com-
munity also played a major role in financ-
ing and providing technical support of
mass media programs. Music videos, short
dramas on radio and television, newspa-
per articles and other forms of print media
were used to gain acceptance of the poli-
cy and of family planning programs.13

Limitations of the Tool
The tool that we describe here is not a sub-
stitute for Demographic and Health Sur-
veys, comprehensive contraceptive preva-
lence surveys, management information
systems, service statistics or other meth-
ods of assessing family planning pro-
grams. Rather, it is a low-cost way of ex-
tracting reliable information to guide
routine decision-making.

Because the monitoring tool collects in-
formation on a few selected questions only,
it is limited in its ability to examine key fac-
tors that influence contraceptive decisions.
For example, as currently constructed, the
instrument does not examine the attitudes
of men and women toward family plan-
ning or the reasons why couples are not
currently using a method, nor does it ask
about current family size. It also cannot tell
us why people choose not to practice fam-
ily planning. The module can easily be ad-

source of fewer than one-third of messages
(32%), followed by government facilities
(28%). These findings suggest different
strategies are needed to reach women, es-
pecially rural women. Program planners
and managers can coordinate efforts with
women’s peer groups, religious institu-
tions and schools to disseminate family
planning information in rural areas. Fu-
ture rounds of the Federal Office of Sta-
tistics surveys will help program man-
agers monitor the performance of
alternative dissemination strategies for all
segments of the population. 

Discussion
The substantial increases in contraceptive
prevalence seen in Nigeria between 1990
and 1993 are consistent with experiences
in other Sub-Saharan African countries.
In Tanzania, for example, use of any meth-
od also doubled in two years, from near-
ly 10% in 1991–1992 to 18% in 1994, and
use of a modern method increased from
6% to 12%.8 Current use of a modern
method among married women in Ghana
also increased, from 5% in 1988 to 10% in
1993.9 Kenya too experienced a rapid rise
in the use of modern methods in a short
period of time, with modern method use
rising from 18% in 1989 to 27% by 1993.10

John Caldwell provides some observa-
tions and possible explanations for the in-
creases in contraceptive use in Nigeria. Ac-
cording to his study of fertility among
women aged 18 years and older in the
Nigerian city of Ado-Ekiti, contraceptive
use was widespread among all age-
groups, and it was more common among
unmarried women (75%) than among mar-
ried women (43%).11 Among married
women using a modern method, a high
proportion relied on the pill, followed by
injectables and the IUD. For single women,
use of the condom was more likely than
use of the pill. While married women ob-
tained services and supplies from both the
public (41%) and private sectors (59%),
about 85% of unmarried users obtained
services and supplies from the commer-
cial sector, because they felt it offered them
more privacy than the public sector. 

Caldwell concluded that Nigeria’s 1988
population policy played a key role in rais-
ing demand and supply for family plan-
ning, by increasing government efforts to
provide services and educational pro-
grams on family planning, and assuring
Nigerians (women in particular) that fam-
ily planning was acceptable behavior. Fur-
ther, the policy changed the environment
regulating the importation of family plan-
ning commodities, making it easier and

justed to gain insights into nonuse of fam-
ily planning, simply by inserting the word
“why” after the question on current use of
family planning. This minor adjustment
would provide program managers with
women’s reasons for using a method as
well as for not using one; precoded re-
sponses can be developed for this addition.

The decision to practice contraception
can also be influenced by parity. Unfortu-
nately, the tool does not provide informa-
tion on this key attribute. Adding a simple
question on the number of living children
would help managers determine if women
are using appropriate methods during
given stages of their reproductive lives.

The monitoring tool, like most contra-
ceptive surveys, is cross-sectional, and
thus does not yield insights on method
and source switching. At present, we have
no information on the proportion of cur-
rent users who are switching from public
clinics to private-sector outlets, or from
traditional to modern methods. Intro-
ducing a longitudinal component to the
design would allow observation of meth-
od and source switching, since the be-
havior of the same women could be
tracked over time. Unfortunately, a lon-
gitudinal study would increase the costs
of the survey, create new problems in data
collection and analysis, and potentially
discourage collaboration with offices that
conduct development surveys. However,
for those governments that are imple-
menting programs that encourage couples
to switch from government services to the
private sector, a longitudinal approach
would help them monitor the effective-
ness of their efforts. 
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Table 4. Percentage distribution of respondents, by receipt of a family planning message in the
last six months, and percentage distribution of recipients, by source of message, all accord-
ing to gender and area of residence, 1993

Indicator Men Women

Total Rural Urban Total Rural Urban

Received message (N=10,535) (N=7,851) (N=2,684) (N=9,680) (N=7,346) (N=2,334)
Yes 60.7 52.7 83.9 61.0 53.5 84.8
No 39.3 47.3 16.1 39.0 46.5 15.2

Source of information (N=6,394) (N=4,141) (N=2,252) (N=5,909) (N=3,930) (N=1,979)
Government facility 9.6 9.2 10.3 28.0 27.5 28.8
Planned Parenthood clinic 0.8 0.9 0.7 2.6 2.7 2.5
Private clinic/doctor 2.1 2.2 2.4 2.1 1.7 3.1
Pharmacy/medicine shop 1.9 1.5 2.6 1.1 1.3 0.9
Market 1.1 1.3 0.7 1.9 2.4 0.8
Place of work 2.1 2.1 2.2 0.7 0.7 0.6
Church 2.6 3.0 1.8 4.5 5.6 2.3
Friends/relatives 11.3 12.9 8.4 11.7 13.0 9.3
Television 11.3 5.9 21.3 7.9 4.1 15.4
School 5.6 5.8 5.2 5.6 6.0 5.0
Radio 48.4 51.6 42.4 31.7 32.6 29.8
Posters/logo 1.9 2.2 1.4 1.1 1.1 0.9
Other 1.3 1.4 0.6 1.1 1.3 0.6

Total 100.0 100.0 100.0 100.0 100.0 100.0


