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of 2006–2013 Demographic and Health Survey (DHS) 
data assessed reasons for contraceptive nonuse and found 
that, in 26 of the 51 countries studied, 20–50% of women 
who were married or in a union and at risk of unintended 
pregnancy reported fear of side effects and fear of health 
problems as their principal reasons for not practicing fam-
ily planning.3 Furthermore, among women with unmet 
need in Sub-Saharan African countries, 28% reported 
side effects and health problems as their main reasons for 
nonuse.3 Myths as a reason for nonuse varied across Sub-
Saharan African countries: For example, in Kenya, 43% of 
nonusers in 2008–2009 reported side effects and health 
concerns as their  main reasons for nonuse, whereas in 
Senegal in 2010–2011, the figure was only 14% (opposi-
tion by partners and others was the most common reason 
in this setting).3 This may reflect different contexts in the 
two countries: Kenya has higher overall contraceptive prev-
alence among women in and outside of union, whereas 
prevalence in Senegal is lower and predominantly among 
women in union.

Other studies have demonstrated that myths and mis-
information are often related to concerns about perceived 
side effects or perceived future infertility.7,11,14,15,24,25 For ex-
ample, in Egypt and Kenya, fear of side effects or of having 
a baby with a deformity has been found to be positively 
associated with nonuse of modern contraceptives.11,15 
Findings from Nigeria demonstrate that fear of side effects 
and concerns about long-term infertility are major reasons 
for not using modern contraceptives.14,24,25 Similar results 
were found in Mexico, where women who had never prac-
ticed contraception reported that they had chosen not to 
use the pill for safety reasons.8 In cases in which women 
express fear of health risks from practicing contraception, 
misinformation may be the real barrier.

In addition, belief of myths and misconceptions about 
family planning has been positively associated with contra-
ceptive discontinuation and subsequent unmet need.6 Ac-
cording to findings from Mexico, a substantial proportion 
of urban women discontinued pill use because of fear of 
side effects.8 Although some contraceptive methods have 
recognized side effects, previous studies have shown that 
when women are informed of these side effects ahead of 
time, they are more likely to tolerate them and continue 
method use or to switch to another method, rather than 
discontinue use.5,26

To date, much of the research on contraceptive myths 
and misconceptions has focused on individual-level atti-
tudes and contraceptive use.3,11,14,15,23–25 Previous research, 
however, has not addressed the relationship between 
modern contraceptive use and the proportion of women 
or men in a community who believe in myths about family 
planning. Numerous studies focused on community-level 
health outcomes have examined whether socioeconomic 
status, supply environment and quality of health care are 
associated with a health behavior or outcome—that is, 
these studies have demonstrated that women’s (or men’s) 
behaviors are associated with the behaviors or attitudes of 

tive users will have health problems;19 similar results were 
found among men. Across six Nigerian cities, the propor-
tion of women who believed that myth ranged from 33% in 
Abuja to 57% in Ibadan;18 the proportion among men was 
25–48%. And in Kenya, 65–82% of women and men in the 
five study cities thought that contraception is dangerous to 
one’s health.17 At midterm MLE evaluations two years after 
baseline, these myths persisted among women in the three 
countries, although there was a slight decline.20–22

Inadequate and incorrect knowledge of modern contra-
ceptives has been associated with low method uptake and 
use;23 however, even in settings where knowledge of family 
planning is high, myths and misconceptions are associated 
with low demand for and use of contraceptives.3,23 A study 

TABLE 1. Percentage distributions of women aged 15–49 
from selected cities in Kenya, Nigeria and Senegal, by char-
acteristics, Measurement, Learning & Evaluation project, 
2010–2011

Characteristic Kenya
(N=5,588)

Nigeria
(N=8,880)

Senegal
(N=4,952)

Age
15–19 10.2 14.0 18.7
20–24 29.2 17.2 22.1
25–29 24.6 20.7 18.3
30–34 15.0 17.6 14.3
35–39 10.6 14.1 12.3
40–44 6.5 9.4 8.8
45–49 3.9 7.1 5.6

Education
None/Quranic 5.9 8.4 30.9
Primary 36.4 14.3 33.4
Secondary 39.8 48.0 29.0
>secondary 17.9 28.6 6.7
Missing 0.0 0.7 0.0

Religion
Muslim 9.8 48.2 89.7
Non-Muslim 90.1 51.2 10.3
Missing 0.1 0.6 0.0

Marital status
Never married 32.9 31.6 39.7
Ever married 67.1 68.4 60.3

Wealth quintile
Poorest 17.0 16.4 18.7
Second 19.4 18.7 19.2
Middle 19.5 19.9 19.8
Fourth 20.8 21.4 19.4
Richest 23.4 23.6 22.9

City of residence
Dakar/Abuja/Nairobi 74.8 17.4 48.8
Guédiawaye/Ibadan/Mombasa 19.8 29.6 12.6
Pikine/Ilorin/Kisumu 5.4 23.6 13.2
Mbao/Kaduna/na† na† 29.4 25.3

Use of modern method‡
Yes 42.1 26.5 16.9
No 57.9 73.5 83.1

Total 100.0 100.0 100.0

†na=not applicable. ‡Modern methods include the pill, IUD, injectable, im-
plant, emergency contraceptive pills, lactational amenorrhea method, con-
doms (male and female), spermicide, diaphragm or sterilization (male and 
female). Note: All percentages are weighted and based on analytic samples 
that exclude women with missing data and those from primary sampling 
units with fewer than five observations. 




