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Public health officials have advocated the involvement of men as a strategy for addressing the dismal performance of family planning
(FP) programmes. This study was therefore designed to explore the challenges and determine way forward to male involvement
in FP in Olorunda Local Government Area, Osogbo, Nigeria. This cross-sectional study involved the use of a four-stage sampling
technique to select 500 married men and interviewed them using semistructured questionnaire. In addition, four focus group
discussions (FGDs) were also conducted. Mean age of respondents was 28.5 ± 10.3 years. Some (37.9%) of the respondents’ spouse
had ever used FP and out of which 19.0% were currently using FP. Only 4.8% of the respondents had ever been involved in FP.
Identified barriers to male involvement included the perception that FP is woman’s activity and was not their custom to participate
in FP programme. More than half of the FGD discussants were of the view that men should provide their wives with transport fare
and other resources they may need for FP. The majority of the respondents had never been involved in family planning with their
wives. Community sensitization programmes aimed at improving male involvement in FP should be provided by government and
nongovernmental agencies.

1. Background
In Nigeria, the 2008 NDHS found that only 10% of married
women of reproductive age use contraceptives. This is lower
than the current Sub-Saharan Africa average of 17%. Further
analysis of the total contraceptive prevalence rate (CPR)
indicates wide state variations, ranging from 0.3 in Jigawa
to 41.6 in Lagos state, as well as zonal variations ranging
from 2.7 in the North West to 28.5 in the South West [1].
Nigeria’s fertility rate has remained high: from 6.0 children
per woman in 1990 it recorded only a minimal drop to
5.7 in 2008. Similarly, modern contraceptive prevalence has
been around 10% (11% in 2008) for the past decade [1]. The
majority of married women in Nigeria are not currently using
contraceptives and have no intention of doing so in the near
future [2]. Although contraceptive methods and services are
frequently geared toward women, men are often the primary
decision makers on family size and their partner’s use of FP

methods [3–5]. In addition, spousal disagreement can serve
as deterrent because women might fear initiating a difficult
conversation about FP [6].
The use of any method of FP by women is often influenced
by their husbands [7]. Men have rarely been involved in either
receiving or providing information on sexuality, reproductive
health, or birth spacing. They have also been ignored or
excluded in one way or the other from participating in many
FP programmes as FP is viewed as a woman’s affair [8].
Traditionally, men are the heads of households and decision
makers in all issues in their respective households. Men
decide on FP and the number of children as well as how to
use what is produced by the family. Also, findings have shown
that since men were the decision makers, they were expected
to initiate discussions on FP and the number of the children
the couple want to have [8]. Men were perceived as the sole
providers for their family needs. Women were not considered
decision makers, but implementers of what had been decided
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by men, without questioning men’s decisions [8]. The high
level of awareness about contraception but very low level of
use has been established in studies in Nigeria [9, 10]. There
are several obstacles to contraceptive use in Nigeria. Studies
in Nigeria and elsewhere in sub-Saharan Africa have shown
that major obstacles to the adoption of modern contraceptive
behaviour include myths and misinformation or rumours
and unconfirmed information passed within social networks
[11–13]. Other reasons for this lack of FP use include fear of
complications, lack of understanding of methods, and fear
of opposition from the husband [9]. Nadia et al. [14] also
identified evidence of fear of FP side effects among females
and males from India, Nepal, and Nigeria.
Since the 1994 International Conference on Population
and Development (ICPD), interest in men’s involvement in
reproductive health has increased. Evidence indicates that
male involvement can lead to contraceptive uptake through
the pathway of increased spousal communication [15, 16].
However, FP programmes have traditionally focused on
women as the primary beneficiaries and men have been
considered as the silent partners of the services [17]. This
study therefore is designed to determine the challenges and
way forward to male involvement in FP in Olorunda Local
Government Area (LGA), Osogbo, Nigeria.

2. Methods
2.1. Study Design. A cross-sectional descriptive study design
was used for documenting the challenges and way forward
to male involvement in FP in Olorunda Local Government
Area, Osogbo, Nigeria.
2.2. Study Area. The study site for this study is Olorunda
Local Government Area. The Local Government is one of the
two LGAs in Osogbo, Osun State, Nigeria. The state has a
stagnant total fertility rate of 5.7 in 2003 and 2008 [1]. The
Local Government has its headquarter in Igbona and has
an area of 97 km2 with a population of 131,761 at the latest
2006 census. The inhabitants are mainly Yoruba speaking,
and majorly small-scale traders; 53.4% are Christian, 46.0%
Muslim, and 0.5% Traditionalist [1]. Osogbo is the venue
of the annual Osun-Osogbo festival along the River Osun.
The festival is centered around the sacred grove of the river
goddess O.sun, which is a UNESCO World Heritage Site.
2.3. Study Population. The study population consisted of
married men in Olorunda Local Government Area, Osun
State. Married men with at least one child and within the age
range of 18–50 years participated in the study.
2.4. Sample Size Determination. The sample size for the study
was calculated using Lwanga and Lemeshow (1991) formula
for sample size determination in health studies:
𝑛=

𝑧2 𝑝𝑞
,
𝑑2

(1)

where 𝑛 = sample size; 𝑧 = the standard normal deviation
which corresponds to the 95% confidence level (1.96); 𝑝 =

estimate of key proportion (20.69% or 0.2069). This prevalence is derived from a similar study [18]; 𝑞 = 1 − 𝑝 (1 −
0.2069 = 0.7931); 𝑑 = degree of accuracy desired (0.05).
Consider
𝑛=

1.962 × 0.2069 × 0.7931
= 252.1509.
0.052

(2)

The calculated sample size was increased to 500 so as to
make provision for nonresponse and promote generalization
of findings.
2.5. Sampling Procedure. For the qualitative study, one FGD
each was conducted in all the 4 out of 10 randomly selected
wards and the number of participants in each FGD was eight.
Two each were conducted among those between the ages
of 35–50 and 51–65 years. A total of thirty-two participants
participated in these FGDs and were conducted with leaders
of selected communities in all the four wards. The selection of
FGD discussants was done using a nonprobability sampling
technique involving purposive sampling. This implies that
the FGD discussants were selected because of their position
as leaders in their community. For the quantitative study, a
total of five hundred consenting respondents were used and
the following four-stage sampling technique was adopted in
selecting the respondents.
Stage 1. The ten wards in the selected LGA were stratified into
rural and urban wards.
Stage 2. Four out of ten wards in Olorunda were randomly
selected for this study (two each in rural and urban strata).
Stage 3. Three communities each were conveniently selected
from each ward.
Stage 4. At least one respondent was then chosen from every
household until the required respondents were gotten.
2.6. Method for Data Collection. Both quantitative and qualitative (focus group discussion) methods were used for
data collection. A focus group discussion guide which was
developed by the researchers was used to collect information
used in modifying the questions asked in the quantitative
(questionnaire) data collection tool. There were eight major
questions in the FGD guide that was used for the discussion
and these questions focused on the married men’s knowledge,
perceptions, involvement, practice, barriers, and facilitating
factors for male involvement in FP. The discussions were
conducted in a suitable environment such as the community town hall and community leaders’ compound. An
interviewer-administered questionnaire was also used to
obtain the necessary information from the respondents. The
questionnaire was developed by the researchers based on the
literature review and the information obtained from FGD
together with input from health promotion specialists in the
Faculty of Public Health, University of Ibadan. The questionnaire consisted of both open and close-ended questions and
was administered by the research assistants.
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2.7. Data Collection Process. An FGD guide and semistructure questionnaire were developed and pretested among
married men in Osogbo LGA. This LGA is also in Osun State
and shares similar characteristics with the study area. Before
pretesting, the research team discussed the two instruments
to make sure that all involved in data collection understood
and were acquainted with the instruments. The instruments
were revised based on the issues identified by the team. The
improved versions of the instruments were used for pretesting
exercise. Both pretesting and actual data collection were
conducted in local language commonly spoken in the area
(Yoruba). Four (male = 3, female = 1) trained research
assistants who have Master of Public Health Students at the
University of Ibadan, Nigeria, were recruited and assisted the
researchers in collecting data for the study. Focus group discussions were conducted jointly with research assistants and
one of the investigators moderated all the discussions while
research assistants did the note taking to complement the
audio recording by the moderator. The moderator controlled
the sessions to make sure that everyone including the shy
people participated in the discussions to avoid missing the
distinctive perceptions of less talkative respondents. During
the FGD sessions, probing questions were posed to seek
clarification on issues and to encourage participants to give
more insights in their responses. Efforts were made to give
respondents sufficient discussion time on key issues. The
discussions were conducted in a quiet space to avoid noise
interference and interruptions and each session lasted about
40–69 minutes. The discussions were audio-taped with the
consent of the participants. For the quantitative study, a total
of five hundred copies of questionnaires developed in Yoruba
were administered among married men in the study area.
Written consent of all the respondents was obtained and the
objectives of the study were explained to them.
2.8. Data Management, Analysis, and Presentation. The completed copies of the questionnaire were serially numbered for
control and recall purposes. Data collected was checked for
completeness and accuracy on a daily basis. The quantitative
data collected was collated and screened for completeness;
knowledge and perception sections were scored and entered
into computer. The Statistical Package for Social Science
(SPSS) version 15 was used for the analysis of the data.
A 14-point knowledge scale was used to measure the
respondents’ knowledge of FP. A correct knowledge attracted
a score of 1 point while a wrong knowledge was zero. A
score of ≤6 points was considered poor while scores of 7–10
and 11–14 points were considered fair and good knowledge,
respectively. Perceptions of FP were determined using a 10point perception scale. For each question, positive perception
attracted a score of 2 points; negative perception was zero
while the score for undecided was 1 point. Scores of ≤5 and
≥6 points were considered negative and positive perceptions,
respectively. Descriptive statistics and Chi-square were used.
Frequencies were generated and variable was cross-tabulated.
For the qualitative data, tapes were transcribed verbatim in
Yoruba by the note takers and were subsequently translated
into English by experts from the Department of Linguistics,
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University of Ibadan, Nigeria. Spot checks of transcripts and
translations were regularly conducted to ensure completeness
of the transcription and accuracy of translation. The data were
transcribed, sorted, categorized, and analyzed thematically.
To check the internal consistency and reliability, data from the
quantitative part was used to triangulate with the qualitative
results.
2.9. Ethical Considerations. Approval for the study was
sought from the Osun State Ministry of Health. Verbal information was provided to the respondents to make informed
choices on whether to participate in the study or not. No
incentives were provided to the respondents as a way of motivating them to participate in the study. All the respondents
agreed to participate in the study and signed a consent form.
2.10. Limitation of the Study. The study focused on knowledge, perceptions, practice, involvement, and barriers to FP
which are personal and sensitive. Some respondents were
not willing to give all the information required by the
researchers because of the fear of being penalized. Efforts
were however made to reduce this problem by assuring
them of the confidentiality of all information provided. It is
assumed therefore that all responses were made in honesty.

3. Results and Discussion
3.1. Respondents’ Demographic Characteristics. Mean age of
respondents was 28.5 ± 10.3 years and 53.7% were in
the age group 30–40 years. Some (35.4%) of the respondents had at least Secondary Education, Ordinary National
Diploma/National Certificate of Education (20.9%), and
12.6% had Higher National Diploma/First degree. The majority (83.1%) of the respondents were Muslims and 97.4% were
of Yoruba tribe. Almost all (98.4%) of the respondents were
currently married while 1.6% were cohabiting. The majority
(91.1%) of the respondents had at least a child and 8.1% had
two or more wives.
3.2. Knowledge of Family Planning. The overall mean knowledge score of the respondents was 10.1 ± 3.1 and only 57.0%
had a good knowledge of FP. This finding is in contrast with
a similar finding in Pakistan [17]. The majority (98.6%) of
the respondents knew that FP is a service for the prevention
of pregnancy. This corroborates a previous finding [19]. The
majority of the FGDs participants also said FP is a way of
preventing a woman from getting pregnant and identified the
nurses and doctors as service providers. The majority (90.4%)
knew that unwanted weight gain (90.4%), vomiting (32.4%),
and abnormal menstruation (42.4%) were side effects of
FP. This finding also corroborates a similar study [20]. All
(100.0%) the respondents identified condom as a FP method.
This is in contrast with a previous finding in Ethiopia [21].
Other methods of FP identified by the respondents were pills
(90.0%), IUD (64.2%), and injectable contraceptives (81.4%)
(Table 1). The high level of knowledge on at least one form
of contraception among the participants of this study is in
line with researches done in Ethiopia [10, 21], Yemen [22],
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Table 1: Knowledge of FP.

Knowledge of FP
Family planning is a method of
preventing pregnancy
Methods of FP known∗
Pills
IUD
Injectable
Implants
Condom
Female sterilization
Advantages of FP∗
To avoid early and late pregnancy
Limits the number of pregnancy
Prevents abortion
Prevents maternal death
Side effects of FP∗
Vomiting
Abnormal menstruation
Unwanted weight gain
∗

Yes (%)
500 (100.0%)

No (%)
∗∗

0 (0.0%)

450 (90.0%)∗∗
321 (64.2%)∗∗
407 (81.4%)∗∗
202 (40.4%)∗∗
500 (100.0%)∗∗
10 (2.0%)∗∗

50 (10.0%)
179 (35.8%)
93 (18.6%)
298 (59.6%)
0 (0.0%)
490 (98.0%)

450 (90.0%)∗∗
480 (96.0%)∗∗
320 (64.0%)∗∗
121 (24.2%)∗∗

50 (10%)
20 (4.0%)
180 (36.0%)
379 (75.8%)

162 (32.4%)∗∗
212 (42.4%)∗∗
452 (90.4%)∗∗

338 (67.6%)
288 (57.6%)
48 (9.6%)

Multiple responses.
Correct responses.

∗∗

Pakistan [17], and similar research done in Nigeria [4]. The
majority of the FGD participants also reported injectable
contraceptives, condom, and the pills as methods of FP. Only
few of the participants mentioned IUD and implants while
none of the respondents perceived female sterilization as a
method of FP. Female sterilization has not been accepted as a
popular method of contraception in developing countries like
Nigeria [23–25]. However, the percentage of contraceptors
who rely on female sterilization is <0.5% [26]. This may be
due to the reported aversion to operative procedures and the
permanent nature of the method [27, 28]. Other methods
of FP mentioned among many of the FGD participants are
periodic abstinence and withdrawal. A participant in younger
group said:
“I know many methods of family planning like
pills, condom and periodic abstinence.”
Another participant in younger group said:
“IUD and Injectable are some of the methods of
family planning that I know and even withdrawal
method.”
A participant in older group said:
“Pills, IUD, Injectable and condom are some of the
methods of FP that I know.”
Another participant in older group said:

negative perception score. Respondents mean perception
score was 4.4±3.7. The mean perception scores of respondents
in monogamous and polygamous family were 8.2 ± 3.7 and
5.7 ± 2.1 points, respectively (𝑃 < 0.05). The perception
of 20.8% was that only women who are promiscuous use
FP without their husband’s consent and 54.8% were of the
perception that attending FP clinic is entirely the woman’s
issue and not the man. This corroborates a similar finding
from Nigeria [29]. Wadembere [30] also revealed that very
few of the respondents discuss FP with their women since
most believe that issues related to children and child birth
are the responsibility of women. The perception of 48.8% was
that husband should follow his wife to FP clinic only when
his attention is needed (Table 2). Many of FGD participants
were also of the perception that FP is good but not culturally
accepted for a man to be involved in it. A participant in
younger group said:
“I cannot just imagine a man getting involved in
FP. Am not saying FP is not good but not in our
culture for men to participate in it because it is a
women’s activity.”
Another participant said:
“FP is entirely women’s affairs and nothing concern we their husbands expect to give them money
for it if necessary.”

“Implant is one of the family planning methods but
not commonly used among women but IUD and
pills are mostly used methods among women.”

Some FGD participants were of the perception that it is
good for men to be involved in FP to show love to the wife
and also to have better understanding of the FP. A participant
in younger group said:

3.3. Perception of FP. More than half (69.8%) of the respondents had a positive perception score while 30.2% had

“It would be better if we get involve in FP so that
we can get to increase our understanding of what
it entails.”
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Table 2: Respondents’ perceptions of family planning.
Statements
It is only women who are promiscuous
that use FP without their husband
consent∗
Attending FP clinic is entirely the
woman’s issue and not the man∗
Attending FP clinic with wife is a waste of
time∗
FP is important in the area of improving
the health of women
Men should assist their women in getting
care from a competent FP provider
Husband should follow his wife to FP
only when his attention is needed∗
∗

Agree

Undecided

Disagree

104 (20.8%)

300 (60.0%)

96 (19.2%)

274 (54.8%)

30 (6.0%)

196 (39.2%)

174 (34.8%)

182 (36.4%)

144 (28.8%)

419 (83.8%)

71 (14.2%)

10 (2.0%)

391 (78.2%)

101 (20.2%)

8 (1.6%)

244 (48.8%)

181 (36.2%)

75 (15.0%)

Negative perception.

70.0

Another participant said:

62.1%

60.0
50.0
(%)

“I support male involvement in FP because is a
way of showing love to our wives.”
Also a participant in older group said:

40.0

37.9%

30.0
20.0
10.0

“I do not see anything wrong in male involvement
in FP just that we are too busy.”

0.0
No

Yes

Figure 1: Ever used contraceptive by spouse.

3.4. Respondents’ Spouse Practice of FP. Many (56.5%) of
the respondents generally approved of women’s contraceptive use but only 45.8% of these would allow their own
spouse to use contraceptives. This proportion is lower than
what was reported in similar findings from Ethiopia [19,
31] and Pakistan [17]. Male partner’s approval can be an
important predictor of contraceptive use by women [32] and
men’s acceptance of contraception requires knowledge about
appropriate contraceptive methods, more communication
between partners, fostering awareness, and mutual sharing
of concerns for partners’ contraceptive practices [33]. Some
(37.9%) of the respondents reported that their spouses had
ever used contraceptives (Figure 1) and out of which 19.0%
were current users (Figure 2). Other studies have already
described similar findings, that is, high awareness but low
utilization of contraceptives, making this situation a serious
challenge in developing countries [34, 35]. Some (17.9%)
of the respondents reported that their spouse was using
emergency contraceptive as a primary method of family
planning [Figure 3]. This is extremely problematic because
emergency contraceptive is only recommended as a backup
method for married women [36]. Emergency contraception
is needed when intercourse is unexpected and without prior
contraceptive coverage. Other indications include failure of
barrier methods like the slipping or breakage of condoms and
after rape [37]. Most of the FGD participants also reported
that their wife had ever used contraceptive and mostly
reported that contraceptives were condom and IUD.

Yes
19%

No
81%

Figure 2: Spouse currently using contraceptives.

A participant in younger group said:
“Condom is our family planning method in my
family because I have told my wife not to do any
other method.”
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58.7%

accompanied their wife to family planning clinic, ever made
financial contribution, and ever discussed family planning
with wife. A participant younger group said:

60.0
50.0
(%)

40.0

23.4%

30.0

17.90%

20.0
10.0
0.0
IUD

Injectable

Emergency
contraceptive

Figure 3: FP methods currently used by respondents’ spouse.

95.2%

100.0

(%)

80.0

“I think my own involvement is just financial
support because my wife is currently using IUD
and I paid for it. Though I love to be involved more
than this but there is no time for me.”
“Though have not really been involved in family
planning with my wife but many times she has
discussed about various methods with me to know
which one she should go for.”

40.0

0.0

Another participant in younger group also said:

A participant in older group said:

60.0

20.0

“Have discussed family planning with my wife
because have told her I do not want more than
three children. Also have accompanied her to
family planning clinic before though I stayed inside
my car because all the health workers in the clinic
were women.”

4.8%
Yes

No

Figure 4: Ever involved in FP with wife.

Another participant in younger group said:
“My wife is also using FP and I think she’s using
IUD.”
A participant in older group said:
“My wife had used family planning in the past but
she had to stop it because I did not support her
and this was because I know that family planning
is dangerous for women.”
3.5. Respondents’ Involvement in FP. Only 4.8% of respondents reported to had ever been involved in family planning
with their wives (Figure 4). Males are primarily considered as
a means of increasing contraceptive prevalence [38]. The multiple decision-making roles of men in reproductive health,
particularly family planning, have profound influences on
women’s health [39]. The reported involvements among
these respondents were provision of money for FP (80.9%),
accompanied wife to FP clinic (15.5%), and discussion about
FP with wife (60.2%). This is in accordance with a research
done in Ethiopia [19] but inconsistent with the result of the
study done in Hosanna [40]. Communication about family
planning is critical. Interspousal communication is a key
issue that affects the sustained use of family planning in
Nigeria [41, 42]. Several other studies suggest a strong positive
effect of spousal communication on contraceptive use [43–
49]. Few of the FGD participants also said they had ever

3.6. Barriers to Male Involvement in FP. Identified barriers
to male involvement were the perception that FP is woman’s
activity (89.4%) and were not their custom to participate in
FP programme (90.6%). This is similar to the findings in
Uganda [50]. Other barriers reported by respondents were
long waiting times at FP clinic (80.9%), FP not male-friendly
(90.1%), attitude of health workers (70.3%), and finance
(69.4%). This is similar to the findings in Cameroon [51]. FGD
participants also reported societal norms, lack of finance,
inadequate time, and FP service not being male-friendly as
barriers to their involvement in FP. A participant in older
group said:
“I think the major problem we have with our
involvement in family planning is that it is a
women’s activity.”
Another participant also in younger group said:
“I cannot imagine following my wife to family
planning clinic because even at the clinic you
cannot see male health workers who are family
planning providers. Then what would I go and do
there.”
A participant in older group said:
“Negative attitude of health workers is what I see
as a major barrier because have followed my wife
to antenatal service during her first pregnancy
and my experience there was totally bad with the
way the health workers were treating the pregnant
women. I was not happy at all and most men
cannot tolerate that kind of attitude toward them.”
Another participant in older group said:
“Men’s participation in family planning is not in
our culture and we must respect our culture. As the
head of this community, I cannot support them.”
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3.7. Facilitating Factors for Male Involvement in FP. Listed
factors that could facilitate men’s involvement in FP were
motivation from their wife (87.6%), government policy
regarding men’s role in FP (30.7%), more FP clinic (65.2%),
and adequate sensitization for men (85.2%). Various studies have shown that providing men with information and
involving them in counseling sessions can help them to be
more supportive of contraceptive use and more aware of the
concept of shared decision making [52]. Other facilitating
factors were attitudinal change of health workers (78.7%)
and involvement of male religious leaders as FP advocates
(30.4%). FGD participants also suggested that government
should provide more FP clinic to ease access and also make
the service free for women. A participant in younger group
specifically said:
“Government should provide more FP clinic to
make access to health facilities easy.”
Another participant in younger group said:
“Government should provide more health centres
especially for people in rural areas.”
Another suggestion was attitudinal change of health care
providers especially the nurses. A participant in older group
said:
“Necessary authority should try and improve the
attitude of the medical personnel especially the
nurses because majority of them do not have good
human relation and that is the major reason why
I hate going to health centre.”
Another participant in older group said:
“The way we can encourage men to follow their
wives to FP clinic is if government can educate
their health personnel to change their attitude
better towards their clients.”

4. Conclusion
The majority of the respondents had never been involved
themselves in FP with their wife and this may be attributed
to negative perceptions recorded among them. The cultural
barrier in itself without any other external influence will
demotivate men from getting involved in FP programme.
Community sensitization programmes aimed at improving
male involvement in FP should be provided by government
and nongovernmental agencies. In addition there is need to
engage community and opinion leaders so that they can advocate for the use of FP methods in their community. Various
studies have shown that providing men with information and
involving them in counseling sessions can help them to be
more supportive of contraceptive use and more aware of the
concept of shared decision making.
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