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Abstract— This paper examines the key determinants of contraceptive use in the North-Eastern part of Nigeria. It
employed 5309 sub-sample of married women representing the North-East region of Nigeria from the 2013 nationally
representative Nigeria Demographic and Health survey. It employed logistics regression statistical techniques in the
analysis. Results present direct and indirect effects of predictors of contraceptive use. Predictors that had direct effects on
contraceptive use were; state of residence, wealth status, number of living children, and told about family planning (FP)
from health facility, while those with indirect effects were; education, religion, type of employment, husband/partner’s
education, heard about FP from TV last few months, and person who usually decides on household purchases, and person
who decides on visit to family/relatives had joint direct effect (Nagelkerke R?, explained variation = 38%). The odds of
contraceptive use varied significantly by state of residence, while the odds increased with; higher wealth status, among
respondents told about FP at health facility, and decreased significantly among those who husbands/partner decides on
respondent’s visit to family/relative. These findings are crucial to policy and programs geared to increase contraceptive use

in the north-east region of Nigeria.
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1. INTRODUCTION

Nigeria’s population is well over 180 million [1] and
total fertility rate is at a high of 5.5 while contraceptive use
is about 15%. Although Nigeria’s contraceptive use has
been consistently low, the 2013 Nigeria Demographic and
Health Survey (NDHS) shows that North-East Region has
among the highest fertility rate (6.3) and the lowest
contraceptive rate of 3% [2]. Persistent low contraceptive
use and high fertility rate have negative impacts on quality
of life. At the other side of the equation is poverty
prevalence rate in Nigeria which is quite high, with
estimate by the National Bureau of Statistics [3] of 61.2%
with North-East region the hardest hit especially with the
protracted insurgency and insecurity in the region.

Evidence suggest that parents with large family find
it difficult to feed and educate their children which
contribute to the high level of poverty in the country. Most
women are poor and disadvantaged and most of the death
recorded is caused by lack of access to proper health care
[4]. In order to reduce poverty among the disadvantaged
population especially in the North-East region where
conditions of life have deteriorated considerably in recent
times, it is necessary to provide evidence on how to
promote family planning among households. With the aim
of attaining smaller family size in the long-run thus,
contributing to reducing challenges of sustainable future
in the region.

Evidence suggest that socio-demographic variables
such as age [5], place of residence [6], education [7,8,9],
number of living children [7], and religion [10,11,12] have
influence on contraceptive use. Other socio-demographic
factors in the literature influencing contraceptive use
include number of co-wives [13,14], work status [7], and
husband’s education [15,16,17,18].

Evidence also showed that exposure to FP
information affects contraceptive use [19,20,21], and the

dynamics of household decision affects
contraceptive use [22,10,23].

This study shed more insights on contraception
dynamics in the North-East region of Nigeria by
examining the relationships between contraceptive use
and socio-demographic factors [24,25,26], effect of
exposure to family planning information, household
decision making and contraceptive use among married
women in the region with a view to reducing fertility rate
through evidence based support for family planning (FP)
and contraceptive use behavior thus, contributing to
achieving sustainable future espoused by SDG 3.7.

making

2 METHODS

21 Study Design & Description

This study used the National Demographic and
Health Survey (NDHS) data of 2013. The Demographic
and Health Surveys (DHS) are well established nationally
representative studies carried out in about 100 countries all
over the world, mostly in less developed countries. The
DHS data includes information on population and health
indicators used for planning, decision making, and policy
in the countries.

The 2013 NDHS employed three-staged stratified
sampling procedure. In the first stage localities were
separated by rural and urban areas, and 893 localities were
selected with probability proportion to size (PPS). In the
second stage 904 enumeration areas (EAs) were selected
with equal probability of selection, and an updated
sampling frame of all households was implemented. In the
third stage, 45 households were selected from each of the
904 EAs using equal probability systematic sampling
technique. In total, 40,680 household were selected 16,740
urban, and 23,940 rural. All women aged 15-49 who were
usual members of the selected household or who spent the
night before the survey in the household were interviewed

18



Proceedings Of ICGET 2018 Ouwoloko And Oladosun
[2]. 3. RESULTS

This study used extracted sub-sample of 5309 married
women living in the North-East region of Nigeria. Survey 3.1 Sample Description

instruments were mostly similar to those of past surveys
that have passed the test of validity and reliability. Survey

Table 1: Percentage Frequency distribution of

instruments among others covered socio-demographic and  background factors
economic variables including age, state of residence, place -
of residence, highest educational level, religion, wealth Variable Total (Total PeI'OCent
index, number of co-wives, type of employment, number N = 5309 (%)
of living children, and husband’s background factors ie. 1 | /Ageno Respondents
age, education, and type of employment. Other variables 15-19 576 10.8
employed in this paper were on exposure to family 20-24 971 18.3
planning (FP) information, household decision making, 25-29 1089 20.5
and contraceptive use [3]. 30-34 848 16.0
35-39 763 144
2.2 Model Specifications 40+ 1062 20.0
2 | State of Residence
Logistic regression model explaining the relationship Yobe 912 172
between contraceptive use and predictors is presented BA?:lr;;awa SZZ Ei
below. Taraba 1016 19.1
Gombe 905 17.0
C=8+BX +LX,+..+ B X, +e, n=123.,12 |Bauchi 1075 20.2
3 | Place of Residence
Rural 4202 79.1
where C is contraceptive use, f# is the constant / Urban 1107 20.9
intercept term, @s are the regression coefficients 4 | Women’s Education
suggesting strength of the relationship, X’s are the No Education 3632 684
independent variables ie. Xi (age), X (state of Primary 848 16.0
residence), Xs (place of residence), Xs (highest Secondary 649 122
Y o ’ . Higher 180 3.4
educational level), Xs (religion), Xe¢ (wealth index), X7 5 Religion
(Co-wives) Xs (type of employment), Xo (number of Islam - Trad 4366 85
living children), X (husbands age), Xu (husbands’ Catholic 138 2.6
education), Xi2 (husbands type of work) Xis ( heard FP Other Christians 786 14.9
on radio), Xus (heard FP on TV), Xis (at health facility ~ © Wealth Index
told about FP), Xis (read about FP in a Poster), Xi7 gggiit igg; zg;
(person who decides on health care), X1z (person who Middle 837 15:8
decides on large household purchases), Xis (per son Richer 511 96
who decides on visit to family/relatives), and e is the Richest 321 6.0
error term. 7 | Number of Co-Wives
Analysis included four models. Model I examined No other wives 3051 57.7
. . . . One or more 2239 42.3
the direct relationships between contraceptive use and
. . . i 8 | Type of Employment
socio-demographic and economic variables, Model II Not working 2389 456
examined direct relationships between contraceptive Informal 1282 245
use and exposure to FP predictors, Model III examined Formal 1570 30.0
the relationships between contraceptive use and 9 | No of Living Children
household decision making factors, and Model IV None 601 11.3
teased out the direct and indirect relationships between ;’Z 145122 ;?Z
contraceptive use and all predictors. Relationships were 5+ 1730 106
tested using three statistical significant levels, .05, .01, "1 | Husband’s Age
and .001. 34 or younger 1545 29.1
35-49 2375 447
50 or older 1389 26.2
11 | Husband’s Education
No education 3099 58.7
Primary 716 13.6
Secondary 887 16.8
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Higher 579 11.0
Husband’s employment

Not working 39 0.7
Informal 1319 24.8
formal 3922 73.9

Table 1 above shows that 10.8% of the respondents were
aged 15-19, 18.3% aged 20-24, 20.5% belonged to age group
25-29, 16% were in age group 30-34, 14.4%aged 35-39 and
20% of the respondents were in age group 40+. On state of
residence, Bauchi state recorded the largest percentage of
respondents (20.2%) followed by Taraba state (19.1%), and
Yobe, Gombe, Adamawa and Borno followed with 17.2%,
17.0%, 15.1% and 11.2% respectively. The majority of
respondents lived in the rural area (79.1%), while only
(20.9%) lived in the urban area. About 68.4% of the
respondents were uneducated while only 31.6% had
formal education. Further breakdown along education
level showed that 16.0%, 122% and 3.4% of the
respondents had primary secondary and higher education
respectively. The majority of respondents were Muslims
(82.5%) and 17.5% were Christians. Also, Table 1 showed
that the majority of respondents belonged to
poorest/poorer wealth status (68.5%) while others may be
classified as middle (15.8%), richer (9.6%) and richest
(6.0%). Findings showed that 57.7% of the respondents
were in a monogamous relationship while 42.3% were in a
polygamous relationship. Also, 45.6% of the respondents
were unemployed, 24.5% had informal jobs, while 30%
had formal jobs. About 11.3% of the respondents had no
living children, 28.9% had 1-2 living children, 27.2% had 3-
4 living children while 32.6% of the respondents had 5 or
more children.

3.2 Bivariate Results

Table 2: Showing bivariate association between
contraceptive use and socio-demographic and economic
factors, exposure to FP information, and household
decision making factors

Independent Variable Not | Usi
N = 5309 usin | ng
&
1| SOCIO-DEMOGRAPHIC & ECONOMIC
Age of Respondents (P-value =.000)
15-19
20-24 995 |05
25-29 980 |20
30-34 971 |29
35-39 955 | 45
40+ 933 | 6.7
944 |56
2| State of Residence (P-value = .000) .000
Yobe 99.0 | 1.0
Borno 978 |22
Adamawa 959 |41
Taraba 920 | 8.0
Gombe 955 | 45
Bauchi 977 123
3 | Place of Residence (P-value = .000)

Rural 972 |28
Urban 922 |78
Women’s Education (P-value = .000)

No Education 985 |15
Primary 934 |66
Secondary/higher 88.8 | 11.2
Religion (P-value = .000)

Islam - Trad 978 |22
Christians 88.6 | 114
Wealth Index (P-value = .000)

Poorest 982 |18
Poorer 976 |24
Middle 9.2 |38
Richer 924 |76
Richest 829 171
Number of Co-Wives (P-value = .001)

No other wife 955 |45
One or more 972 |28
Type of Employment (P-value = .000)

Not working 981 |19
Informal 944 |56
Formal 948 |52
No of Living Children (P-value = .000)

1 or 2/None 982 |18
3-4 9.2 |38
5+ 938 |62
Husband’s Age (P-value = .000)

34 or younger 979 |21
35-49 951 |49
50 or older 9.1 |39
Husband’s Education (P-value = .000)

No education 988 |12
Primary 946 |54
Secondary 952 | 48
Higher 858 | 142
Husband’s employment (P-value = .000)

Informal/not working 91 |19
Formal 955 |45
EXPOSURE TO FP INFORMATION

Heard FP on radio last few months

(P-value = .000)

No 973 | 27
Yes 89.7 1103
Heard about FP on TV last few months

(P-value = .000)

No 970 | 3.0
Yes 845 | 155
At health facility told about FP

(P-value = .000)

No 952 | 48
Yes 775 | 225
Read about FP in a poster last few

months (P-value = .000)

No 972 |28
Yes 872 1128
HOUSEHOLD DECISION MAKING

Person who usually decides on resp.

health care (P-value = .000)

Else 937 |63
Husband-partner 972 |28

Person who usually decides on large
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household purchases (P-value =.000)

Else 926 |74
Husband-partner 972 | 3.0
Person who decides on visit to family

relatives (P-value = .000)

Else 948 |52
Husband-partner 97.0 | 3.0

Table 2 above shows results of the association between
contraceptive use and predictors. Socio-demographic and
economic  factors  significantly = associated = with
contraceptive use were, respondent’s age (P-value = .000),
state of residence (P-value = .000), place of residence (P-
value = .000), education (P-value = .000), religion (P-value
=.000), wealth status (P-value = .000), number of co-wives
(P-value = .001), type of employment (P-value = .000), and
number of living children (P-value = .000). Husband's key
socio-demographic and economic factors significantly
associated with contraceptive use were his age (P-value =
.000), education (P-value = .000), and type of employment
(P-value = .000).

Exposure to FP information variables significantly
associated with contraceptive use were heard FP on radio
in last few months (P-value = .000), heard about FP on TV
in last few months (P-value = .000), at health facility told
about FP (P-value = .000), and read about FP in a poster
last few months (P-value = .000).

On household decision making, key variables
significantly associated with contraceptive use were
person who usually decides on respondent’s health care
(P-value = .000), person who usually decides on large
household purchases (P-value = .000), and person who
decides on visit to family relatives (P-value = .000).

3.3 Multivariate Results

The association between contraceptive use and
independent variables established in section 3.2 above
thus, suggest implicit relationship dynamics between
contraceptive use and predictors which were further
explored by multivariate analysis. Table 3 below shows the
odds of married women using contraceptive in north-
eastern Nigeria according to their socio-demographic,
exposure to FP information, and household decision
making factors.

The benchmark for interpreting odds ratios in this
study is 1 such that odds ratios above 1 is termed more
likely than the reference category, and values less than 1 is
interpreted as less likely than the reference category. In
order to identify the most important determinants of
contraceptive use, and tease out direct and indirect
relationships, Model I only examined the relationships
between contraceptive use and socio-demographic factors,
Model II examined the relationship between contraceptive
use and exposure to FP information variables, while
Module III was on the relationship between contraceptive
use and household decision making indicators. Model IV
is the full model representation the relationship between
contraceptive use and all predictors with the aim of
identifying the most important predictors.

Owoloko And Oladosun

Table 3: The Odds of Married Women Using
Contraceptives by Predictors
Variable Model I Model IV

Odds | Sig.* | Odds | Sig.

SOCIO-

DEMOGRAPHIC

Age of Respondents

15-19 (ref) 1.00 1.00

20-24 291 157 | 2.36 437

25-29 2.49 232 | 1.08 944

30-34 3.14 149 | 841 .882

35-39 4.34 .067 | 1.03 .982

40+ 431 071 | 1.50 .736

State of Residence

Yobe 1.00 1.00

Borno 1.43 464 1.97 317

Adamawa 1.95 122 | 2.65 106

Taraba 4.60 .000 | 4.27 .017

Gombe 4.02 .001 | 523 .008

Bauchi 246 036 | 754 .001

Place of Residence

Rural 1.00 1.00

Urban 1.30 .295 1.04 921

Women'’s Education

No Education (ref.) 1.00 1.00

Primary 2.01 .003 | 1.57 214

Secondary /higher 2.38 001 | 1.74 176

Religion

Islam - Trad (ref.) 1.00 1.00

Christians 2.28 .000 | 1.93 .079

Wealth Index

Poorest (ref.) 1.00 1.00

Poorer .801 .384 924 .853

Middle 1.31 345 | 1.12 812

Richer 2.23 015 | 1.28 .637

Richest 4.28 .000 | 557 .006

Number of Co-Wives

No other wives (ref.) 1.00 1.00

One or more 1.01 980 1.29 403

Type of Employment

Not working (ref.) 1.00 1.00

Informal 1.75 .010 1.59 195

Formal 1.16 514 1.28 481

No of Living Children

1 or 2/None (ref.)

3-4 1.00 1.00

5+ 1.77 .024 | 318 .003
3.61 .000 | 9.33 .000

Husband’s Age

34 or younger (ref.) 1.00 1.00

35-49 .800 429 | 1.01 .980

50 or older .561 101 .710 .533

Husband’s Education

No education (ref.) 1.00 1.00

Primary 1.76 .039 | 1.45 387

Secondary 1.09 760 | 778 .557

Higher 2.29 005 | 1.75 .208
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Husband’s

employment

Informal/Not

working (ref.) 1.00 1.00

Formal 1.38 170 | 1.37 372
Model I, Nagelkerke R2 = 275 = 28%

EXPOSURE TO FP Model II Model IV
INFORMATION Odds | Sig. | Odds | Sig.
Heard about FP on

radio

No (ref.) 1.00 1.00

Yes 1.27 395 | 1.53 .230
Heard about FP on TV

No (ref.) 1.00 1.00

Yes 1.83 .043 1.54 257
At health facility told

about FP

No (ref.) 1.00 1.00

Yes 4.91 000 | 410 .000
Read about FP on

poster

No (ref.) 1.00 1.00

Yes 1.39 217 | 1.39 298
Model II, Nagelkerke R2 = .162 = 16%

HOUSEHOLD Model III Model IV
DECISION MAKING | Odds | Sig. | Odds | Sig.
Decision on health

care

Else (ref.) 1.00 1.00

Joint decision 661 | .094 | 139 | .381
Decision on large

household purchases

Else (ref.) 1.00 1.00
Husband/partner

alone 434 000 | 571 116
Decision on visit to

family /relative

Else (ref.) 1.00 1.00
Husband/partner 1.20 420 ] 2.02 .041
Model IV, Nagelkerke R2= 380 = 38%

* = statistical significantlevels i.e. .001, .01, .005

Logistics regression results in Model I, Table 3
showed that state of residence, respondent’s educational
level, religion, wealth status, type of employment, number
of living children and husband’s educational level had
significant relationship with contraceptive use, and the
odds were in the expected direction (explained variance =
28%). Results in Model II showed that indicators of
exposure to FP information that had significant
relationship with contraceptive use were; heard about FP
on TV last few months before the survey and told about FP
at heath facility (explained variance = 16%). And when
only household decision making variables were
considered, the only significant factor was person who
usually decides on large household purchases (explained
variance = 3%).

In Model 1V, all predictors of contraceptive use were
factored into the equation to determine direct and indirect
relationships. Results showed that only state of residence,
wealth status, number of living children, and told about FP

at health facility had direct relationships with
contraceptive use while wealth status was co-related with
it. Predictors that had indirect relationships with
contraceptive use were those that were significantly
related in Models I, II, and III but were not significant in
Model IV when all predictors were factored into the
equation.

Model IV explained more variance (38%) in the
relationship between contraceptive wuse and its
determinants, including variables in the model and those
not in the equation. Respondents in Bauchi state were over
seven times more likely to use contraceptive than their
counterparts in Yobe state, the reference category (P-value
= .001). Respondents in Gombe state were five times more
likely to use contraceptive than those in the reference
category (P-value = .008), and respondents in Taraba state
were four times more likely than the reference category to
use contraceptive (P-value = .017). On wealth status,
respondents in the richest category were over five times
more likely than their counterpart in Yobe state to use
contraceptive (p-value = .006).

Findings of this study showed that respondents who
had more living children used contraceptive more than
those who had none. Women who had five or more living
children were nine time more likely than those who had
none to use contraceptive (P-value = .000), and those who
had three or four living children were three more likely
than those who had none to use contraceptive (P-value =
.003).

With respect to exposure to FP information, results
showed that respondents who reported that they had
about FP at health facility were four time more likely to
use contraceptive than their counterpart who did not (p =
.000). On household decision making, respondents were
twice more likely to wuse contraceptive when
husband/partner decided visit of respondent to
family/relatives than the reference category (P-value =
.041). This relationship was not significant in Model III
when only household decision making variables were
considered thus, suggesting that decision on visit to
family /relative may be co-related with another variable in
Model IV.

4 DISCUSSION & CONCLUSION

Although evidence in the literature showed that socio-
demographic factors [25,26], exposure to FP information
[27], and household decision making factors [10,28] have
strong relationship with contraceptive use, this study
corroborates these evidence, and provides additional
information on the factors that have direct or indirect
relationships with contraceptive use. Thus, suggesting
which independent factors should come first in
prioritizing strategies for program intervention.

In order to increase contraceptive use among married
women in the north-east region of Nigeria where its use is
considerably low, it will be necessary for policy and
programs to be more strategic by categorizing factors
influencing use into primary and secondary based on the
strength of evidence provided by this study. In order to
increase uptake of contraceptive use, socio-demographic
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factors that should be considered first are; state of
residence, wealth status, and number of living children. It
is not surprising to have state of residence as a key factor
of contraceptive use considering the ethnic differences
across the states and by implication cultural differences as
well. Also, wealth status role in accessing contraceptives is
obvious considering transportation and monetary cost of
obtaining a contraceptive method [29,30], while number of
living children is adjudged a paramount factor in
contraceptive use especially in developing countries [31].
Other socio-demographic factors that may be considered
secondary based on evidence from this study are,
education, religion, type of employment, and husband’s
education.

Another primary factor important to contraceptive
use in the north-east region is access to FP information at
health facility. It seemed that women had more trust in
information obtained from health facility as they would
treatment or antenatal services from professionals usually
doctors [32, 33]. This factor need to be considered along
with the significant primary socio-demographic factors
mentioned above for maximum effects.

Other variables that had indirect effects on
contraceptive use and are thus, classified under secondary
influence were; exposure to FP information on TV, and
person who decides on large household purchases. A
factor termed as co-directly related with contraceptive use
was person who decides on visit to family/relative. This
factor is perhaps, strengthened by another factor since it
was not significant in the reduced Model III. Policy and
programming that considers these predictors prioritizing
into primary and secondary will increase contraceptive use
in the region.

ACKNOWLEDGMENT

We want thank the DHS Program for access to the data
analyzed and to Covenant University for proving the
necessary platform to do the study.
REFERENCES

[1] Population Reference Bureau, (2014). World
Population Bulletin, New York, www.pub.org.

[2] National Population Commission (NPC) [Nigeria] and
ICF International. Nigeria Demographic and Health
Survey 2013, 2014. Abuja, Nigeria, and Rockville,
Maryland, USA: NPC and ICF International.

[3] National Bureau of Statistics (2013). Nigeria
Demographic and Health Survey. Abuja, Nigeria:
National Population Commission.

[4] Igbodekwe, F.C., Oladimeji, O., Oladimeji, K. E,,
Adeoye, 1. A, Akpa, O. M., Lawson, L. (2014).
Utilization of Modern Contraceptive Among Women
of Child bearing Age in Resource Constraints Setting:
Evidence from 2008 National Demographic and
Health Survey in Nigeria. Journal of Health Science,
4(3), pp.72-78.

[5] Asiimwe, J. B., Ndugga, P., Mushomi, J., Ntozi, ].P.M.
(2014): Factors associated with modern contraceptive
use among young and older women in Uganda: A

comparative analysis. BMC Public Health 14: 926.

[6] Akpotu, N.E. (2005). Education as a Correlative of
Fertility Rate Among Families in Southern Nigeria.
The African Symposium: an online Journal of African
Educational Research Network, Vol. 5 No.2, pp 4-15.

[7] Palamuleni, M.E. (2013). Socio-Economic and
Demographic Factors Affecting Contraceptive Use in
Malawi. African Journal of Reproductive Health 17(3):
91-104.

[8] Kamal, Mostafa S.M. (2009). Contraceptive Use and
Method Choice in Urban Slum of Bangladesh.
International ~Conference on Family Planning:
Research and Best Practices, 15-18 November 2009.

[9] Cochrane, S.H. (1979). Fertility and Education: What
Do We Really Know? The Johns Hopkins University
Press, Baltimore and London.

[10] Unumere G., Ishaku, S., Ahonsi, B., and Oginni, A.
(2015). Contraceptive Use and its Socio-Economic
Determinants among Women in North-East and
North-West Region of Nigeria. African Population
Studies, 29(2).

[11] Bankole, A., and Singh, S. (1998). Couples’ Fertility
and Contraceptive Decision-Making in Developing
Countries. Hearing the main voice. International
Perspective on Sexual and Reproductive Health, 24(1).

[12] Agadjanian, V. (2005). Reproductive Intentions and
Contractive Choices in sub-Sahara fertility transition.
Population Research and Policy Reviews, 24(6), pp
617-645.

[13] Audu B., Yaya S., Geidama A., Abdusalami H., Takai I
and Kyari O. (2008). Polygamy and the Use of
Contraceptives. International Journal of Gynecology
and Obstetrics 101(1), 88-92.

[14] Nwakeze, N. (2010). Gender and Labor Force
Participation in Nigeria: Issues and Prospects.
International Journal of Research in Arts and Social
Sciences, Vol 2, 2010, pp 477-492.

[15] Nyauchi B. and Omedi, G. (2014): Determinants of
unmet need for Family Planning Among Women in
Rural Kenya. Supplement on Demographic and
Health Surveys in Africa, 28(2).

[16] Isiugo-Abanihe, U.C. (1994). Reproductive Motivation
and Family Size Preferences Among Nigerian Men.
Studies in Family Planning 25(3), pp 149-161.

[17] Omondi O. (1997). Men’s participation in family
planning decision in Kenya. Population Investigation
Committee, 51(1).

[18] Kamal, M.SM. and Hassan, H.C. (2013).
Socioeconomic Correlates of Contraceptive Use among
the Ethnic Tribal Women of Bangladesh: Does Sex
Preference  Matter? Journal of Family and
Reproductive Health, 7 (2), June.

[19] Mohammed, S. (2001). Personal Communication
Network and the Effect of Entertainment Education
Radio Soap Opera in Tanzania. Journal of Health
Communication, 6(2), 137-154.

[20] Westoff, C.F., and Rodriguez, G. (1995). The Mass
Media and Family Planning in Kenya. International
Family Planning Perspectives. 21(1):31-36.

[21] Piotrow, P.T., Rimoh, J.G., Winnard, K., Kincaid, D.L.,,
Huntington, D., and Convisser, ] (1990). Mass Media

23



Proceedings Of ICGET 2018

Owoloko And Oladosun

Family Promotion in Three Nigeria Cities. Studies in
Family Planning 21(5), 265-274.

[22] Undelikwo, V.A., Osonwa, O.K., Ushie, M.A., and
Osonwa, R.H. (2013). Family Planning Behaviours and
Decision-making Among Couples in Cross River State,
Nigeria. International Journal of Learning and
Development, Vol 3, No. 1.

[23] Bamikale, J.P. (2000). Spousal Communication and
Contraceptive use among the Yoruba in Nigeria.
Population Research and Policy Review, 19: 29-45.

[24] Akinyemi, A., Adedini, S., Hounton, S., Akinlo, A,
Adedeji, O., Adonri, O., ... Barros, A. J. D. (2015).
Contraceptive use and distribution of high-risk births
in Nigeria: a sub-national analysis. Global Health
Action, 8,10.3402/ gha.v8.29745.
http://doi.org/10.3402/gha.v8.29745.

[25] Adebowale (2013). Contraceptive use among Nigeria
Women with no fertility infections: Interaction amid
potential causative factors. African Population
Studies, 27(2).

[26] Orubuloye and Caldwell (1992). Fertility Decline in
Africa: A new type of transition. Population and
Development Review, 18(2).

[27] Odimegwu, C.O. (1999). Family Planning Attitudes
and Use in Nigeria. A Factor Analysis. International
family planning perspectives, 25(2), pp. 86-91.

[28] Makinwa-Adebusoye and Katz, M. (1997).
Reproductive Decision-making in Nigeria. Africa
Population Studies, 12(1), pp 89-108.

[29] Adebowale AS, Gbadebo B and Afolabi FR. (2016)
Wealth index, empowerment and modern
contraceptive use among married women in Nigeria:
are they interrelated? ] Public Health. 24:415. 15.

[30] Adebowale SA, Adedini SA, Ibisomi LD and
Palamuleni ME. (2014) Differential effect of wealth
quintile on modern contraceptive use and fertility:
evidence from Malawian women. BMC Women's
Health. 14:40.

[31] Bankole, A. and Audam, S. 2011. Fertility preferences
and contraceptive use among couples in sub-Saharan
Africa. African Population Studies. 25 (2): 556-578.

[32] Oladosun, M. 2016. Report on Qualitative Assessment
of Community Knowledge, Perceptions, Practices, and
Barriers to Malaria Prevention Services for Pregnant
women in Zamfara and Kebbi States, Nigeria. FHI360
and USAID/Nigeria.

Humid, S. and Stephenson, R. 2006. Provider and Health

Facility Influences on Contraceptive Adoption in Urban

Pakistan. International Family Planning Perspectives. 32

(2): 71-78.

24



