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Background: Contraceptive use in Nigeria has been consistently low despite its many benefits and several efforts by government and development partners to increase its uptake. According to the Nigeria Demographic and Health Survey, the use of any modern method staggeringly increased from 4 to 12% over 28 years (1990–2018). Studies have identified factors at the individual, household, and societal levels that affect contraceptive use. While studies have also shown that decisions such as contraceptive behavior and acquisition of family skills may vary according to the individual or societal factors, there is a dearth of knowledge on how household structure and composition influence contraceptive use in Nigeria. This article seeks to contribute to the body of knowledge by exploring contraceptive use within the household context.

Method: We used data from the 2018 Nigeria Demographic and Health Survey to examine the relationship between household structure and contraceptive use. We excluded pregnant and non-married women at the time of the survey from the sample and used multinomial regression analysis to examine the likelihood of using traditional or modern methods of contraception.

Results: Results show that having a large household size, and the presence of multiple wives in the household significantly reduces the likelihood of using any method of contraceptive. The result further shows a significant association between household wealth index and contraceptive use as the use of any method increases with household wealth index, with those from richest households being twice as likely as their counterparts in the poorest households to use traditional methods (OR:2.02, p < 0.05). Also, women living in households headed by older men (25 and above), households with under 5 children, and those living in rural areas have significantly reduced likelihood of using any method.

Conclusion: This study highlights the dynamics of contraceptive use among married women considering household composition. While our study serves as a primer to understanding contraceptive use in households where a woman and her spouse are usual household members, improved family planning interventions to increase uptake through demand creation will require deeper and more comprehensive work to understand the dynamics among women in more complex household settings.
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INTRODUCTION

Family planning is a cost-effective means of reducing maternal morbidity and mortality and achieving sustainable development goals (SDGs) (1–3). However, its use, especially in low and middle-income countries (LMICs), is limited. In the last decade, there has been a rise in modern contraceptives, but still, the number of unmet modern contraceptive needs among women is high (1). In 2019, about 218 million women (about 28%) in developing countries who wanted to prevent pregnancy were not using modern contraception (4, 5). For example, in Nigeria, the unmet need for contraception among currently married women was 19% and 48% among sexually active unmarried women (6). Over the last decade, increased investments in family planning programs increased the rate of contraceptive use from 19 to 62% in developing countries and contributed to an estimated 75% decline in fertility rate (7). However, despite investments and evidence supporting contraceptives, gross inequalities in contraceptive use between and within countries still exist, with rates lowest in LMICs.

Contraceptive use, especially of modern methods is a proven means to reducing maternal and child deaths. It is estimated that about 30% of maternal deaths and 90% of induced abortion-related maternal deaths could be prevented if all women who desired to use contraceptives had access to them (6–10). Additionally, contraception makes significant contributions to reducing infant, neonatal and under-five mortality (7, 10). It is estimated that about 1.8 million child deaths could be averted in developing countries if there is a three-year interval between all pregnancies (11). If children were spaced by a gap of at least 2 years, the infant mortality rates would decrease by about 10% and child mortality by 21% (12). Thus, improving the uptake of contraceptives among women, especially in countries like Nigeria with high maternal and childhood deaths, could significantly improve maternal survival.

Nigeria is the seventh most populous country globally, with an estimated population of about 206 million and an annual population growth of about 2.5% (13). The country's rapid population growth is attributed to a high total fertility rate (TFR) of 5.3 (compared to 2.3 globally) children per woman (13, 14). The high total fertility rate in Nigeria has negative consequences for families and the country. Studies show that by reducing fertility rates, countries reap demographic dividends with the consequent potential of reducing poverty and boosting families' and societies' economic growth and well-being (15). For instance, it is estimated that a reduction in fertility by one child per woman in Nigeria would lead to a 13% increase in GDP per capita within 20 years (16). To achieve demographic dividends and health benefits of contraceptive use, countries must increase their contraceptive prevalence rates. However, the low contraceptive prevalence rate (CPR) in Nigeria persists, stagnating at 17% among currently married women, a rate much lower than the average CPR (36%) in Africa (17). In Nigeria, variation in CPR exists across the country's regions and by sociodemographic characteristics like education, income quintiles, religion, and cultures (17).

Several factors affect contraceptive uptake among women. These include individual-level factors, such as fertility preferences, male child preference, educational level, and exposure to media (6, 18). Also, household or family-level factors such as spousal communication on family planning and autonomy (6, 18) have been associated with contraceptive uptake. Religion and cultural norms at the community level have also been known to influence family planning (6, 18). At the system level too, factors like access to the health facility, availability of methods, and cost of contraceptives influence uptake of family planning methods (6, 18).

In developing countries, the household structure is influenced by religious, cultural, and societal norms (4, 19). These norms vary widely within and between societies due to widespread ethnic diversity, strongly influencing individual choices and behavior. In varying degrees, polygynous unions seem to be the norm in most African societies with about 45% to 55% of women live in polygynous family settings (20, 21). Studies on the effect of family structure on reproductive health and family outcomes show that type of marriage has varied effects on reproductive health. Being in a polygynous union was found to reduce contraceptive use among women in Nigeria (22, 23). Additionally, studies show that the higher the number of living children in a family, the less likelihood of contraceptive use (22, 23). In other settings intrafamilial power dynamics were also found to play a major role in determining the likelihood of contraceptive use. The presence of mothers-in-law in the household for instance was found to influence contraceptive use and other maternal health decisions in places like India, Bangladesh and Mali (24–26).

While studies have shown that decisions such as contraceptive behavior and acquisition of family life skills may vary according to the individual or societal factors, there is a shortage of knowledge on how household structure and composition influence behavior such as contraceptive use in Nigeria. This article seeks to contribute to the body of knowledge on contraceptive use by exploring contraceptive use within the household context. This knowledge will help program implementers to consider contextual household-level factors during the design and development of family planning programs and Social and Behavioral Change Communication interventions.



METHODS

We used data from the 2018 Nigeria Demographic and Health Survey (NDHS) to examine the relationship between household structure and contraceptive use. The study utilized data extracted from the persons' recode (household data) and the individual recode (Women data) files of the 2018 Nigeria Demographic and Health Survey (NDHS). The sampling frame for the survey was the list of enumeration areas (EAs) prepared for the 2006 Population and Housing Census of Nigeria, provided by the National Population Commission. The sample was selected using a stratified two-stage cluster design consisting of 1400 clusters with enumeration areas (EAs) as the primary sampling units for the first stage. A sample of 42,000 households was selected for the survey, with a 99.3 and 99.5% response rate in urban and rural areas, respectively.

For this study, we only included women whose husbands were reported to be the household heads or who were household heads themselves. Also, we excluded unmarried and currently pregnant women from the study sample. Unmarried women were excluded because the types of household composition that are important to the study, most especially those defining a woman's relationship with her partner's family members, could not be established with the available data. In the same vein, currently, pregnant women were excluded because they are not expected to be using contraception at the time of the survey. Eligible women were thereafter linked across the household file, thus creating a new dataset for the study, with a total of 21,467 married women who were either household heads or spouse to the head of the household, to be able to measure how the presence of in-laws and other relatives in the household affect the use of contraceptives. We examined the relationship between the current use of any method of contraception and household variables such as household structure and composition, physical facilities, characteristics of the head of household and adjusted for the individual woman characteristics. We modeled the outcome using multinomial logistic regression.


Variable Measurements

Outcome variable: The outcome variable for the study was current contraceptive use. This was defined as the use of any form of contraception at the time of the survey by married women 15–49 who are not currently pregnant and had at least a child. The variable was categorized into three; not using any method categorized “0,” using any traditional method “1,” and using any modern method “2.” We measured the outcome variable as a nominal variable, thus assuming that no category is greater in importance than the other. We then used multinomial logistic regression to predict the probabilities of the different possible outcomes of using a traditional method or a modern method. The use of any modern methods was defined as the use of one of the following methods: female sterilization, male sterilization, pill, intrauterine contraceptive device (IUD), injectables (Depo-Provera), implants (Norplant), female condom, male condom, diaphragm, contraceptive foam and contraceptive jelly, lactational amenorrhea method (LAM), standard days method (SDM). The use of any traditional method, however, implies the current use of one of the following methods: periodic abstinence (rhythm, calendar method) and withdrawal (coitus interruptus).

Explanatory variables include household composition, physical facilities, and women's individual characteristics. Household composition measures household demographics such as the: i) presence of children below age 5 (1 if yes and 0 otherwise); ii) number of male children; iii) co-residence with in-laws (brothers, sisters, and/or parents of the partner): iv) older household heads than respondents (1 if yes, 0 otherwise); v) presence of co-wives and vi) household wealth index (quintiles). Women's individual-level factors were used as the intervening variable and include age, education, number of children, decision-making power, number of male children, presence of co-wives, and employment status.



Statistical Analysis

Univariate analysis involving frequency and percentage distributions was used to report the prevalence of contraceptive use and household characteristics of respondents. Chi-square test of association and multinomial logistic regression was utilized to examine the statistical associations between the outcome and the explanatory variables at 95% confidence intervals. Multicollinearity was evaluated with simple correlations among the independent variables. The multivariate model examined the relationship between selected household variables, woman individual-level variables, and the current use of any method. All analyses were done using STATA software version 16.1.




RESULTS


Description of Respondents' Household and Background Characteristics

Table 1 presents the description of the respondent's household characteristics. The results show that two-thirds of the households were headed by men 25–49 years (67.2%), while 32.7% of household heads did not have any education. About 8 in 10 households had at least one under-5 child. Almost half of the households had a minimum of 5 members with slightly above one-quarter (26.6%) of household heads having multiple wives. The extended family living arrangement in which an in-law lives with the family was not widespread as only 5.3% reported living in households with such living arrangements. There were more women in rural households compared to those in urban (60 vs. 40% respectively).


Table 1. Description of the household characteristics of the study sample.
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The results in Table 2 further show that almost half of the women had no education (46.9%). While only 5.2% had never given birth, 42% of the women had 4 or more children. About 72% of women in the sample reported that they made decisions alone regarding their earnings and 19.9% made this decision jointly with their spouse. Involvement in domestic decision-making was low as 37.3 and 16.5% of women were not involved in decision-making at all or had low decision-making power respectively. Seven in ten women were working while 32.1% had their co-wives present in their household. Only 14% of women in the sample used a modern method of contraceptive.


Table 2. Percentage distribution of women by background characteristics.
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Respondents' Contraceptive Behavior by Household and Individual Characteristics

The results in Tables 3, 4 show the distribution of women's contraceptive use by household and individual characteristics, respectively. Although contraceptive use was generally low among the study sample, the household variables considered in this study significantly affect both use and type of method. As shown in Table 3, contraceptive use was significantly associated with selected household characteristics (p < 0.001). The proportion of women in large households (5 or more) using modern contraceptives was slightly higher than those who used traditional methods, while those in polygamous households using modern method is almost twice those using traditional method (12.3 vs. 6.9%). Use of any method increased significantly with wealth quintile, age, and level of education of household heads (up to secondary school). Place of residence and presence of under-5 children were also significantly associated with contraceptive use.


Table 3. Bivariate analysis of women's household characteristics and contraceptive use.
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Table 4. Bivariate analysis of women's individual characteristics and contraceptive use.
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Women's individual characteristics were also significantly associated with contraceptive use (Table 4). The percentage of women in older age groups who were using modern (41.8% among 25–34 years and 47.1% among 35–49 years) or traditional methods (41.3% among 25–34 years and 50% among 35–49 years) was higher compared to younger women. Contraceptive use of any type increased with the level of education up to secondary school and is highest among women who had 1–4 children (62.2% for traditional methods, and 56.2% for modern methods). Contraceptive use was significantly higher among women who made decisions alone regarding their earnings (55.8% for traditional method, 65.4% for modern method), and those who jointly decided with their spouse (37.6% for traditional method, 28% for modern method) compared with those who were not involved in deciding how money was spent. Likewise, the percentage of women who used contraception was highest among those whose participation in decision-making was high. Women who are in polygamous unions (other wives present) reported less use of any method, while those with no male child have significantly higher rate of non-use of any method compared with those who have at least 1 male child.



Results of Multivariate Analysis

Table 5 presents the results of multinomial regression estimating the likelihood of using the traditional (model 1) or modern method (model 2) vs. not using any method in relation to women's household characteristics. The result shows that while having a large household size significantly increased the likelihood of using any method, the presence of multiple wives significantly reduced use of any method of contraception. The result also shows a significant association between household wealth and contraceptive use. Use of any method increased with household wealth, with those from the richest households being thrice as likely to use the modern method (OR:3.15, p < 0.05) compared to those from the poorest. Women living in households headed by older men (25 and above), households with under five children have a higher likelihood of using either the modern or traditional method. Those living in rural areas had a significantly reduced likelihood of using any method. As the education of the household head progresses, it increases the likelihood of a woman using a modern method and reduces the likelihood of using a traditional method.


Table 5. Multinomial logistics regression reporting adjusted odds ratio for household composition variables and method use.
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Table 6 shows the results of multinomial logistic regression analysis estimating the effect of individual women's characteristics on contraceptive use. Two models are presented in the table. Model 3 presents the adjusted odds ratio of respondents using a traditional method compared to those not using at all, while model 4 presents the adjusted odds of using a modern method compared with not using any method. The result shows that the odds of using any method is significantly higher at older ages compared to the reference group, and then reduced later with age (OR: 1.58, p < 0.001 for 25–34; and OR: 1.45, p < 0.05 for 35–49) for traditional methods. The same pattern is observed for modern methods (OR: 1.31, p < 0.01, and OR: 1.09, for 25–34 and 35–49 respectively). On the contrary, the odds of using any method increased with levels of education among the women. Although the likelihood of contraceptive use increased with the number of children a woman had, the relationship is not significant among those who used traditional methods. The likelihood of using a traditional method was significantly higher among women who reported that someone else decided on their earnings for them (OR: 14.58, p < 0.05) and significantly lower among women using modern methods who reported joint decisions regarding earnings (OR: 0.00, p < 0.05). Contraceptive use, especially traditional methods, increased significantly with an increase in woman's participation in household decision-making. Women with low or middle-level participation in the household decision are twice more likely to use any method. Examining the effect of having a male child on the use of contraceptives, women with at least a male child are more likely to use either modern or traditional methods, while the odds increase as the number of male children per woman increases.


Table 6. Multinomial logistics regression reporting adjusted odds ratio for women's individual variable and method use.
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DISCUSSION

The government of Nigeria and development partners in the country are making efforts to address supply-side issues related to contraceptive use and ensure that it becomes more widely acceptable both for spacing and limiting the number of children among women of childbearing age. Studies have shown however that demand-side challenges for family planning persist across the country and may be more difficult to tackle (27–32). This article is an attempt to contribute to the body of knowledge in identifying some household characteristics that may contribute to the demand-side challenges for family planning acceptance and use. The study found that the educational level of a household head is significantly associated with contraceptive use. Likewise, a woman's level of education increases the likelihood of using any method of contraception. The likelihood of using a traditional method increases more among women than the use of a modern method. Education and autonomy (measured in terms of a woman's level of participation in household decision-making) were both found to have positive effects on contraception. In this study, the level of participation in decision-making is significantly associated with contraceptive use and women who participate more in decision making are likely to use a traditional method. The study further found that the presence of other wives in the household significantly reduces contraceptive use. It is common practice that in a polygamous household, women compete among other things for their husband's attention. They also compete to have the highest number of children especially male children as this may indicate their right-standing in the husband's family. Hence, women in polygamous households who have not met their fertility goals or desires may not use contraception of any type. Audu et al. found these assertions to be true in their study population where they found that women in polygamous households were significantly less likely to use contraception if they are 35 years or more, have no male child, have 3 or more daughters, or live in rural areas (33). Similarly, Adewole et.al. also identified polygamy as one of the factors influencing fertility and contraceptive use (34).

The presence of in-laws in the study population's households significantly reduces the use of either the traditional or modern contraceptive methods. This finding is an indication that the extended family system which is common in many developing countries including Nigeria may have a strong influence on reproductive health decision-making such as the use of contraception. Mothers and mothers-in-law are strongly believed to influence fertility decisions as their presence may put pressure on their daughters or daughter-in-law in different ways (35–37). This is especially likely when a couple does not have any male children yet. In settings such as India, the presence of mother-in-law has been found to have mixed effects on contraceptive use. For example, Char et al. found that although mothers-in-law have a strong influence on family decisions regarding activities, they do not have a similar influence on the use of family planning among the young couple they studied in a rural Indian community (26). In Nigeria, there is a dearth of knowledge on how the extended family influences the reproductive decisions of married men and women. Family size is known to affect contraceptive use, especially in LMICs. Women who already have their desired number of children, and those who are satisfied with the sex composition of their children are more likely to use contraception (38, 39). In our study, however, we found that living in large households (more than 5 persons) significantly reduces contraceptive use. This finding requires further research. Finally, the study also found that being involved in decision-making about how to spend earnings is significantly associated with contraceptive use.



CONCLUSION

This study highlights the dynamics of using traditional and modern contraceptive methods among married women living in households whose compositions are somewhat complex. While our study serves as a primer to understanding contraceptive use in households where a woman and her spouse are usual household members, improved family planning interventions to improve uptake in terms of demand creation will require deeper and more comprehensive work to understand the dynamics among other women in other types of more complex household settings.


Program/Policy Implication

This knowledge is useful in designing family planning programs and SBCC considering contextual household-level factors.



Limitations to the Study

The sample was limited to women who are heads of households or married to the household head. Thus, unmarried sexually active women in the sampled households were excluded. Given the contributions of unmarried sexually active women, especially adolescents to the high fertility regime in Nigeria, and the social and cultural norms that discourage contraceptive use by this population subgroup, it will be interesting to understand how household structure affects their contraceptive behavior.
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