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Levels of Belief in Myths
In each country, the three myths most commonly endorsed 
by women (Table 2, page 193) were “people who use con-
traceptives end up with health problems” (48–74%), “con-
traceptives are dangerous to women’s health” (47–72%) 
and “contraceptives can harm your womb” (37–62%). For 
each myth, the proportion of women in agreement was 
highest in Kenya. Indeed, Kenyan women believed an av-
erage of 4.6 myths; the mean number of myths believed 
was 2.7 in Nigeria and 2.6 in Senegal (only seven myth 
statements were used in Senegal, as opposed to eight in 
the other two countries). The pattern among men was the 
same; the mean number of myths believed by men was 4.3 
in Kenya, 2.5 in Nigeria and 2.8 in Senegal.

The same myth statements that were most preva-
lent among individuals were generally found to be most 
prevalent at the community level (Table 3, page 194). The 
community-level variable for women ranged from 0.39 in 
Nigeria to 0.93 in Kenya; the corresponding variable for 
men ranged from 0.30 in Nigeria to 0.53 in Kenya. As men-
tioned earlier, the correlation between women’s and men’s 
community-level scores was somewhat high, which means 
that a community in which a high proportion of women 
believe in myths will also contain a high proportion of men 
who believe in myths.

Multivariate Analysis
The number of family planning myths women believed 
was negatively associated with modern contraceptive use 
in the first regression model for each of the three countries 
(odds ratios, 0.2–0.7; Table 4). For example, in Kenya, a 
one-point increase in the number of myths believed by a 
woman was associated with a 35% decrease in her like-
lihood of using a modern method. The significance and 
magnitude of the individual-level variable were unchanged 
in each country when the female and male community-
level variables were added sequentially in models 2 and 3.

Community-level belief variables for women were not 
associated with modern contraceptive use in the sec-
ond regression model for either Kenya or Senegal; when 

ria and 0.58 in Senegal).
Other independent variables included woman’s age 

(coded as seven five-year age-groups), education (none or 
Quranic, primary, secondary, higher than secondary and 
missing) and religion (Muslim, non-Muslim and missing); 
the small number of women in Nigeria and Kenya with 
missing data on religion or education were dropped from 
the analyses. In addition, analyses controlled for marital sta-
tus (never married vs. ever married), wealth (quintiles cal-
culated across the cities within countries using household 
assets, similar to how they are calculated in the DHS),39 
and city of residence (for standardization, the capital city in 
each country was selected as the reference group).

Analyses
We used Stata version 12 for all analyses. Given a dichoto-
mous outcome of interest, logistic regression was appro-
priate. We conducted three models: The first included the 
women’s individual-level variable as the key independent 
variable, the second added the women’s community-
level variable to model 1 and the third added the men’s  
community-level variable to model 2. All three models 
adjusted for sociodemographic characteristics and city of 
residence. In addition, all the models controlled for the  
country-specific clustered survey design, and all descrip-
tive and multivariate analyses were weighted using the 
country-specific weights.

RESULTS

Demographic Characteristics
More than half of women in each country were aged 20–34 
(69% in Kenya, 56% in Nigeria and 55% in Senegal; Table 
1, page 192). Seventy-seven percent of women in Nigeria 
had a secondary or higher education; 58% of women in 
Kenya and 36% in Senegal had that level of education. 
Ninety percent of women in Senegal were Muslim, where-
as the same proportion in Kenya were non-Muslim; wom-
en in Nigeria were almost equally split between the two 
religions. The majority of women in each country were or 
had been married (60–68%) and, as expected, women in 
each country were fairly evenly distributed between wealth 
quintiles. In Kenya and Senegal, the highest proportion of 
women lived in the capital city (75% and 49%, respective-
ly), whereas in Nigeria, the highest proportions of women 
were from cities other than the capital (30% from Ibadan 
and 29% from Kaduna).

The proportion of women who reported current use of 
a modern contraceptive was 42% in Kenya, 27% in Nigeria 
and 17% in Senegal. In Kenya, the most commonly used 
modern methods were the injectable and the pill (17% 
and 10%, respectively; not shown), followed by male con-
doms (8%). In Nigeria, male condoms and the injectable 
were the two most widely used modern methods (10% 
and 5%, respectively); the next most widely used were the 
IUD and the pill (3% each). In Senegal, the most common-
ly used modern methods were the pill and the injectable 
(5% each), followed by male condoms (3%).

TABLE 4. Odds ratios (and 95% confidence intervals) from logistic regression analy-
ses examining the likelihood of women’s use of modern contraceptives, by individual 
and community-level belief in family planning myths, according to country

Model Kenya
(N=5,128)

Nigeria
(N=8,377)

Senegal
(N=4,562)

Model 1
Women’s individual beliefs 0.65 (0.47–0.88)** 0.27 (0.22–0.34)*** 0.22 (0.17–0.29)***

Model 2
Women’s individual beliefs 0.65 (0.47–0.88)** 0.26 (0.21–0.32)*** 0.22 (0.17–0.29)***
Women’s beliefs at community level 1.01 (0.96–1.05) 1.43 (1.14–1.79)*** 1.04 (0.74–1.45)

Model 3
Women’s individual beliefs 0.64 (0.47–0.88)** 0.25 (0.21–0.31)*** 0.22 (0.17–0.29)***
Women’s beliefs at community level 1.00 (0.94–1.06) 1.63 (1.29–2.05)*** 1.00 (0.72–1.41)
Men’s beliefs at community level 1.04 (0.84–1.29) 0.57 (0.41–0.79)*** 1.08 (0.90–1.29)

**p≤.01. ***p≤.001. Note: All models control for woman’s age, education, religion, marital status, wealth 
quintile and city of residence.




