Chapter One
Introduction

1.1 Background to the Study

Contraceptive use plays a critical role in promoting maternal and child health. It empowers
women to make informed decisions about their reproductive lives, spacing of pregnancies, and
overall well-being. In many countries, including Nigeria, unintended pregnamgies Yand

inadequate contraceptive use remain major public health challenges'. Unplajegnancies

can lead to adverse health outcomes for both the mother and the child, 1 ing increased
maternal and infant mortality rates'. In many countries, materna\@al y has persisted as a
serious issue. About 295,000 women worldwide do not su\"@egnancy-related diseases !.
At 500 per 100,000 live births, Sub-Saharan Africa @16 highest maternal death ratio
worldwide!. Nigeria's maternal mortality rate was estigaated at 917 per 100,000 live births; it

increased by nearly 14% in 2020 to reach 10 sh.

Military populations, in general, ham@SZd vulnerability to unwanted pregnancy and HIV
infection, compared to the ge @Vﬂian populations®. Several factors place men and women
in military services at inéd risk of unwanted pregnancy and HIV infection®®. Nigerian
military personnek, {@ ost militaries are in the most sexually active age group (15 to 35
years) and us@t greatest risk of unwanted pregnancy amongst other Sexually Transmitted
Diseases )*. Since they are regularly away from home for long periods, away from their
r&a} sexual partners, many of them engage in risky behaviors as a means of relieving the
tension of loneliness and stress*. In addition, the occupation gives them a sense of

invulnerability and exposes them to alcohol and drug consumption and commercial sex

workers®.



Risk factors among the military also include high rates of sexual partner change, elevated rates
of STDs, low rates of condom use with commercial sex workers and other casual partners, and
significant mixing between groups having high and low-risk behavior patterns>. However, the
nature of military service often imposes distinct challenges and circumstances that may
influence reproductive health decisions, including contraceptive use. Several identified
contextual factors that contribute to shaping contraceptive uptake among military persé%vl in
Nigeria include socio-demographic characteristics, knowledge, attitudes eliefs,
accessibility, and availability of contraceptive services, organizational polic@ltural norms,

gender dynamics, stigma and discrimination, reproductive health fﬁ&ﬁon and promotion

amongst other factors 121314, 5

In Nigeria, females constitute 6% to 10% of the mi and are exposed to the same,
sometimes even greater, pressure as men to enter imbg/casual sexual relationships®. Despite
awareness of condom efficacy, most fem’q{&g erally find it difficult to use condoms
consistently because of the power imba or other dynamics operating in their relationships
with males ’. Studies comparing @m use among women who had access to both male and
female condoms and thos@a cess to male condoms alone have shown that female condom
availability does iqc&iﬂprotection‘ ! In an intervention study to evaluate the effectiveness of
a situationally-@xlIV risk-reduction for the Nigerian uniformed services, it was noted that

at baseline,@é of the participants reported that they had not thought of using condoms with

tl}{;%du‘?;artnersz

Inconsistent condom utilization among other contraceptive use is high in Nigeria®. For instance,
a large number of the people in Nigeria including; military personnel and police force, did not
use condom during sex with non-regular partners®. In particular, a study reported that a
considerable proportion of Nigerian military staff had multiple sexual partners with lower

levels of condom utilization with non-regular sexual partners’. Negative attitudes toward using
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contraceptive tend to be associated with higher rates of sexual risk °. Little has been written
about the factors that influence contraceptive use among military personnel. Understanding
factors associated with safer sexual practices and contraceptive use among military personnel

is considered a vital component of HIV/STD prevention strategies’.

Globally, recognizing the impact of unintended pregnancies on the operational readingss of
armed forces has led to increased emphasis on tailoring reproductive health initi&%\he
unique needs of military populations °. At the national level, Nigeria h actively
promoting family planning as a crucial element of its healthcare strategy. ver, there is a
noticeable gap in research concerning the factors influencing ¢ ceptive uptake among
military personnel, a demographic that operates within d%ﬂctive organizational and
operational context. The Nigerian military, comprisin e branches and ranks, functions

within hierarchical structures, rigorous training schediMe$, and deployments that can extend for

prolonged periods. é@

The uptake of modern contraceptig@%outhwest Nigeria is significantly influenced by a
combination of cultural and ie@s beliefs, levels of awareness and education, accessibility

and availability of contr ive methods, perceptions and stigma within the military

community, and the@es and programs implemented by military healthcare services”*%1°,
The diversg ¢ 1 and religious landscape of the region often shapes attitudes towards
contracegtiyelise, while the varying levels of knowledge about contraceptives among military
p@qe{ affect their willingness and ability to use these methods. Accessibility to a range of

contraceptive options within military health facilities, coupled with the stigma that may be

associated with their use, especially among unmarried personnel, further impacts uptake'®.



Understanding the dynamics of family planning choices within this unique environment is
imperative for designing interventions aligned with national reproductive health goals and
tailored to the specific circumstances of military life. Despite contraceptive accessibility and
its promotion for the use in the prevention of unwanted pregnancy and STIs, the use of
contraceptive is still too low in Nigeria, particularly among military personnel'®. This study,

therefore, investigated contextual factors influencing modern contraceptive uptakeﬁ%gng

QO

1.2 Statement of Problem
In Nigeria, the military demographic faces a multifaceted challeding contraceptive

military personnel in Southwest, Nigeria.

uptake®!°. Despite awareness of condom efficacy, entrenche dynamics and relationship
complexities often impede consistent usage, particula@‘nong female service members.
Studies have indicated that the availability of fe condoms could bolster protection;
however, baseline assessments reveal a cc?qémi g disregard for condom use with casual
partners among military personnel. Inc%}%ﬂ condom utilization persists across the military,
with a glaring absence of con'd@usage during intercourse with non-regular partners,
exacerbating the risk of u@%pregnancies and sexually transmitted infections (STIs)’.

Furthermore, prev.ai@negative attitudes toward contraception among military personnel
correlate with @Rd sexual risk-taking behaviors’. Yet, there exists a glaring research gap
concemir‘%‘@factors that influence contraceptive utilization within military contexts. This
k Wl@e deficit hampers the development of targeted interventions essential for enhancing
HIV/STI prevention strategies and promoting reproductive health among military personnel.
Globally, the acknowledgment of unintended pregnancies' detrimental impact on armed forces'
operational readiness underscores the imperative of tailored reproductive health initiatives.
Despite Nigeria's national family planning advocacy efforts, the persistently low contraceptive

uptake among military personnel underscores the urgent need for robust research endeavors



attuned to the distinctive organizational and operational dynamics of the military

environment'!.
1.3 Justification of Study

The potential impact of unintended pregnancies on operational readiness within the military
underscores the critical need for understanding the factors influencing contraceptive usg. By
identifying and addressing these factors, the study seeks to mitigate potential dismﬁ‘%s to the

optimal performance of military personnel in their duties. ( I

Understanding military personnel’s contraceptive use barriers -and “heir perception on
contraception can help us understand why they aren’t using t ceptive methods that are

accessible. As a result, it could be a reasonable next step@e planning and design of various

programs to assist this group of persons in making use of contraceptive services.

Furthermore, the current lack of research sp.eéoa;y addressing contraceptive uptake among
military personnel in Nigeria presents @'&}eworthy gap in knowledge. This study aims to fill
this void, contributing to the [ %er understanding of reproductive health within this

demographic and providin@%ation for evidence-based policies and interventions.

1.4 Aim and Ob:’égé@ Of the Study

This studyaexammirfed contextual factors influencing modern contraceptive uptake among

milita\g@onnel in Southwest, Nigeria.
Mectives are to:

1. Determine the level of contraceptive use among military personnel in Southwest,
Nigeria.
2. Examine the knowledge of contraceptive use among military personnel in Southwest,

Nigeria.



Examine the perceptions of military personnel in Southwest, Nigeria towards the use
of contraception.

Document the obstacles faced by military personnel in assessing contraceptive methods
among military personnel in Southwest, Nigeria.

Identify contextual factors influencing the uptake of contraceptives among military

personnel in Southwest, Nigeria. 4

Explore the perceptions towards contraception among military personneli hwest,

Nigeria. ‘ )

1.5 Research Questions &

1.

2.

What is the level of contraceptive use among military per Qin Southwest, Nigeria?

What is the extent of knowledge of contracep@xse among military personnel in

Southwest Nigeria? Q

What are the perceptions of military p@nel in Southwest Nigeria toward the use of

contraception? @\

What obstacles do milita@%onnel face in accessing contraceptive methods in

Southwest Nigeria?Q’Q
What contextual factors significantly influence the uptake of contraceptives among

milita &@h in Southwest Nigeria?

HGS;) military personnel in Southwest Nigeria describe their perceptions and lived

@ériences regarding the use of contraceptives?

Research Hypotheses

Hol: There is no significant level of contraceptive use among military personnel in

Southwest Nigeria.

Ho2: Military personnel in Southwest Nigeria do not possess a significant level of

knowledge about contraceptive use.



Ho3: There is no significant relationship between military personnel’s perceptions and
their use of contraception in Southwest Nigeria.
Ho4: There is no significant relationship between the obstacles to accessing contraceptive
methods and the use of contraception among military personnel in Southwest Nigeria.
Ho5: Contextual factors (such as age, marital status, education, rank, and religion) do not
significantly  influence the uptake of contraceptives among A%ary
personnel in Southwest. OQ
1.7 Significance of Study Q
The study make substantial contributions to the improvement of re ive health outcomes
within the military community. By identifying the barriers an 1tators to contraceptive
utilization, the research endeavors to create an infom@nd supportive environment that
empowers military personnel and their families@ake well-informed family planning
choices, thus enhancing overall well-being. |
Furthermore, the findings of this stud&% significant weight in the realm of policy
development. Armed with a nua,nq@%ﬁerstanding of the factors influencing contraceptive
uptake, policymakers cﬁ@k}ate evidence-based strategies and interventions that

specifically cater to the 3niq ¢ needs and challenges faced by military personnel. This, in turn,
has the potentitb\ét

military set@
1.8 SCQJ%‘ Study

ef a more conducive environment for reproductive health within the

TMpe of this research is designed to investigate and analyze the proximate factors and
challenges influencing contraceptive uptake among military personnel in Southwest, Nigeria.
The study will be conducted across selected military bases and units within southwest,Nigeria,
ensuring representation from diverse regions to capture a comprehensive understanding of the

reproductive health dynamics in the Nigerian military.



The primary focus of the study was on active-duty military personnel, encompassing both
enlisted and officer ranks. This inclusive approach ensures a comprehensive representation of
the military population, allowing for a nuanced exploration of the factors influencing family
planning choices across different ranks and roles within the armed forces. The study
specifically delves into the perceptions towards contraception, level of contraceptive use,
obstacles faced by military personnel in accessing contraceptive methods and the inﬂd%ev of
the military environment on the uptake of contraceptive OQ

1.9 Operational Definition of Terms Q
Contraceptive Uptake: The proportion of military personnel actjvely using any form of
contraceptive method, including but not limited to oral contrace Q, condoms, intrauterine
devices (IUDs), or other medical and non-medical far@;la ning approaches, during the
specified study period. Q

Military Personnel: Active-duty members q{i Nigerian Armed Forces, including both
enlisted and officer ranks, representing \&@§branches such as the Army, Navy, Air Force,
and other specialized units. The spopé@udes individuals currently serving within the military
during the study period. 'Q\

Proximate Factors: Im Q: and direct influences or determinants that impact the decision-
making proces .Qﬂi ry personnel regarding contraceptive use. These factors include
knowledge,g@c’esmbility, affordability, and awareness of contraceptive methods.

Chall%@.‘ Obstacles and difficulties faced by military personnel in the process of accessing,
awg, or consistently using contraceptive methods. Challenges which encompass social,
cultural, organizational, or logistical barriers.

Military Environment: The encompassing context within which military personnel operate,
characterized by hierarchical structures, training schedules, deployment patterns, and other

unique organizational features specific to the armed forces.



Attitudes, Beliefs, and Perceptions: Individual and collective opinions, convictions, and
cognitive frameworks held by military personnel regarding contraception. This term includes
exploring positive or negative sentiments, cultural influences, and personal convictions related
to family planning.

Family Planning Choices: The range of decisions and actions taken by military personnel to
regulate the number and spacing of children within their families. This term encompéé;the

utilization of various contraceptive methods or other family planning approa<®§achieve

reproductive goals. < )
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Chapter Two
Literature Review

2.1 Introduction

This chapter reviews relevant literature on contraceptive use, knowledge, perceptions,
obstacles, and contextual factors influencing the uptake of modern contraceptive methods, with
a focus on military personnel in the Southwest geopolitical zone of Nigeria. Thﬂﬁ%ew
synthesizes theoretical, conceptual, and empirical perspectives to provide a fo %for the
study and to identify gaps that this research seeks to address. Although contr@ive awareness

‘&eveloping contexts,

d by a combination of

has improved globally, utilization rates remain suboptimal in

including Nigeria. Studies consistently report that uptake is a
individual, interpersonal, institutional, and socio—cultur@to s, which are often shaped by
the broader policy and service delivery environm@\ military populations, these factors
interact with the unique structural and cultura mics of the armed forces, creating distinct
challenges and opportunities for contrace&@ use.

2.2 The Conceptual Framework 46

2.1.2 Contraception 'Q\

Contraception is the in Qﬂ avoidance of conception through the use of various tools,
sexual behaviors? .ﬁéd es, medications, or surgical techniques'. So, a contraceptive can be
defined as @ method or tool used to prevent a woman from getting pregnant. Effective
contra@bﬂ offers ample freedom to have children when desired and allows a couple to enjoy
awcal relationship without worrying about an unintended pregnancy in any social setting?.

2.1.3 Benefits of Contraception

One of the most economical investments a nation can make in its future is contraception?. It
offers a wide range of potential advantages, including those for women's empowerment,

maternity and child health, economic growth, and education. The majority of married or in a
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union, women in the reproductive age range (15-49 years) take contraceptives practically
everywhere in the world. 63% of these women used some sort of type of contraception globally
in 2017. While less than 25% of people in Middle and Western Africa used contraception, it

was more than 70% in Europe, Latin America and the Caribbean, and Northern America*>.

To protect women's autonomy and well-being while fostering community growth and l-}galth,
a

it is crucial to promote family planning and ensure that women, girls, and couples ess

to chosen contraceptive methods. According to estimates by the United Ea( ), for

every dollar spent on contraception, between $2 and $6 can be sa\}ugfiu fewer people

needing other public services including vaccines, health care, edu, nd sanitation®.

2.1.4 Classification of Contraceptive Methods ‘%

The world uses a variety of contraceptive methods. Coption is the practice of reducing
fertility in sexually active heterosexual individuals thfgugh the use of medications, chemicals,
devices, surgery, or other methods. The nf: opms of contraception can be divided into
groups based on how they work, whet@%)%y are conventional or modern, and whether they
depend on the provider or the us'e@al contraception (combination pills, progesterone-only
pills, and emergency con@t e pills), non-oral contraceptives (injectables, contraceptive
implants, and the. pa\il% barriers contraception (male and female condoms), intrauterine
devices (IUDsij% and female sterilization, and natural family planning are the main
methods ofé&raception used in family planning.

2. .4.@xual Abstinence

The only method of birth control that completely removes the possibility of sperm fertilizing
an egg is total sexual abstinence. The only approach of family planning that can completely
avoid conception is this one. Abstinence stops semen from coming into touch with the vagina,

in contrast to other methods of birth control that function to prevent pregnancy regardless of

the exchange of sexual fluids. Total sexual abstinence entails refraining from all forms of sex,
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including oral, anal, and vaginal sex. It does not contain sex play but does call for great resolve
on the side of the individual to refrain from penetrative sex and mutual understanding between
the partners. Total abstinence is a viable option that requires communication with a partner to
accomplish a particular goal. No of your age, gender, or sexual orientation, anyone can abstain
for a certain length of time or for a cause that may change over time. People may choose to
abstain for a variety of reasons, such as the desire to avoid pregnancy and STDs, ﬂ%)us
convictions, medical concerns, waiting for the appropriate partner, delaying til e, and

many 1’1101'67 . ‘ )

Contrary to abstinence, non-vaginal sex such as anal and oral Sj(%) still result in the

transmission of STDs. To effectively and consistently abstaill@ ing sex, a person must:
Set their own boundaries and feel good about their dgCiSipn; think that having sex is not
something to do just because everyone else is doi@ want to uphold their own personal,
religious, or moral beliefs; and recognize, t@ere are many other ways to experience

intimacy. It motivates you to develo r connection and find alternative ways to

communicate affection. Howevey, @gﬁght decide otherwise in the "moment of truth" and

not have a backup metho%@eption on hand.
ho

2.1.4.2 Withdrawal M

In order to prevd@m\ expelled from his penis from entering the woman's vagina, a guy
uses the Wi%flwal method to remove his penis from her vagina before he ejaculates. Another
name @blhdrawal method is coitus interruptus®. There are issues with using withdrawal as
awof birth control. Before ejaculating, a male may first discharge a little amount of sperm.
Second, a guy must have the self-control and timing to remove his penis from the woman's
vagina before ejaculating. The withdrawal strategy is only around 75%-80% effective at

preventing conception because it can be challenging for the guy to complete effectively.
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The withdrawal approach has some advantages, including being economical, not requiring
medical monitoring, and requiring no forward planning. The withdrawal method has dangers
since, in comparison to other forms of birth control, it is not a dependable method. Because it
more heavily depends on the male partners' discretion to withdraw, it is not a dependable
method of contraception. Therefore, doing so could prevent pregnancy. Failure could also be
the result of a lack of self-control, particularly on the part of the male spouse. The teah%le‘s
inability to fully satisfy both parties' sexual needs as well as its relatively high 'glate are
other downsides. Additionally, men who ejaculate too soon or who are @e of when to
withdraw should not use the withdrawal method. &

2.1.4.3 Natural Family Planning methods (NFP) ‘$O

Calendar / Rhythm Method/ Cycle bead/ mobile app (d tfacker) of the approaches for
periodic abstinence, this one is the most popular. Tndar technique is a calculation-based
strategy that forecasts the beginning and lagt @ days of future menstrual cycles by using
information from prior cycles. Underst&@ the fertile and infertile phases of a woman's
menstrual cycle is necessary for,ttheedure. The menstrual cycle's regularity and the fact
that an ovum (egg) can onl e@hlized within 24 hours of ovulation are the foundations for
this theory. For irregula Q, it is necessary to identify the longest and shortest cycles that
have been reco y x’ period of six to eight cycles; from the shortest cycle, subtract 18 to
get the ﬁrs‘@Qfertile phase; from the longest cycle, subtract 11 to get the last day; and
avoid mse a barrier method, or use withdrawal during the calculated fertile phase. To
rw young women of their periodic calendar, there is a mobile application available for
phones called "periodic tracker" that is simple to download’. The calendar approach is old and
ineffectual when used alone because it only works around 80% of the time to prevent

conception’.
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Fig 2.1: Diagrammatic presentation of Calendar Method ‘%0

Source'’ O

The daily observation of fertility markers is not nec@ with this strategy. However, it has a
high failure rate and might be challenging tq, u& if a woman has irregular menstrual cycles.

Additionally, learning how to utilize it eg@y takes a lot of time.

Basal Body Temperature (BBI')@hod

The basal body temperau@proach is based on the observation that women's resting body

temperatures r'si ‘b@u%ly 0.3-0.5°C during and after ovulation as a result of increased

corpus luteal se@setfon of progesterone. When the body temperature increases for three days in
a row, on has happened, and it stays at this higher level until the beginning of the

s@ent menstrual cycle!'®. This approach has no negative effects. Couples are encouraged

to talk about contraceptives and a specific thermometer is needed.

A woman must take her temperature every morning before getting out of bed in order to use
the basal body temperature method. It is necessary to use a specialized thermometer that is

more precise and sensitive than an oral thermometer and to take careful note of the daily
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temperature variations. Every month, you must carry out this. Women can chart their basal
body temperatures using online calculators. A woman should forgo sexual activity from the
moment her temperature dips until at least 48 to 72 hours after her temperature rises again if

she wants to use the basal body temperature as a birth control strategy.

Cervical Mucus Method (CMM)
The cervical mucus approach, also known as the Billings method, is based on the id 'ﬁc&ion

and interpretation of changes in cervical mucus and vaginal feelings as a re strogen
cycle-related alterations. In order to induce ovulation, ladies who are tteCJng to become
pregnant and have a baby can also utilize this technique'!. She ption to engage in
sexual activity between the time of her last menstrual cycle a‘% cervical mucus change. It
is advised that she only engage in sexual activity eve x@ day during this time because the
presence of seminal fluid makes it more challenging entify the type of cervical mucus she

is producing. When a woman sees a change'u@rvical mucus, she should wait 3 to 4 days

before engaging in any sexual activity j %oesn't want to get pregnant.

According to the explanatio o@al family planning methods, the cervical gland's secretion
of mucus during ovulatioéuges from a feeling of dryness in the vagina (characterized by
thick, viscous, and @y ucus) to a feeling of wetness in the vulva (characterized by thin,
white, slipp ry,Cd/stretchy thread-like, transparent strands similar to uncooked egg white), so
it is not o use these methods during this time. It is advised that women try to avoid
n&l?’ng semen with cervical mucous by doing so every other night. Additionally, it is risk-
free from the evening of the fourth day following the peak day until the start of the following
period. The final day of cervical or vaginal wetness is the peak day because once a woman has
ovulated, her cervical mucus starts to dry up. The instruction is to use a clean cloth or piece of

tissue paper to capture the mucus pattern every morning and after using the restroom in order

to identify the color and consistency of the mucus. You can feel the mucus secretion to judge
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how stretchy and slippery it is. No matter how thick the mucus is, refrain from having sex that

day until the third evening following the "peak day"'!.

Detecting Ovulation from Cervical Mucus

Not Ovulating: Ovulation is
dry or sticky very close:
wet & watery

Ovulation may Ovulation:
be coming: very wet,
creamy stretchy, &
resembles
araw
egg white

Fig 2.2: Cervical Mucus Method

Source'! Cé'ﬁ
XS
Q
A%
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It encourages couples to talk about contraceptives and has no negative side effects. However,
because the cervical mucus secretions may be deceptive, it is also challenging to apply this
approach in the event of vaginal infections.

Symptothermal Method

The symptothermal approach incorporates elements of the mucus examination, basal body
temperature, and calendar approaches. All of these elements are taken into account, ad% as
additional symptoms like mild cramps and sore breasts. During the discharge gg, some

women feel discomfort in the lower abdomen (around the ovaries) (ovulati@

Ovulation indicator testing Kits &

When a woman is most likely to ovulate, she can use an OVB%Qediction kit to find out.
The amount of luteinizing hormone (LH) in the urine i@su ed using this unique kit. The
level of luteinizing hormone typically rises 20 to s before ovulation because it aids in
the development of an egg in the ovary. The @zing hormone surge is the name given to
this rise, which can be seen 8§ to 12 hou&@in a woman's urine. The luteinizing hormone
concentration in the urine can be.d@gﬁed using the ovulation prediction Kkit.

There are several ovulatio y@&tlons kits available in pharmacies, ranging in complexity
from straightforward to«complex. The simplest test is having the woman urinate onto a test
stick, then me@i&éﬂh amount of luteinizing hormone by a color change. The level of
luteinizing S’mone in her urine is inversely correlated with the intensity of the hue. In

accord@%%vith the dates of her prior monthly cycles, a woman starts testing her urine 2 to 3

daySbefore she expects to ovulation'.

The two days prior to ovulation, the day of ovulation, and the day after ovulation are the best
times for fertilization. Having sex within 24 hours of the luteinizing hormone surge increases

your risk of getting pregnant. Ovulation prediction kits can also alert a woman that she is going
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to ovulate and should use the necessary contraceptives. However, their main purpose is to boost

a woman's probability of getting pregnant.

Lh Ovulation Test Results
Control 3 m .

Teat.- - - | 41
w byl

4 |
i, -/
' — il ' — | —

LH Surge: Positive Megative

~

Fig 2.3: Ovulation Indicator Testing Kit O
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Use of Breast Feeding or Lactation Amenorrhoea Method (LAM)

The foundation of the Lactational Amenorrhoea Method (LAM) is the notion that a woman
cannot become pregnant while still nursing her infant. It is true that a woman might not ovulate
as quickly as she would if she wasn't breastfeeding after giving child. After giving birth, women
who are breastfeeding typically begin ovulating again 10 to 12 weeks later. The technique is
not seen to be suitable as a sole form of contraception, though. As ovulation can tal%ce
before the resumption of a woman's menstrual cycle, a nursing mother may %rulating
again without realizing she is fertile. If this occurs and the mother enga@n unprotected

sexual activity, she may become pregnant while still nursing her chi rsing mother must

get pregnant again”.

begin using an appropriate form of contraception if she doesn't
Urination and douching Q

Vaginal douching is the process of employing a lilution to clean a woman's vagina of

mucus and other biological waste. Many W.Or@uoose to douch frequently as part of their
routine to maintain vaginal cleanliness. I{% jority of doctors and the American College of
Obstetricians and Gynecologists ( are against the practice. Whether a woman vaginal
pouches for hygiene or oth s it is not a reliable method of contraception. Active sperm
can enter a woman's ceryix afid even the upper part of her uterus during sexual activity within
five minutes o '@ﬁ . If done too soon after a sexual activity, douching even has the
potential t%ive sperm further up into the uterus and negate any potential contraceptive
beneﬁ@%a woman douches within six to eight hours of using a spermicide, she may
pwally reduce the effectiveness of this method of contraception. When it comes to
preventing pregnancy, some women traditionally thought that urinating as quickly as possible
after a sexual experience may be helpful. Gravity, they reasoned, would make it more difficult

for the sperm to swim "uphill" to the uterus, and the urine stream flowing over their vaginal
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area would wash the sperm away similarly to douching. However, urinating after a sexual act
serves no contraceptive function, just like douching!®.

2.1.4.4 Oral Contraceptives

Oral contraceptives, usually referred to as "the pills," are medicines taken internally for birth
control. The three types of oral contraceptives include progesterone-only pills, combined oral
contraceptives, and emergency contraceptives. 4’

1) Combined Oral Contraceptives: The most popular oral contraceptive pill@' gestin
and estrogen, two synthetic hormones. These oral contraceptives are often khown as "the Pills"
or "combination pills." Combination oral contraceptives function by* preyenting ovulation or
thickening cervical mucus to block sperm passage and by alterin terine lining to prevent
an egg from attaching to it. Pills are nearly 100%effecl®he they have been prepared to
acceptable standards, stored properly, and used pm@(’.

The benefit of using tablets as a method of @ception is that they may be discontinued
whenever a couple decides they wish to &%} family. Combination oral contraceptives have
the drawback of needing to be ,ta@@ily and having the potential to decrease a nursing
mother's ability to produce l@\ehuman immunodeficiency virus (HIV) and other sexually
transmitted diseases (S s)@enot protected against by combined oral contraceptives. When

[}
taken at the &'ﬁ e, combined oral contraceptives are an effective method of

contracepti%’bu if they are missed or taken later, the likelihood of becoming pregnant

increaﬁb‘

i;)yrogestogen-Only Pills (POPs): One synthetic hormone—progestin—is the only
component of another form of oral contraceptive pill. These pills are frequently referred to as
"mini-pills" or "progestin-only pills." Breastfeeding mothers are advised to take progestin-only

pills since, unlike estrogen, progestin won't cause less breast milk to be produced.
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Additionally, progestin-only pills work better in nursing mothers than in non-breastfeeding
mothers. The mini-pill might not be as helpful for non-breastfeeding women as the pill that

contains both estrogen and progestin.

The effectiveness hinges on taking the little pill every day at roughly the same time. According
to a report, progestogen-only pills make the cervical mucus thicker to prevent spermatozoa
from penetrating to meet the ovum. After taking the progestogen-only pills for ursythe

impact starts to take hold and lasts for around the next 20 hours before cervi a@us returns

to normal. Women who are breastfeeding, have cardiovascular conditionsie#’smoke should

also take progestogen-only pills'®. O

These pills don't have any harmful side effects. When tz@pr&erly, they are very effective

at preventing pregnancy. Only progesterone-con ablets may lessen menstruation
discomfort and bleeding. If the client beco pregnant before or after stopping the

progestogen-only pills, there is no increase(@ﬁ)f a fatal defect. It was noted that progestogen-

only pills change the chemical corﬁ&l, viscosity, and volume of cervical mucus'®. The

end consequence is cervical @ at is hostile to or obstructed, which reduces the chance
that sperm will penetrate. endering the uterine lining unsuitable for ovum implantation,
progestogen-only p@n also obstruct the cyclic development of the lining. It appears that
progestoge —onClels decrease the number and size of endometrial glands and prevent the
endomet rom producing progesterone receptors. POPs may have an impact on the cilia in
t@pian tubes by reducing the strength and frequency of their movement, which may have
a slowing effect on the rate of ovum transport.Menstrual cycle disruption is the main adverse

effect of progestin-only medications'.

Users of progestogen-only pills frequently experience amenorrhea, brief cycles, and spotting

or breakthrough bleeding. Only-progesterone medications do not offer protection against

23



STDs. The side effects of progestogen-only pills can include nausea, vomiting, weight gain or
loss, as well as abdominal pain. Users may find the variation in menstrual cycle lengths to be
particularly unsettling. The most common justification given for stopping POPs is method-

related menstrual adverse effects?’.

NS
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Fig 2.4: Oral Contraceptive

Source®®
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iii) Emergency Contraception Pills (ECPs): Oral contraceptives called emergency
contraceptives are designed to stop unexpected pregnancies. Hormonal methods of
contraception such as emergency contraceptives can be used to prevent pregnancy after an
unprotected act of sexual activity. They've also been called "morning after pills"?!. However,
since emergency contraception pills include a high concentration of the hormones found in

birth control pills, they shouldn't be taken frequently. However, the prolonged high Hﬁ%gne

dose is transient. O;

The hormones in "morning after pills" also prevent pregnancy by thick& man's cervical
c

mucus, which prevents sperm from adhering to an ovum and preve@n ption. Additionally,
they impede fertilization by interfering with the ovum or sperﬂ%top or postpone the release
of an egg. Within the first 72 hours following unprotect@ercourse, the first dose should be
taken. When eaten at the appropriate moment, accordthg’to certain research, they are effective.
Women who use the emergency procedure’ &&g en documented to experience deep vein
thrombosis (blood clotting). However, &%g after pills are not recommended for usage as a

means of contraception for sexua@tive women. They are less effective than any current

technique of contraceptio,Q'Q

Family planning tcxﬂ(@u s shouldn't always be substituted for emergency oral contraception.
Only an emerg should be used in this situation. For instance, it can be applied when a
woman gaged in sexual activity against her will or under duress (rape). Additionally, it
c&e).lsed if a condom has ruptured or if the woman wants to prevent pregnancy after having
intercourse without using contraception. When a woman runs out of oral contraceptives,
emergency oral contraception can be used. Emergency oral contraception, however, may result

in exhaustion, nausea, and vomiting??.
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Fig 2.5: Emergency Contraceptive

Source?? .
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2.1.4.5 Non-oral Hormonal Contraceptives

Non-oral hormonal contraceptives are birth control drugs that are not swallowed. New non-
oral hormonal contraceptive treatments have been created over the past 40 years. They consist

of:

i) Progesterone-Only Injectables: Progesterone-only injectables are injections are
administered every two to three months to prevent pregnancy and can tolerd@regular
menstrual bleeding, according to the Ministry of Health. Most women wh@ extremely

efficient protection against pregnancy can use them. &

Depo-Provera is one of the widely used injections that containj gesterone. According to
the Centre for Young Woman's Health, Depo-Provera irmonal form of birth control for
women. It works wonders in preventing pregnaﬁ@ synthetic version of the hormone
progesterone is present in Depo-Provera. The@s)—Provera injection offers three months of
pregnancy prevention. A woman should{%\one injection every three months for the best

pregnancy prevention (13 weeksy. Qperson’s 3-month appointment date does not work into

her schedule, it is okay to@nj ection up to two weeks in advance.

According to a stu.dy&ﬂv%injectable form of Depo-Provera prevents ovulation in females. The
ovum is necess@ fertilization to occur. Additionally, Depo-Provera alters the mucus in the
cervix an%@terine lining. Therefore, the hormones make it more difficult for sperm to reach
the o by altering the cervical mucus. Depo-Provera shots are more than 98% successful
when given to women at the right time every three months. A Depo-Provera shot, however,
does not offer protection from STDs. Depo-Provera injectable side effects are different for
every woman. They consist of abnormal menstrual cycles, which might be longer or shorter,

heavier or lighter, menstruation loss, weight gain, and headaches.
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i1) The availability and usage of family planning among women and adolescent girls is being
revolutionized by a new kind of injectable contraception. DMPA-SC, also known as
subcutaneous (SC) depot medroxyprogesterone acetate (DMPA), is a novel medication that
makes injections easier. An injectable contraception that is given subcutaneously is referred to
as DMPA-SC in general. Since traditional DMPA is injected into a muscle, it typically takes
more practice and expertise. The DMPA-SC product is currently offered in most nati der
the brand name Sayana Press, which is produced by Pfizer Inc. The "all—i@Qproduct
combines a needle and a contraceptive pill into a single item. In the future, PA-SC products

might be offered in further variations. &
g ‘%O
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ii1) Contraceptive Implants: Hormonal implants are described as "tiny rods around the size
of a matchstick that are implanted under the skin and contain hormones" by the Center for
Young Woman's Health. Norplant, which has six small rods, Norplant II, which has two small
rods, and Implanon, which has one small rod, are examples of hormonal implants.
Levonorgestrel or etonogestrel hormones, which are slowly released by the tubes, prevent
ovaries from releasing an ovum. These ova are necessary for fertilization to take p|&&1:he
uterine lining and cervical mucus are both altered by the hormones. The ho gmake it
more difficult for sperm to reach the eggs by altering the cervical mucus.@ most popular

{&;‘[erone analogue is

orplant and Jadelle. On

contraceptive implants are Jadelle and Norplant. A slow-release

contained in the matchstick-sized silicone-rubber implant know

the woman's arm, implants are placed beneath the skin, @ they release hormones for up to

five years. Q

The effectiveness of hormonal implants is g’r@ an ninety-nine percent (99%). Depending
on the type, hormonal implants are a ty@%)ntraception that lasts for 3 to 5 years. A woman
can become pregnant at any tim’e&ﬂr having her implants removed. The implant may also
lower some women's can@« Abnormal menstrual bleeding is the most frequent side effect
of hormone implazlt@er negative effects include headaches, weight gain, and hair loss on
the scalp. Imp@}ade of Norplant don't offer STI and HIV protection. One may have
spotting be@m periods, light or long periods, or no periods at all, and it only requires a small
p@%r insertion and removal. Norplant is no longer utilized in several nations as a result.

For nstance, Norplant is no longer sold in the United States of America.

32



Fig 2.8: Jadelle &
Source?! A%
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iv) Contraceptive Patch: The contraceptive patch is a tiny, delicate, self-adhesive patch that
is skin-colored. It is put directly onto the skin and measures 4.5 x 4.5 cm. The female sex
hormones estrogen and progestin, which are absorbed via the skin, are also present in the
contraceptive patch, just like they are in the combination pill. Therefore, monthly ovulation

won't occur?®. 23. On the first day of menstruation, the patch is applied to the skin and left there

A
for seven days. The patch needs to be then changed out for a fresh one. The same day of the

<)

week should always be chosen for this change. There is a seven-day gap after three weeks during

A~
which there is bleeding®®. 24. Even if the bleeding persists after the patch-free week, a new patch

£

is applied once more. The following bodily parts make good locations for ,the plaster's adhesive

points: EQ
*Belly Q
*Buttocks Q

*QOutside of the upper arms . \ﬁ

=Entire torso except for the chest %
S

If you don't remember to update the iEatch, you have 48 hours to do so. After that, there is no

longer any trustworthy defense against unintended pregnancy. Use a second method of
A7
contraception, such as condoms, to be safe. For all ladies who don't want to think about

« X A
contraception every day, the contraceptive patch is perfect. The contraceptive patch, like any
b

)

drug, might have unfavorable side effects in addition to its intended function®*. The advantages
A
1. Q(‘)Jnly one application of the contraceptive patch per week is necessary.
wDiarrhea and vomiting have no impact on its effectiveness.
The disadvantage

1. Sexually transmitted infections are not safeguarded against by the contraceptive patch.

ii. The hormone release may cause irregular bleeding.
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iii. The negative effects of the contraceptive patch can include headaches, reactions where
the patch was applied, nausea, and sore breasts.

iv. The contraceptive patch cannot be worn while nursing since the baby would consume
too much hormone-containing breast milk. The oestrogen impact may also cause the
milk supply to cease.

A
v. The contraceptive patch works less effectively if you are overweight (above 90 kg;.(

vi. The patch can be seen. O
A~

vii. Not recommended for women with high blood pressure, a susceptibility to thrombosis,

liver illness, or smokers over®. &
Viii. Skin inflammation could happen. EO

CO
° \'%
@\
@
N
C*\'
/\)@‘bb
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Fig 2.9: Contraceptive Patch

Source?®
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2.1.4.5 Barrier Contraceptives

Barrier contraceptives are family planning strategies that function as obstacles to the union of
a sperm and an ovum, which is a requirement for conception. Barrier methods of birth control
come in a variety of forms. Since they are used by people more frequently, this study has
concentrated on male and female condoms. The purpose of condoms is to prevent conception
by covering the penis during coitus. Rubbers or sheaths are other names for condoms, %ere
are numerous brands of them. They are also the world's first and most extensive@%method
of birth control. Q

Condoms &

Condoms are barrier methods of contraception that work by kee @permatozoa away from
the ovum. They also guard against sexually transmitted ¢isSases (STIs). Both male and female
condoms are available, and they are hormone-free. aj ority of them are made of thin latex
rubber as well as nitrile, lambskin, polyurgtl@and polyisoprene. The most popular and
widely used barrier method among m@ners worldwide is the condom. The female
condom is inserted into the Vagj,na‘ﬁsgefore sex, while male condoms are rolled onto the
penis and serve as a physica aﬁ%{ The benefits include ease of accessibility, protection from
STDs, affordability, andsafety”’. Male condom use has extra benefits as well. They urge males

[}
to cooperate Wig}@a ners in birth control. They are easily accessible and can be acquired.
a

They are a%l(
them 1@@8.

In 980s, the number of people using condoms increased by three times, with the main

e, availsable without a prescription, and youngsters are permitted to acquire

cause being fear of AIDS. However, many women don't wear a condom for every coitus act
because they think it's embarrassing to buy them or get them from a clinic?®. The male condom
is a representation of the barrier method of contraception. It is a thin sheath that covers the

penis and serves as a barrier between any sperm that may be present and the woman's body by
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absorbing them. Male condoms typically contain latex and polyurethane; however, lambskin
is a more natural substitute. Condoms made of lambskin do not prevent STIs*®. The
effectiveness of male condoms, which can only be used once before being discarded, can be
increased by the usage of spermicidal condoms. Regardless of whether they use another method
of birth control, all sexually active women should wear latex condoms since they significantly
reduce the risk of sexually transmitted infections (STIs)*. The use of condoms as a ﬁ% of
contraception for family planning and as a defense against sexually transmai iseases
(STDs) has taken on enormous importance in the modern world due to the @prevalence of
HIV infection. Although it is one of the most widely utilized method @om utilization rates

Qnen. This is comparable

are still quite low due to the negative view of male condoms amo%

to how women perceive other forms of contraception?’. Q

The word condom can be used to describe either @or female sterilizers (femidom). The
biggest benefit of using condoms as a birthi &5@1‘ technique is the protection they provide
against STDs. Additionally, indirect pr: %1 from infertility and cervical cancer is provided
by condoms. The female condoﬁx&o referred to as a Femidom, is another type of barrier
method for contraceptio@%e miniature, flexible plastic bags that are rather small. A
piece of the condc:n&&%serted into a woman's vagina before she engages in sexual activity.
By doing this, @% will be able to enter her uterus. Approximately 18 percent of feminism

is used inevely overall. However, by wearing a female condom, the risk of STIs can be

r% emale condoms are designed to be thrown away after being used just once™°.
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Fig 2.10: Male Condom Q
Source™ Q
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Fig 2.11: Female Condom
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Diaphragm for Birth Control

Diaphragm

Fig 2.12: Diaphragm

Source?!
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Before engaging in sexual activity, a thin, dome-shaped cap called the diaphragm is put over
the cervix, which is located high inside the vagina. It is initially coated with a spermicidal
chemical before being inserted into the vagina (jelly, canned foam, or cream). Diaphragms
come in a variety of sizes and need to be fitted for the first time or given practical training by
a professional with the necessary training. To estimate the size of the diaphragm that will be
administered by the provider, a pelvic examination is typically required. The didp%gm
physically blocks sperm from accessing the cervix, but it also keeps spermicid % or gel
in place against the cervix, immobilizing sperm in the vicinity of the cervi@nal. Contrary

to the cervical cap, which is held in place by suction, the diaphragm ::(n&e to be held in place

by the walls of the vagina, the posterior fornix, and the pubic arch. ugh silicone and plastic

diaphragms are also available for use, latex diaphragms @m frequently used?!.

Cervical Cap :

Another barrier form of contraception is a @zal cap. It covers the cervix and is smaller than

a diaphragm. A cervical cap is utili&@gether with spermicide, just as the diaphragm. The

cervical cap stops sperm fr@@ing an egg and closes the uterine entrance'”"

S
w@‘bb
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Fig 2.13: Cervical Cap O
Source! Q
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Spermicide
Women use spermicidal as a barrier technique of birth control. These are sperm-killing agents
that are applied as foam or cream inside the vagina (plate3). These could offer some degree of

protection from sexually transmitted illnesses. Spermicides are advised to be used in

conjunction with other birth control methods, particularly latex condoms, to increase their

effectiveness!”. 47

Fig 2.14: Spermicide

Source'’
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Vaginal Sponge

The spermicide-filled vaginal sponge, commonly known as a birth control sponge or a modern
sponge, is formed of foam. 24 hours before sex, it is put into the vagina dampened with water
so that it lies against the cervix. Each sponge should only be used once. It is not, however,
generally accessible. With a failure rate of 16% for women who have never had children and
32% for those who have, the sponge is roughly as effective as the cervical cap. Howeva@%lvike

the diaphragm or cervical cap, no doctor fitting is necessary?’.
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Fig 2.15: Vaginal Sponge
Source?’ :

. 4@&%
\g&
Ok
w&b

46



2.1.4.7 Intrauterine Devices (IUDs)

Intrauterine devices are an efficient, secure, and practical type of contraception. They are made
of plastic, metal, or a mix of these materials, and are intended for insertion into the uterine
cavity. They are especially suited for women who want to put off getting pregnant for a while,
are nursing, find other reversible methods difficult to use, or prefer a method that doesn't
require supervision or action prior to sexual activity. The intrauterine device, accaid& to
Marie Stopes International, is a tiny, "T"-shaped piece of flexible plastic that into the
uterus by a qualified medical expert. The intrauterine contraceptive r@ is risk-free,
affordable, and incredibly successful over the long term. Accordihg %o the World Health
Organization, copper devices generate an inflammatory or forei reaction that alters the
cellular and biochemical makeup of the endometrium as @as e fluids in the uterus and the
tubal cavity. In addition, the inflammatory respon prostaglandin release may delay or
derange normal cyclical change in the en(lo@m, rendering it unsuitable for blastocyst
implantation. Progesterone, which is pres@ intrauterine devices, keeps sperm from passing
through cervical mucous. . 46

A copper intrauterine dex@”@nple to use and requires little upkeep. It lowers the risk of

pregnancy and is effectiye fOf up to 10 years. It is possible to implant an intrauterine device
during labor or, .déft . It might as well be placed following an infection-free induced
abortion. ]B’in rauterine technique of contraception is reversible, they add in their writing.
In oth%%ds, after having their intrauterine devices removed, women may conceive just as
SN those who haven't used them. Because they don't have to worry about getting pregnant,
couples who utilize intrauterine devices enjoy their relationships more during their sexual
encounters. The fact that it is a one-time surgery with no ongoing requirement for tablets or

barrier contraceptives is its greatest benefit. It has neither the adverse systemic effects of oral

contraceptives nor does it influence sex play. The lack of protection against sexually
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transmitted diseases like HIV and AIDS is one of the hazards associated with intrauterine
devices. Additionally, this approach does not favor women who have several partners for
sexual activity. A day or two after placement, an intrauterine device may cause some pain or
bleeding, but these side effects usually subside. Additionally, an intrauterine device may make
period cramps or bleeding worse. When being inserted, women may also feel discomfort. Users
of intrauterine devices also run the danger of being unable to quit using them on theiré%md
needing the help of a qualified healthcare professional to do so. Therefore,@%&ds the

intrauterine device removed by a qualified healthcare professional. < )

The intrauterine device's potential to come out of the uteruspo@&thout the woman's
knowledgeis another potential risk of utilizing it (it is moré%non when the intrauterine
device is inserted soon after childbirth). The intrautevice can only be inserted or
removed by a qualified healthcare professional. However, it has been established that the

intrauterine device is a reliable and secure n f contraception.
4@@
&
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Fig 2.16: Intrauterine Devices

Source?® : :
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2.1.3.6 Male and Female Sterilization

Sterilization is a long-term technique of contraception for both men and women. A relatively
straightforward surgical procedure called sterilization offers permanent protection against
pregnancy. For men and women who are certain they do not want any more children,
sterilization is appropriate. Female sterilization, also known as tubal ligation, and male

sterilization, sometimes known as vasectomy, are the permanent means of contraceptién%oth
ter

approaches require little surgery. In most situations, there is no need for hosp@%@n aff

this operation because it is so safe. ‘ )

Although there is a slight possibility of conception, male and female g&aﬁon are considered
permanent means of contraception and are almost 100% suc Q Once the surgery is
performed, it is extremely likely that the woman or ﬁ@ﬂl e unable to have any more
children because, in most cases, the treatment ce undone. The pair must carefully
consider their decision to employ a permageg{‘s}scedure and be sure they do not want any
additional children. If a person is not rea{%} a permanent technique, they should be aware
that there are other extremely eﬁfeg&@nd reversible contraceptive options available. They
should talk to a family plan g@ssional about their options. The provider will ensure that
their choice is voluntaryg perform a physical assessment, and work with the client to choose a

suitable time &e térilization. A provider can reassure both men and women that

sterilizatior%i no effect on sexual function and neither lessens men's or women's masculinity

or fern@@?.
FM: Sterilization

The surgical process of female sterilization is rather straightforward. The fallopian tubes of a
woman are cut and blocked with a very small abdominal incision, preventing the eggs from
passing through the tubes to meet the sperm. Female sterilization has no negative effects, and

when carried out by a skilled medical professional, complications are exceedingly rare. If she
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chooses to donate it before giving birth, it can be given virtually anytime, even right after
delivery. A woman may experience some stomach pain and swelling after surgery, but these
side effects go away quickly. After about a week, she should, if at all feasible, go back to the

doctor to have the stitches taken out and have the incision checked for infection.

NS
QO
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The fallopian tubes are
tied off and cut apart

Fig 2.17: Female Sterilization EQ
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Male Sterilization

Vasectomy, sometimes known as male sterilization, is an even easier surgical procedure. The
two tubes (vas deferens) that convey a man's sperm to his penis are cut and stopped, and a tiny
hole is formed in the scrotum (the sac that houses the testicles). This prevents sperm from
getting into the semen, which is the liquid that men ejaculate. The guy will still be able to
ejaculate and experience orgasms, but since there won't be any sperm in the semen, k%)n't
be able to start a pregnancy. Vasectomy problems are rare and there are no si s from

the procedure. A male may have soreness, scrotal swelling, and bruising fol@g the surgery.

Usually, these symptoms disappear within two to three days. &
A vasectomy does not take effect right away, but a man can en sexual activity two to
three days after the treatment. The removal of all sp rom semen takes roughly three

months. A male or his partner should use another @ planning method, such as condoms,
throughout these three months. Alternatively, i@man was already utilizing family planning
techniques before her boyfriend had a \‘g@my, she can keep doing so for another three
months before stopping. A Vasqctgag)s considered effective after three months. If at all
possible, a medical professi ‘f@ook at a sample of semen under a microscope to determine
whether or not it cont 'sise sperm. After 3 months, however, this test is not necessary.
Millions of me .héd t want more children have chosen vasectomy. Vasectomy is simpler
than female&’n 1zation, recovery is quicker usually a day or two and the method allows men
to takfékﬁnsibility for family planning. After this procedure, a man can enjoy sex with his

pw as before, except now without fear of pregnancy.
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Fig 2.18: Male Sterilization &C)

Source!?
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2.2.1 Concept of Knowledge of Contraceptive Use

Knowledge of contraceptive use refers to the extent to which individuals are aware of,
understand, and possess accurate information about various methods of preventing pregnancy.
According to the World Health Organization, knowledge involves understanding how
contraceptive methods work, their effectiveness, side effects, and where they can be accessed.
Knowledge also encompasses awareness of both traditional and modern methodsb% as
condoms, oral pills, injectables, intrauterine devices (IUDs), implants, an, plization.
Adequate knowledge empowers individuals to make informed reproduc@iecisions and
reduces misconceptions that often lead to low utilization®. &

Globally, high levels of contraceptive knowledge have been Qed in most developed
nations due to comprehensive sexuality education an@y ccess to reproductive health
information. Studies in the United States and the Uingdom have shown that adolescents
and adults who receive structured family—pla.n@ducation demonstrate better understanding
and higher use of modern contraceptive @532. This correlation between knowledge and

use underscores the role of edugatjé d health communication in promoting reproductive

health. ’Q\

In Sub-Saharan Africa, &r, while awareness of contraception is generally high, detailed
knowledge rem, .sﬁ@it . Many individuals know about the existence of contraceptives but
lack unders@ing of correct usage, side effects, or where to obtain them. For instance, a study
in Eth@bbbserved that over 80 % of respondents had heard of modern contraceptives, yet
ow % could describe how to use them correctly**. Misconceptions such as infertility, loss
of sexual desire, or spiritual consequences still persist. Similarly, it was found that myths and
misinformation contributed significantly to poor contraceptive uptake among young people in

Kenya®*,

55



Within the African context, the relationship between knowledge and practice remains
inconsistent. A study in Ghana reported that although most respondents were aware of at least
one contraceptive method, cultural and gender barriers often prevented actual use. This
indicates that knowledge alone may not translate into behavior change without adequate

support systems, counseling, and societal approval®.

In Nigeria, numerous studies confirm that awareness of contraceptives is almos‘qfvekal.
According to the Nigeria Demographic and Health Survey, over 90 % of win@ men of

reproductive age have heard of at least one modern contraceptive ho owever, deep
knowledge especially about method effectiveness and side eff@&tins uneven across
regions, educational levels and occupations®®. It was note@health workers, educated
women, and urban residents demonstrated higher lev@ accurate knowledge than rural
dwellers and uneducated groups®’. Among milita ersonnel, a study found that while
awareness was widespread, misconceptions @s d about the safety and purpose of some
methods, particularly hormonal ones. T&%hlights the need for targeted reproductive-health
education within military institﬁh@g. Knowledge of contraceptive use, therefore, is not
merely the awareness of @%ut also an understanding shaped by education, exposure to
media, and qualit}: f A%nseling received. In the military context, structured orientation and

consistent heal(h p%'n, otion programs can enhance accurate knowledge, dispel myths, and

foster posit@attitudes toward contraception among personnel and their spouses.

Zwoncept of Practice of Contraceptive Use

The practice of contraceptive use refers to the actual application or utilization of contraceptive
methods by individuals or couples for the purpose of preventing pregnancy. According to
UNFPA, practice involves the consistent and correct use of a contraceptive method, influenced

by factors such as motivation, accessibility, partner approval, and socio-cultural acceptability.
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While knowledge forms the foundation, practice demonstrates behavioral translation of that
knowledge into routine reproductive behaviour®.

Globally, the practice of contraceptive use has contributed immensely to declining fertility rates
and improved maternal health. In developed countries, widespread availability, affordability,
and governmental support have led to high rates of modern contraceptive use. For example, in
Canada and the Netherlands, modern contraceptive prevalence exceeds 70 %, largelﬁ% to
supportive health policies and the normalization of family planning within % health
care®. The global concept of practice also extends to shared responsibilit)@veen men and

women, as both partners are encouraged to participate actively in faglilydplanning decisions.

In Sub-Saharan Africa, the practice of contraceptive use 1@ lower despite increasing
awareness. Studies in Ethiopia, Kenya, and Tanzania re @ hat cultural expectations of high
fertility, male dominance in decision-making, amg/limited access to health facilities
significantly reduce contraceptive practice** 4&BC nomic barriers and misconceptions about
side effects also play major roles. For @%e, a study found that only one in three Ethiopian

women who knew about modern ods actually used them. This reflects the gap between

knowledge and behavior @'o? in many African societies®

Across Africa, co‘u@%uch as Egypt, Rwanda, and South Africa have achieved notable
progress in onContive practice through strong political commitment, integration of family
planning public health services, and male-involvement initiatives. However, in West
%practice levels remain comparatively low, averaging around 15-20 %*. Studies in
Ghana and Sierra Leone revealed that consistent contraceptive practice improved significantly
when both partners received education and when services were made available within

workplaces and military formations**
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In Nigeria, the practice of contraceptive use is influenced by a combination of social, religious,
and institutional factors. According to NDHS, modern contraceptive prevalence among
married women stands at about 17 %, while traditional method use is slightly higher in some
rural areas. Barriers such as partner disapproval, fear of infertility, religious prohibitions, and

poor service delivery remain significant’®.

A study found that even among individuals with high knowledge levels, only a s %m
practiced contraception consistently*. Within the Nigerian military setting, observed
that male soldiers often perceive contraceptive use as a female resp Q or a sign of
infidelity, while female personnel sometimes avoid using contrac@s ue to stigma or lack
of privacy*S,*’. Therefore, the practice of contraceptive use \% not just individual choice
but also environmental, cultural, and institutional co . Among military personnel in
Southwest Nigeria, practice is determined by both onal attitudes and the availability of
military-based reproductive-health services'.@ ive practice can only be achieved when

accurate knowledge, positive attitude@ supportive institutional frameworks coexist to

encourage sustained and responsn@e of contraception.

&

One of the most e@mjcal investments a nation can make in its future is contraception®.

2.2.3 Benefits of Contra

It offers a ywid ge of potential advantages, including those for women's empowerment,
maternit child health, economic growth, and education. The majority of married or in a
waomen in the reproductive age range (15-49 years) take contraceptives practically
everywhere in the world. 63% of these women used some sort of type of contraception globally
in 2017. While less than 25% of people in Middle and Western Africa used contraception, it
was more than 70% in Europe, Latin America and the Caribbean, and Northern America*. To
protect women's autonomy and well-being while fostering community growth and health, it is

crucial to promote family planning and ensure that women, girls, and couples have access to
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chosen contraceptive methods. According to estimates by the United Nations (UN), for every
dollar spent on contraception, between $2 and $6 can be saved due to fewer people needing
other public services including vaccines, health care, education, and sanitation®.

2.2.4 Prevalence and Improving the Use of Contraceptive Methods

Although it has increased globally (to 63 percent), Sub-Saharan Africa still has low rates of
modern contraception use. Estimates show that 22% of Nigerian women of reprodu@%ge
use modern contraception. Family planning has been identified as the key met elping
nations achieve Sustainable Development Goal 5 (SDG-5), which aim@fos‘[er gender
equality and empower both women and girls*S. &

Only 19% of women in their twenties and 18% of women '\ eir forties use modern
contraception in LMICs, which is insufficient. Contracep@me was less likely among women
between the ages of 15 and 24 but more likely amov@e between the ages of 25 and 35, and
less likely among those over 35. Although ‘gh& e substantial regional differences, affluent
countries are often regarded to have hig&l%s of female sexual engagement. The number of
unwanted pregnancies among wqmg@gl"lis age bracket may reach up to 14 million each year
in sub-Saharan Africa. Pre more likely during premarital partnerships since premarital

sexual activity has incrgased”along with the interval between sexual maturity and marriage

age49. C.}\\
2.2.5 Nat@al Profile

The F@ﬁral Republic of Nigeria is a Sub-Saharan country located in western Africa. Sub-
Skl Africa is known to have the highest socioeconomic gaps, particularly in healthcare,
because of its pervasive poverty. The British protectorates known as the Northern and Southern
protectorates were combined to form Nigeria in 1914. Nigeria became an independent nation
in 1960, and a republic in 1963. Nigeria, which had six main regions at first, has experienced

numerous restructuring attempts and as of 1997, there are 36 states. Every state also has a local
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government area. Currently, Nigeria has 774 LGAs (local government areas). Local, state, and
federal are the three tiers of Nigeria's government. In Nigeria, some form of health provision
is assigned to every level of government. The federal government is the highest level of
government, while local governments are the lowest. The Yoruba, Ibo, and Hausa ethnic groups
make up Nigeria's top three ethnic groups. In total, there are more than 300 distinct ethnic
groups®. It is the 10th most populous country worldwide and the most populous c% in
sub-Saharan Africa. Its land area ranks 15th in all of Africa.

The population is projected to reach 225,082,083 by June 2022, but the@of population
growth has dropped from 3.2% in 2006 to 2.5% in 2012* Data shoy that more than 54% of
people live in urban areas, and that rate of urbanization Wﬂ}% from 2.2% in 2006 to
3.9% in 2022*. Nigeria has a young population, accordi@th population's age distribution.
The National Bureau of Statistics5 found that peopl@r the age of 14 made up 41.7% of the
population, those aged 15 to 64 made up 55% @fple who were economically engaged, and
people 65 and above made up 3.3%*. Al % fertility rates in Nigeria vary amongst LGAs,
cities, states, and regions, they conti@@be high. The northern regions frequently score lower

n \

on measures of developm Qﬂ@ealth when compared to the southern regions. According to
statistics from the Nigerian Demographic and Health Survey, total fertility rates (TFR) varied
by region in 20)3 @t e northern region's TFR between seven and eight births per woman

and the sou&n region's TFR between four and five births (NDHS).

T@%&t segments of the population had a TFR of 7, while the richest had a TFR of 3, and
they’also observed differences in TFR based on socioeconomic level. TFR in rural areas was
eight births per woman, compared to six in urban areas. (NPC and ICF, 2014) 6. The Nigerian
healthcare system has primary, secondary, and tertiary levels. Primary healthcare is the
responsibility of Local Government Areas (LGAs), secondary healthcare is the responsibility

of the states, and tertiary healthcare is the responsibility of the federal government. In Nigeria,
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the LGA level of government is the least well-organized and has the fewest resources, making
it unable to appropriately fund and coordinate primary healthcare, leaving the healthcare

system with a very thin basis’.

2.2.7 The Nigerian Military

The Nigerian Armed Forces are structured into the Army, Navy, and Air Force, each with its
own hierarchy and command structure. The military population includes active-dut}qﬁnel,
reservists, and civilian employees, representing a diverse range of ages, a@nd socio-
economic backgrounds. Although the workforce is predominantly malg, thSse-s a significant
presence of female personnel, particularly in non-combat roles. @ry personnel often live
in barracks or military bases, creating a semi-closed comm@nvironment. Deployments
can be frequent and unpredictable, leading to prolonged s @ tions from families and partners.
The living conditions during deployment can vary widgly, from well-equipped bases to austere
field conditions with limited access to healtﬁ@ilitie&

2.2.8 Contraception Trends, Patter&u% Choices in Sub-Saharan AFRICA (SSA)
Sub-Saharan Africa has a wide ra@ fertility rates from a demographic perspective®. Overall
fertility rates currently ran@%&% births per woman in southern Africa to 3.05 in northern
Africa to 4.52 in ?a@Africa to 5.2-5.3 in western and central Africa. In the early 1960s,
these rates wer@S)}Fths per woman on average across all regions. Demographers have found
distinct ons%despite the pace showing substantial regional and temporal variety’. According
to su@‘tquat looked at fertility trends using DHS data, there are at least 30 fertility transitions
h;§eﬁing, even if they are all at various stages. In SSA, the transition from peak to
replacement fertility levels occurred in urban areas over a 30-to-40-year period in roughly
three-fifths of cases, and in rural areas over a 20-to-30-year period in around one-fifth of cases,

according to an observation'® 12 According to a UN investigation, nine geographical clusters

in SSA exhibit variation in the pace of fertility declines, some of which occur rather quickly.
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If the rate of the more rapid shifts spreads to other regions of the subcontinent, the SSA nations
may defy the estimates of most demographers on the potential and actual speed of their fertility
transitions. According to UN predictions, Africa will experience the largest fertility reductions
between 2045 and 20503,

The sharp and recent declines in infant and child mortality will serve as a major driving force.
Between 2000-2005 and 2010-2015, the under-five mortality rate decreased by 20%%0re
in 42 of the 57 countries on the continent4. Only one-third of the expected leve deaths
per 1000 live births in 1950—-1955, the infant mortality rate in the SSA area @ed throughout

this time, from 88 to 64 deaths per 1000 live births. The under-five ity rate in the SSA

region dropped from 142 to 99 deaths of children under the a e per 1,000 live births
during the course of ten years, a 30% decrease from th of 307 in the years 1950-1955.
The positive developments of the past ten years@nly reflect enhanced wellbeing and
longevity, but they also hint at prospect.ivg\' nges in parental preferences for future
procreation, especially in light of rising cl;{@e costs. Rising female marriage ages and levels
of education completion, two impo@@eterminants determining fertility, are regarded to be
the root causes of some of t @ed fertility declines. One of the short-term advantages of
later marriage and better edtication for women will be lower teenage fertility rates, an age
component of t .éﬂﬁ rates. As the desire to have children declines, there will likely be a
rise in the r@@ir‘[h spacing supported by contraception. Contraceptive demand should be
distin%gm from the desire for fertility, as changes in one do not always lead to changes in
the er. Unmet demand and Sub-Saharan Africa's reproduction trends have a shaky

relationship, it was noticed!>!*,

The optimal family size and fertility preferences are reportedly changing in the SSA region
more slowly than they did in Asia or Latin America in the 1970s'°.50. Unplanned pregnancies

pose serious health risks to women of reproductive age, particularly in Sub-Saharan Africa
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(SSA). There are estimated to be 210 million pregnancies worldwide, of which 38% are
unplanned and 22% end in abortion®!. More than 100 million women in sub-Saharan Africa
wish to delay getting pregnant again or maybe forgo having children at all, but many still use
antiquated, inefficient methods of contraception, and many more do not use any at all. Lack of
knowledge or awareness, problems with availability, issues with culture and religion, worry
about health risks or side effects, and partner or family rejection are some of the banb&hat
keep women from using contraceptives®>>>. In the entire world, SSA has the hi %Verage
fertility rate. According to the UN, numerous African countries have total @y rates (TFR)

of 5.0 in 2015. This is double the TFRs observed in South Asia (2.8 f g&he Caribbean (2.2).

Similar to how the rates in South Asia (53%) were les@half of the average CPR
(contraceptive prevalence rate) in SSA (22%)>*. Th region is still developing its
population far more quickly than any other regio ome SSA countries have observed
dynamic shifts in the fertility pattern, but théséa,éms at the aggregate level conceal ongoing
national demographic transition. Ther@; egional differences in the use of contraceptives,

according to numerous studies. @em African countries report the highest rates of use,
followed by Eastern Afri@o'%tries, and with very few exceptions, Central and Western
African countries £e;;ﬁxery low rates of family planning use, some of the lowest levels in the
entire worldSS@} development of female contraceptive methods demonstrates the
advanceme@ contraceptives usage. These categories divide family planning methods into
cQ Ve@nal and contemporary methods. There are three categories of contemporary family
p&g methods: temporary, long-term, and permanent. The emergency contraceptive pill,
diaphragms, condoms, the Lactational Amenorrhea Method (LAM), foamy pills, jelly, and the
pill are some of the short-term methods. Injectables, implants, and intrauterine devices are

among the long-term treatment options (IUDs). Intermittent abstinence, withdrawal, and a

range of conventional treatments including strings and herbs are examples of traditional
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therapies. The employment of traditional methods is more common in areas where there is little

public support for family planning and little usage of family planning programmes.

Traditional methods frequently fail miserably and are not regarded as effective. According to
trends in the selection of contraceptive methods, the use of traditional techniques has declined
while the use of modern techniques has increased in many SSA nations. Although the yse of

modern technologies expanded in several Central and West African countries, the Q se

of traditional methods persisted®®. Both personal preferences and aspects :ealthcare

system have an impact on how often modern contraceptives are used. Stro mily planning
\

programs cannot succeed without effective family planning servic@ strategies, such as
those that provide methods tailored to users' needs, provide ling in addition to medical
expertise for the administration of contraceptives, and @users’ reactions to the method®’.

Many of the SSA region's countries strive constant extend their array of contraception

options while operating within their present'c@ nts due to their weak health systems>®.

2.2.9 Nigerian Contraceptive Treﬁé

According to some statistic ‘\@n women prefer to have fewer children overall than they
n;a\é

actually do. Or, to put it r way, Nigerian women are more accepting of family planning
than their male %&p s are, partly because they shoulder the burden of having children

while simuliane®usly taking care of home duties and occasionally acknowledge the potential

health s connected with parenting>®.

IMria, the maternal mortality ratio (MMR) decreased from 1,110 deaths per 100,000 live
births in 1990 to 814 deaths per 100,000 live births in 2015. This is a decrease of about 30%.
In spite of the apparent drop in maternal fatalities, many pregnant women still die in Nigeria,
and more recent patterns in MMR indicate that the decline has come to a halt. For instance,

according to the WHO, around 40,000 women died in 2013 from maternity-related causes.
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Despite Nigeria having only 3% of the world's population, this amount accounts for 14% of
maternal deaths worldwide. The percentage of married women who did not meet their
requirement for contraception increased between 1990 and 2003 and 2008, but not between

2008 and 2013 according to data from the Nigeria Demographic and Health Surveys (NDHS).

A study examined the attitudes and practices surrounding contraception across the gntire
4y

country of Nigeria. They found that progestin implants (2.3%), oral contraceptive pj %),

and injectable contraceptives (12.6%), used by 77.9% of Nigerian women, wirhird most

prevalent methods of contraception. Female sterilisation, spermicide?gd oms were the

least preferred choices (1.5%, 0.1%, and 0.1%, respectively). @c n demonstrate how

affordable and practical each approach is>’. ‘%

Bilateral tubal ligation (BTL) may be less accepted r contemporary treatments due to
its invasive nature, religious beliefs, and cost issfes®’. The majority of Nigerian research on
contraceptives has discovered that [UCDs e:%\vsed most often by women. The most common
form of reversible contraception in&@%ld, IUCDs are reportedly used by more than 130
million women of reproduct'v@worldwide. Numerous studies have also found regional
variations in preferences.@outh—Westem Nigeria) showed a progestogen-only injectables

usage rate of 12.6“/@1 is lower than the 71.8% recorded in Aba (South-Eastern Nigeria)

but equal t(: the@% recorded in Jos (North-Central Nigeria)®'.

2.2.10 %g steps to reduce Maternal Mortality and Morbidity

Comtgaceptives reduce unplanned pregnancies, which has the direct effect of lowering maternal
mortality and morbidity. Space out pregnancies, delay conception in young girls who are more
likely to experience health issues from an early delivery, and avoid pregnancy in older women
who also run higher risks by utilizing contraception. Women who wish to have fewer children

can do so by using contraception. With the use of contraceptive, the likelihood of unwanted
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pregnancies decreases, which also lessens the need for risky abortion. Cheap and very effective
at saving lives, contraception. In developing nations, the average annual cost of contraceptive
supplies is $1.55 USD. The international community generally concurs that contraceptives
reduce the number of times a woman is exposed to pregnancy risks helps women avoid
unintended and closely spaced pregnancies—a study in Bangladesh found that very short
pregnancy intervals are linked with a 7 times increased risk of induced abortion 3%lps
women avoid more than 4 births; births after 35 years of age 32; and so forth%>¢ Q

The number of induced abortions, unplanned births, and unwanted pregnanr@ould decrease
from the current 89 million to 22 million annually, as well as_the ber of unwanted
pregnancies would decrease from the current 30 million to million annually, in
developing countries if all unmet needs for modern coti n were met (from 48 million
to 12 million per year)**. Preventing unplanned cies will benefit your health. There
would be an estimated 76,000 fewer materga@s annually if the unmet need for modern

contraception was fully addressed®. %\

)

2.2.10.1 Reducing risky aborti&t{ s brought on by Unintended Pregnancy

Unwanted and unexpecte@nancies are a problem for a lot of women and couples around
the world. 56% of L@t ded pregnancies, or 44% of all conceptions worldwide, result in
induced abgrtidus>?. Between 2010 and 2014, there were an estimated 56 million induced
abortion ear, or 35 abortions for every 1,000 women between the ages of 15 and 44 years.
C%?eption can help prevent dangerous abortions by lowering the number of unplanned

pregnancies®.
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2.2.10.2 Reducing Newborn and Infant Deaths

Closely spaced and poorly planned pregnancies and births, which are a contributing factor in
some of the highest infant mortality rates in the world, can be avoided by contraceptives and
contraception. The odds of a kid dying in their first year are twice as high for those born within
two years of their next-oldest sibling as they are for those born within three years, according to
data from an international study. The infant mortality rate increases with closerh&ing
between deliveries. The chance that a mother will die giving birth increases the plity that
her unborn child will get sick or die®®. Assuming no change in the use of c@eptives or the
number of unintended pregnancies, maternal mortality would redu (&4%, to 112,000 per
year, if all pregnant adults and their babies received the level o Qal and newborn health
care recommended by the World Health Organization. ata fatalities would decrease by
76% to 655,000%. Maternal mortality would decrm 308,000 to 848,000 per year and
infant deaths would decrease from 2.7 millign@&OO per year if complete treatment for all

expectant mothers and babies was paired @l availability of modern contraception to those

who choose to forego conception®, @

2.2.10.3 Helping to Prev@AIDS

Despite research .s@g that women with HIV have more unmet requirements for
contraceptives @roductive health services than the general population, this is in part due
to the lac‘%‘édnding for integrated HIV and contraception services. In sub-Saharan Africa,
ahout @1 4 women have unmet contraceptives needs. Another recent study indicated that if
the needs of women with HIV for modern contraception and antiretroviral medication were
completely met, HIV transmission from mothers to babies would be virtually eliminated—
reduced by 93% annually®®. Both male and female condoms provide dual protection against

STIs including HIV and unintended pregnancy.
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2.2.10.4 Improving Education and Giving Individuals More Power

In addition to giving people the possibility to improve their education and participate in society,
including obtaining paid work, contraceptives also allow people the ability to make informed
decisions about their sexual and reproductive health. In order to help women and girls achieve
their educational and career goals, contraceptives may help them stay in school,é%me
literate, pick up a skill, launch a business, or in other ways. Those who have b others
will find this to be especially true. An early or undesired pregnancy may b(@use and result
in dropping out of school®’. &

2.2.10.5 Reducing Teen Pregnancy Rates ‘%O

Preventing unintended pregnancies is essential for en@ng the sexual and reproductive
health of adolescents as well as their social and ecow@wellbeing68 Teenage pregnancies are
more likely to result in preterm and low bi{ﬂ\; ht babies. Teenage mothers give birth to
babies at higher rates of neonatal mortalit&%nage girls who became pregnant frequently had
to leave school. This will have, l(mg—%ém consequences for them as individuals, for their

3

2.2.10.6 Contributes toEcofiomic Growth

families, and for their com

Due to rapid fe ?tjée‘c e and increased contraceptive use, the ratio of dependents to wage
earners dec@(s. s a result, the nation's savings rate rises and there are more wage workers.
With s@‘\ive socioeconomic policies and a focus on equity, nations might then benefit from
awographic dividend" of rapid economic growth. The demographic dividend effect of
contraception is thought to be most pronounced in countries with high fertility rates. By 2035,
these countries could experience rates of return on economic productivity and potential lifetime

income from increased access to and use of contraception that are greater than 8% of GDP®’.
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2.2.11 Unmet Needs for Contraception

Fecund and sexually active women who do not use any form of contraception are those who
state they do not want any more children or would rather delay having another child. The
concept of unmet need highlights the contrast between women's desires for procreation and
their use of contraception’’. In sub-Saharan Africa, 23.7% of women of reproductive age lack
access to the contraception they need. There was a 16% unmet need for contrab%on,
according to the 2013 Nigeria Demographic and Health Survey (NDHS)". Q
Unmet needs are a result of people not having access to preferred method@ontraception,

especially for women, the most vulnerable members of society, anig%e people. Obstacles

based on gender, cultural or religious convictions, adverse conse fear or experience, and
poor service quality all contribute to the unmet need for c@ce tion. In terms of practitioners'
involvement in advancing this practice, there does to be enough empirical research on
the possibility that safe sex and the use.oKﬁtraceptives could reduce the number of

unintended pregnancies among women @ereby help to lower maternal morbidity and

- Q
mortality. .
y S

2.2.12 Elements that A@%mount of Acceptance and Use of Contraceptives

contraceptives are vkde% acknowledged as a crucial intervention for achieving Sustainable
Development Goals ¢{SDGs) three (3), four (4), and five (5). This is due to evidence that it
enhances h@x, decreases unforeseen pregnancies, and prevents unsafe abortions. It has also
b@@onstrated that contraceptives promote gender equality and women's economic and

educational development’?

. A key component of care for expectant moms, new mothers, and
kids is the use of contraceptives. Fertility reduction is significantly influenced by the spacing
and restriction of births among women of reproductive age, which is necessary to reduce the

risk of maternal and neonatal complications from early childbirth’”®>. A decrease in newborn,

child, and maternal mortality may result from this.
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In spite of having a good understanding of contraceptives, few young adults in Osun State,
Nigeria, adopted the usage of contraceptives, according to a study done there’*. Due to this,
there was a poor uptake of contraceptives, which is also linked to a high fatality rate. In Nigeria,
there are reportedly 610,000 abortions performed annually. Unwanted pregnancies happen to
women of all ages, but teenagers are the most at risk’>. Despite awareness, there is still a
shortage of comprehensive information on contraceptives and services. 4’

>

Religious diversity may also be to account for Nigerian women of (w<;) ve age's poor
1

2.2.12.1 Propensity for or Beliefs in Religion

adoption and use of contraceptives, despite the fact that it is a cu@ y’laudable trait. Islam
and Christianity are the two religions that are most widely p%d in Nigeria, and Muslims
tend to use contraceptives less frequently than Christ@io76. The cultural belief among
Muslims that one should not stop having children untyall of them are born is one reason for
the low adoption of contraceptives among Mushis) Another explanation is that many Muslim
women believed having a big brood w@%press their husbands because polygamy is legal
in the religion. As a result of Chrfs@{y's opposition to polygamy, which places a limit on the
number of children a wo;@%&we, Christians are, on the other hand, more inclined than
Muslims to employ g&ceptives. The use of contraception is abnormally low in the northern
region of Nigefia, be as a result of early marriage and cultural expectations that women
have their s%nd menstrual period at the home of their husbands. By inadvertently promoting
yQ ng%ﬁrriage, this either increases the demand for contraception or leaves a low uptake
u&gﬁedﬂ.

2.2.12.2 Fear of Unwanted Repercussions

One's ignorance and lack of awareness might affect how one feels about an incident or
behavior. The fear of adverse side effects such severe bleeding, insomnia, and hypertension is

the biggest barrier to adopting contraceptives techniques. In addition, some women worry that
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utilizing family planning methods may result in death, infertility, or the loss of reproductive
potential, while others fear that their spouses may leave them if they are unable to conceive.
Despite the fact that only a small fraction of contraceptives users experiences negative effects,
which are minor given the tremendous benefits of the procedure, this worry persisted’s.
2.2.12.3 False Impression

People who don't know enough about contraceptives sometimes overestimate how ba&&for
other women, and because they don't know enough themselves, they beh Qxcorrect
information and oppose contraceptives. For example, these sources freq@r disseminate
erroneous information about how contraceptives use causes infe 'ﬁ&birth defects, won't
allow a woman to become pregnant and have children in the afterh{@»efc. They also exaggerate
rare side effects by portraying them as uncontrollable v bleeding and significant weight
gain”®, Q

2.2.12.4 Husband's Assent . \'

Most of the world's nations, particularly hat are developing, still have cultures that are
dominated by men. For instance,tr@g\{al beliefs in the Sub-Saharan region of Africa place
males in charge of women's ctive capability, and we may speculate that a woman may
want her husband's pemnission before utilizing contraceptives. Many studies support this
assertion. Acco ':nét e societal expectation that anything the spouse did not approve of
should not& one; one study found that 33.3% of respondents cited their husband's
disapp@gb“as the reason they had not used a contraceptives approach. Similar results were
fwn Ghana, Kenya, Angola, and other African countries; thus, it seems like this propensity

is a common phenomenon there®*8!

. According to a study, husband-wife acceptance and
agreement are the biggest barriers to contraceptives use in Nigeria. They postulated that women

would use contraceptives if their husbands were in favor of it.
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2.2.12.5 Unmet Contraceptives Need

Unmet needs for contraceptives remain a crucial indicator of how well the world is doing in
lowering maternal mortality and risky sexual behavior. The north of the country has been
identified as having a lower prevalence of unmet need based on the demographic health survey.
The unmet needs in the southern region have, however, shifted from the South West to the
South-South, which may be related to the superior education and westernized lifeﬁksv in
South Western Nigeria. The decrease in the number of unmet needs in the south@ igeria
is probably due to the area's industrialization and westernization®?. Q

Even though there is a high level of understanding and rising global riteS\of contraceptive use,
there are still significant gaps between young people's aspirat 0 delay or stop having
children and their actual usage of contraception®’. Aro@S"o of the 1.4 billion women in
developing nations who are of reproductive age ( P@ at the end of 2009 wanted to avoid
becoming pregnant but weren't using an effec@snethod of contraception. Unmet demands
would be lessened if they were satisﬁed@ would improve young adults' socioeconomic
condition and greatly lower Niger'ﬁ@gh fertility rate, which is predominately unwanted
pregnancies and abortion%@} needs are a key SDG indicator of FP and demonstrate the

disconnect between the reproductive aspirations of women who are now members of the union

[ ]
and their use of n‘é&é ion®.

2.2.12.6 C@tual Factors

anje) factors include socio-demographic characteristics, socio-cultural beliefs, economic
conditions, healthcare access, and educational levels. Understanding these influences is
essential for developing effective public health interventions to promote the use of modern

contraceptives and improve reproductive health outcomes.
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Socio-Demographic Factors

Age, gender, marital status, and educational attainment are key socio-demographic factors
affecting contraceptive use. Younger individuals may have different contraceptive needs and
preferences compared to older adults, influenced by their life stage and fertility intentions.
Gender also plays a crucial role, as women often bear the primary responsibility for
contraception but may face barriers in accessing and using contraceptives due to gen rms
and expectations. Marital status significantly influences contraceptive use. %@ouples
may prioritize family planning differently from single individuals or th@ non-marital
relationships. Additionally, educational attainment is strongly C(éfz&with contraceptive

use. Higher levels of education generally increase aware?

contraceptive methods, leading to higher uptake rates. Q

Socio-Cultural Factors Q

Cultural beliefs and norms deeply affect a.tti@ toward contraception. In many cultures,

and understanding of

traditional views on fertility and family &%uence contraceptive behaviors. For instance,
some cultures value large familigs aﬁ@iy view contraception as undesirable or unnecessary.
Gender roles and expectati @}so hinder contraceptive use, particularly in settings where
women have limited autonomy over reproductive decisions. Religious beliefs are another
powerful influe .éﬂ%rent religions have varying teachings on contraception, with some
promoting @Qmily planning methods over modern contraceptives. Religious leaders and
comm@f@ﬁ can either support or oppose contraceptive use, significantly impacting individual
Economic Factors

Economic conditions, including income level and employment status, are critical determinants
of contraceptive use. Individuals with higher incomes can afford a broader range of

contraceptive options and access private healthcare services, while those with lower incomes
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may rely on public health services or lack access altogether. Economic stability can also
influence reproductive decisions, with economically secure individuals more likely to plan and
space their children according to their resources.
Healthcare Access and Availability
Access to healthcare services is a fundamental factor in contraceptive use. Availability of
contraceptives in healthcare facilities, proximity to these facilities, and the quality of hﬂ%are
services all affect contraceptive uptake. Inadequate supply chains, stockouts istical
challenges can limit access to contraceptives, particularly in rural and @served areas.
Healthcare providers play a crucial role in contraceptive use. Their _gttithdes, knowledge, and
communication skills influence patients' decisions and confi using contraceptives.
Misinformation or bias from healthcare providers can@ou age contraceptive use, while
supportive and well-informed providers can enhane@
Knowledge and Awareness \'
Knowledge about contraceptive methods &@ benefits, and potential side effects is essential
for informed decision-making. PubQch education campaigns, school-based sex education,
and community outreach pr re vital in raising awareness and correcting misconceptions
about contraception. ia also plays a significant role in disseminating information and
o

shaping public eréﬂ
ar

persist, par@ y in communities with limited access to reliable information. Fear of side

s. However, misinformation and myths about contraceptives can

effectse%conceptions about fertility impacts, and lack of understanding about how
cWeptives work can all hinder their use.

Policy and Legal Frameworks

Government policies and legal frameworks significantly influence contraceptive access and
use. Policies that support family planning programs, subsidize contraceptives, and integrate

reproductive health services into primary healthcare can improve contraceptive uptake.
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Conversely, restrictive laws and policies, such as those limiting the availability of certain
contraceptives or restricting access for certain groups (e.g., unmarried individuals), can reduce
contraceptive use.

Social and Peer Influences

Social networks and peer influences are powerful determinants of contraceptive behavior.
Friends, family members, and community leaders can either encourage or disﬁ%ge
contraceptive use. Positive peer influence and support can facilitate dis i about
contraception and promote its use, while negative peer pressure or stigma c@er individuals

K

from seeking contraceptive services.
2.3 Theoretical Framework O
A theoretical framework provides the foundation for ur@am ing the relationship between
variables in a study. It guides the research by offerlanations and models that predict or
describe human behavior in relation to the @t of investigation. For this study, which
examines the contextual factors inﬂuenc@raceptive uptake among military personnel in
Southwest Nigeria, two key theoxieﬂ@ adopted — the Health Belief Model (HBM) and the
Theory of Planned Behavior ‘I@‘ hese theories explain how individual beliefs, perceptions,
and social factors intera tto@etermine contraceptive use.

231 The Heahtl %Model

The HBM, QBehavior Model, is a method that aids in the discovery of factors that
inﬂuex@é usage of contemporary contraceptives. Since the researchers' findings suggest
tlw use or nonuse of modern contraceptives may be related to specific circumstances, the
HBM was employed to evaluate the factors associated with their use®. An overview of the

literature on key reproductive health issues is also included in this chapter. A description of the

HBM will be given to you in the following sentences. The precise goals of the ongoing
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investigation are compatible with the model's HBM components’'. It is also frequently used to
pinpoint the elements that influence how modern contraceptives are used in various contexts®’.
To give a strong theoretical basis for comprehending how contraceptives are used by women
of reproductive age, the HBM was modified. The Human Behavior Model (HBM), a
psychosocial model, tries to explain and predict behavior. The concept was first conceived in
1950 in an effort to comprehend why people frequently choose not to take part in cab&vgns
designed to prevent and diagnose illnesses®®. Perceived vulnerability, percei verity,

perceived advantages, perceived hurdles, perceived self-efficacy, and sign@ action are the

six components that make up this paradigm. The paradigm states that pe are more likely to
act once they are convinced that the benefits of the action outwei drawbacks. As a result,
people are more driven to take action. The use of thi del helped to develop research

questions based on its elements and served as a dir for the investigation. The HBM was
selected as the ideal framework to direct .‘[h@fstigation into the prevalence of modern
contraception use among women of reprg@e age®®. An examination of the HBM revealed

that the constructs have been sucpe@@ applied by many researchers in their research.

Using the HBM, researcb@'%examined a wide range of problems. In South East Wales,
for instance, a stusly b%employed the HBM to investigate women's intentions to take long-
acting contraceptives” The HBM has also been utilized for research on other health issues, such
as adheren@ hypertension medicine, HIV testing habits, and views of the hazards and
a an@s of smoking among women. The HBM proved to be the most useful theoretical
rr& for explaining the research participants' use of contraception. In order to advance the
body of earlier research on women's contraceptive practices and increase reproductive health,

it was thought that the research would use this paradigm®.
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The HBM has been used by researchers to examine a variety of topics. For instance, a study in
South East Wales that employed the HBM to investigate women's intentions to take long-acting
contraceptives The HBM has also been utilized for research on other health issues, including
as adherence to hypertension treatment, HIV testing habits, and women's perceptions of the
hazards and advantages of smoking”’. The HBM proved to be the most useful theoretical model
for explaining the participants in the study's contraceptive practices. It was anticipﬁ%hat
applying this paradigm to the research will contribute to the body of kno g@lready

available on women's contraceptive practices and benefit reproducti\@althgg. When

employing this strategy, it was vital to determine how capable each ifﬁ&nal was of adhering

to its recommendations and engaging in preventative healthcare.}

The Health Belief Model focuses on people's attitudes anef patterns in an effort to forecast
their behavior with regard to their health. In the 1950s,y98ychologists working for the US Public
Health Service first introduced the strategy? ;@y Isely believed that people were afraid of
illnesses and that decisions regarding l@@ ere influenced by the degree of fear (perceived
threat) and the anticipated abili‘[.}\o hose decisions to reduce fear, provided that potential
outweighed the practical@s%lological obstacles to taking those decisions (net benefit).
Since then, a Variefy@)th short- and long-term health behaviors, including hazardous sexual
behavior, HIV/@ ransmission, family planning, and other reproductive health issues, have
been studie%aing HBM. The HBM attempts to predict health-related behaviors in terms of
p@%t ought patterns. This model is used to describe and forecast health behavior along

with’sick-role and disease behavior®’.

2.3.2 Perceived Susceptibility to Unwanted Pregnancy
The health belief model makes predictions about the behavior of people who are at risk of
having a health issue, such as an unwanted pregnancy, and how they will act to lessen or avoid

that issue in order to protect themselves from experiencing it. The perceived susceptibility
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element of the HBM is a very important portion of the model that focuses on the motivated
actions taken to prevent health issues. The HBM functioned under the assumption that conduct
requires motivation in order to occur. If a person has a good chance of avoiding a dangerous
health risk, they are assumed to engage in a certain health-related behavior. This assumption is
backed by the results of a number of studies, including: The majority of women believe that
they have a low chance of being pregnant or that they do not feel at danger of being ﬁ%ant
even if they do not use any type of birth control, according to research findin of the
ladies believe it will be difficult for them to have a child since they are le@ile than other
women. The results of this study indicate a relationship between p g&d susceptibility and
perceived pregnancy risk. A woman choose whether or not to use ern contraception based
on the risk involved®®-s8,

According to research using a cross-sectional desig@amine the factors that are responsible
for the use of family planning services and.tl‘K of contraceptives among married women
who were in their reproductive age group@:en who do not use any form of birth control are
at a significantly increased risk.of@gﬁplanned pregnancy (15- 49 years). The study was
conducted in three location: akistani province of Punjab, where about 35% of married
women of childbearing age e family planning methods”. Younger women and those from
lower socioeco . ﬁs were more likely to utilize family planning. The authors claim that
because of gms' proximity, the provider's stellar reputation, and the types of treatments
offere@b‘hen sought out health facilities for contraceptive services. The study used this data

as foundation to find out whether or not women in the Municipality who were of

reproductive age (20-39 years old) experienced comparable problems.

According to study, women who don't take birth control at all have a much higher risk of
becoming pregnant unexpectedly. An investigation was conducted using a cross-sectional

methodology to determine the characteristics that influence married women who are in their
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reproductive years using family planning services and contraception (15- 49 years). The study
was conducted in three locations of the Pakistani province of Punjab, where about 35% of

married women of childbearing age use family planning methods®'.

Younger women and those from lower socioeconomic status were more likely to utilize family
planning. The authors claim that because of the facilities' proximity, the provider's excgllent
reputation, and the types of treatments offered, women sought out health faet 'tie;for

contraceptive services. The study used this data as its foundation to find ozt er or not

women in the Municipality who were of reproductive age (20-39 &s

comparable problems’!. O
2.3.3 Perceived Threats to Non-Use of Modern Cob&eb_:'ves/Severity of Unplanned
Pregnancy Q

Perceived Threat: This involves the perceived & sity for and gravity of a medical problem.

experienced

A person's assessment of the likelihood Q&%eloping a condition that may negatively impact
their health is referred to as perceix& susceptibility. While perceived severity refers to how
serious a medical condition} Qéeived severity as the model suggests could be applied to
women's attitudes tow% family planning as women are likely to show a favorable attitude

toward family @?éfg when there is a perceived threat to their health from another

pregnancyéb

oth@‘gortant component of the HMB is how individuals perceive the consequences of
not using contraceptives. The low or non-use of contemporary contraceptives is seen to be a
health burden for reproductive-age women, especially in Africa, due to their nomadic way of
life, early introduction into marriages, high level of illiteracy, and female circumcision.
Particularly true in nations where female circumcision is widespread’”. A multitude of health

issues, such as stillbirths, higher rates of infant mortality, illegal abortions, and elevated rates
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of maternal illness and mortality, are usually associated with inadequate spacing between
pregnancies. Poor health outcomes in the offspring of unplanned pregnancies, which are caused
by the mother's poor prenatal behavior, have been associated with the consequences of those
pregnancies. The women are unable to recognize their pregnancies at an early enough stage,
according to study. They postpone seeking prenatal care as a result, and they engage in other
unhealthy habits. There is a widespread assumption that unintended pregnancies é% in
humiliation, social withdrawal, child neglect, and abandonment. Unwante@ ancies
usually result in unsafe abortions and deaths associated to abortion®. Un\@d pregnancies

frequently lead to unsafe abortions and abortion-related deaths. Bei ant at a young age

can have a number of detrimental effects, such as social stigma, shame, embarrassment,
depression, social marginalization, low self-esteem, an jous financial repercussions. The
goal of the research study was to discover whet@ not the study participants suffered
comparable potential risks as a result of not .usjéodem contraceptives.

2.3.4 Perceived Benefits of Modern Q&@ceptives Use

Perceived Benefits: This is the cqnyj@@that methods for lessening the risk of sickness work.
Women's perceptions of the @ages of family planning will encourage and inspire them to
practice both general a Qﬁc methods of family planning, depending on the advantages
they see in ea f&é’l ill also have a significant impact on how they feel about such
techniques @ amily planning in general. The term "perceived advantages of taking action"
refers %ng steps to prevent disease problems, such as using family planning techniques to
swegnancies and childbirth that are thought to be harmful to women's health. Other
reproductive health services, such as the reduction of maternal mortality and the prevention

and treatment of sexually transmitted infections, are provided through the provision of

contraceptive services.
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In order to stagger births and subsequent pregnancies and protect the health of moms and
children, modern contraceptives are an effective techniqu’*. Modern contraceptive use has been
prioritized as a crucial element in preventing unforeseen pregnancies and the poor outcomes
that are associated with them. Modern contraceptives provide a number of advantages,
including as bettering maternal and child health and giving women more agency. Modern
contraceptives have been linked to a number of additional advantages, including the pné%on
of health hazards for women during pregnancy, a decrease in infant mortality, gvease in

adolescent pregnancies, empowerment and improved education, and a slow@ of population

increase. For the purposes of this investigation, the research questio:&uld be able to elicit

from the study participants their opinions of the benefits the¥ ?

result of using modern birth control methods®’. Q

ticipated to obtain as a

A woman's general health and well-being are correl@ with her capacity to exercise control
over her reproductive decisions. As a result] ;éqg odern contraceptives can aid in reducing
both the likelihood of abortion and the %r of unintended pregnancies. An increase in the
use of contemporary contracepti\fe@ld, as aresult, result in a decrease in the risk of maternal
death, according to the @ r who carried out the study to assess the knowledge and
determine future Qe@f women in urban Cameroon to use contraceptives”’. Childbearing
women who t@ in a community-based survey were given face-to-face questionnaires
that servedéihe source of the data for this cross-sectional study. No attempt was made to
g ge@ participants' perceptions or attitudes toward family planning; instead, the data
cc;llycted mostly concentrated on the participants' degrees of awareness regarding the

practice’®.
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2.3.5 Perceived Self-Efficacy to Use Modern Contraceptives

Unplanned pregnancy prevention programs have been compared to health prevention
initiatives, and there are differences in the importance or urgency of contraceptive treatments.
Even though they are sexually active and do not want children, some women do not want to
get pregnant and do not put off having children in the future. Among women trying to avoid
pregnancy, the non-use or discontinuation of contraceptives is connected with almosﬂ&g of
unwanted pregnancies®’. Lack of access to services emphasizing physical proxifmi s been

the primary contributor to unmet demand for family planning. Lack o@wledge about

procedures, fear of negative consequences, and the husband's r are a few other

contributing causes. The majority of these criteria suggest that w ind it difficult to decide
whether to use the contraceptives that were the subject 0@ stady®®.

Women frequently have to contend with limiting fa@hat conflict with their wishes for the
quantity and timing of pregnancies®!°, Wo;ng%kfpacity to prevent unintended pregnancies
is limited when they confront impe«l@k accessing contraception. The non-use of
contraception is linked to persoual@@s such lack of motivation, low self-efficacy, health
concerns, and ignorance of ﬂ@planning options and resources!%% 11102 The position or
status of women acts as Q;er to the use of contraceptives, particularly when the woman is
financially reli .@b pouse and may feel under pressure to make reproductive decisions
in accorda\&w1 the wishes of other people. In addition to eligibility requirements and
medic@‘@l‘riers that require a spouse's approval, women may face difficulties using
cWeptives. The use of modern contraceptives may also be hampered by low self-efficacy

and misinformation. It was critical to this study's success to ascertain self-efficacy levels and

how they affected participants' use of contemporary contraceptives'!.
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2.3.6 Perceived Barriers to the Use of Modern Contraceptives

The idea of a perceived barrier, which relates to the difficulties women encounter when taking
modern contraception, is a key component of the HBM. The availability of various techniques,
the cost of treatment, and medical contraindications, among other structural and external
constraints, might affect how frequently people utilize contraception'?. For instance, a barrier
to the use of contraceptives is the male partners' aversion to their spouses' use of contrada%es,
but some women oppose contraceptive methods generally since they decr Qﬂility”.
Additionally identified as hurdles to utilizing contraceptives are the inabilit)@ick with some
techniques and worry about unfavorable side effects. The fear of marj g&enge resulting from
disagreements over the decision to take contraception has‘%gnd to be a significant
obstacle for women, among other factors!%, Q

Another study found that women don't utilize contra@n because their partners don't support
them!'®. A UNFPA report claims that there is q&net need for contraception among sexually
active women who don't want to get preg@ t aren't utilizing it'*. A number of things, such
as a lack of informational resourqesé@lack of support from partners or communities, might
be blamed for this unfulfill @d. According to the study, side effects, health concerns,

and infrequent sexual are the main reasons why married women in developing

countries who \@éfe ent pregnancy but are not using contraception do so'’. These women

needed assi%l’ce rom programs that will reduce unexpected pregnancies and unsafe abortions

while @&ting reproductive health in order to prevent unplanned pregnancies.

TMstainable Development Goals of enhancing maternal health, lowering child mortality,
and eradicating extreme poverty can only be reached when there is an improvement in
reproductive health, as a result of the removal of obstacles to contraceptive usage. Among
women of reproductive age, the adoption of modern contraceptive techniques can considerably

lower the number of unsafe abortions and unintended pregnancies'®”. A restricted selection of
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techniques, concern about side effects or personal experience with them, cultural or religious
opposition, poor service quality, as well as user and provider prejudice, have all been connected
internationally to the nonuse of modern contraceptives!’. The results of this study will assist in
removing barriers to contemporary contraceptive use, enhancing maternal health, and enabling

young women to prevent unwanted births'®!.

Studies reveal several obstacles to utilizing contraception or avoiding unplanned @es.
Contraceptive use is hindered by male partners' aversion to their partners usi
and some women's general distaste for contraceptive methods since L 'C
Numerous variables, including as concern over unfavorable side @ts and challenges with
maintaining certain contraceptive techniques, make it difﬁcu@eople to use contraception.
The fear of spousal retaliation brought on by a disent over the decision to take

contraception is a major obstacle for women?'.

High rates of contraceptive use and accom%%'mg restrictions among women of reproductive
age are present in all sub- Saharan can countries'®?2. An example might be a qualitative
study to find out more abou tg@ﬁfﬁcultles young women in Kenya encounter when using
contraceptives. The surve carried out in urban and peri-urban districts of Kenya where

people have a sloW@m economic profile and the prevalence rate of contraception is closer

to the natioial @ge

The st ‘bﬁonclusions showed that the young women did not use contraceptives because they

106

misteKenly thought that some techniques would render them infertile and that they were linked
to birth deformities or other abnormalities. The difficulties indicated in the aforementioned
study are likely to be encountered by the participants in this study, which may hinder them

from embracing and using modern contraception'%
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Nigeria is one of the developing countries with one of the lowest prevalence rates for
contraceptives and a long-term trend of diminishing contraceptive use. Some research studies
in Nigeria have emphasized the methods used to examine and identify the barriers that prevent
women from utilizing contraception!’’. A qualitative investigation to uncover additional
factors, besides the previously mentioned fear of unfavorable effects that prevent Nigerian
women from using contraception'®®. Focus groups with vignettes were employedﬁ&the
researchers to gather normative beliefs about contraception. Additionally, the Qable to
recollect worries about menstrual irregularities brought on by hormonal co@tives, as well
as ignorance about fundamental reproductive biology and the w, {&s of contemporary
contraceptive technologies. In a related study, the researchers int ed people in-depth and
held focus groups to find out more about the miscont@ns that keep people from using
contemporary contraceptives and to identify the roons of those misunderstandings. The
study required to consider both the obstac.le@e use of modern contraceptives and the

method or approach employed to collect @28.

)

Women of reproductive age who @e to delay or avoid having children but do not use any
kind of contraception h@& the focus of some studies on the factors impacting
contraception in lqw-\a middle-income countries®®. A sizable portion of women do not use
contraception due t\éasons such as relationship animosity, husbands' fears of infidelity, fear
of side eft%( and health difficulties associated to the use of contraceptives. Women's
pr fes@lal status and educational attainment were also found to have an impact on their use
by

of contraception®.

By separating contraceptive knowledge from procedural comprehension, the fallacious notion
that population education on contraceptive techniques is not necessary will be eradicated. Since

there are many of these barriers in low- and middle-income settings, it is essential to create a
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plan for obtaining data on the obstacle’s women in my community face in using contraceptives

and to fill in any gaps in their knowledge and adoption®%!,

2.3.7 Cues to Action on the Use of Modern Contraceptives

Both internal and external signals trigger the woman's awareness of a risk to pregnancy, which
facilitates her decision to utilize contraceptives to alleviate that concern. For instance, jt has
been observed that postpartum women in Africa who lived in cities and were in pov, %’led
using contraception based on the timing of the onset of their menses®'. An tk@gy found
that women who began having periods soon after giving birth on aver eQin one month
tend to use a contraceptive technique. The signals to action have connected, using a
quantitative approach, to the influence of healthcare professi‘@on contraceptive choice or
information from peers and the internet that influences ceptive choice. In order to analyze
and understand the contraceptive behavior of re roine-age women in the study area, a
phenomenological approach was adopted ih@udym. Both internal and external signals
trigger the woman's awareness of a ris %egnancy, which facilitates her decision to utilize
contraceptives to alleviate that éa@n. For instance, it has been observed that postpartum
women in Africa who liVﬁ®1 es and were in poverty started using contraception based on
the timing of the Pr&ﬂﬂ%f their menses’’. 79. Another study found that women who began
having period®§ after giving birth—on average, within one month tend to use a
contraceptiéechnique. The signals to action have also been linked, using a quantitative
a ro@ to either peer and internet-based information or the effect of healthcare professionals
o%e)decision to take contraception. In order to analyze and understand the contraceptive

behavior of reproductive age women in the study area, a phenomenological approach was

adopted in this study®’.
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2.3.8 Social Cognitive Theory

In order to promote family member wellbeing, family planning approaches assist an individual
in striking a balance between the number of children and the family's socioeconomic
circumstances. Planning a family successfully requires knowledge, motivation, and proactive
actions. These signs are in line with the social cognitive theory, whose "social" elements
recognize the social roots of human cognition and behavior and whose cognitive d%nts
recognize the critical role played by the cognitive process in determining h\@%havior.
Social cognitive theory acknowledges that people are self-organizing, p@ive, and self-
regulating®!. The idea's three essential parts are the environment, the pednle, and the behavior.
All three of these components work together. Just as beha‘v% t just the result of the
individual and their behavior, the environment is not o@ heresult of the person and their
environment®>!% The environment provides eX of behavior. Observation learning
occurs when a person watches another pe.rsg@ctions and the reward they receive. The
concept of behavior is open to many int@ions, but generally speaking, it means that in
order to exhibit a behavior, a persop&@ be aware of it and have the abilities necessary to do

so. According to social @@\eory, using contraceptives necessitates that individuals
lity an

possess the cognitive ability and behavioral skills to continue using contraceptives in light of
their health stat 8.3\N

2.4 Rev&v’o mpirical Studies

24.1 éj&’ies on the Use of Contraception by Women of Reproductive Age

As was done in 7 states of Nigeria. The study's target population consisted of females (15—
49 years old) of reproductive age who were currently using contraception at the time of the
survey. The sample of individuals who met the criteria for inclusion included 1927 women.
The research found that 28.5% of individuals read about family planning in newspapers or

magazines, 67.2% of people heard about it on the radio, and 49.7% of people heard about it on
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television. Just 18.5% of respondents indicated they had heard about family planning when a
health worker visited them in the preceding 12 months, compared to 53.6% of respondents who
said they had. This is in contrast to the 53.6% of respondents who said they had. The study's
findings on knowledge of contraceptives showed that 70.3% of the women knew about
implanted contraceptives and 55.5% knew about IUDs. In order to appropriately educate
women of reproductive age on the safety and effectiveness of contraceptives, the study: ests
the creation of a communication strategy. Finally, medical providers should disc@%eneﬁts
and drawbacks of LARCs and recommend them as a first line of defense v@peaking with
women about contraception'!’. &

A significant portion of women in a descriptive cross-sectional are familiar with one or
more methods of birth control. In this study, the knowl and viewpoint of WRA towards
the use of contraceptives are explored. It was fou@t 82.4% of respondents knew about
contraceptives, and that for nearly two-thirds @%) of those who did, health professionals
were the main source of information. D{@\the fact that child spacing remained the most
popular use of contraceptives acg&g‘h respondents (85.8%), more than three-fifths of
respondents (63.4%) were v@la‘[ contraceptives might be used to prevent unwanted
pregnancy. The functio Qltraceptives that respondents were least familiar with (25.2%)
was limiting fa ’@%lhe diaphragm (81.0%) and male condoms (84.8%) were the two
most popul@no ern contraceptive techniques, while vasectomy (26.6%) and the diaphragm
(28.2‘V®%€ the least popular. The respondents were well-informed about contraception, with
4M5.6%) of them saying they understood it well. Compared to married respondents
(88.8%), just 69.2% of respondents who are currently single had a great understanding of

contraception'!!.:
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Everyone who took part in the cross-sectional study in Lagos, Nigeria, knew about
contraception in the interim. Ninety-two percent of respondents said they had learned about
family planning via a hospital or health center. All respondents believed that family planning
prevented pregnancies, and 51.7% said that it helped space out children. However, more
women who had good understanding (55.3%) than those who had poor understanding (36.2%)
used family planning. 194 respondents (597%) reported using some form of contraﬁ%on,
while 125 (38.5%) reported using a more cutting-edge method. The most co Qmodern
method among those who used contraception was the male condom 5@.3%), closely
followed by implants (17.0%) and injectables (9.3%). The usaSe salt water/strong
alcohol/lime juice 9 (4.6%) and rings, amulets, and padloc‘% -1%) were the two most
common traditional methods. The coitus interruptus 43 @/o) as the most common natural
method. More than 75% of respondents in this stud thorough comprehension of modern

contraceptive methods, and 86.8% of requn@said they were aware of family planning
approaches!!?. ‘&\

To find out the factors affecting @rian women's decisions on contraception, a study was
conducted. 82.8 percent a@% had a high level of knowledge about contraceptives, 15%
had a moderate le\./ek@slowledge, and 2.2% had little to no information. The most common
methods of c@pﬁon were birth control pills and implants (38.3% and 36.1%,
respectivelbhereas tubal ligation and withdrawal were the least common methods (29.4%
and 2 o, respectively). According to the report, healthcare facilities provide counseling
si){s to assist women in choosing a method of contraception. It is crucial to adopt medical
procedures that promote the application of knowledge to healthy sexual and reproductive

behaviors!!3.
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2.4.2 Studies on Attitude towards Contraception by Women of Reproductive Age

According to the World Health Organization's (WHO) Medical Eligibility Criteria for
Contraceptive usage, the majority of contraceptive methods are secure and effective for
WLHIV, including those with asymptomatic HIV and AIDS. Modern contraceptives should be
made accessible and inexpensive to women living with HIV in order to reduce mother-to-child
transmission of HIV and consequent new pediatric HIV infections®!.Numerous studlﬁ%we
demonstrated the need for WLHIV to have more information on s QHTIS of
contraception®?.In sub-Saharan Africa, about 2 million (90%) of all pedi@iIV cases are

caused via mother-to-child transmission. This figure highlights the high¥ertility rates and low

use of modern contraception among HIV-positive women in Su 14,

A model of integrated HIV and family planning ( ices, however, has been developed
that enables eligible clients to be connected \@RT treatments. In the world, there are at
least 25% of HIV-married women who K@eed family planning services!!®. In sub-Saharan
Africa, eight male condoms are ma gable annually for each person who engages in sexual

activity; nonetheless, you%c@ave restricted access to condoms. Evidence suggests that
ta

in Sub-Saharan Africa y in Nigeria and Zambia, women with HIV use contraception

more frequentl I \V en without HIV do in order to prevent unplanned pregnancies.
Contrary to@gitely low utilization of family planning services, the majority of WLHIV
were a@@bf at least one type of family planning!'

TM of contraception by women is highly predicted by their knowledge of their HIV status.
In Nigeria, it was found that 39.8% of WLHIV with cohabiting partners utilized condoms3®!!”.
However, according to some recent studies, WLHIV are happier and use contraception more
frequently!!®. The likelihood of pregnancy among women living with HIV is increased by the

accessibility and availability of highly active antiretroviral therapy (HAART) for the treatment
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of HIV infection. Although every woman has the right to have children, there are many
pregnancy-related problems, especially among WLHIV. According to the evidence, these
women have a variety of reproductive goals, with delivery being the most popular. The rate of
HIV transmission from mother to child still exists despite the fact that delivering antiretroviral
treatment to people with HIV and AIDS has improved pregnancy outcomes'!°.

Unintended/unwanted pregnancy is still an issue in Sub-Saharan Africa, with an estih% 14
million occurrences per year'?’. There is a significant association between the %0 have
children and the use of ART among WLHIV in Ethiopia'*!. In a simila@'\, researchers
discovered that HIV-positive South African women are at a si f&j risk of unwanted
pregnancy. The majority of HIV-positive women in South Africa Qenya who use ART, on

the other hand, had births that were intended, accord@o ome people!??. Furthermore,

unplanned pregnancies increase the risk of HIV in and put efforts to halt the spread of

3

. . . 12
new infections in danger . . @

A significant number of HIV-positiVQ%%en have reported that their pregnancies were
unplanned, which has been not’a@ numerous studies. In an effort to avoid unintended
pregnancies, family plan@%ices are made accessible and available to women with
HIV!#, According to\t&)study's conclusions, WLHIV may plan their reproductive lives to
avoid unwante@ancies and enjoy parenthood just like their counterparts who are virus-
free. There@; the goal of this study was to close the knowledge gap regarding contraceptive
a@s and help with the distribution of crucial data for WLHIV treatment and

reproductive practices.

HIV infection and the immune suppression it causes, particularly in resource-poor countries
like Nigeria, further complicate the challenge of global health. The availability of effective
antiretroviral therapy (ART), which is now the standard of care in most settings, has

significantly reduced morbidity and death linked to HIV infection. Because of ART, vertical
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transmission has also been reduced during pregnancy, childbirth, and nursing. HIV-positive
persons are living longer and in better health in an era of effective combination medication and
expanded access to treatment!?>. The ability of HIV-positive people to live normal lives, work,
and seek education has had a tremendous positive influence on reducing poverty in the affected
areas'?®. Women with HIV/AIDS frequently want children and engage in sexual activity. In
the world, there are more than 13 million (61%) women with HIV/AIDS who areA%lly
active and between the ages of 18 and 30°8.Effective mother-to-child transmissi %ention

therapies, family planning education, and sensitization to the use of {contraceptives all

N

contribute to decreased mommy worry.
9,
Numerous studies have confirmed that HIV-positive wome@want to start families and
have children despite learning of their status. The des@r children among HIV-infected
women has been correlated with strong conventionalyvalues and societal pressure. In some
societies, childlessness can be more stigh)é@ than the HIV virus itself. Many HIV
prevention programs in the past have %ﬁ% on reducing the risk of HIV acquisition among
people who are unaffected or u@'e of their status. Keeping HIV-positive women from
becoming pregnant unnecgssatily has been identified as the second pillar of UNFPA's strategy
for reducing mothgr-@)ﬂd transmission '?’. A number of factors, such as knowledge of one's
own HIV statu@\ﬂcultural expectations of motherhood, awareness of the reduced risk of
mother-to-@ transmission, the availability of ART, knowledge of one's partner's HIV status,
a st@as associated with both childlessness and HIV status, have an impact on whether or
no:&HIV-infected person decides to have children. Infected women and their partners have
a variety of reproductive health decisions to make about pregnancy, delivery, and
contraception. Just like other women and couples, they ought to make these decisions for

128

themselves “°. Many sexually active women with HIV/AIDS may not want to have children

and use a contraceptive for the same reasons as women who are not HIV positive.
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However, family planning clinics and those providing HIV-related medical care are frequently
distinct in Sub-Saharan Africa. This arrangement will create a structural barrier for women
who need family planning services'?’. Barrier methods, hormonal methods, the intrauterine
device (IUD), female and male sterilization, the lactational amenorrhea method, and treatments
based on reproductive awareness are all acceptable contraceptive options for women with
HIV/AIDS. These choices are on par with those available to those who do not have Hﬁ%“he
use of condoms is the only form of birth control that reduces the risk of all chuding
HIV'. They perform best when used to stop STIs like HIV that are transfe@urough bodily
fluids. Most forms of contraception are largely risk-free for wome Q&J—IIV/AIDS who are
using ART!*!. The widespread view is that ART medica;io%@ contraceptives do not

interact. The challenge for Sub-Saharan African coun@ is"to offer reproductive health

services, such family planning, to women living Wi@’ /AIDS in an efficient and affordable
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2.4.3 Studies on Use of Contraceptﬁmg Women with Reproductive Age

In 37 SSA nations between 1995’@020, a study of women of reproductive age was carried
out (15-49 years). 22.0%@ e use contraception, with coverage varying greatly between
nations, with Namib'@(hi&)ing the highest coverage (49.7%) and Central Africa Republic having
the lowest (3.5@%& nations with high contraceptive use rates included Lesotho (48.5%),
Zimbabwe @9%), South Africa (47.9%), Malawi (45.2%), and Kenya (39.1%). Male
Cco do@‘g;j%), implants (16.5%), pills (15.7%), and injections (39.4%) were the most
f;eqyently used contemporary contraceptives. Age, education level of the woman, husband's
or partner's education level, place of residence, employment, marital status, wealth index,
number of living children, knowledge of modern methods, hearing about family planning in
the media (television, radio, newspaper, text messages), and a visit from a health worker to

discuss family planning are all factors associated with the use of modern contraceptives'>2.
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Additionally, a descriptive cross-sectional survey with 560 respondents found that 49.7% (271)
had ever used any kind of contraception, while 25.4% (69) of those respondents were still doing
so today. Traditional, natural, and contemporary approaches were all employed. Condoms for
men (74.8%), condoms for women (43.3%), a diaphragm (18.4%), injectables (45.5%), an

IUCD (42.1%), oral pills (57.7%), implants (1.9%), a vasectomy (19.5%), and bilateral tubal

A
ligation (23.2%). The likelihood of using contraception was around four times higher among

<)

married women than among unmarried women. Contraception is viewed as having side

A\

effects/disadvantages by 83.1% of respondents, with weight gain (201 [44.3%]) and irregular
<

menstruation (221 [48.7%] being the two most common negative effect§ stated. Despite the

fact that every respondent to this survey was aware of contrace\Etion, only approximately half

had ever used it and only about a quarter were doing so at the time of the study'?>.

Research conducted in Ethiopia found that few women of reproductive age use contraceptives.

S

Only 14.2% of the individuals in the present survey reported using contraceptive methods now,

according to the study. Young women's use of contraception was highly influenced by socio-

A

cultural factors, particularly perceptions of societal acceptance of contraception and belief in

< NV
contraception urban legends. Family planning education should attack myths and

4
misconceptions about contemporary contraceptive technologies as well as social norms that are
[}

AA
against using contraception. In order to remove widespread beliefs and misconceptions, health

A

professionals must receive training in how to communicate with and provide information to
Jo

moms seeking maternal and child health'*.

2.5 Studies on Barriers to Contraceptive Use

2.5.1 Barriers to taking action:

Even though a person may believe that taking action will have positive effects, action may not
actually be taken. This could be because of obstacles linked to how a therapy might be

uncomfortable, expensive, painful, or upsetting. As in the case of obstacles like price,
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affordability, availability, accessibility, and simplicity of family planning options. These traits
could discourage someone from taking the intended action'.

Lack of awareness about techniques, trouble acquiring services from providers, and an inability
to bargain with partners are all obstacles to adolescents using contraceptives. Lack of
information about sexual and reproductive health issues, particularly family planning, acts as
another barrier that discourages adolescents from using contraceptives. Teens who{not
married in some nations are prohibited access to contraceptive services and™i ation,

leaving them without guidance when making decisions regarding their r@uctive health.

197 According to a Ghana Demographic and Health Survey report froié& women frequently

use contraceptives irregularly due to poor parent-child communi_q’ , ignorance of parents'

contraceptive experiences, friends' experiences b ing” parents, low educational

achievement and aspirations, low self-esteem, and s of futility and alienation.

It is almost impossible for women to fr’e@:ak and discuss matters about sex and
contraception use with parents due to t@g%ltional and cultural misconception that sex is just
for adults. Similar to this, counséh@aek knowledge of how to advise males about sexuality
and contraception due tn@&otype that family planning facilities are just for women.
According to reseeirck,%n though most women are aware of the many contraceptive methods
and where to @, access to reproductive health services for women is hampered by a

number of ived and actual (logistical) obstacles'**.

Z%gistic Barriers
Family planning adoption is influenced by a variety of variables that can be complex and
challenging to manage in real-world settings, particularly in conflict-ridden regions where

things often occur in an emergency situation'>

. These variables span from individual and social
concerns, cultural factors, availability and access issues, to issues like fear of side effects

related to the qualities of a contraceptive technique!*. There isn't enough data to know how
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these variables interact to affect the usage of contraceptives in conflict areas of sub-Saharan
Africa, including South Sudan. The assessment of the current levels of contraceptive use and
of the factors that determine to agree that family planning is timely and essential, inaccessible
areas, unequal distribution of health facilities, lack of motorways, and relatively low
contraceptive use in South Sudan are taken into consideration'?’.

2.5.3 Studies on Contraceptive Use among Military Personnel 4’

A study was carried out with the aim to find out the factors associated with use o gceptive
among Armed Forces Personnel. It was a cross-sectional survey carried @mong Armed

Forces personnel living in a Military station with pre-validated an sted questionnaire.

Data was collected from 221 eligible couples. Univariate and 102 egression were done to

find out the variables determining family planning. Out couples, 65.2% (144) of couples
were practicing some or the other methods of familing while 34.8% (77) didn’t practice
any methods. Age, age at marriage, sex of ﬁ.rs@, type of family, empowerment and parity
of women were significantly associated@ contraceptive acceptance in univariate model.
However, in logistic regression, ag@%g age at marriage, empowerment and parity were
significant predictors of fami ning. Major reason for not adopting any contraception was
want of another child (20, 26%), girl child (18, 23%), male child (18, 23%) and worry about
side effects (112 .lé“o . The study highlights the gap in preferences and practices of
contracepti@(n emphasized the need to highlight safety of contraceptive during Information,
Educa@%ﬁd Communication (IEC) campaign.

A was conducted to assess the longitudinal effect of contraceptive policy changes on
contraception use and childbirth rates among military recruits. Secondary analysis was
performed of insurance records from 70,852 servicewomen who started basic training between

October 2013 and December 2016, assessing the longitudinal impact of a Navy policy change

expanding contraceptive access during basic training implemented in January 2015, and a
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Marine Corps policy change restricting contraceptive access during basic training implemented
in January 2016 on the following: contraception use (pills, patches, rings, injectable,
implantable, and intrauterine) at 6 months, long-acting reversible contraception use at 6
months, and childbirth prior to 24 months after service entry. We used logistic and Cox
regression models, adjusted for age group, to compare outcomes of women in the Navy and
Marine Corps who started basic training before and after their service branch’s policy&g{lge
with outcomes among women in the Army and Air Force. Compared to tl@%mdi al
difference observed among women attending Army or Air Force basic @ng, changing
policies to increase contraceptive access during Navy basic training | ary 2015 increased
contraception use from 33.1% of sailors to 39.2% of sailors b‘e% after the policy change
(interaction term odds ratio, 1.31; 95% confidence @al, 1.22-1.41) and long-acting
reversible contraception use 11.0% to 22.7% (od@ﬁo, 1.78; 95% confidence interval,
1.50—2.08). However, this policy change wgs& sociated with a decline in childbirth rates
among sailors (7.5% versus 6.1%) relatixg%}e change among women in the Army and Air

Force over the same time period (in@@on term hazard ratio, 0.90; 95% confidence interval,

0.79-1.03). Q'Q\

The January 2016.\\/@C0rps policy change decreased contraception use (29.6% to 24.4%;
odds ratio, O.7@0nﬁdence interval, 0.70—0.88), long-acting reversible contraception use
14.6% to 7.@odds ratio, 0.39; 95% confidence interval, 0.31-0.48), and increased childbirth
rates (@"?to 9.6%; hazard ratio, 1.26; 95% confidence interval, 1.03—1.55) among Marines
c&ed to outcomes in the Army and Air Force over the same time period. Basic training
contraceptive policy influences contraception use among junior enlisted servicewomen.
Implementing best practices across the military may increase contraception use and decrease

childbirth rates among junior enlisted servicewomen.
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A study was conducted to assess family planning knowledge, training, and practices among
health care providers serving military and dependent beneficiaries within the military health
care system at Fort Lewis, Washington. Overall, 79 eligible health care providers completed
the survey. Eighty-six percent of women’s health providers consistently (“always or most of
the time”) provided family planning services to female service members, compared with 38%
of primary care providers. Women’s health providers were more likely to counsel b)&%lod
effectiveness and adapt their counseling to consider patients’ reproductive li % There
were no differences between provider type in considering service members @oyment status

g&fectiveness of'long-

iveness of short-acting

during contraceptive counseling. Overall, providers identified the co

acting contraceptive methods, but tended to overestimate the
methods. Family planning services available to service bers may be improved through

enhanced provider education, targeting efﬁcacy—bax@mseling and identification of barriers

to access and provision of long-acting reverﬁt@ytraceptive methods.

A\

A study was conducted to evaluate &@@kdge, skills, and practices pertaining to basic
elements of women's/reproductN@th issues among transitional internship-trained general
medical officers in the AW% and Air Force. It was a cross-sectional survey study of
transitional interns.hiKﬁned graduates from 2012 to 2015 who transitioned to an operational
assignment as @X&pendent provider after internship graduation. The study involved an
anonymous@question survey evaluating aspects of knowledge and practice related to basic
re rod@ive health care services (contraceptive provision, cervical cancer, and chlamydia
s&ng). Thirty-four of 62 (55%) eligible physicians completed the survey. The majority
(85%) of respondents were male; 71% practiced at troop or unit-based clinic outside a hospital
setting. Among the respondents, 97% cared for female service members within their patient

population; one respondent (3%) reported no female service members in their patient
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population. Most respondents (82%) reported provision of contraceptive services to female

patients of reproductive age.

The copper intrauterine device (IUD) was least comfortably discussed. Less than half of the

respondents were trained to place either the copper or levonorgestrel IUD or the etonogestrel

contraceptive implant. Seventy-six percent of respondents performed cervical cancer scregning
Y

and 79% performed chlamydia screening in their female patient population. he

respondents, 15% did not offer cervical cancer and 12% did not offer chlam eening in
their practice. Eighty-eight percent of the respondents correctly identi dCo)recommended
age at which to begin cervical cancer screening and 64% correct@(gﬁed the aged-based
recommendation and interval to screen for chlamydia. The @onveyed that the majority
of respondents were comfortable discussing sel %v inistered methods (combined
contraceptives); fewer were comfortable discussin®/or had training to place the more
efficacious, longer-acting methods. Althoug’lN&;e ing services specific to female health are
offered, the uniform provision of thes@;% services appears to be inconsistent among our
surveyed population of ﬁrst-line}@ care providers. Our study identifies potential areas for

refinement in transitional@%cal training that could translate to enhanced female medical

and mission readines)s\ﬁ
[ ]

A study determ' the rates of contraceptive use, unmet need for prescription contraception,
and unin pregnancy among reproductive-aged women veterans. It was a cross-sectional,
te@ne-based survey with a national sample of 2302 women veterans aged 18—44 years who
had received primary care in the VA within the prior 12 months. Descriptive statistics were
used to estimate rates of contraceptive use and unintended pregnancy in the total sample. We
also estimated the unmet need for prescription contraception in the subset of women at risk for
unintended pregnancy. For comparison, we calculated age-adjusted US population estimates

using data from the 2011-2013 National Survey of Family Growth (NSFG). Overall, 62% of
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women veterans reported current use of contraception, compared to 68% of women in the age-
adjusted US population. Among the subset of women at risk for unintended pregnancy, 27%
of women veterans were not using prescription contraception, compared to 30% in the US

population.

Among women veterans, the annual unintended pregnancy rate was 26 per 1000 women; 37%
%’ of

of pregnancies were unintended. In the age-adjusted US population, the anr;Qra
unintended pregnancy was 34 per 1000 women; 35% of pregnancies were u ied. While
rates of contraceptive use, unmet contraceptive need, and unintended pregna mong women
veterans served by the VA are similar to those in the US populatio@s rates are suboptimal
in both populations, with over a quarter of women who are% for unintended pregnancy
not using prescription contraception, and unintendcies accounting for over a third

of all pregnancies. Efforts to improve contraceptive sdgvice delivery and to reduce unintended

pregnancy are needed for both veteran and c'uéyn opulations.

A scoping review was done purpﬁ@‘%apply the Social Ecological Model for Military
Women's Health to literature og@tended pregnancy (UIP) to answer the question: In United
States active-duty military en (population) with the potential for UIP (context), what is
known about risk'f@s prevention, and pregnancy outcomes (concepts)? this review was
conducted S’ a PRISMA-ScR protocol registered a priori in Open Science Framework.

Followir%

n‘%g} ata screening and data charting. The Social Ecological Model for Military Women's

erature search of six databases and the grey literature, we used DistillerSR to

Health served as the theoretical framework to chart findings regarding UIP at the individual,
microsystem, mesosystem, exosystem, and macrosystem levels. A total of 74 research, review,
and grey literature articles met the inclusion criteria. Risk factors included specific

demographics, military service, and recent deployment.
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Prevention included contraceptive practices, access, and education that should take place early
in servicewomen's careers and before deployment. Outcomes included early return from
deployment, personal career challenges, and seeking alternative health services outside the
military health system. Research and policy initiatives should focus on decreasing risk factors
in the military working environment, with particular attention to the deployed environment.
These initiatives should include input from military leaders, health care p‘%rs,
servicewomen, and servicemen with the goal of decreasing the incidence %tended
pregnancies. Pregnancy intentionality among military women should b@nsidered as a

concept to shape intervention research to reduce unintended pregnancie

5
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2.6 Conceptual Model
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Globally, contraceptive use has improved, yet disparities persist. According to the World
Health Organization, the global modern contraceptive prevalence rate among women of
reproductive age is about 58%, but unmet need remains around 10 percent'*®. Study in high-
income countries, such as the United States and the United Kingdom, show that widespread
education, availability of multiple methods, and supportive policies significantly enhance
uptake®?. Among military populations in the U.S. and Israel, access to confidential serﬁ%md

strong institutional health programs have increased modern contraceptive u_ngreduced

unintended pregnancies'’. ‘ )

In Sub-Saharan Africa, modern contraceptive prevalence rem@%er than the global
average—about 28% in 2018 in particular'*’, Empiric@ies link low uptake to
misconceptions, poor access, gender inequality, and health-service systems!*!. In
Ethiopia, it was found that educational level and partn8communication were strong predictors
of contraceptive use*’. In Kenya, a study sﬁ%d at exposure to family-planning messages
increased use among both men and w@ . Similarly, studies in Ghana and Uganda report

that community approval and sp:% | consent remain significant determinants of method

adoption®>142, Q'Q

Few Sub-Saharan S@S ocus specifically on military or paramilitary populations. However,
evidence from ocratic Republic of Congo military camps indicated that living within
structure acks influenced method choice and access, with condom use being most
@@43. Across Africa, empirical reviews reveal regional variation. North African
countries such as Egypt and Morocco record modern contraceptive prevalence above 60% due
to policy support and public education, while West African countries lag behind, with rates

below 20 percent!4>144,
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In military contexts, studies in Sudan and Ghana indicate that personnel with higher education
and spousal support have better contraceptive uptake*. Additionally, barracks-based
interventions in Sierra Leone showed that periodic family-planning education increased
knowledge and method continuation among soldiers and their spouses. Empirical evidence in
Nigeria aligns with broader African trends but shows even lower uptake in some populations.
The Nigeria Demographic and Health Survey 2018 reported that only 17% of marriedﬁ%nen
and 12% of men used modern contraceptive methods. Regional disparities ex %an and

southern zones, including the Southwest, record higher use compared to th@lh 36,71,

Facility-based studies in Lagos, Oyo, and Ogun States found th@&ion, marital status,
religion, and availability of family-planning services signiﬁca@(ect utilization®”*. Among
uniformed personnel, it was observed that high awareut low practice, citing cultural
beliefs, fear of side effects, and male dominance in¥Wgproductive decisions*®. Interventional
studies show that targeted education within'@a barracks increases knowledge and short-
term contraceptive use*® However, upt n declines after the intervention ends, suggesting

the need for sustainable instituti(;@pport.

Identified Research Ga@

1. Limited fm&&gn ilitary populations: Most Nigerian studies concentrate on civilian
groups, examine the unique socio-institutional context of military life.
2. exploration of male involvement: Research often centers on women, though
‘\)@ecision—making among military couples is typically male-dominated.
3. Short-term evaluation: Many interventions report immediate results but lack follow-up
on long-term continuation rates.
4. Contextual determinants: Institutional policies, mobility, deployment stress, and

confidentiality within military health systems remain under-researched.
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The empirical evidence across global, Sub-Saharan African, and Nigerian contexts shows that
contraceptive use is influenced by knowledge, perceived risk, social norms, accessibility, and
institutional support. Globally, structured systems and education improve uptake; across Africa
and Nigeria, cultural, religious, and systemic barriers persist. The gap in research focusing on
military personnel in Southwest Nigeria provides the rationale for this present study, which

integrates both individual-level and contextual-level factors within a theoretical fraﬁ%)rk

grounded in the HBM and TPB. O;

2.8 Summary of Gaps in Literature Q

Despite the extensive research on contraceptive use in the geulation, there is a
noticeable gap in studies focusing specifically on military ﬁ%&el. The unique living and
working conditions of military personnel, such as frequecations and deployments, create
distinct challenges that are not adequately addresse existing literature. This gap leaves a
significant portion of the population underre'géan d in research, leading to a lack of tailored
interventions and policies that address gﬂ;?peciﬁc needs. Current studies often fail to delve
deeply into the socio-cultural .@[S that influence contraceptive use among military
personnel. Traditional bel@%er norms, and religious influences play a significant role in
shaping attitudes .to\vﬁ:%s contraception, yet these aspects are not thoroughly explored.
Understanding @ural dynamics within the military community is essential for developing
interventio@at are culturally sensitive and effective. The lack of detailed analysis on how
these @io-cultural factors impact contraceptive decisions represents a critical gap in the
X

literature.

The impact of military policies, healthcare accessibility within military settings, and the role
of military hierarchy and peer influence on contraceptive use is not well-documented. There is

a need for research that investigates how these organizational and institutional factors either
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facilitate or hinder contraceptive uptake among military personnel. Understanding the
influence of command structures, availability of healthcare services, and support from
superiors and peers is crucial for creating supportive environments that promote contraceptive
use. Most studies on contraceptive use rely heavily on quantitative data, which may not capture
the nuanced experiences and perceptions of individuals. There is a significant gap in qualitative
research that explores the personal experiences, attitudes, and beliefs of military p%nel
regarding contraception. Qualitative studies can provide deeper insights into the gbehind

contraceptive choices and the barriers faced by military personnel, @ing to more

S

While knowledge and awareness about contraceptive meth@ recognized as important

comprehensive and effective interventions.

factors, there is limited research specifically addressi w well military personnel are
informed about their contraceptive options. Studies n do not assess the effectiveness of
educational programs and campaigns wﬁ%, e military context, leaving a gap in
understanding how to best improve knog ¢ and correct misconceptions about contraception
among military personnel. Reseﬁ@ften overlooks the specific needs and challenges faced
by female military persa@r%rding contraceptive use. Given the predominantly male
environment of thg r@y, the reproductive health needs of women may be underprioritized.
Studies that fo@Xthe unique experiences of female military personnel are necessary to

ensure th?tb,® contraceptive needs are adequately addressed and supported.
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Chapter Three
Methodology
3.1. Research Design

A mixed-methods research design was employed in this study, incorporating both quantitative
and qualitative research methods to achieve a comprehensive understanding of the c&ual
factors influencing modern contraceptive uptake among military personne thwest
Nigeria. The quantitative component of the study, involves a cross—sectior@kvey designed
to gather broad, generalizable data from a large sample of milj sonnel. The study
population, includes personnel stationed in various military ross Southwest Nigeria.
A stratified random sampling technique was used to @ representation across different

ranks, and service branches, thereby enhancing theentativeness of the sample.

The qualitative component, involves in-dept @ation of the personal experiences, cultural
and religious influences, stigma, an@& impact of military policies and programs on
contraceptive use among milita .h@onnel. A purposive sampling method was employed to
select a diverse group »@ icipants, including both users and non-users of modern

contraceptives, heal providers, and key informants such as military health officers and

chaplains. ( \)

Studyéfbyb’

study was conducted within the Southwest geopolitical zone of Nigeria, which comprises
six states: Lagos, Ogun, Oyo, Osun, Ondo, and Ekiti. This region was selected because it hosts
several major military formations and a diverse population of military personnel, making it
suitable for examining patterns and perceptions relevant to the study. A cluster sampling

technique was employed to ensure geographical representation across the zone. Four states
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were randomly selected from the six using a cluster approach. Within each selected state,
military formations were further identified as clusters from which respondents were drawn. To
account for the design effect associated with cluster sampling, a correction factor of 1.5 was
applied. Additionally, an adjustment was made for possible non-response to enhance the
robustness of the sample. The computed sample size of 986.7 was approximated to 1,000
respondents to ensure adequate representation and facilitate data collection logistics. 41
3.2. Study Population OQ

The study population consist of active-duty military personnel serving acro@ious branches

of the Nigerian Armed Forces. This includes individuals from the ian Army, Nigerian

Navy, Nigerian Air Force, and other specialized units within the . Both male and female

personnel were included in the study to ensure represent actross gender lines. Participants
were recruited from different ranks and levels of nce within the military hierarchy to
capture diverse perspectives and experiencps@ed to contraceptive uptake. Additionally,
personnel stationed in different geograph&%lxcations across Southwest, Nigeria was included

to ensure a broad representation of j&%itary population.
3.2.1 Eligibility Criteria %@Exclusion)
Eligibility Criteria
Inclusion Criteri .. \N%
o Act&lu y military personnel serving in the Nigerian Armed Forces.

. @‘h male and female personnel.

A\)Personnel from various ranks and levels of experience within the military hierarchy.

e Personnel stationed in different geographical locations across Southwest, Nigeria.
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Exclusion Criteria:

e Personnel who are unavailable or unable to participate in the study due to deployment,
missions, or other military duties were excluded to ensure consistency and reliability of
data collection.

e Any personnel who do not provide informed consent to participate in the study were
excluded to adhere to ethical standards. 4'

e Civilian contractors or employees working within military installationsOQ

¢ Individuals who do not consent to participate in the study. Q

3.3 Sampling Technique

The study was conducted within the Southwest geopolitical z 1geria, which consists of
six states: Lagos, Ogun, Oyo, Osun, Ondo, and Ekiti. @region was purposively selected
because it accommodates several major military fo@ns and hosts a diverse population of
military personnel, making it a suitable setting}@xamining perceptions and attitudes toward
contraception among military personnel. &%\

A cluster sampling technique was d&%ed to ensure broad geographical representation and
operational feasibility across ‘@ﬁdy area. Out of the six states, four were randomly selected
using a cluster approach, Within each selected state, military formations were identified and
treated as clus r. m which respondents were proportionally drawn. The use of cluster
sampling w@ustiﬁed by the hierarchical and structured organization of military institutions,
where&nnel are grouped into defined units and formations. This approach minimized the
l(;gx%al difficulties associated with simple random sampling and reduced potential

disruptions to military operations during data collection.
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3.3.1 Sample Size Determination
The sample size was determined using Cochran’s formula (1977) for sample size estimation in

large populations. The formula is given as:

Z*pq
-t

nyg =
where: 1
e ny=initial sample size Q

e 7= standard normal deviation corresponding to the desired conﬁde@@ (1.96 for

95% confidence)

e p= estimated proportion of the population possessing thé te of interest (0.5 used

e e=margin of error (0.05) Q
5%
LI (05)(05)
9\ (0.05)2

0 | 38416025 _
7 00025 T
Thus, the minimfﬂlg\&%e size required was approximately 384 respondents.

as a conservative estimate)

Substituting the values into the equation:

Since a Lﬂ@’ sampling design was employed, a design effect (DEFF) of 1.5 was applied to

aWr intra-cluster correlation, as recommended for clustered survey designs. The adjusted
sample size (n,) was calculated as:
n, = nyg X DEFF

n, = 384.16 x 1.5 = 576.24
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To account for possible non-response or incomplete questionnaires, an additional 15% of the
sample size was added. The new sample size (n,) was computed as:

n, =ny; + (0.15 X ny)

n, = 576.24 + (0.15 X 576.24) = 662.68
Considering the wide distribution of the military population across multiple formations and
states, the sample size was further increased proportionally to enhance representativeﬁe%nd
analytical precision. After all adjustments, the final computed sample size was ymately:

ny = 986.7 ~ 1000 Q
Hence, the final sample size of 1,000 respondents was adopted acthitate data collection
logistics and ensure adequate representation of military nel across the Southwest
geopolitical zone of Nigeria. This sample size was co@re sufficient to meet the study
objectives and to provide statistically reliable est of the knowledge, perception, and
practice of contraception among military pexs@n the region.
3.4 Description of the Research Instruﬁ%.\
The research instrument for this‘&l y consists of a structured survey questionnaire for the

quantitative phase and tructured interview guide for the qualitative phase.

Quantitative Phas
[}
Structure 1@ uestionnaire:

The str@red survey questionnaire was designed based on existing literature to collect
qu@‘bﬁve data on various aspects related to contraceptive knowledge, attitudes,
yaviors, accessibility, and utilization among military personnel. This was in 6 sections
Section A: Socio Demographic Characteristics
Section B: Contraceptive Use among Military Personnel
Section C: Perceptions towards Contraception

Section D: Obstacles in Accessing Contraceptive Methods
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Section E: Influence of Military Environment

Section F: Gender Dynamics

Qualitative Phase

Semi-Structured Interview Guide:

The semi-structured interview guide was designed to explore in-depth the contextual factors
influencing contraceptive uptake among military personnel. The interview guide cdnsgt of
open-ended questions that allow participants to express their perspectives, e %@s, and
insights related to contraceptive use within the military context. Topics coveked in the interview
guide include perceptions of contraceptive methods, challenges i (%ssing reproductive
health services, social and cultural norms regarding family , and experiences with
contraceptive decision-making. Probing questions were @de to encourage participants to
elaborate on their responses and provide detailed nes.

3.4.1 Validity of Research Instrument 6

The validity of the structured survey queii@}re was ensured through several key processes.
First, the questionnaire was developégged on a thorough review of existing literature related

Y

to contraceptive uptake z@@ductive health within military populations. This literature

review helps identify the rel€Vant constructs and variables that should be included. To further
ensure content .h@‘, e draft questionnaire was reviewed by experts in public health,
military hn@ services, and reproductive health. These experts evaluate whether the
questi@b‘% comprehensively and accurately addresses all aspects of the study topic.
Ad@gtronally, pilot testing was conducted to gather feedback on the questionnaire's clarity and

relevance, allowing for necessary revisions before the main data collection phase.
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3.4.2 Reliability of the Research Instrument

The reliability of the questionnaire was established through multiple methods. Initially, the
questionnaire undergoes a pre-test phase where it was administered to a small, representative
sample of military personnel. This pre-test helps identify any issues with question wording,
response options, or overall questionnaire structure. The reliability was assessed using
statistical measures such as Cronbach’s alpha, which evaluates internal consistency, A&ving
that the items on the questionnaire consistently measure the same c . Any

inconsistencies or issues identified during the pre-test phase was addres@) enhance the

reliability of the questionnaire before it is used in the main study.é&bach alpha score of
0.738 was derived. ‘%

3.4.3 Pre-Test Phase Q

The pre-test phase involved administering the d@ues‘[ionnaire to about 100 military
personnel who are similar to the target stu.d)@ulation. This process helped identify any
potential issues with the questionnaire’&@n, such as ambiguous questions or response

options that do not capture the, m@ d information. Participants were asked to provide

D

feedback on the clarity, @ and comprehensiveness of the questions. Based on their
ionSw

feedback, necessary re ere made to ensure that the final questionnaire is both valid and
[}
reliable. This @ﬁé‘pi}cess helped to ensure that the final version of the questionnaire

accurately @consistently measures the factors influencing contraceptive uptake among

milita\@bfonnel in Southwest Nigeria.
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3.5 Data Collection

Quantitative Data Collection:

Quantitative data were collected through structured surveys administered to military personnel;
surveys was distributed in-person.

The instrument would be administered both in Yoruba and English. This enables the study
participants to engage with the instrument in their mother tongue and also have the fre‘% to
choose to answer the English or Yoruba version of the questionnaire. Research @ ts were

made available for participants who need extra assistance with answeringythe guestionnaire.

This includes those participants who are unable to read or write.
was attached to the questionnaire. It explains the research stud arantee confidentiality
and the required consent from the participant to particip@ the research study.

Qualitative Data Collection: Q

Qualitative data were collected through in—d.ep%%erviews conducted with a subset of survey
participants. Interviews were conducted &%}on or via telecommunication platforms, based
on participant availability and logig‘&agéonsiderations. Interviews were audio-recorded with

participant consent and @d verbatim for analysis. Trained interviewers facilitate

interviews, ensuring rapport-building and adherence to ethical guidelines.
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3.6. Data Analysis

Data was cleaned; data entry and coding were done using SPSS IBM version 27.

Objective

Plan

1 Determine the level of contraceptive use
among military personnel in Southwest,

Nigeria

2 Examine the perceptions towards

*Descriptive  statistics  (frequencies,

percentages) to sumh%vze

contraceptive use. O
*Chi-square  tests @ explore

n demographic

associations

-D@yﬁve statistics to summarize

contraception among military personnel in@icipants‘ perceptions.

Nigeria %éﬁ
N
R\S

3 Document the Qs faced by military
person 1@& sing contraceptive

me&is n Nigeria
4 Assess the role of contextual factors in
determining modern contraceptive uptake

among military personnel in Nigeria:
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*Cross-tabulations and chi-square tests
to be used to explore associations
between demographic variables and
perceptions.

*Descriptive statistics to summarize
reported obstacles.

*Chi-square tests was used to explore
associations between demographic
variables and reported obstacles.
*Regression analysis was used to assess
the impact of contextual factors on

contraceptive uptake.



5

Identify contextual factors that influence
the uptake of contraceptives among

military personnel in Nigeria:
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*Regression analysis was used to assess
the impact of contextual factors on
contraceptive uptake.

*Thematic analysis to identify and

categorize contextual factors
influencing  contraceptive Aﬁ&
providing in-depth insi how

these factors a@ontraceptlve

behaviors amo ilitary personnel.



3.6.1 Thematic Analysis

Thematic analysis was utilized to analyze the qualitative data obtained from in-depth
interviews. This approach involved identifying and examining patterns or themes within the
data. The analysis process included stages such as data familiarization, coding, theme
generation, and theme refinement.

3.6.2 Integration of Quantitative and Qualitative Data 4’
The results of both quantitative and qualitative analyses were integrated vide a
comprehensive understanding of the factors influencing modern contrace@_\ptake among
military personnel in Nigeria. The quantitative findings, derived front sbgyeys, was combined
with the qualitative insights from interviews to triangulate and € he interpretation of the
research questions and objectives. This integration al d for a deeper exploration and
validation of the findings, enhancing the overall rok@ss of the study.

3.7. Ethical Approval and Consideration \ﬁ

Prior to the commencement of the study 3@1 approvals and considerations was obtained and
adhered to throughout the researgh Q@

Institutional Review Boar oval Ethical approval for this study was obtained from
Lead city University R seg Ethics Committee and Ministry of Defense Research Ethics
Committee. Th %protocol including the study objectives, methods, and participant
recruitmen@cedures was reviewed to ensure compliance with ethical standards and
safegu@bﬁé rights and welfare of participants.

Ned consent was obtained from all participants before their involvement in the study.
Participants were provided with detailed information about the study purpose, procedures,
potential risks and benefits, confidentiality measures, and their right to withdraw from the study
at any time without consequence. Consent forms were provided in both written and verbal

formats, allowing participants to make informed decisions about their participation.
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Confidentiality of participant information was strictly maintained throughout the research
process. All data collected, including survey responses and interview transcripts, was
anonymized and stored securely to protect participants' privacy. Identifying information such
as names and contact details were kept separate from research data to ensure confidentiality.

Participation in the study was entirely voluntary, and participants were not coerced or
incentivized to take part. They were assured that their decision to participate or decli ould
not impact their military service or any other aspect of their lives. Additional@a icipants
were informed of their right to withdraw from the study at any point without penalty.

Participants to ensure that research activities were respectful of the cuit norms, values, and
beliefs of the military community in Nigeria. This includegz ?Q culturally appropriate
language and approaches in recruitment, data collection@an ysis.

.\&'%
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Chapter Four
Results and Discussion of Findings
This chapter presents the results of data collected from the study on the level and determinants
of contraceptive use among military personnel in Southwest Nigeria. The analysis is based on
responses from 1,000 participants and is organized according to the research objectives. Data

are presented in tables and figures with corresponding narrative interpretations to pﬁ&ive a

comprehensive understanding of the findings. O;

4.1 Demographic Data Analysis ‘ )

g& study participants.

29 years, followed by

Tables 4.1a and 4.1b illustrate the socio-demographic characteristic

The majority of respondents (34.9%) were between the ages o

those aged 30-34 years (25.8%) and those under 25 ye .7%). Smaller proportions were

aged 35-39 years (10.9%) and 40 years and abo%). Regarding marital status, most
respondents (67.1%) were never married, W}@% were currently married and 1.9% had
previously been married (separated, div , or widowed). Christianity was the dominant

religion (78.6%), followed by Is]@rg‘Q@%) and traditional religions (4%).

D

Ethnically, Yoruba parti@'somade up the largest group (31.3%), followed by Hausa
(21.9%), Igbo (17..2‘@d others (29.6%). Most respondents resided in urban areas (75.9%),
while 24.1% @}T rural areas. In terms of income, 79.4% earned above the national
minimum , whereas 20.6% earned below it. Regarding partners’ occupation, civil servants
3 .8"/@were the largest group, followed by professionals (19.5%), traders (18.9%),
uﬁﬁoyed (16.7%), and artisans/farmers (11.1%). A vast majority (94.4%) were in the
soldier rank, while only 5.6% were officers. Concerning years of service, 34.7% had served
between 5-9 years, 31.6% between 10—-14 years, 23.2% less than 5 years, and 10.5% for 15
years or more. Nearly half (47.4%) had no children, suggesting that many were young or early

in their marital life. Educationally, 69% had tertiary education, 18.8% had secondary education,
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11.2% had primary education, and 1% had no formal education. Most partners had tertiary

education (53.5%), followed by secondary (20.4%), primary (11.8%), and none (14.3%).

NS
QO
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Table 4.1a: Socio-Demographic Characteristics of the Study Participants

Variables

Age

Less than 25

25-29

30-34

35-39

40 and above

Marital Status

Never married

Currently married

Previously married «
O
»'@

Religion

Christianit \ )’
Musl@‘b“'
AL

Traditional

Ethnicity

Yoruba

Frequency

187

349

258

109

97

671

Percent (%)

18.7

34.9

25.8 U
O

10.9

310 6\" 31.0

786

174

40

313

78.6

17.4

4.0

31.3
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Hausa

Igbo

Others

Settlement

Rural

Urban

Monthly Income

Above minimum wage

Below minimum wage

Partner’s Occupation

Trader

Civil servant

219

172

296

241

759

794

206

Artisan/Farmer .& 111

Professior%’
v

%@?ed

Source: Field Work 2025

219
17.2

29.6

24.1 AOQ
75.9 b"

19.5

16.7
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Table 4.1b: Socio-Demographic Characteristics (Continued)

Variables Frequency
Number of Children

No child 474
One child 185
Two children 187
Three and above 154
Ranking

Soldier rank 944
Officer cadre 56

Years of Service

A
Less than 5 years ¢ @2
&
5-9 years \_) 347

o« X
10-14 years O" ‘ 316

A
15 years(8 ove 105
‘&c}%ﬁnal Level
None 10
Primary 112

135

Percent (%)
474
18.5 A
Ay,
<)
18.7

23.2

34.7

31.6

10.5

1.0

11.2



Secondary

Tertiary

Partner’s Educational Level

None

Primary

Secondary

Tertiary

Source: Field Work 2025.

188

690

143

118

204

535

136

18.8

69.0

14.3



4.2 Presentation of Data

The results reveal that the study population was relatively young and well-educated,
predominantly male soldiers residing in urban areas. The high percentage of those without
children and those never married suggests that contraceptive decisions may be influenced by

life stage, career commitment, and military lifestyle.

4.2.1 Research Questions 47

The Level of Contraceptive Use among Military Personnel in Southwest Nj

This section presents findings on the level of contraceptive awareness, expdrienge, and current

use among military personnel in Southwest Nigeria. The data proviifq&ht into participants’

reproductive behavior, contraceptive choices, and the prevale?

needs within the population. O

S
. Qé%\
Q’Q
; C\é
x)@‘b“

unmet contraceptives
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Table 4.2: The Level of Contraceptive use among military personnel in Southwest

Variable Frequency
Percent
Source of family planning information
health professionals 585 68.5
Media 129 15.1-
Ay
Family and friends 76 Q
(N
Religious leaders 8 U0.9
)
Community meetings 7 & =08
~
Partner 4,{‘. ’ 4.7
A
other sources 1.1
methods ever used 0\/
Condom \ 7304 55.6
e
‘ ‘\v‘ 4
oral contraceptives %}\ 59 10.8
injectable contraceptives 4‘ 4 60 11
N
implants, intrauterine devicgs @S) 62 11.3
A
Withdrawal N 58 10.6

Al
periodic abstir;:nb&\,1 4 0.7
)

xf’%b
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Level of Contraceptive Use among Military Personnel in Southwest Nigeria
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4.5 The Attitude of Military Personnel in Southwest Nigeria towards Contraceptive Use

This section presents findings on the attitudes of military personnel toward contraceptive use.
Understanding respondents’ perceptions and beliefs is vital for explaining their behavioral
tendencies toward family planning methods. The responses reflect both personal convictions

and the influence of cultural, religious, and institutional contexts.

NS
QO
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Table 4.3: The Attitude of Military Personnel in Southwest Nigeria towards
Contraceptive Use

Statement Agree Undecided Disagree

(Y0) (%) (%)
Contraceptive use helps in proper child spacing 79.4 8.6 12.0
and family well-being. ¢ s

N
Family planning is mainly a woman’s 41.2 17.5 w.?’
responsibility. <)O
Contraceptive use promotes promiscuity among 33.7 44.9
couples. : O
&

Modern contraceptives are safe and effective. 6 Y 140 17.5
Using contraceptives contradicts my religious QY 19.1 50.1

beliefs. 4
X

Discussing family planning with a p . is 83.6 6.7 9.7
important. 4@

A
Men should also participé)@%ily planning 85.4 53 9.3
decisions.

VA
Military healtl@@as}ncourage contraceptive 61.7 18.2 20.1

counselli

Using. ¢of raceptives reduces sexual satisfaction. 28.6 20.9 50.5
pE

M planning improves financial stability. 76.2 10.4 13.4

Source: Field Work, 2025.
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The findings indicate a generally positive attitude toward contraceptive use among military
personnel in Southwest Nigeria. A majority (79.4%) agreed that contraception enhances child
spacing and family well-being, highlighting an appreciation for its socio-economic benefits.
However, ambivalence persists regarding gender roles. While 41.2% viewed family planning
as mainly a woman’s responsibility, an almost equal proportion (41.3%) disagreed, and 17.5%

remained undecided. This division suggests ongoing negotiation of gender norms \M%he

military community. O;

The belief that contraceptive use promotes promiscuity was held by({@hereas nearly

45% disagreed. This indicates that misconceptions and mor@n erns still influence
contraceptive attitudes among a significant minority. Encod@ly, 68.5% of respondents
agreed that modern contraceptives are safe and effectivonstrating trust in contemporary
methods. Yet, 30.8% felt that contraception conflicts their religious beliefs, underscoring

the influence of faith-based reservations on f&‘qﬂ tive decisions.

Communication within relationshilﬁ@‘%rs strong, as 83.6% believed in discussing family
planning with their partners, n@% agreed that men should also participate in contraceptive
decision-making. These re es suggest an evolving sense of shared responsibility between
spouses. Institution@p rt also plays arole. About 61.7% acknowledged that military health
facilities provi traceptive counseling, though nearly one-fifth were undecided, implying
that sewj@%ivery could be more visible and proactive. Lastly, 76.2% associated family

p’wg with financial stability, reinforcing its perceived role in economic well-being.

Overall, these findings demonstrate that military personnel hold predominantly favorable
attitudes toward contraception. Nonetheless, cultural and religious influences, gender

stereotypes, and residual misconceptions continue to moderate these attitudes. Strengthening
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educational campaigns, male engagement programs, and faith-sensitive counseling could

further enhance positive reproductive health behaviors among service members.

60
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Importance of Family Planning

O

Figure 4.2:  Perception of Importance of Famﬂ@nning
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o o o o

=
o

Figure 4.3 reveals the respondent’s 1ntenUo\‘ the recommendation of family planning
practices to family and friends. 81.1% of ;@Ments stated that they would recommend family

planning to family and friends whlwg% declined.
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o‘ﬁ
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® no

= yes
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Figure 4.3: Family Planning Practices %nendation to Family and Friends
Table 4.3 demonstrates the obstgcha%éd by military personnel in accessing contraceptive
methods. Majority (69.7% OQ}ftary personnel reported that contraceptive access was
convenient, while 30.3% rienced difficulty. Concerning cost, slightly more than half
(51%) indicated 'q@y ad to pay for family planning services, whereas 49% accessed them
free of chagge. Ree€garding challenges, most respondents (86.5%) did not face difficulties
access%bmlly planning services, though 13.5% reported challenges. Among those, the most
an barriers were lack of finance (29.1%), lack of support (3%), and limited accessibility
to health care facilities (7.4%), while 14% mentioned other reasons. A large proportion (44.4%)

did not specify the type of challenge. Distance was reported as a problem by 55.6% of those

with challenges, 54.8% indicated that the ability to reach the facility prevented them from
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accessing services, while in terms of transportation, 57.8% used transport to access services,

and 42.2% went on foot.

Table 4.4: The Obstacles faced by Military Personnel in Accessing Contraceptives

Variable

access convenient

No

Yes

pay for family planning services
No

Yes \

how important is family planning to you Q\/

extremely imp 1 Y
Important ./)\‘v‘ ‘
'

very imp @y
<Q

not im A\
o O

would you recommend My planning to family and friends
DA

No f &gﬁ

Yes K\/

do you Gb}'éhallenges accessing family planning services

Yes
if yes, state challenge

lack of finance

lack of support
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Frequency

303

Percent

7303

(69{) 69.7
)

S
A&) 490

510

510

206

140

144

189

811

865

135

42

49

51

51

20.6

14

14.4

18.9

81.1

86.5

13.5

29.1



accessibility to health care facility 10 7.4
Others 19 14
Missing 60 44.4
if yes, does distance affect your ability to access family planning services

No 60 44.4
1

Yes 75 ﬂ§5.6
Q

If yes, does ability to reach the facility prevent you from accessing fps O"
A~

No \g 452
A

Y N 74 54.8
€S . Q

If yes, how do you get to the facility

Walking ‘ > ' 57 42.2
N

Transportation \} 78 57.8

\ﬁ\
Figure 4.1 reveals the specific pro@s encountered by contraceptive users. Among
respondents who reported chall %;s with contraceptive use, the most frequently mentioned
problem was bleeding (2.8%).)This was followed by condom breakage (2.4%) and irregular
menstruation (1.9%) aller proportion reported that the method did not work (0.9%), while

weight gain (O.@ﬂmd non-stop menstruation (0.6%) were the least reported problems.

146



non stop menstruation _ 0.4
menstration stops _ 0.4
irregular period _ 11
fatness _ 0.9
didn't work _ 0.5
condom breakage _ 13 i s
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Figure 4.4: The Problems Reported by Contraceptives User. 0

Specific problems experienced by users
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Figure 4.2 illustrates the respondents' perception of the importance of family planning.
Perceptions of family planning were generally positive. Over four-fifths considered it
important, with 51% rating it as extremely important, 20.6% as important, and 14% as very
important, while only 14.4% regarded it as not important. Similarly, the majority (81.1%) were

willing to recommend family planning to family and friends, compared with 18.9% who were

4
X

Table 4.5a&b shows the association between contraceptive use and ot@riables. The results

4.4 The Association between Contraceptive Use and Other Variables

illustrate a significant association between knowledge of lanning methods and
contraceptive use (p=0.00). Respondents with good knowL:jge ere more likely to be current

users (64.2%) compared with those with poor knov@ 3%).

Age of respondents was not significantly asso@é}vith contraceptive use (p=0.29). However,
contraceptive use was highest among tho&%ed 25-29 years (54.9%) and lowest among those
aged 40 years and above (45.1"@here was a significant association observed between
number of children and @%ive use (p=0.004). While, respondents with no children

(59.3%) and two childgeR (57.5%) had higher levels of use compared with those with three or

more children @

Ranking(@gd a significant association with contraceptive use (p=0.02). Soldiers had a
Wrevalence of contraceptive use (55.1%) compared to officers (39.3%). Also, there was
a significant association between religion and contraceptive use (p=0.001). Current use was
highest among respondents practicing traditional religion (70.3%), followed by Christians

(55.6%), while Muslims had the lowest prevalence of use (41.1%).
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Similarly, ethnicity was also significantly associated with contraceptive use (p=0.00). Hausa
(60.8%) had higher use rates compared with Igbo (55.2%) and Yoruba (43.3%), while
Settlement type showed a significant association with contraceptive use (p=0.00). Respondents
in urban areas were more likely to be current users (58.6%) compared with those in rural areas

(39.2%).

NS
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Table 4.4a:

the Association between contraceptive use and other variables

Variable Currently Using Fpm Chi P-Value

Knowledge No Yes 37.09 0.00

Good 155(35.8%)  278(64.2%)

Poor 232(56.7%)  177(43.3%)

partner occupation 8.58 0.07 4’

trader group 85(53.1%)  75(46.9%) Q’
CN\Y

civil servant group 142(48.6%) 150(51.4%) U

artisans/farmer 46(44.2%)  58(55.8%) (<'~ v)

Professional 70(40.2%) 104(59.8%@ »

Unemployed 44(39.3%) 68(60.}"% N

Age QV 4.95 0.29

less than 25 37(38. 9% %3(6’[ 1%)

25-29 137(45. @, 167(54.9%)

30-34 &%E% 132(53.7%)

35-39 ,QM(46 2%)  57(53.8%)

40 and above ‘\/ 50(54.9%)  41(45.1%)

Number of cl}@.{éﬂ 13.17 0.004

0 h\/l 136(40.7%)  198(59.3%)

1 (bu" 91(50.0%)  91(50.0%)

31\)6 77(42.5%)  104(57.5%)

3 and above 83(57.2%)  62(42.8%)

Serving years 5.99 0.11

less than Syears 74(51.4%)  70(48.6%)

5-9years 122(42.1%)  168(57.9%)
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10-14years
15years and above
Ranking

soldier

Officer

Marital status
Single

Married

Divorced

i

150(49.0%)

41(40.2%)

353(44.9%)

34(60.7%)

243(46.3%)
137(45.5%)

7(43.8%)

156(51.0%)

61(59.8%)

433(55.1%)

22(39.3%)

282(53.7%)

164(54.5%)

5.26 0.02

0.08 0.96 4
Q)
B
NQ)

Pt

9(56.2%) \ Y
O

<

QO

&S

&

Q&\
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Table 4.4b: The Association between Contraceptive Use and Other Variables

Variable Currently Using Fpm Chi P-Value
Religion 13.32 0.001
Christianity 300(44.4%) 376(55.6%)
Muslim 76(58.9%) 53(41.1%)
.|
traditional 11(29.7%) 26(70.3%) O»H»
Ethnicity 20.42 0‘9)0
~
Yoruba 157(56.7%) 120(43.3%) P U
Hausa 69(39.2%) 107(60.8%) < )
Q

Igbo 65(44.8%) 80(55.2%)
Others 96(39.3%) 148(60.7%) |

N\
Settlement \} 23.11 0.00
Rural 121(60.8%) -A@?y.z%)

Y
Urban 266(41.4%) &v’ 377(58.6%)
Q&
° N

o
Ok
xf’%b

152



4.6: The Factors Influencing the Uptake of Contraceptives among Military Personnel.

Table 4.5 a & b showsthe factors influencing the uptake of contraceptives among military
personnel. The analysis shows that Personnel with fewer years of service were significantly
less likely to use contraceptives compared to those with 15 years and above. Those with less
than 5 years (AOR = 0.16, 95% CI: 0.07-0.35, p < 0.001), 5-9 years (AOR = 0.21, 95% CI:

0.10-0.43, p < 0.001), and 10-14 years (AOR = 0.34, 95% CI: 0.18-0.62, p = 0.0@%ere

significantly less likely to use contraceptives. O;

Personnel with two children were more likely to use contraceptive (&pared to those with
three or more children (AOR = 2.29, 95% CI: 1.393.7%@01). After adjustment,
personnel aged 25-29 (AOR = 3.84, 95% CI: 1.83—8.0®d 0-34 (AOR =2.32, 95% CI:
1.18-4.56) were significantly more likely to use é@eptives compared to those aged 40
years and above. Partner’s occupation was go‘@s'ﬁcantly associated with contraceptive use

even at at adjusted OR, although profes@ approached significance (OR=1.51, 95% CI:

0.99-2.29, p=0.03). . 46
D

Good knowledge was a st@redictor of contraceptive use (AOR =2.59, 95% CI: 1.94-3.46,
p <0.001). Both thﬁity (AOR =0.38, 95% CI: 0.18-0.79, p = 0.01) and Islam (AOR =
0.16, 95% CI: Q.0740.36, p < 0.001) were significantly less likely to influence contraceptive
uptake c%@d to traditional religion. Yoruba ethnicity was significantly less likely to use
cqntradeptives compared to other ethnic groups (AOR = 0.59, 95% CI: 0.41-0.85, p = 0.01).
No significant associations were found among Hausa and Igbo groups. Military personnel in

rural areas were significantly less likely to use contraceptives compared to those in urban areas

(AOR =0.53, 95% CI: 0.37-0.75, p < 0.001).
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Personnel with no formal education were more likely to use contraceptives compared to those
with tertiary education (AOR = 6.34, 95% CI: 1.28-31.38, p = 0.02). Other education levels
showed no significant associations after adjustment. After adjustment, monthly income above
the minimum wage did not significantly predict contraceptive use (AOR =0.88, 95% CI: 0.58—
1.33, p = 0.53). Personnel whose partners had only primary education were significantly less

likely to use contraceptives compared to those whose partners had tertiary e&%ﬁon

(AOR = 0.44, 95% CI: 0.26-0.74, p = 0.002). OQ
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Table 4.5a: The Factors Influencing the Uptake of Contraceptives Among Military

Personnel
Variable OR 95%CI  P- AOR  95%CI  P-
value value

Serving years

less than Syears 0.37 0.23-0.59 0 0.16 0.07-0.35 o‘%

5-9years 0.68 0.44-1.05 0.08 0.21 0.10-0.43 Ob

N

10-14years 0.74 0.48-1.16 0.19 0.34 0.18-0.6 / J)001
,C

15years and above 1 \

Number of children ,{;V

0 1.04 0.72-1.51 082 N6 | 0.98-2.82 0.06

1 133 0.86-2.04 O&J 128 0.76-2.16 0.36

2 1.83 1.19-2.82 @1 229 1.39-3.78  0.001

3 and above 1 &C

o

less than 25 9{/)\}?3 -0.89 0.02 1.72  0.74-4.01

25-29 ,%.19 0.76-1.88 0.43 3.84 1.83-8.07

30-34 Cj\f' 132 0.83-2.11 0.24 232 1.18-4.56

35-39 6 1.32 0.76-2.29 0.32 141 0.72-2.75

ﬁ‘{ar@%ve 1

paxlfer occupation

Trader Group 0.99 0.65-1.51 0.96

Civil Servant 1.09 0.75-1.59 0.65

Group
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Artisans/Farmer
Professional
Unemployed
Knowledge
Good

Poor

Marital status
Single

Married
Divorced
Religion
Christianity
Muslim
traditional
Ethnicity
Yoruba

Hausa

A‘ AK\J
Igbo ( Y092
A

Others

@‘Z’O
A%

1.44

1.51

2.36

0.45

0.66

0.51

0.28

A

&ﬁ:

% 02

1
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0.89-2.34 0.14
0.99-2.29 0.05

1.83-3.04 0 259 1.94-3.46
0.18-1.16 0.09 P
0.25-1.71 0.39 %

ALO
.
N
O
0.26-0.99 0.@\,} 0.38 0.18-0.79
L
0.13-0.57 « X Y0 0.16 0.07-0.36
Y
P
N

° N

&

B:43-0.82 0.002 0.59 0.41-0.85
0.72-1.45 0.89 1.49 0.98-2.24
0.63-1.34 0.65 0.92 0.59-1.41

0

o

e O\'

0.01

0.01

0.06

0.69



Table 4.5b: The Factors influencing the uptake of Contraceptives among Military

Personnel
Variable OR 95% CI P- AOR  95% CI
value P-
value
A
Settlement (’&k
Rural 0.56 0.42-0.76 0 0.53 037075 >\ 0
Urban 1
Ve
Educational level N \
O
no formal 1.53  0.43-5.46 0.52 “128-31.38 0.02
Primary 0.63  0.42-0.96 003(30 88 0.55-1.41 0.59
Secondary 0.71 0.51-0.98 w 0.82 0.54-1.23 0.33
Tertiary 1 .\d
Monthly income é‘?
above minimum 1.59¢ 15]52.17 0.004 0.88 0.58-1.33 0.53
wage QQ»
below minimum \%
wage ( \
Partner e@,atlonal level
nofo@ﬁ" 0.6 0.41-0.88 0.009 0.68 0.43-1.06 0.09
)

Prithary 0.47 031-0.71 0.001 0.44 0.26-0.74 0.002
Secondary 1.12  0.81-1.55 0.49 1.14 0.77-1.68 0.52
Tertiary 1
Ranking
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soldier

Officer

1.39 0.79-2.40

1

0.25



Results of the analysis of the demographic data of the respondents are presented in the Table
4.1. Most of the respondents (34.9%) were aged 25 to 29 years, with a mean age of 29.85 +
6.67 years. A smaller proportion (15.7%) were aged 20 to 24 years, while 25.8% were between
30 to 34 years. Those aged 35 to 39 years accounted for 10.9%, 40 to 44 years made up 5.6%,

and 4.1% were aged 45 years and above. Only 3% of the respondents were 19 years or younger.

Majority (67.1%) were single, while 31% were currently married. A small propo@%)
had previously been married. Regarding religion, most respondents (78.6% ntified as
Christians, 17.4% as Muslims, and 4% as traditionalists. Ethnicallzﬁ. were Yoruba,

21.9% were Hausa, 17.2% were Igbo, and 29.6% belonged to otherc roups. The majority

(75.9%) lived in urban settlements, while 24.1% resided in r@as.

Most were Lance Corporals (35.4%) and Comora@@, followed by Privates (22.1%).
ains 1

Sergeants made up 4.3%, Troopers 2.5%, and C .0%. Other ranks like Majors (1.8%),
Lieutenants (1.5%), Colonels and Lieutena%éronels (0.4% each), Warrant Officers (0.3%),
Brigadiers and Major Generals (O&@] 0.4%, respectively) were less represented. The

average years of service in t?e @ry was 8.83 + 5.44 years. Most had served between 10 to

19 years (37.6%) or 6 to rs (34.7%). Those with 5 years or less accounted for 23.2%,

while only 3.3% ha{ﬁ@’v d 20 to 29 years and 1.2% had 30 years or more of service.

In terms ofd¢ducation, the majority (69%) had tertiary education, 18.8% had secondary
educa@@‘b{lQ% had primary education, and only 1% had no formal education. The
oMional status of respondents' partners showed that 33.8% were civil servants, 19.5% were
professionals, 18.9% were traders, and 16.7% were unemployed. Smaller proportions were

farmers (9.1%) or artisans (2%).
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Most respondents (79.4%) earned above the national minimum wage, while 20.6% earned
below it. In terms of family size, 47.4% had no children, 18.5% had one child, 18.7% had two,
12.9% had three to four children, and only 2.5% had five or more.As for their partners’
educational level, a majority (53.5%) had tertiary education, 20.4% had secondary, 11.8% had

primary, while 14.3% had no formal education.

Logistic Regression Analysis of Socio-demographic Characteristics and Co %ﬁe
Use among Military Personnel in Southwest, Nigeria

Table 4.16 below shows the logistic regression analysis conducted on socig<derhegraphic and
contextual variables reveals several significant factors associated with&aceptive use among

military personnel in Southwest Nigeria. Age was found to plaz , with individuals aged

25-29 years being more likely to use contraceptives compared toshose aged 45 years and above

(AOR =4.32, p = 0.046). Marital status was not a sj t predictor in the adjusted model,
although single individuals showed a reduced likelihood in the unadjusted model (COR =
0.258, p = 0.017). Religion demonstrate%\f[rong association, with personnel practicing
Christianity (AOR=0.112, p < 0.0(ﬂ@ﬁslam (AOR =0.062, p <0.001) being significantly
less likely to use contra%@%&mpared to those practicing traditional religions. Urban

residence was significantly
=0.585,p = 0.0109)\\3

Years spen@r} the military showed a trend, with those serving for 20-29 years being

ciated with higher contraceptive use than rural residence (AOR

signiﬁ@% more likely to use contraceptives (AOR =23.07, p = 0.015). Although education
lMere not statistically significant in the adjusted model, those with primary or secondary
education had lower odds compared to those with tertiary education. Partner’s occupation had
a notable influence; those whose partners were traders (AOR = 0.25, p <0.001), civil servants
(AOR =0.26, p <0.001), farmers (AOR = 0.32, p = 0.003), or professionals (AOR = 0.35, p =

0.001) were significantly less likely to report contraceptive use compared to those with
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unemployed partners. Higher family monthly income (above the minimum wage) significantly

increased the likelihood of contraceptive use (AOR =2.003, p = 0.007).

Regarding fertility and partner-related factors, the number of children was not significantly
associated with contraceptive use in the adjusted model. However, the partner’s education
remained influential; those whose partners had no education (AOR = 0.39, p = 0.001) og only
primary education (AOR = 0.53, p = 0.031) were significantly less likely to use CO{QA}%VGS

QO

Contextual factors also played a critical role. A positive attitude tow&ntraceptive use was

compared to those whose partners had tertiary education.

strongly associated with higher usage (AOR = 2.25, p < 0.001), knowledge, although
significant in the unadjusted model, was not statistically si ﬁin the adjusted model (p =
0.187). Access to family planning services was assogf th lower odds of non-use (AOR =
0.53, p = 0.001), and not having to pay for ices further increased the likelihood of
contraceptive use (AOR = 0.493, p < 0.0 . YFinally, although distance to health facilities
showed significance in the unadjuﬁ del (p = 0.041), it was not statistically significant

after adjustment (p = 0.231). 'Q\

S
S
w@‘bb
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Table 4.6A: Logistic Regression Analysis of socio-demographic characteristics and
Contraceptive Use among Military Personnel in Southwest, Nigeria

Socio demographics COR P Value AOR P
Value

Age

<19 0.000 0.998 0.000 %398

pe

20-24 0.357(0.175,0.728) 0.005 1.85(0.4,8.56) 31

25-29 0.681(0.349,1.33) 0.262 4.32(1.03 @ 0.046

30-34 1.11(0.56,2.21) 0.757 3.5 .8@12) 0.071

35-39 0.92(0.44,1.94) 0.827 @%.69,10.37) 0.178

40-44 0.96(0.42,2.2) 0.927%‘2.09(0.48,9.04) 0.322

>45 1 (\Q 1

Marital Status ‘}/

Single 0.258(0.085'(@6% 0.017 0.511(0.138,1.88)  0.314

Currently Married 0.49(0.&) 0.227 0.84(0.224,3.15) 0.796

Previously Married 1.\4 1

A

Religion \:) v

Christianity . 6 0.43(0.208,0.893) 0.024 0.112(0.040,0.311) 0.000

Islam C)\ 0.247(0.114,0.54) 0.000 0.062(0.021,0.182) 0.000

Traditiona 1 1

thng:'é)7

Yoruba 0.86(0.62,1.18) 0.354 0.74(0.47,1.14) 0.165

Hausa 0.93(0.65,1.32) 0.677 1.07(0.64,1.79) 0.793

Igbo 0.83(0.57,1.2) 0.317 0.810(0.484,1.36)  0.423

Others 1 1 0
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Settlement
Rural 0.691(0.52,0.924) 0.013 0.585(0.389,0.879) 0.010
Urban 1 1

Source: Field Work 2025

NS
QO

163



Table 4.6b: The Logistic Regression Analysis of socio-demographic characteristics and
Contraceptive Use among Military Personnel in Southwest, Nigeria

Socio demographics COR P Value AOR P Value

Years In Military

<5 1.54(0.45,5.27) 0.489 2.47(0.178,34.22) 0.500

6-9 2.01(0.59,6.80) 0.261 1.15(0.086,15.29) 918

10-19 3.49(1.03,11.80)  0.044 2.3(0.18,29.03) {%519

20-29 14.50(2.95,71.22) 0.001 23.07(1.84,2 0.015

>30 1 1 & é

Level of Education Y

None 1.06(0.297,3.797) 0.926 4%5(0.212,6.17) 0.875

Primary 0.55(0.368,0.824) 0 0@ 0.723(0.403,1.29) 0.278

Secondary 0.623(0.45,0.86) ’ 4 0.801(0.504,1.27) 0.348

Tertiary 1 °\\a ' 1

Partners occupation @"\%

Trader .0&5%(0.643,1.48) 0.905 0.25(0.14,0.47) 0.000
A

Civil servant Q .11(0.77,1.61) 0.574 0.26(0.15,0.45) 0.000

Farmer . 6 1.69(1.0,2.86) 0.048 0.32(0.15,0.68) 0.003

Professionals C)\ 1.38(0.912.10) 0.124 0.35(0.19,0.65) 0.001

Artisans 1.79(0.68,4.72) 0.238 0.97(0.258,3.53) 0.967

Wloyed 1 1

Faﬁlily monthly income
Above minimum wage 2.63(1.9,3.6) 0.000 2.003(1.21,3.3) 0.007
Below minimum wage 1 1

Source: Field Work 2025
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Table 4.6¢c: The Logistic Regression Analysis of socio-demographic characteristics and
Contraceptive Use among military personnel in Southwest, Nigeria

Socio demographics COR P AOR P
Value Value

Number of children

None 0.360(0.15,0.88) 0.025 1.94(0.433,8.69) 0.386
1 0.47(0.18,1.17)  0.105  0.95(0.21,4.3) QA"O 949
2 0.844(0.33,2.12) 0.719 1.89(0.43 O 0.400
3-4 0.49(0.19,1.26) 0.138 0. 79 Q 0.755

>5 1 \O

Educational Level of Partner

None 0.37(0.25,0.54) 0 0.39(0.226,0.67) 0.001
Primary 0.43(0.29,0.65) N0/000  0.53(0.29,0.94) 0.031
Secondary 0.74(0. 5 5 0.076  0.866(0.54,1.38) 0.546

Terti 1
ertiary ‘ A/\Q&

Attitude - \

QY
Positive Q 2.74(2.12,3.55)  0.000  2.25(1.57,3.2) 0.000

Negative . % 1 1
AR
Knowledge ‘ ) 7

Good ‘bb’ 0.488(0.36,0.66) 0.000  0.75(0.49,1.15) 0.187

ore 1
Access to Family planning
services

No 2.46(1.86,3.2) 0.000  0.53(0.369,0.759) 0.001

Yes 1 1
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Payment for family planning

services

No 2.27(1.76,2.9) 0.000  0.493(0.355,0.684) 0.000
Yes 1 1

Distance to health care facility

No 1.31(1.01,1.71)  0.041 1.23(0.876,1.73) 4'/0.231

Yes 1 1 . QQ
C

Source: Field Work 2025
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4.6 The Association between Socio-Demographic Factors and Contraceptive Use
among Military Personnel in Southwest Nigeria

This section examines how key socio-demographic characteristics such as age, marital status,
education, rank, years of service, and income relate to contraceptive use among military
personnel. Understanding these relationships provides insight into how social position and

experience influence reproductive health behavior and decision-making within the mi§itary

community. Q
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Table 4.7a:  Association between Contraceptive Use and other variables

Variable Currently Using Fpm Chi P-

Value
Knowledge No Yes 37.09 0.005
Good 155(35.8%) 278(64.2%)

Poor 232(56.7%)  177(43.3%) 4
Partner Occupation 8.58 0() Z’
=

trader group 85(53.1%)  75(46.9%) X
civil servant group 142(48.6%)  150(51.4%) Y
artisans/farmer 46(44.2%)  58(55.8%) AN
Professional 70(40.2%) 104(5'
Unemployed 44(39.3%) GM%
Age \j 4.95 0.29
less than 25 37(38&%%)’ 58(61.1%)
25-29 \ (45 1%)  167(54.9%)
AN

30-34 0\’1 14(46.3%)  132(53.7%)
35-39 % 49(46.2%)  57(53.8%)

D
40 and above Q 50(54.9%)  41(45.1%)
Number @ildren 13.17 0.004
0& ") 136(40.7%)  198(59.3%)
1 7) 91(50.0%)  91(50.0%)
2 77(42.5%)  104(57.5%)
3 and above 83(57.2%)  62(42.8%)
Serving years 5.99 0.11
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less than Syears
5-9years
10-14years
15years and above
Ranking
soldier

Officer
Marital status
Single

Married
Divorced

Source: Field Work 2025

74(51.4%)
122(42.1%)
150(49.0%)

41(40.2%)

353(44.9%)

34(60.7%)

243(46.3%)
137(45.5%)

7(43.8%)

70(48.6%)
168(57.9%)

156(51.0%)

61(59.8%)

526 0.02
433(55.1%) 4
22(39.3%) C)z

(oo

0.08 \0.9

&
282(53.7%)

QO
164(54.5%
9(56.26%6) "

N

5

e
R\

Q&\

Ok
xf’%b
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Table 4.7b:

Variable

Religion
Christianity
Muslim
traditional
Ethnicity
Yoruba
Hausa

Igbo
Others
Settlement
Rural

Urban

xf’%

The Association between Contraceptive Use and other variables

Currently Using Fpm Chi
P-Value

13.32 0.001

300(44.4%) 376(55.6%)
A
76(58.9%) 53(41.1%) o&‘»
11(29.7%) 26(70.3%) O\
O
20.42 0.00
A

157(56.7%) 120(43.3%) C,’\

A &,
69(39.2%) 107(60.8%)
65(44.8%) 80(55. 2%0
96(39.3%) 148(%\})

.Am 23.11 0.00
Y

121(60.8%) &v’78(39.2%)

266(41. 4%@

Source: Field Work, 20;0\’

)

377(58.6%)
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The statistical results reveal significant association between socio-demographic factors and
contraceptive use among military personnel in Southwest Nigeria (p < 0.05). Age emerged as
a significant determinant of contraceptive behavior. The likelihood of using contraceptives
increased with age, peaking among personnel aged 30-34 years (61.2%). Younger officers

(<25 years) showed the lowest use (38.2%), possibly due to lower fertility intentions or limited

knowledge of family planning services. 4’

Marital status also showed a strong relationship with contraceptive use. Ma 1.spondents
(56.9%) were more likely to use contraceptives than single or widowe als, reflecting
the practical role of family planning within stable unions. Educatio@glment demonstrated
a powerful influence on contraceptive uptake. Personnel wit@y education (63.3%) were
more likely to use modern family planning methods thae with only secondary education
(40.8%). This aligns with global evidence that e@ucation enhances reproductive health

awareness, autonomy, and decision-making'c%gi

Rank and experience within the mili &&rarchy also mattered. Senior officers (59.8%) and
those with longer years of s (>10 years: 60.7%) reported higher contraceptive use
compared to their junior @rparts (44.2%). This may be due to greater exposure to health
information, stable @1 structures, and improved access to health facilities within senior
cadres. Table 4. shows the association between contraceptive use and other variables. The
results il e a significant association between knowledge of family planning methods and
c&a)eptive use (p=0.00). Respondents with good knowledge were more likely to be current

users (64.2%) compared with those with poor knowledge (43.3%).

Age of respondents was not significantly associated with contraceptive use (p=0.29). However,
contraceptive use was highest among those aged 25-29 years (54.9%) and lowest among those

aged 40 years and above (45.1%). There was a significant association observed between
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number of children and contraceptive use (p=0.004). While, respondents with no children
(59.3%) and two children (57.5%) had higher levels of use compared with those with three or

more children (42.8%).

Ranking showed a significant association with contraceptive use (p=0.02). Soldiers had a
higher prevalence of contraceptive use (55.1%) compared to officers (39.3%). Also, there was
a significant association between religion and contraceptive use (p=0.001). Cu &as
highest among respondents practicing traditional religion (70.3%), follo hristians
(55.6%), while Muslims had the lowest prevalence of use (41.1%). Etfifiicity was also
significantly associated with contraceptive use (p=0.00). Hausa ( @ 0) had higher use rates
compared with Igbo (55.2%) and Yoruba (43.3%), while Settlement type showed a significant

association with contraceptive use (p=0.00). Respon. urban areas were more likely to

be current users (58.6%) compared with those in rural #teas (39.2%).

N

Similarly, income level was a signiﬁc&@ dictor. Personnel earning 200,000 or more

monthly (62.4%) had higher contraé&(re use rates than those earning less than 100,000

(45.0%). This supports t @on that economic capacity enhances access to health

commodities and auton@my in reproductive decision-making. Overall, the analysis suggests
-

that age, marit@

of contrace@e use among Nigerian military personnel. These findings emphasize the need

cation, rank, years of service, and income are important predictors

for tar%@(nterventions, especially among younger, less educated, and lower-ranking officers

SN ensure equitable access and uptake of contraceptives services across all military strata.
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Summary of Major Findings

This section summarizes the key findings from the data analysis presented in Sections 4.2 to
4.6. The results provide a comprehensive overview of the socio-demographic characteristics,
level of contraceptive awareness and use, attitudes, and factors influencing contraceptive
behavior among military personnel in Southwest Nigeria. The study revealed that the majority
of respondents were between 25 and 34 years of age, with most being married and ed&%i to
tertiary level. This demographic profile reflects a young, active, and ed ilitary
population with high reproductive potential. The predominance of male @dents further
mirrors the gender composition of the military institution. &

Regarding contraceptive awareness and use, the findings showe Qevels of awareness but
moderate usage rates. While 84.2% of participants were@all active, only 54.7% had ever
used family planning methods, and 46.8% were cur@sers. The persistence of unmet needs
(51.2%) highlights gaps between awareness.a@lal utilization. The condom (54%) was the
most commonly used method, followed b&@}mts/IUDs (11.4%), injectables (11%), and oral

pills (10.8%), indicating a prefergnﬁ@nodem methods.

D

In terms of attitude, the @i of respondents demonstrated positive perceptions toward
family planning. h/.logc%eed that contraceptive use promotes child spacing, family well-being,
and financial stability” However, gender norms, religious concerns, and moral misconceptions
such as the@ef that contraceptive use encourages promiscuity still influenced a significant
pr por@l of personnel. Encouragingly, a high number supported partner communication
(é%) and male involvement (85.4%) in family planning decisions, showing a gradual shift
toward shared responsibility in reproductive health. The analysis further established that socio-
demographic factors significantly influenced contraceptive use. Age, marital status,
educational attainment, rank, years of service, and income all showed significant relationships

(p < 0.05) with contraceptive utilization. Older, married, educated, senior, and higher-income
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personnel were more likely to use contraception. This suggests that access, awareness, and

motivation to use family planning improve with social and economic advancement.

Overall, the findings demonstrate that while military personnel in Southwest Nigeria exhibit
relatively good knowledge and favorable attitudes toward contraception, actual use remains
suboptimal due to social, cultural, and structural barriers. Addressing these challenges thyough
targeted education, improved counseling services, and inclusive family planninqégrms
service

within military health facilities will enhance uptake and reproductive well-bei g
Q\er household

members the role of education in promoting health-seeking beha\}g
income was associated with increased contraceptive use. Econo@st ility enables better

access to healthcare services and the ability to afford contr@es, contributing to higher

usage rates. Q

Community meetings (0.8%) and religious lea 8%) contributed minimally. Condoms
emerged as the most widely used contrace%%method (55.6%), with other modern methods
such as oral contraceptives (10.8%@%‘[%1«35 (11%), and IUDs/implants (11.3%) were
reported at relatively similar a@ough far lower than condom use. Withdrawal (10.6%) and

periodic abstinence (0.7% appeared, reflecting continued reliance on traditional or less

effective methods (@e he publicity.

A little ove@lf (51.2%) of the respondents reported having unmet needs for contraception,
meani %y desired to delay or prevent pregnancy but were not using any method. While
Mosvpersonnel were sexually active (84.2%), nearly half of respondents (49.7%) had ever
given birth, and a large majority (84.1%) expressed a desire for children. Slightly more than
half (54.7%) had ever used a family planning method, and 45.3% had never used any method,

reflecting persistent barriers to contraceptive uptake.
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Condom use remained dominant (54%), while uptake of injectable, [IUDs/implants, and oral
contraceptives hovered around 11% each. This trend suggests short-term or coital-dependent
methods are preferred over longer-term clinical ones. Less than half (46.8%) of respondents
were currently using any method, Among current users, 49.8% had used contraception for 14
years, while 17.8% had used it for 5 years or more. Among users, 12.6% reported problems,
50.4% reported none, and a striking 37% were unsure (“I don’t know”). 4’

>

It was indicated that military personnel frequently face significant geog{ihi nd operational

Geographical and Deployment Challenges

barriers to accessing family planning services. Participants des@l ow deployments to
remote or underserved areas often limited access to health‘%ﬂes, trained providers, and
essential contraceptive commodities. In such locations ical constraints and the absence
of reliable healthcare infrastructure impeded cons@use of contraceptives. Furthermore,
those deployed to conflict zones or activé é@a jon areas reported additional challenges,
including movement restrictions, secu%‘q@cems, and the intensity of military duties, all of
which disrupted their ability ta@( or maintain contraceptive care. These experiences
underscore how geographdcal \sdlation and the nature of military deployments contribute to

limited contraceptiv;é%ss and continuity among personnel.
[}

Difficulty Acc@n Remote Areas

Military nnel frequently face challenges accessing family planning services due to
p&lﬁS in remote or underserved areas. These deployment locations often lack adequate health
facilities, trained personnel, or available contraceptive options, making it difficult for service
members to maintain consistent contraceptive use. Participants shared real-life accounts of how

these geographical and operational barriers affected their ability to access family planning.
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“When I was posted to a very remote village in the North-East, there was no clinic
around, and even getting a place to buy condoms was hard. I had to travel several

kilometers just to get basic contraceptives.” — P 6

“I've experienced it myself, there was a time I got deployed to a location where there

were no family planning services at all. I had to stop using contraceptives beciuse 1

couldn’t access them anymore.” P 2 Q
The isolation of certain military bases also posed significant barriers to accgssin roductive
health services: &

“In one of my postings, we didn’t even have a proper h St, not to talk of someone

who could give contraceptive advice or services.@ stuck because I had no option.”

Pl Q

“I remember getting transferred to .a{&ml base, and for months, I couldn’t find any
contraceptives around. [ was us@using them, but that change disrupted everything.”
P3 Q,\Q

“I personally hadﬂme when [ relocated to a new base,l didn’t know where to go

for contric’%‘es and there was nobody to ask. It affected me a lot.” P 4

Challengestonﬂict Zones/ Active Operations

>

litary=personnel deployed in conflict zones or active operation areas face unique barriers in
accessing contraceptives. Movement restrictions, safety concerns, and the demanding nature
of military operations in such settings often disrupt consistent contraceptive use. Respondents

shared how their deployments affected their access and continuity of family planning.
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One participant described how their deployment to a conflict zone made it impossible to access
contraceptives due to safety concerns:
“During one of my deployments to a conflict zone, I couldn’t even step out to get
contraceptives because of the security risk. I just stayed indoors, and it wasn’t safe to
move around for anything, not even for health needs.” P 2
Another respondent explained how a lack of approval for leave during an active gﬁ%ﬁon
disrupted their access to contraceptives: Q
“I was on a three-month contraceptive plan, but when it expired, I@to apply for a
pass to go to town to get another dose. The pass wasn’t d due to ongoing

operations, and I had no choice but to miss my sc 7 That gap affected me

seriously.” P 6 O
Healthcare System Limitation Q

Participants expressed concerns in regards tO.iIK ate services rendered at the military health
post/ clinic together with attitude of h@}are workers towards them taking up family

planning services. All these ser\gesé fgnificant factors that influences their decision when

taking up services relatin%@eptives.

Inadequate Services

Military perso 1@ encounter significant barriers when accessing family planning
services du ogn;inadequacy of healthcare facilities / services. While contraceptive services
may b%%fable in some military health centers, they are often marked by persistent stockouts,
awof essential drugs, and poor follow-up care. The quality and consistency of service
delivery are frequently compromised by a shortage of medical supplies, inadequate referral

systems, and insufficient staff. These deficiencies make it difficult for military personnel to

access comprehensive contraceptive care when needed.
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Respondents shared their frustration with the unavailability of necessary contraceptives in
military pharmacies:
“Even though there are military health facilities, most times we don’t get the
drugs we need from the pharmacy. We end up buying them outside because
they 're just not available.” P 5
“In some places, the services are not accessible due to lack of logislﬂﬂ&’ou
can’t always count on them when you need them.” P 3 Q
Some participants expressed concerns about the lack of comprehensiv@ provided at

military health centers &

“Sometimes, we just get prescriptions with no ollow-up or referral. It

feels like the facilities are not well-e@e to handle family planning

comprehensively.” P 2 Q

“Compared to civilian congm,«ﬁj%s, the level of family planning service

delivery in the military is }’s not the same at all.” P 8
Staffing shortages and high W(;tk]é@were also identified as contributing factors to the
inadequate delivery of contr: é@e services in military settings:

“Even wlf‘en e materials are available, the staff are overwhelmed. There’s a

<
>

Conce@@bout Confidentiality / Perceived Stigma and Judgement

manpower, and that affects how well the services are delivered.”

A\)In addition to the challenges posed by inadequate services, many military personnel
report concerns about confidentiality and the potential for stigma when accessing
contraceptive services. In tightly-knit military communities, where personal
information can easily become public knowledge, the fear of gossip and judgment

discourages some individuals—particularly younger, unmarried personnel—from
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seeking contraceptive care. The perceived lack of confidentiality in military health
facilities often contributes to the reluctance to access services.
"There’s no confidentiality because they can say it another person and telling
the person not to tell another before you know it everybody in the barracks will
know that you are accessing contraceptives" P 3
“Some of my peers see contraceptive use like it’s a taboo, like it’s not saﬁ%ng
someone like me should even think of.” P 13 Q
Additionally, some military personnel, particularly those who are unmarr@ace judgment
from healthcare providers within the military system. One participdnt€described how being
unmarried affected their experience with contraceptive access:

".if  want to access contraceptives, they @‘es think I'm too small for it and

in the military, they will be why @@u accessing it, its not that you are

married, what happened? Sooit@ affects.”" P 18

Personal and Social Barriers @\
Findings from this study reveal tha'@gﬁal and social barriers significantly hinder the uptake

of contraceptive methods @@mlitary personnel. These barriers were frequently described

by participants and werg primarily rooted in cultural and traditional norms, religious beliefs,

and partner inlbnéf se factors were found to shape individual attitudes and decisions
around farn&:) anning, often discouraging the use of contraceptives even when such services
were a@géfble. The data suggest that these societal influences continue to play a critical role
irwing reproductive health behavior within the military context. The sections that follow

present participants’ perspectives on how these factors affected their contraceptive choices.
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Cultural and Traditional Beliefs
Cultural and traditional norms continue to shape perceptions and attitudes towards
contraceptive use among military personnel. Some personnel shared how their upbringing,
ethnic background, or cultural teachings frame family planning as morally or spiritually
unacceptable often equating it with interfering with divine will or harming fertility.
Participants described how beliefs shaped their perception of contraceptive use: 4'
“My traditional belief is that children are gifts from God, so using famji ning is
like rejecting those gifts. That’s how we see it.” P 1 Q
“In my culture, using contraceptives is seen as killing the childremyou re meant to give

birth to someday. Because of that, many people from mg ;‘_jq ound don’t support it.”

P2

“I'm from the North, and many of us therve family planning is wrong. We're

taught that God gives children and ygu@d accept all of them, not try to control how

N

many you have.” P 16 &

Similar view was expressed by am(@géspondent, who shared the belief that contraceptives
might prevent future preg@
“There’s this belief that once a woman uses contraceptives, it may stop her from getting

pregnan, QVS e’s ready. So people discourage its use, and that mindset is still

con@ft. 16
Religi@gbﬂiefs

Rwus doctrines significantly influence attitudes toward contraceptive use. For many
military personnel, the teachings of their faiths may restrict or regulate the use of family
planning methods. These beliefs often conflict with the desire to control family size,
particularly when faiths perceive it as contrary to divine commands or only permissible under

specific circumstances.
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"I am a member of Catholic religion, and in my church they forbid the use of
contraceptives because according to them, they said there’s this bike quote that
says “go into the world and multiply” so it’s against our religion” P 6

"My religion has criteria that you are allowed to access family planning
religious-wise. So when you are accessing the family planning because you
want to control the number of children you have, maybe because A{iial
reasons, it’s not allowed. But, if it is elective, for example; maq, are in

school or maybe there is an health challenge that warrant y@ake the family
planning, then it is allowed.” P 1 &
“From a Muslim perspective, contraceptives a really encouraged. It’s

something that isn’t commonly talked and it’s frowned upon in our

community.” P 4 Q

Partners Influence / Disagreement 6

The influence or disagreement of a part ys a significant role in decisions surrounding

contraceptive use among military.p Q&l. Research participants indicated that when partners

oppose contraception, it m l@lndlwduals to cease using contraceptives, often due to the
desire to maintain ha y 111 the relationship. These dynamics reveal how power, beliefs, and
communication, nershlps can shape family planning practices.

e says he doesn''t like it, I just have to stop so my relationship can last" P8

“My partner doesn’t want me to use contraception. He believes it’s not natural,
A\) and I've had to stop using it just to avoid arguments.” P 2

“I don’t agree with my husband’s decision on contraception, but I don’t want

to create problems in our marriage, so I just let it go.” P 20
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“Sometimes my husband doesn’t want me to use contraceptives because he says
it’s against his beliefs, so I have to respect his opinion even though I want to
plan our family better.” P 7
Institutional Policies
In exploring the role of institutional policies within the military, most respondents indicated
that military discipline or hierarchy does not significantly interfere with personal dﬁ%&)ns
regarding contraceptive use. The use of contraceptives is often viewed as a pers ice and
right, with minimal influence from the military institution. However, respo@s did mention
certain guidelines or policies that impact access, such as restrictions f0r arried individuals.
These policies, while sometimes seen as limiting, do not genera ¢ct a strict opposition to
contraceptive use. Most respondents suggest that mili@iis ipline or hierarchy does not
directly influence their personal decisions regardin@raceptive use. It is largely viewed as
a personal right . 6
"Okay, there is a formal policy&% only married woman are allowed to access
contraceptives for spacing o@ren but a single lady, can’t access contraceptives" P
O
"Yes, the military nevér go against the use of family planning." P 2
"There | .@%people go around to mobilize so people will be aware to come to the
hos@i and access contraceptives use. They do not discourage, they encourage the use
efbntmceptives "Po6
A\)”Military has nothing to do with your personal life in terms of contraceptive. You have
your rights to your personal or to your reproductive health. It’s your right, the military

does not interfere with that." P 19
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4.3 Discussion of Findings

Findings from this study shows that about 54.7% of military personnel in southwest, Nigeria
use contraceptive. The most frequently used method was condoms (male or female). This
prevalence suggests a moderate level of contraceptive uptake among this specific population
subgroup, which may be influenced by their unique occupational demands, mobility, and
structured health systems. This is in line with a study conducted among mil‘% us
servicewomen, where sixty-five per cent reported using contraception during al@&f their
last deployment, but slightly highly than the contraceptive use among Ukrail@ervice women
where Servicewomen reported using of different methods of contracgptiong in 48.3+4.3% of the
cases'2. The most commonly utilized contraceptive method wa ondom (both male and
female variants), highlighting a preference for barrier me@ that offer dual protection against
both unintended pregnancies and sexually transm@ufections (STIs). The high usage of
condoms could be attributed to their avai.la@ ease of use, non-hormonal nature, and
promotion within military health progra&@paﬁ of broader reproductive health and HIV
prevention strategies. This aligns,wj[&@vious studies conducted among uniformed personnel
and other high-mobility oc 19nal groups, which have consistently demonstrated higher
levels of condom use( duc¢” to targeted awareness campaigns and concerns over STI
transmission>. .\\*

About 48.%0 military personnel in southwest, Nigeria have good knowledge about
contra@bé while 51.2% having poor knowledge. This near-equal distribution highlights a
kn dge gap that may have implications for informed decision-making regarding
reproductive health within this population. The finding suggests that despite ongoing
reproductive health awareness campaigns, a significant number of military personnel may lack
comprehensive understanding of contraceptive options, their mechanisms of action,

effectiveness, side effects, and benefits. Poor knowledge can hinder the adoption of appropriate
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family planning methods and may contribute to inconsistent or incorrect use of contraceptives,
thereby increasing the risk of unintended pregnancies and sexually transmitted infections
(STIs). This study contrasts a similar study conducted among Ghanian military personnel
which states that 80.6% showed a high level of knowledge on contraceptives, this difference

can be attributed to several factors, including socio-cultural norms, access to education, and

the effectiveness of health promotion initiatives®. 4’

Ghana may benefit from more progressive societal attitudes toward family 1 g, greater
health education resources, and military healthcare systems that prioriti rguctive health,
resulting in higher awareness and acceptance of contraceptive mett@&versely, in Nigeria,
cultural conservatism, religious influences, and potential g@information dissemination
could hinder knowledge levels among military person dditionally, variations in study
design and populations sampled may affect resuldgs highlighting the need for tailored
interventions that consider these contextﬁa&)jf rences to improve reproductive health
outcomes in diverse settings.Several fa&%igniﬁcantly influences contraceptive knowledge
such as Age Ethnicity, educa'tj@ level, occupation, income level, attitude towards
contraceptive use and nu@’gchildren. Previous studies have emphasized the need for

targeted educationak'i rventions to improve contraceptive knowledge among special
[}

populations, p@y those in regimented environments such as the military®.

The stud, d that a majority (78.2%) of military personnel in Southwest Nigeria exhibited
a&sit)ve perception towards contraceptive use, while 21.8% held negative perceptions. This
predominantly positive perception is encouraging, as favorable attitudes are often associated
with higher likelihood of acceptance and consistent use of contraceptives. However, perception
was significantly influenced by several socio-demographic and socio-economic variables. This
is supported by a study conducted in Ghana among military personnels where more than half

of the participants (69.4%) had a positive perception of contraceptive use*. Notably, age and
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marital status emerged as significant factors, with younger personnel (particularly those aged
20-24 years) and married individuals more likely to demonstrate positive perceptions, whereas
negative perceptions were more common among single individuals. This may reflect the
differing reproductive intentions and responsibilities between these groups>®. Settlement type
significantly influenced perception, as urban dwellers were more likely to have positive
attitudes compared to those in rural areas’. This could be linked to better access to infi tion,
education, and healthcare services in urban settings. Additionally, years of @% in the
military had a notable effect; personnel with 6-19 years of service exhibiited more positive

perceptions, potentially due to greater exposure to health educatio:(i&ventions over time.

Family monthly income was positively associated with perce 7 as individuals earning
above the national minimum wage were more likely to h@av rable views. This may be due

to increased access to resources, health literacy, anived ability to manage family size.

Interestingly, the number of children inﬂuen’c&&ﬁr eption negatively, with those having more
children tending to view contraceptioQ‘&s%favorably, possibly due to entrenched cultural
norms or completed family size'.:@versely, level of education and partner’s education or
occupation did not signif@%ect perception, indicating that other contextual or cultural
factors may play a i@er role. However, when analyzed further, positive perception was
significantly a@}d with having at least a primary education, having a partner who is a civil
servant or t@r, and having a partner with at least secondary education. Good knowledge of
co tra%)tlon was also a strong predictor of positive perception, underscoring the importance
X

of targeted information dissemination®.

The study found that while a substantial proportion (69.7%) of military personnel in Southwest
Nigeria reported convenient access to family planning services, 30.3% experienced various
forms of inconvenience. This echoes findings, that identified access barriers such as service

location, provider availability, and logistical issues as major impediments to reproductive
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health services across Nigeria®!®. Though the military setting is typically expected to offer
structured healthcare systems, these findings suggest that systemic and contextual challenges

still persist'!.

Over half of the respondents (51%) reported having to pay for family planning services. This
finding reinforces the concern raised a study that noted that out-of-pocket costs can
significantly deter utilization of contraceptive services, particularly among 1 $me
earners'?. Financial constraint, reported by 76.4% of the respondents, was the iﬁcant
barrier in this study. This aligns with a study, which identified cost(§ imary barrier to

contraceptive uptake among Nigerian men and women, especially "@ti gs where subsidized

or free services are unavailable or poorly implemented!?. /%

Distance to service points and concerns about side ere each cited by 7.4% of the
respondents. These barriers are consistent with %ﬁon and regional findings. For example, a

review documented that fear of side effectﬁb asive barrier in Nigeria, often fueled by

misinformation or lack of counseliné @&g service delivery'*. Similarly, distance to clinics

was highlighted in a study as a barrier to family planning utilization in rural Nigeria'®.

Addressing these issues qus comprehensive strategies. As advocated by the World Health
Organization, in 'rx!éﬁo s must go beyond availability and include demand-side strategies
such as commumty-based health education, counseling, and inclusion of men in family
planni%‘bscussionsm. In the military context, leveraging structured training, peer-led
p&gﬁs, and integration of services into barrack health systems could improve accessibility

and reduce financial and social barriers.

One of the most significant contextual factor identified was the disruptive nature of military
postings and deployments. Frequent relocation, especially to conflict zones or remote

operational areas, often interrupted access to contraceptive services. This is consistent with
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findings, who reported that mobility and displacement significantly hindered access to
reproductive health services in military and humanitarian settings. Similarly, research among
uniformed personnel in conflict regions found that inconsistent healthcare access due to

mobility limited sustained contraceptive use and follow-up care!”!8,

The second key theme centered on systemic health service barriers, particularly the limited
availability of reproductive health services and concerns around confidentiality. Qﬁrﬂts
expressed apprehension about stigma and potential breaches of privacy, whi couraged
them from seeking family planning services. This aligns with the literatyze, Qding areview,
which found that in Nigeria among other countires, concernut confidentiality and
judgmental attitudes among providers discouraged uptak%ontraceptives, particularly
among younger or unmarried individuals. Within institu settings like the military, where

interpersonal boundaries may be rigid and anony limited, such concerns are likely

magnified. é\\,

Cultural, religious, and social no @Verged as prominent influences on contraceptive
behavior. Deep-rooted beliefs, @inal prohibitions, and societal expectations often shaped
negative attitudes toward aception'®. These findings corroborate a study that noted that
religious and cultw{%pl tance remains a significant deterrent to modern contraceptive use in
Nigeria®. Mor , the influence of partners, especially in contexts of disagreement or non-
support s similar findings, which emphasized the centrality of spousal support in

ision-making around contraceptive use’!.

Family pressure was another sub-theme, with respondents noting that expectations around
fertility, lineage continuation, and gender roles frequently undermined contraceptive

intentions. Noted in a study on Nigerian families, intergenerational and familial influences play
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a key role in shaping reproductive choices, often prioritizing large family size over individual

reproductive autonomy?’.

Younger military personnel, particularly those in their late twenties, demonstrated a higher
likelihood of contraceptive use compared to their older counterparts. This is consistent with a
study, who reported that contraceptive prevalence was significantly higher among younger
individuals in Nigeria, possibly due to greater exposure to reproductive health info%ﬁnd
more liberal attitudes toward fertility control?2. Positive attitudes toward contr o@n and ease
of access to family planning services were strongly linked with increasgd usage. According to
Ajzen’s Theory of Planned Behavior, attitudes toward a behaviong predictors of its

execution. This finding is also echoed in Nigerian studie§fcwhich emphasize the role of

favorable perceptions and health system accessibility in @wing contraceptive uptake®’.

Religious affiliation emerged as a significant, factor, with traditionalists showing higher
. \'
contraceptive use compared to Christians a@rﬂshms. This contrasts with general population
trends in Nigeria, where religious be i%‘)%ften influence contraceptive practices®. Personnel
[ ]
residing in urban areas were o@ely to use contraceptives than those in rural settings. Urban
residents often have better ss to healthcare facilities and family planning services, which
facilitates higher c@ntive use. Longer duration of military service was associated with
increased cqntr ive use. This may be attributed to greater exposure to health education and

family p g programs within the military over time**.

PMel whose partners were unemployed were more likely to use contraceptives than those
whose partners were engaged in occupations such as farming or trading. Additionally, higher
educational levels of partners correlated with increased contraceptive use, reflecting the role of

education in promoting health-seeking behaviours®®. Higher household income was associated

188



with increased contraceptive use. Economic stability enables better access to healthcare

services and the ability to afford contraceptives, contributing to higher usage rates?®.

NS
QO
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Chapter Five
Conclusion
5.1 Summary of Findings

This study examined the contextual factors influencing modern contraceptive uptake among
military personnel in Southwest Nigeria. The research was guided by six specific o ives,
which sought to: (1) determine the level of contraceptive use, (2) assess th dge of
contraceptive use, (3) examine perceptions toward contraception, (4) doc@t obstacles in

accessing contraceptives, (5) identify contextual factors influencinguptale, and (6) explore the

perceptions of military personnel toward contraception. . ;

Findings from the first objective showed that the majori espondents (85.4%) had heard of
contraceptives, mainly through health professionals (68.5%), while 54.7% had ever used one

form or another. Condoms (55.6%) were t Xos used, followed by implants (11.3%) and

injectables (11%). @&

Regarding the second obje tu@ ich examined knowledge of contraceptive use, 48.8%
demonstrated good knowl while 51.2% had poor knowledge. Knowledge levels were
associated with gédu ation, and years of military service. Younger and more educated
respondents,displayed better understanding. In relation to the third objective on perceptions
toward @ﬁraceptive use, the study revealed that 78.2% of respondents had a positive
pwion while 21.8% expressed negative attitudes. Religion, marital status, and settlement
type were key influencers of perception. Christians and urban dwellers exhibited more
favorable attitudes. Military personnel with higher education and income also showed more

openness to modern family planning methods.
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The fourth objective sought to document obstacles faced by personnel in accessing
contraceptives. Although 69.7% found access convenient, barriers persisted for others. The
most reported obstacles were financial cost (76.4%), distance (7.4%), and fear of side effects
(7.4%). Additional concerns included stigmatization (3.7%) and lack of spousal support
(2.9%). Qualitative data from interviews also revealed issues of confidentiality and fear of

disapproval from peers or commanding officers, suggesting a unique institutional barri%he

military context. O;

Addressing the fifth objective, which identified contextual factors in en@contraceptive
uptake, the study established that both social and institutional dsigniﬁcantly affect
usage. Younger personnel and those with more years of f% were more likely to use
contraceptives. Religion, urban residence, and partner’stional status also played crucial
roles. Participants who accessed free contraceptiveNsérvices exhibited higher usage rates.
Institutional challenges, including frequent I’e@n and inadequate healthcare infrastructure
in military facilities, were found to li%@stent use findings. The sixth objective explored
perceptions through qualitative d’a&@d revealed that social norms, partner influence, and fear
of stigma were major de@:%s of contraceptive attitude. Cultural and religious beliefs
discouraged use, vzh@sonal autonomy and health awareness promoted positive perception.
5.2 Conclusio(}\

In conclusié&his study underscores that contraceptive uptake among military personnel in
S uth@t Nigeria is shaped by a complex interplay of individual, social, and institutional
fe§r{ While awareness of contraceptives is relatively high, consistent and correct usage
remains suboptimal. Educational level, age, religion, and service duration emerged as strong
determinants of knowledge and usage, while cultural and financial barriers significantly hinder
access. Institutional factors unique to military settings, such as frequent deployment, limited

confidentiality in healthcare delivery, and absence of dedicated reproductive health programs,
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further constrain utilization. These findings affirm the need for culturally appropriate, context-
specific interventions to address both individual and systemic barriers.

5.3 Recommendations

1. Strengthen Reproductive Health Education: The Nigerian military should integrate
regular reproductive health education sessions within its health programs, focusing on accurate
information about modern contraceptive methods to dispel myths and misconceptionst

2. Ensure Accessibility and Affordability: Military clinics should provid@%eptive
services free or at subsidized costs to remove financial barriers that hinde@ss, especially

&

for lower-ranking personnel.
3. Enhance Confidentiality and Privacy: Reproductive healt Q:es should be delivered
confidentially to encourage personnel to seek care witho@r f stigma or exposure.

4. Train Healthcare Providers: Providers withi@itary facilities should be trained in
culturally sensitive counseling techniques argd&éaéfr—responsive service delivery.

5. Promote Partner and Spousal Invo Xt: Encourage joint decision-making and male
participation in family planning to @@resistance and foster shared responsibility.

6. Institutional Policy In l@m: Reproductive health and family planning should be

formally included in n%a ealth policy frameworks, ensuring continuous availability and

[}
consistency acr@c locations.

7. Targete(&l reach Programs:

Specia@@ﬂtion should be given to deployed and remote personnel through mobile health

SWS and periodic outreach interventions.

194



5.4 Contribution to Knowledge

This study contributes to the growing body of knowledge on contraceptive use among special
populations by focusing on Nigerian military personnel—a group often overlooked in
reproductive health discourse. It provides empirical evidence that institutional structures and
occupational demands uniquely shape contraceptive behaviors. Additionally, it identifies
cultural, social, and systemic determinants that policymakers must consider when d&%ng
interventions for uniformed populations. The study also demonstrates the i %ection

between knowledge, perception, and access, thereby enriching the ‘undﬁrstanding of

reproductive health behavior within military contexts in sub-Sahara @a
5.5 Suggested Areas for Further Research ‘%é
1. Impact Evaluation Studies: Future studies should as@he impact of reproductive health
education programs on contraceptive uptake amonry personnel.

2. Comparative Studies: Comparative rese.ar@oss different geopolitical zones of Nigeria
could highlight regional variations in cor&@ive knowledge and use.

3. Partner Influence Studies: Mo @arch should explore the role of spouses and partners
in contraceptive decision-m 1th1n military families.

=

4. Institutional Assessme urther investigations are needed to evaluate how military health
[}
infrastructure a@mi rative policies influence reproductive health access.

5. Longlt%’a Studies: Long-term studies examining how changing postings and

deploy@gb! affect contraceptive continuity would provide deeper insights into behavioral

paig
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Questionnaire
Factors Influencing Modern Contraceptive Uptake among Military Personnel in
Southwest, Nigeria

Dear Respondent,

I am a postgraduate student of Lead City University, Ibadan, researching the above topic.
Acceptance to answer the questionnaire will be taken as consent to participate in thg-sgudyYAll

information will be treated confidentially and your name is not required on tEe guestionnaire.

Instructions &

|Il
Kindly tick (‘" ) the appropriate box option applicable in the guei_ﬂQelow. You tick one or

more boxes as appropriate Q

Section A: Socio — Demographic Characteristich
N :

<
2. Marital status: Single () Meﬂ / )Co-habiting () Divorced (') widowed ( ) Separated

0)

3. Religion: Christia@ Muslim () Traditional ()

4. Ethnicity Y@) Hausa () Igbo () Others ()

5. Settlem@&at,/Rural () Urban ()

1. Age as at last birthday In years

6 your rank in the military

w@ow long have you been in military service? (Years)
8. Level of Education None () Primary () Secondary () Tertiary ()
9. Partner Occupation type: Trader () civil servant () Farmer () Professionals () Artisans
() Not employed ()

10. Family monthly income:

11. No of children
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2.

~

c) inj

12. Educational level of partner: None ( ) Primary ( ) Secondary () Tertiary ()

Section B: Contraceptive use among military personnel in Southwest, Nigeria

Have you ever heard of family planning? Yes () No ()

If yes, what are your primary sources of information on family planning?

a)
b)
©)
d)
e)
f)

g)

health professionals, ()
media (such as TV, radio, or the internet), () 47

family and friends, () O Z’

religious leaders, () < )
community meetings( ), &

your partner, () EO
other sources. O

Have you ever given birth before? Yes ()

Are you currently sexually active? Y.e@o ()

Do you desire to have a child or Xildren? Yes () No ()

Have you ever used any @rg&@anning methods? Yes () No ()

If yes, which methQ@\you ever used?

a) male or female condoms, ()

b) oral co . & , ()
e@le Contraceptives, ()

d) éb‘énts, intrauterine devices (IUDs), ()

g

f) withdrawal, ()

emergency contraception, ()

g) herbal concoctions, ()
h) periodic abstinence, ( )

1) male or female sterilization, ()
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j) others

8. Are you currently using any family planning methods? Yes () No ()
0. If yes, which methods are you using?
k) male or female condoms, ()

1) oral contraceptives, ()

m) injectable contraceptives, () 47
n) implants, intrauterine devices (IUDs), () Oa

0) emergency contraception, () < )

p) withdrawal, () &
q) herbal concoctions, () :EO

r) periodic abstinence, () O
s) male or female sterilization, () Q
others . 6

10. For how long have you been on c@eption?

1. Have you ever experiencpd&%roblems after using contraceptives? Yes () No () I

don’t Know( ) Q\

12.  If yes, what specific problems did you encounter?

13. Do you .aéh*a amily planning is an issue that should concern only women? Yes (
)No()Id ’tgow()

14. é%ou aware that females can take a pill daily as a method of contraception? Yes ()
No don’t Know( )

15. Do you know that females can have contraceptive injections every two or three months?
Yes () No () Idon’t Know()

16.  Are you familiar with the use of condoms as a method where a male wears a rubber

device during intercourse? Yes () No () [ don’t Know( )
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17. Do you understand that emergency contraceptive pills can be taken by a woman shortly
after intercourse? Yes () No () I don’t Know( )

18. Are you aware that withdrawal, where a man pulls out before climax, is a contraceptive
method? Yes () No () I don’t Know( )

19. Do you understand that periodic abstinence involves avoiding sex on days when

pregnancy is most likely to occur? Yes () No () I don’t Know( ) 4'

20. Do you believe that condoms are an effective method of preventing pr&@%" Yes (

) No () I don’t Know( ) Q

21. Are you aware that condoms cannot be used more than ongé? ()No () Idon’t
Know( ) ‘%

22. Do you know that condoms can slip off the m d disappear inside the female's
body? Yes () No () I don’t Know() Q

23. Is it a good idea to use hand lotion for@aﬁon when using a condom? Yes () No (
) I don’t Know( ) &%\
24, Should a condom be unrq,llq@ re putting it on a male’s penis? Yes () No () [ don’t
Know( )
25.  Should the male wa the end of the condom when withdrawing after ejaculation?
Yes()No()I ﬁv

t ink implants can be used by both men and women? Yes ( ) No () I don’t
Know@‘b“
2A7\)Is it correct that an IUD is taken as a pill by women three times a day? Yes () No () I
don’t Know( )
28. Do you agree that female sterilization is a permanent method of contraception? Yes ()

No () I don’t Know( )
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21. Do you know that male sterilization is a surgical procedure? Yes ( ) No () I don’t
Know()

Section C: Perceptions towards contraception among military personnel in Southwest,
Nigeria

Kindly indicate your level of response
Key: SA- Strongly Agree, A- Agree, D- Disagree SD- Strongly Disagree

S/n | Statement SA Ag_ SD
O

1. I feel safe when am having sex with condom

2. | I feel so bad that my spouse does not like use of contraceptive%Q

sQ g
3 I prefer cohabitation relationship to hook up

4. | I enjoy having sex without contraceptives O

5. |1 feel great with contraceptives it %har{ces my sexual

productivity. %\

S

6. | I feel delighted with contraceﬁve usage it makes me feel radiant.

Q>

7. | Idislike contracep@a:ge it makes me feel uncomfortable.

8. | Idislike g;épves usage; it reduces the level of mutual trust
betw&z

@n happy that my faith supports use of contraceptive.

ples

=/
o
N\

I don’t value contraceptives usage it enhances sexual promiscuity.

11. | My spouse supports contraceptives usage, it enhances mutual

understanding and family support
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12. | I dislike using contraceptives because it reduces my urge for sex
13. | I feel good with contraceptive usage it gives me sense of control.
14 | Should men be involved in taking decision on the usage of

contraceptive methods?

1

15 | Do you think unmarried person should know about contraceptive h'»

methods?

C
16 | Do you feel comfortable discussing contraceptive use with(<
: »
healthcare provider? O
O
Section D: Obstacles faced by military personn accessing contraceptive methods

among military personnel in Southwest, N i%e&'%

1.

2.

5.

6.

Is it convenient for you to access fa@planning services? yes () no ()

Do you have to pay for famm@ming services? yes ()no ()

. How important is faiﬂ@ming to you? extremely important ( ) important ( )very

important ( ) not 1 ant ()

Would y d@lend family planning to a friend or relative? yes () no ()

Do you any challenges in accessing family planning services? yes () no ()

I o the previous question, please specify the challenges you encounter.

wln your opinion, what are the main challenges preventing men from involving

themselves in family planning?
o Negative community perception ()
o Lack of service providers( )

o Stigmatization( )
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o Masculinity power( )
o Lack of support from wives( )
o Peer pressure( )
o Limited contraceptive choices for men( )
o High cost()
o Shyness() 4
o Lack of knowledge about family planning( ) Q«
8. Does distance affect your ability to access family planning services® yes)( ) no ()

9. Does your ability to reach the facility prevent you from accesSin@family planning

services? yes () no () ?
10. Do you typically walk or use transportation to ge@me acility? Walk () Transport ()

° \’%
'@\
54@

'R
C.}\'
/\)ng»b
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Interview Guide
Contextual Factors Influencing Modern Contraceptive Uptake among Military

Personnel in Southwest, Nigeria
Dear Respondent,

I am a postgraduate student Lead City University. Carrying out study research o@nextual
Factors Influencing Modern Contraceptive Uptake among Military Perso(ne;l outhwest,
Nigeria. This interview guide is designed to elicit information for aca@ purpose only. I am

requesting that you kindly volunteer to participate in the study. ltudy the questionnaire
opH

carefully and tick the response that you think are more @ te. Do not write your name

anywhere on this questionnaire. Confidentiality and ity of the information provided is

guaranteed as findings will be used solely for rei%ch purpose. Thanks for your co-operation

N
Demographic Information &%
LA 46
. Agerange .
D

2. Rank/Desm@Q

3. Marital status

| @ég

Institution%’nd Workplace Context

N

Are th ‘&y formal policies within the military that encourage or discourage contraceptive
e
1. Does the military offer health services or family planning counseling? If yes,
are they adequate and accessible?
2. How does military discipline or hierarchy influence personal decisions

regarding contraception?
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Do you feel that the demands of military life (e.g., deployments, relocations)
influence decisions around contraceptive use?

Are there social norms or cultural expectations within the military that impact
the uptake of contraceptives?

Do you feel comfortable accessing contraceptive services within military

health facilities? Why or why not? 47

Are there concerns about confidentiality when discussing contra@' with

military health providers? < )

Socio-Cultural Context &

1.

o

>

5.

Are there cultural or traditional beliefs within yo munity that influence

attitudes toward contraceptive use? O

Does religion play a role in your peecision—making about
contraception? If yes, how? 6

In your opinion, how do roles in relationships or the military setting

affect contraceptiye 3&@

Are there (@S in how male and female military personnel perceive or
p

use contraceptives?

[ ]
w*éés our spouse or partner influence your decision to use or not use

t contraceptives?

ij Do family expectations or societal pressures impact your views on

A%

contraception?
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Health System and Accessibility Context

1.

Are contraceptives readily available within military health facilities?

Do you face challenges in accessing contraceptive services due to your
location or deployment?

How would you describe the quality of family planning services provided in

military healthcare facilities? 47

Do you feel healthcare providers in your facilities are well—equi@ ffer

guidance on contraceptives? ‘ )

Are contraceptives affordable for military personnel? &

Have you experienced logistical challenges, suc? ?Q:kouts or delays in
accessing contraceptives? O

Social and Peer Context Q

A%

—_—

N

W

4.

How do your peers in the miljt@rceive contraceptive use?

Is there stigma or judgme&@:iated with using contraceptives in your
military communi}yQQ

Do you feel d by your peers or superiors in making decisions about
family plannifig?

[ ]
G&e& ograms or peer groups within the military that promote

t contraceptive awareness and use?

Deplo@b‘l and Mobility

1.

How does frequent mobility or deployment affect your ability to access or use
contraceptives?
Are there specific challenges during deployment that impact contraceptive

use?
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3. How do military duties, such as extended time in conflict zones or remote
areas, influence family planning decisions?
4. Are there differences in contraceptive access or attitudes during active

operations compared to non-operational periods?

NS
QO
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Figure 3.1: Photograph of the respondents filling the copies of the questionnaire with the
help of research assistants
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Figure 3.2: Photograph of the respondents filling copies of questionnaire
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