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ABSTRACT
This study investigated the attitude of women towards family planning programme in Lagos State in Ikosi/Iheri Local Government Area of Lagos State. The purpose of this research was to find out the influence of family size, socio-economic status of families, marital status and religion on the health care users and market women attitude towards family planning. Four questions and hypotheses were stated for the study, the research design was survey in nature. The study employed a descriptive survey research design. An instrument titled: “Investigation of Attitude of Women towards Family Planning Programme in Lagos State” (IAWFP) was used to collect relevant data for the study. The total number of 90 women of child rearing age were selected using stratified random sampling technique. A total of 90 copies of the questionnaire were distributed to the participants with the aid of three (3) trained research assistants. The Pearson Product Moment Correlation and Chi-square was used to test the null hypotheses stated for the study. The study revealed that family size will significantly influence health care users’ attitude towards family planning. It also revealed that family socio-economic status will significantly influence couples attitude towards family planning. The study further revealed that marital status will significantly influence couples attitude towards family planning. The study further revealed that religion will not significantly influence couples towards family planning. Based on the findings from the study the following conclusions were drawn that the size of a family will go a large extent in determining the type of life the offspring will live and the condition in which they would be brought up, but this still has to do with the parents’ economic status. Recommendations were made on the basis of the findings of this study which include the following: The government should make an educational policy to incorporate sex education and family planning in the post primary school curriculum. The State and Local Governments should mount intensive enlightenment campaigns on the concept of family planning and its merits. The Government and voluntary organizations should establish family planning clinics in urban and rural areas. They could render such services as advice to couples, processes involved in the practice of family planning, use of contraceptives and other methods of birth control, also mobile clinics should be provided also to carry the campaigns to rural areas where family planning clinics do not exist.

CHAPTER ONE
INTRODUCTION
1.1
Background of Study
Modern family planning helps women to avoid unwanted pregnancies, illegal abortions and child bearing that will threaten their own personal health and that of the children (Ogunbayo, 2007). Family planning involves two concepts – contraceptive use and family planning services which is used by couples to bring about healthy sexual relationships among them without fears of unwanted pregnancies and sexually transmitted infections (Duzo & Mohammed, 2011).  Family planning is the planning of when to have and use birth techniques to implement such plans. Other techniques commonly used include sexual education, prevention and management of sexually transmitted diseases, pre-conception counseling, management and infertility management (Derose, Mohammed, Helman, Moronkola & Blumenthal (2010). However, family planning is usually used as a synonym for the use of birth control. It is most adopted by couples who wish to limit the number of children they want to have and control the timing of pregnancy, also known as spacing of children (Derose et al., 2005). Family planning may encompass sterilization, as well as pregnancy termination. It also includes raising a child with methods that require significant amount of resources namely: time, social, financial and environmental. Family planning measures are designed to regulate the number and spacing of children within a family, largely to curb population growth and ensure each family has access to limited resources (Olaitan, 2012).
The first attempt to offer family planning services began with private groups and often aroused strong opposition. Activists, such as Margaret Sanger in the U.S., Marie Stopes in England and Dhanvanthis Rama Rou in India, eventually succeeded in establishing clinics for family planning and health care. Many countries have established national policies and encouraged the use of public family services (World Health Organization, 2010.).
 The concept of informed choice in family planning can be applied to a wide range of sexual and reproductive health decisions. It focuses on whether to seek, to avoid pregnancy, whether to space and time one’s childbearing, whether to use contraception, what family methods to be used, and whether or when to continue or switch methods. The term family planning choice could also refer to the family decision making; the principles of informed choice focus on the individual; however, it also influences a range of outside factors such as: social, economic and cultural norms, gender roles, social networks, religious and local beliefs. Limited Awareness and Knowledge as a barrier in a variety of cultures with low resource settings, lack of awareness and knowledge has been cited as a significant barrier in the uptake of family planning among couple. Health Belief Model (HBM) is one theoretical framework that has been widely used to understand why an individual chooses to participate in a health-promoting behavior, such as family planning services. There is a need for solid awareness with regards to individual, social and wider contextual determinants of relevant health outcomes. Justification for proposed family planning interventions should be grounded in knowledge about the benefit and gains of practicing it.
Harlap, (2011) described family planning as the arrangement, spacing and initiation of children in a family based upon the wishes and social circumstances of the parents. It could also mean the spacing of birth so as to achieve maximum health and comfort for mother, child, and the entire family. N.P.C. (2011) identified family planning methods to include: total abstinence, withdrawal, methods e.g.        Condom, or Diaphragm, Spermicides, Injectables, Oral Contraceptives, Implant, Intra-Uterine contraceptive device (IUCD), sterilization and Billings method or natural family planning methods.
Individuals are expected to choose any of the enumerated family planning methods depending on the availability of device, facility for medical care, age of applicant, size and body make up. Occasionally individuals pay for family planning care.
The implementation of family planning has been influenced by some factors and Nigeria is not an exception. In Nigeria for example, over 70% of her population live in the rural areas or are peasant communities and one of the characteristics of rural people is that they have limited access to correct information and they find it difficult to accept changes based on ignorance and sometimes fear of the unknown hence family planning though fully embraced by the people.
Various factors have been identified that can influence the choice of  family planning method and these include: Literacy level, socio-economic status of family, availability of family planning service, family size and available medical care.
Efforts have been made by Health professionals to educate mothers and spouses on types and choice of family planning methods through workshops, awareness campaign, health talks and seminars on family planning strategies mounted across the nation. Education programmes on these population control strategies are aimed at the prevention of post abortion complications and promotion of safe motherhood.
1.2
Statement of the Problem
Despite various efforts made by health care providers to provide safe family planning and population control methods in the community, there is an observed apathy, poor patronage, non-acceptability of the practice which has led to series of pregnancy related problems such as: unwanted pregnancies, abortions, post abortion complications and deaths resulting from the use of unscientific and crude family planning practices.
1.3
Purpose of Study
The purpose of this study is to investigate into the attitudes of women towards family planning programme in Lagos State
1.4
Research Questions  
The following research questions will be formulated and answered in this study:
 Will family size influence attitude of health care users towards family planning?
2. Will socio-economic status of a family influence couples attitude towards family planning?
3.  Will marital status influence the attitude of couples towards family planning?
4.  Will religion influence the attitude of couples towards family planning?
1.5
Research Hypotheses
The following research hypotheses were formulated and tested at 0.05 alpha level of significance:
1.   Family size will not significantly influence health care users’ attitude towards family planning.
2.   Family socio-economic status will not significantly influence couples attitude towards family planning.
3.   Marital status will not significantly influence couples attitude towards family planning.
4.   Religion will not significantly influence couples towards family planning.
1.6
Significance of the Study
The findings of this study were useful to the following organizations which include:
§  Mothers of child bearing ages and spouses for the control of family size and improvement of maternal health.
§  Family planning practitioners especially in market women, to ensure part proper utilization of services.
§  The study were immense benefits to health care users and medical centres.
§  The findings may also provide an insight into how family planning programmes can be adequately provided and managed among market women in Nigeria.
1.7
Limitation of the Study
The limitations to this study include reluctance of some participants to supply, the observed limitation during this study include the personal information, caused unusual delay. However the participants were assured of confidentiality by researcher hence they were able to participate in the research.
1.8
Delimitation of the Study
The research was delimited to three small communities namely; Ikosi/Isheri, Ketu and Oworoshoki in kosofe local government area in Lagos State. Thirty (30) respondents were selected from each Local Government Area thereby making up the sample size to be ninety (90). The respondents were market women and Health care workers in each of the Local Government Area of Lagos State
Operational Definitions of key Terms
Attitude: This is a tendency to hold certain beliefs about and to feel in certain ways towards persons, object or ideas.
Family: Family is a group of people held together by birth, marriage, or adoption or by common residence or close emotional attachment. 
Family Planning: This is the arrangement, spacing and limitation of children in a family, depending upon the wishes and social circumstances of the parents. Family planning is the planning of when to have and use birth techniques to implement such plans.
Health: A state of physical, mental, social and emotional well-being of an individual.
Educator: An   individual that facilitates the acquisition of knowledge.
Contraceptive: An agent used to prevent conception.
Vagina:  This is the canal lined with mucous membrane which leads from the vulva to cervix uteri.
Conception:  The act of becoming pregnant by the fertilization of an ovum.

CHAPTER TWO

REVIEW OF LITERATURE

INTRODUCTION

Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.

Precisely, the chapter will be considered in three sub-headings:

Conceptual Framework

Theoretical Framework

2.1
CONCEPTUAL FRAMEWORK

Concept of Attitude

Anderson (1981) opined that attitude is a moderately intense emotion that prepares or predisposes individuals to respond consistently in a favourable or unfavourable manner when confronted with a particular object. Bolan (1981) asserted that attitudes about health-related behaviour help to determine what an individual does in a given situation. Murdary (1983) viewed attitude as a feeling tone directed towards a person, object or ideas. Okafor (1991) observed that attitude is concerned with ones feeling towards an object, person or thing. Dieghton (1991) considered attitude as a predisposition to classify objects or events, and to reach to them with some degree of evaluative consistency. Kerlinger (1992) perceived attitude as an organized predisposition to think, feel, perceive and behave towards a referent or cognitive object. According to Adebajo (1992), attitude refers to the sum total of the people‟s inclinations and feelings, prejudices or bias, preconceived notions, ideas, fears, threats and convictions. Allport (1995) stated that attitude is a mental or neural state of readiness, organized through experience, exerting dynamic influence upon the individual‟s response to all objects and situations with which it is related. He added that attitudes are hypothetical constructs, that is, they are inferred but not objectively observable, it is manifested in conscious experience, verbal reports, gross behaviour and psychological symptoms. Osarenren (1996) defined attitude as a mental and neural state of readiness organized through experience, exerting a directive or dynamic influence upon the individual‟s response to all objects and situations which it is related.

Karavas-Donkase (1996) observed that positive attitude leads to greater interest and performance. Nixon, Lance and Fredricks (1997) defined attitude as a general condition or process, which results in readiness of an individual to reach or act in a specific manner, and acts as base for many specific ways of behaving. Moghaddam (1998) deemed attitude as evaluations of other people, events, issues and material things, with some degree of favour or disfavour. Cornacchia, Staton & Irwin (1999) asserted that an attitude refers to mind- sets to action, an internal readiness to behave or act. Simpson and Weiner (2000) defined attitude as a way of feeling, thinking or behaving. Morgan (2000) stated that attitude formed through interaction in social class, social group, school and family towards issues, objects or ideas is usually the same.

Aitken (2000) argued that there is no standard definition of attitude, but in general terms, he perceived the term to imply a learned predisposition or tendency on the part of an individual to respond positively or negatively to some objects or situations. He further stated that the attitude of people towards a particular object, belief, saying or culture in a way gives an insight into their opinion of the objective or culture. An observer of these attitudes or behaviour may use them as the yardstick for measuring how dearly or detestably they regard the culture or tradition. According to Mann (2002), attitude implies a relatively enduring organization to internalized belief that describes, evaluates and advances actions with respect to an object or situation with each belief having cognitive, affective and behavioural components. He further stated that each one of these beliefs is a predisposition that suitably activates results in some preferential response towards the attitude object or situation or toward the maintenance or preservation of the attitude itself. In the opinion of Ademuwagun, Ajala, Oke, Moronkola & Jegede (2002), attitude is best viewed as a set of affective reactions towards an object that predisposes the individual to behave in a certain manner towards the object. It then follows that the quality of one‟s attitude is judged from the observable evaluative responses one tends to make, in this case towards modern family planning methods. Attitudes have the tendency to determine practices in some cases (Opara, 1993). He further stated that attitudes that are positive are usually encouraged to continue and are reinforced while negative ones are usually discouraged. Attitude as used in this study means belief, feeling, thinking, ideas or emotion that predisposes an individual to respond either positively or negatively when faced with a particular object, in this case modern family planning methods.

Attitude and Family Planning

When attitudes are related to modern family planning, they are termed modern family planning attitudes. Such attitudes could be attitudes related to non-appliance, appliance and surgical methods of family planning. The type of attitude women have to modern family planning may positively or negatively influence their practice of these family planning methods. Liverton (1990) defined attitude to modern contraception, as the sum total of our habits and ideas, our likes and dislikes and our practices of choosing and using modern contraceptive methods. He observed that attitude to modern contraceptive is positive when we have likings and are willing to use one or more modern methods of contraception. Kaba, (2007) noted that positive attitude leads to greater interest and performance. Negative attitude to modern contraceptive means we use the natural family planning methods (NFPM) or, no method at all. Dada (2002) commented that if positive attitude to modern contraception are adopted and put to practice, morbidity and mortality associated with pregnancy and sexually transmitted infections (STIs) including human immune-deficiency virus (HIV) and acquired immune- deficiency syndrome (AIDS) will be greatly minimized. In the context of this study, attitudes are conceptualized as habits, behaviour, feelings, the likes and dislikes of a particular method of family planning; in this case modern family planning. It is generally assumed that attitude influences behaviour or practice.
Family Planning

The World Health Organisation (1971) defines family planning as: the practice that helps individuals or couples to attain certain objectives such as avoiding unwanted pregnancies, regulating the interval between pregnancies, controlling the time at which birth occurs in relation to the ages of the parents and determining the number of children in the family. According to Almuam (2007), family planning is defined as birth spacing, preventing unwanted pregnancies or securing wanted pregnancies. Onokerhoraye (2012) sees family planning as “the provision of birth prevention information services and appliances. It also involves teaching men and women about their bodies and teaching them how to prevent births usually with contraceptives but sometimes also with abortion or sterilization”. Family planning could further entail making decisions on the number of children couples want to have by using different methods to achieve that, ranging from contraceptives to use of condoms, male and female sterilization among others.

The World Health Organization, WHO (1971) further defines family planning as a way of thinking and living that is adopted voluntarily, upon the basis of knowledge, attitudes and responsible decisions by individuals and couples, in order to promote the health and welfare of the family group and thus contribute effectively to the social development of a country. Webster, (1980) conceptualized family planning as having the number of children you want, when you want them. Delano (1990) posits that family planning is a means by which individuals or couples space the process of conception, pregnancy and childbirth at intervals mutually determined by both husband and wife, in order to have the desired number of children that they can conveniently maintain. Family planning also assists couples who have difficulty in having children. Dixon-Meller & Germain (1992) conceived family planning as not only the ability to avoid childbearing when it is not wanted but also the ability to ensure childbearing when it is wanted. According to Lucas & Gilles (2006), family planning is to encourage couples to take responsible decisions about pregnancy and enable them to achieve their wishes with regard to preventing unwanted pregnancies, securing desired pregnancies, spacing of pregnancies and limiting the size of the family. Nigeria Demographic and Health Survey, NDHS (2003) defined family planning as the use of modern contraceptives or natural techniques, to limit or space pregnancies. Okoye & Okoye (2007) conceptualized family planning as couples conscious effort to regulate the number of the children they would have. Wikipedia (2008) viewed family planning as a regimen of one or more actions, devices, or medications followed in order to deliberately prevent or reduce the likelihood of pregnancy or childbirth.

Family Planning Methods

Women, men, or couples can choose from many contraceptive methods to

help them plan their family and prevent an unplanned pregnancy.

According to a household survey (2009), there are not less than four(4) approaches to family planning programme. which includes 

Hormonal contraceptive:

Hormonal contraceptive methods include oral contraceptives pills, injectables, and implants. They all prevent pregnancy mainly by stopping a woman’s ovaries from releasing eggs. Hormonal methods contain either one or two female sex hormones that are similar to the hormones naturally produced by a woman’s body (Giman, 2005).

Hormonal methods are highly effective in preventing pregnancies, and nearly all women can use them. All hormonal methods work by preventing the woman’s ovaries from releasing an egg every month. Without an egg, there is nothing for sperm to join with — known as fertilizing the egg — so pregnancy cannot occur. They also cause the mucus produced by the cervix to become very thick which prevents sperm from entering the uterus (Giman, 2005)..

Hormonal methods include oral contraceptive pills, injectables, and implants. Each is used differently, has somewhat different side effects, and has slightly different advantages and limitations. It is helpful if a woman talks with a health care provider to make sure she has no health conditions that may make a method unsuitable, to learn the specifics about the method, and to choose one that is right for her (Giman, 2005).

Some hormonal methods are short acting, and some are long-acting. The short-acting hormonal methods require either taking a pill every day or getting repeat injections as scheduled. They are very effective when used correctly. They are somewhat less effective when women forget to take a pill or to return for an injection on time. Implants are long-acting hormonal methods, and they are highly effective because, once inserted in the woman’s arm, the woman will not require further action for 3 to 5 years depending on the implant being used.

Intrauterine contraceptive:

These  devices (IUDs or IUCDs) are small, flexibleplastic devices that are inserted into the woman’s uterus. The most common IUDs contain copper, and they work by preventing sperm from reaching an egg. Depending on the type, IUDs can provide protection for 5 to 12 years.

An IUD is a small, often T-shaped plastic device that is wrapped in copper or contains a progestin hormone. A specially trained health care provider inserts the IUD into the uterus. A plastic string tied to the end of the IUD hangs down through the cervix into the vagina. A woman can check that the IUD is in place by feeling for this string inside the vagina. A health care provider uses the string to remove the IUD when the woman wants it removed or it eventually needs to be replaced. Women who are not pregnant can have an IUD inserted any time. After childbirth, women can have an IUD inserted immediately or within the first two days. If not, she will need to wait four to six weeks to do so. IUDs are nearly 100% effective. They are long-acting, too. Once in place, they can provide 5 to 12 years of protection from pregnancy, depending on the type of IUD (Giman, 2005). 

However, a woman can ask to have the IUD taken out at any time. When the IUD is removed, a woman can get pregnant immediately. Women have found the IUD to be among the easiest family planning methods to use: after it is inserted into the uterus there are no further actions a woman must take and no additional costs until the IUD is removed. Women of all ages can use IUDs, whether or not they have had children. It does not cause infertility. Women living with HIV can safely use IUDs. However, women at very high risk of STIs or who currently have an active STI, such as gonorrhea or chlamydia, should not have an IUD inserted. The process of inserting the IUD could push gonorrhea and chlamydia higher into the reproductive tract causing a more serious health problem. These infections should be treated and cured prior to IUD insertion (Giman, 2005).

Copper-bearing IUD: The copper-bearing IUD works by creating an environment in the uterus that damages the sperm and keeps them from uniting with an egg. It is effective for up to 12 years. The most common side effects of the copper IUD include heavier and longer monthly bleeding, which may be accompanied by increased cramping. For most women these side effects diminish or disappear after the first 3 to 6 months of IUD use.

Hormonal IUD
 A hormonal IUD very slowly and continuously releases a small amount of a progestin hormone. It works by thickening the cervical mucus, making it hard for sperm to pass from the vagina into the uterus.It also prevents ovulation in some women and keeps the lining of the uterus from growing.

Once in place in the woman’s uterus, the hormonal IUD is highly effective and can be used for up to 5 years. The hormonal IUD also changes bleeding patterns, in this case a woman bleeds less and on fewer days, and the bleeding could be irregular. In fact, many women have no bleeding at all after several months of using this method. Lighter bleeding is a benefit to many women, particularly those with anemia.

Fertility awareness

Fertility awareness methods require a couple to know the fertile days of the woman’s menstrual cycle – the days when pregnancy is most likely to occur. During these fertile days the couple must avoid sex or use a barrier method to prevent pregnancy (Giman, 2005).

Fertility awareness methods are based on understanding the female and the male reproductive systems. These methods require that couples identify the days when the woman is fertile and may become pregnant and consistently abstain from unprotected sex on those days. Couples who use these methods say they like them because they have no side effects and they do not require procedures, devices, or hormones (Giman, 2005). 

There are two types of fertility awareness methods that help determine fertile days. One uses the calendar to track fertile days, and the other observes the physical signs of fertility.

The Standard Days Method (SDM): 

SDM is the most common calendar-based method and is described below. To successfully use fertility awareness methods to prevent pregnancy requires a partner’s cooperation; men should be willing to abstain from sex or to use condoms on fertile days. Thus, for these methods to be effective, men must become full partners in the decision to use them. 

According to Yahaya, (2002), to use SDM, the couple avoids unprotected sex from day 8 through day 19 of every cycle, counting the first day of monthly bleeding as day one ( 1). These are the days when the woman is most likely to become pregnant. During that time couples can choose either to abstain from sex or to use a condom or another barrier method to prevent pregnancy.

Many women or couples use Cycle Beads to keep track of their fertile days. 

Cycle Beads are a string of beads that are color-coded to represent different days of the menstrual cycle. The different colors show the days the woman is likely to be fertile and get pregnant and the days when it is safe to have unprotected sex. Others use a calendar to mark those days. Many couples report that they communicate better with each other as a result of using this method. A woman can use SDM if most of her menstrual cycles are 26 to 32 days long. If she has more than two longer or shorter cycles in a year, SDM will be less effective for her and she should consider another fertility awareness method or other modern method (Yahaya, 2002).

Lactational Amenorrhea Method or LAM.

This method deals with breastfeeding. Breastfeeding provides contraceptive protection for the first 6 months after delivery if certain conditions are met. The natural effect of feeding only breast milk to a baby delays the return of fertility up to 6 months. For the LAM method to be effective at preventing pregnancy, three conditions must apply:

1. A woman must feed her baby only breast milk

2. The baby is younger than 6 months

3. The mother’s monthly bleeding does not resume.

For LAM, feeding the baby “only breast milk” means not giving any other liquids or foods, except for vitamins, medicines, and vaccines. Also, the woman needs to be breastfeeding the baby on demand day and night. If she starts giving any other foods before her baby is 6 months old or if her monthly bleeding resumes, the woman should immediately begin another family planning method to prevent a pregnancy. LAM is 98% effective when practiced correctly (Yahaya, 2002).

In addition to protecting against pregnancy, breastfeeding benefits mothers by helping the uterus to contract and return to its pre-pregnancy state, and by strengthening mother-baby bonding. Also, feeding babies only breast milk for the first 6 months of life provides them with the most nutritious food and many health benefits. Since breastfeeding is so important for the health and nutrition of the baby, the mother should consider continuing to breastfeed even when she starts using another family planning method.

The return to fertility after childbirth varies among women and is difficult to predict. A woman who does not breastfeed her baby or breastfeeds only occasionally should assume that she may become fertile as early as 4 weeks after giving birth. To prevent a risky and unplanned pregnancy, she should start a family planning method 4 weeks after giving birth (Yahaya, 2002).

Barrier methods 

Barrier methods are either devices (male and female condoms) that physically block sperm from reaching an egg, or chemicals (spermicides) that kill or damage the sperm in the vagina. The effectiveness of barrier methods greatly depends on people’s ability to use them correctly every time they have sex.

The most common barrier family planning method is the male condom.

Male and female condoms are the only contraceptive methods that provide protection from STIs, including HIV, in addition to pregnancy. Less common barrier methods are diaphragms and cervical caps; they are not readily available in many countries. All of these devices form a mechanical barrier between the sperm and an egg. Finally, spermicides are chemical substances placed in the vagina — a foam, a gel, film, or a tablet, for example. Spermicides work by killing or disabling sperm. Barrier methods should be used every time a couple has sex (Yahaya, 2002).

 The effectiveness of barrier methods depends greatly on people’s ability to use them consistently and correctly. If a woman is fertile and does not use the method consistently and correctly, she can become pregnant. 

Female and male sterilization

Female and male sterilization are permanent methods of contraception. Sterilization involves a relatively simple surgical procedure that provides life-long protection against pregnancy. Sterilization is appropriate for men and women who are certain they do not want more children. 

The permanent methods of contraception are female sterilization, also called tubal ligation, and male sterilization, also called vasectomy. Both methods involve minor surgery. This surgery is very safe and in most cases does not require hospitalization.

Female and male sterilization are close to 100% effective and are considered permanent methods of contraception, although a small risk of pregnancy still remains. Once a woman or man has the procedure, it is very likely that she or he cannot have any more children because generally the procedure cannot be reversed. The couple must talk over the decision to use a permanent method carefully and be certain that they will not want more children (Yahaya, 2002). 

Men and women should understand that other highly effective and reversible contraceptive methods are available if they are not ready for a permanent method. They should discuss the decision with a family planning provider, who will make sure that their decision is voluntary, conduct a physical examination, and decide with the client on a good time to have the sterilization done. A provider can also reassure men and women that sterilization does not affect sexual function and does not make men less masculine or women less feminine.

Modern Family Planning Methods

Modern family planning methods refer to contraceptive methods of family planning other than traditional or natural family planning (NFP) methods. Contraceptive methods are by definition, preventive methods that help the woman avoid unwanted pregnancies resulting from coitus (Park, 2007). The modern contraceptive devices are nothing but a modification of the old, with clearer understanding of their mode of actions and adverse effects, if any. They are safe and more reliable than the formerly accepted traditional methods (Okoye & Okoye, 2007). Modern family planning methods may be broadly grouped into two classes namely; spacing methods and terminal methods. These methods are further categorized into three sub-categories which include: non-appliance methods, appliance methods, and surgical methods.

Oreachata (2007) referred to non-appliance methods as non-manipulative methods of family planning such as pills which are taken orally to prevent pregnancy, whereas appliance methods according to Park (2007), refer to any contraceptive instrument, drug, preparation or thing designed, prepared or intended to prevent pregnancy, resulting between human beings. Appliance methods include spermicides, condoms, diaphragm, intra-uterine contraceptive devices (IUCDs), depoprovera, implant, and abortion. Surgical methods of family planning on the other hand are simple or minor surgical operations for permanent contraception. They include: tubal ligation (female sterilization) and vasectomy (male sterilization). Tubal ligation and vasectomy are irreversible family planning methods which once done, the woman or man can not have children again. The presence of all these family planning methods elicits some attitudes towards them which may be either positive or negative.

Demographic factors influencing modern family planning attitude and practice.

There are many demographic factors that influence modern family planning attitude and practice. Those related to the present study were reviewed. The present study is interested in the demographic factors of age, parity and level of education.

Age

Age has been identified as one of the strong factors that influence attitude to and practice of modern family planning. Even though Alakija (2000) reported that age among adults in this part of the world is not reliable due to absence of birth registration in the past. Kaba (2000) noted that ages of women were found to have an impact on contraceptive use. The younger women tend to use contraceptives more than the older ones. In a study by Chacko (2001) among married women, in four villages in rural West Bengal, India, it was found that, one of the factors that most influence a woman‟s use of contraception include her age. Specifically, Chizororo & Natshalaga (2003) observed that the younger women liked the female condom more than the older ones. Tawye, Jotie, Shiegu, Ngom and Maggwa (2005) asserted that age significantly increased a woman‟s likelihood of using modern contraception. Kocken, Dorst and Schaalma (2006) opined that older women between 31 and 50 years of age were more inclined to use condoms than the young.

Parity

Parity, meaning the number of children born and kept by a person, influences a woman‟s chances of using modern family planning. Roper (2005) viewed parity as status of a woman with regard to the number of children she has born.   Underwood (2000) noted that contraceptive practice was highest among women with three children and lowest among women with none. Chacko (2001) found out that the number of living sons a woman has greatly influence her attitude and use of modern contraception. According to Gupta, Katende and Blessing (2003), women with 1-3 children were more likely to report contraceptive practice than those with no children. Tawye (2005) was of the view that the desire for additional children increases a woman‟s likelihood of using modern contraception. Oyedokun (2007) revealed that children ever born were also found to be a significant factor that influences women‟s attitude and practice of contraceptive.

Level of Education

Studies conducted in different parts of the world, including Nigeria, have indicated that level of education has a strong influence on attitude to and practice of modern family planning. Kaba (2000) pointed out that educational status of women was found to have an influence on attitude and contraceptive use. Those women, who have some level of education, were found to have had better knowledge and tend to use contraceptives. Philippines National Demographic and Health Survey, PNDHS (2000) revealed that women with an elementary school education were more likely than those with more education or with none at all to want no more children and thus tend to use modern contraception. Koc (2000) found a positive association between the educational level of women and the use of contraceptive methods in Turkey. A woman‟s education was found to be a stronger predictor of method-use and method-choice than other factors. Chizororo & Natshalaga (2003) disclosed that family planning programme will enable educated young women to plan their productive and reproductive goals without fear of having unplanned pregnancy, HIV and AIDS. National Population Commission, NPC (2004) viewed female education as a key determinant of contraceptive use. Better- educated women are argued to be more willing to engage in innovative behaviour than are less educated women, and in many third world contexts, the use of contraception remains innovative. Tawye (2005) also found education to have significantly increased a woman‟s likelihood of using modern contraception. Keele, Forste & Flake (2005) established that education was positively associated with contraceptive use in Matenwe. One third of contraceptive users in Matenwe had completed high school, whereas a much smaller percentage of women in the village had high school education. Kocken, Dorst and Schaalma (2006) opined that the higher educated, more often expressed intention to use condoms than the lower educated. Oye-Ademiran et al (2006) posit that contraceptive use is also believed to be directly associated with the educational status. This was the case in their study as those in the urban areas were significantly more educated and had a higher contraceptive use than those in the rural areas. Oyedokun (2007) asserted that better educated women are argued to have more knowledge of modern methods of family planning and how to acquire and use them than are less educated women because of their literacy, greater familiarity with modern institutions and greater likelihood of rejecting a fatalistic attitude towards life. There is good evidence that for whatever reason, women‟s education does indeed promote the use of contraception in most developing countries. 

Other factors include:

Socioeconomic factors

Gender indicates the characteristics, positions and roles of man and woman in all social relationships. But in most studies on family planning, women are usually on the front line of factors that affect socioeconomic outcomes. For age, a commitment to supporting gender equality in economic outcomes has underlined women’s empowerment.

However, despite important advances toward equality, differences in the socioeconomic outcomes of men and women still persist. If the population is increasing by forcing natural resources and economic opportunity, the necessity of implementing effective and adequate family planning in the society is emerging. With industrialization, families have better economic opportunities and social security. Thus, aggravating living conditions and taking more roles in women’s work life reduces the desire to have many children. It is accepted by many scientist upon that human rights are an integral part of the economic process, and that it is impossible to support that process without women. Consequently, it is necessary to expand the aims of existing societies to include the interests of women. Everywhere in the world, men have an important role in the socioeconomic progress of women. When designing social sex-based policies, ignoring women increases both their effectiveness and inequality. The use of fertility and contraception in developing countries are associated with socioeconomic status and other relevant factors (Sulthana et'al 2015).

 Sociocultural factors

In every cultural group events such as coitus, pregnancy and birth show differences. In a society, appropriate conditions for fertility and bringing the child to the world, pregnancy, how birth will be, what the prenatal and postnatal care standards are, the ‘birth culture’ that is peculiar to the collective and tries to preserve the basic approaches, perhaps changing a little from generation to generation and taught to other generations. Economic conditions of the society (distribution of income, employment opportunities, etc.), family structure (which is common among the core/extended family models, relationships among family members, sharing of responsibilities, etc.), gender roles, beliefs of society, marriage models (polygamy, same place, same family marriage, relatives marriage, etc.), sexual behaviors (premarital, out-of-marriage relationships, marriage prohibitions, etc.), using or not using contraceptive methods vary from community to community (Nazly et’al 2017). Properties of family, economic circumstance of community, the ban of some contraceptive methods in that society, opinion about abortion, concerns about using several contraceptive methods, population policies, gravity, religion, the idea of sin, traditional practices, etc.; all of which are among the most important factors determining health status. Some are not direct health care determinants but may be preparatory, adjutant or preventative .

Religion

Having a strong religious identity affects willingness of women to discuss contraception with their partners/families/communities and an unwillingness to consider accessing it and eventually using it. Similarly, the institutionalized religious doctrines intersect with cultural beliefs in a society which bestows man as the overall head of the house and, such beliefs are inherently subsumed in a patriarchal structure, where women have been relegated as a weaker gender and could only measure their freedom of choice within the acceptable framework (Nazly et’al 2017).

Accordingly, understanding the behaviors and beliefs of the man about fertility and family planning is very important for the design of successful reproductive health policies. Poor knowledge of reproductive health issues among males may pose barriers for women to seek care for these problems.

Location
There are large differences by region. Contraceptives are used by almost all of the world’s married or majority members. In 2015, 64% of married or in-union women between 15 and 49 years of age in the world were using any form of contraception. However, the use of contraceptives was much lower in less developed countries (40%), and was especially low in Africa (33%). Among other large geographical regions, the use of contraceptives increased significantly in 2015 from 59% in Oceania to 75% in North America  (Sulthana  et'al 2015).

Furthermore, place of residence has an impact on the use of contraceptive, and is higher in urban areas than in rural areas. The factors revealing these differences are better availability of social services such as education, access to health services, information and family planning services. The results of a study support that social factors such as place of residence, affect the contraceptive utilization patterns (Rundell, 1990).

In this study, urban women were found more likely to use contraceptives compared to rural women. Another study showed that utilization of family planning methods was found more in women of age group 30 or more, parity four and more, educational level up to high school and above and those of higher socioeconomic status whereas their residential area (urban or rural) was not found an influencing factor on practice of family planning by them. This study showed that all the women, both in urban and rural area, were willing to adopt a family planning method in future. All the women interviewed were in favor of practicing family planning. However, only 55.9% women were found to have used some form of family planning. When comparing modern and traditional methods, the difference between the preferences of future family planning methods between urban and rural areas is statistically significant. Conservative use of the condom in rural areas (44.6%) and modern methods in urban areas (32.3%) seem to be at the highest level of future use preferences. The study also revealed a good knowledge and favorable attitude toward future use of family planning methods.

Gender

Reproduction is a dual commitment, but in most of the world it is often seen as the responsibility of women entirely, and many family planning programs have focused mainly on women. Men are often described as forgotten reproductive health clients in family planning services.

The role of men in family planning population planners have received more interest in recent years as they begin to notice the importance of male influence on reproductive decisions around the world. Up to this point, many activities are in the effort to determine or develop the knowledge and attitudes of men about family planning. While men play a direct and major role in deciding contraceptives, they play an indirect role as a dominant factor in women’s economic, social and family needs. The role of men in decision-making on women’s fertility and birth is always dominant (Rundell, 1990).

The United State Agency for International Development has addressed women’s participation in many aspects of family planning, such as condom promotion through social marketing or community-based distributors, training and promotion of vasectomy and Information and Education Campaigns to increase awareness and knowledge and to influence behavior change. The prevalence of contraceptive method use in married men was found to be approximately 15.0%, about 6.0% in their wives and 16.0% in couples. The mean age of participants was 38.3 ± 9.0 and the respondents’ spouses were 32.7 ± 8.4. The percentage of married men who do not know how to read and write is 52.0 and 77.5% of their spouses are illiterate. Most married men were now using condoms and their wives were now using oral pills. Most married men (97.0%) were aware of common contraceptive methods. The research findings showed that married men who are illiterate and younger do not exchange ideas or allow their spouses to do family planning and that they do not even discuss family planning with their wives (Rundell, 1990). 

In another study, among married men about their contraceptive use and fertility preference reported interesting findings concerning male involvement in family planning decisions. The report also revealed that majority of the men have supportive attitude toward contraception use and recommended to strengthen efforts to convert the positive attitudes to positive behaviors to achieve greater success in family planning programs.

The reasons for inclusion of men in reproductive health issues are multifaceted. Above all, men have their own reproductive health concerns and their involvement should not be seen as a tool for better female reproductive health. Also, men’s sexual health and reproductive health welfare and behavior directly affect their partners. Besides decisions about reproductive health occur in relationships between men and women (Rundell, 1990).

Male methods of contraception, such as coitus interrupt us and condoms, although they have historically played a far greater role than women’s methods, are denigrated as being unreliable or associated with extramarital sex, respectively. Birth control pills have been put in place of birth control, but responsibility should be shared by partners regardless of pregnancy, no matters which of them desires. The prominence of behavioral factors is due to the fact that most of the contraceptive failures originate from human error .

In the private arena, men can directly influence women’s economic and social progress. In many societies men still say the last words about family planning and reproductive health, the use of family resources, including spouses and girls’ participation in the labor market, and medical and educational spending.

In developed countries, men have limited participation in child care and domestic affairs; this situation places a great burden on women’s education and professional life. The role of men in developing countries is even more important in patriarchal structures that supervise the health decisions of women of their husbands or other family members. Women’s reproductive health is influenced by men’s policy makers, male health care providers and men’s services. Men also affect women’s reproductive health as partners and ancestors (Rundell, 1990).

Men as the heads of government and ministers of state, design and implement policies as leaders of religious and faith-based institutions, judges, chiefs of armies and other power organs. But they do not support women’s priorities and needs. As public authorities, they also exercise control over a wide range of resources, such as health, education, transport or finance. This situation continues gender inequality in many parts of the world.

According to Philipines NDHS (2004), presently, decision-makers are looking for ways and programs to involve men in reproductive health decisions, including family planning and support for safe motherhood. Previous programs have established that a supportive partner facilitates women’s reproductive health and contraceptive usage. Women have been the main target of family planning campaigns at the expense of their male counterparts for a long time. Despite this, a greater percentage of women using contraception use a male contraceptive method or a contraceptive method that requires male cooperation.

The cause why men have a varied attitude than women and men exposed to family planning counseling at different levels and in the process of decision making, men have different experiences. The authoritarian and patriarchal structure of family relationships also necessitates the approval of the man in using the family planning method. While most of the men in developing countries agree that responsibility is shared by couples, they believe that women should use family planning methods (Rundell, 1990).

One of the biggest obstacles to men’s participation in reproductive health is the inadequacy of information. Only male information about the contraception is not important, but also how it is used and its effectiveness is important. Various studies have examined how cultural and social organizations influence contraceptive patterns. Studies in Ghana and Nigeria show that women are at high level influence of male’s population to contraceptive decisions; however the converse may not be true. In addition, men are effective at the first decade of reproductive marriage and up to the first four children. Males want more children in families with fewer members and it is seen how important the number of surviving children is for women .

The importance of men’s involvement in policy designs and research on reproductive health is also emphasized by other researchers. Bankole and Zulu claim that contraceptive unmet need data in Sub-Saharan Africa derives from data collected only for women (Rundell, 1990).

Men’s positive approach makes it easier for women to access and use family planning services, and as a result, availability and continuity in services is ensured. Participation of men in family planning involves using more male-oriented methods and supporting their partners in using the family planning method. It is very important for men to decide which method to use in family planning and to act together with women during the selection use and follow-up of methods.

Men should be able to lead and support his wife or use one of these methods himself. As a wife and a husband, they may be more aware of the needs of their spouse and family members and may make better plans for their children’s future. Positive attitudes of men in family planning can enable their spouses to use their methods and go to the health institution regularly. They can also play an important role in the prevention of sexually transmitted diseases through the use of condoms regularly. Men’s attitudes will be used in women’s reproductive health decisions family planning methods. Many factors affect women’s use of the family planning method, such as the educational status of women and their spouses, the number of children they have, the family structure, the point of view of men toward family planning and the disapproval of spouse or family elders. Dissatisfaction against existing methods in developed countries leads to new methods of searching for men (Rundell, 1990).

2.2 THEORETICAL FRAMEWORK

The theory of reasoned action (TRA) by Ajzen and Fishbein (1975 & 1980)
The theory of reasoned action (TRA) was propounded by Ajzen and Fishbein (1975 & 1980) to show how attitude impact on behaviour. TRA suggests that a person‟s behaviour intention depends on the person‟s attitude about the behaviour and subjective norms. To put the definition into simple terms, a person‟s volitional (Voluntary) behaviour, is predicted by his or her attitude toward the behaviour and how he or she thinks other people would view them, if they performed the behaviour (Ajzen & Fishgerbein, 1975).

According to Taylor (2003), TRA stresses that one‟s attitudes toward a particular behaviour are influenced by belief outcome of the behaviour and one‟s evaluation of the potential outcome. This theory, by extension, can be used to analyze the attitude of women towards modern family planning methods. Women of reproductive age who develop negative attitude to particular methods of modern family planning are likely not to use such methods, whereas those who believe that using certain methods of modern family planning protect them against unplanned pregnancies and sexually transmitted infections will likely use such methods. On this basis, the knowledge, attitude and practices of women towards family planning services will be anchored on the theory of reasoned action (TRA).

The Theory of Planned Behaviour (Tpb)

Similarly, the theory of planned behaviour (TPB) was also propounded by Ajzen and Fishbein (1975). The TPB is another theory about the link between attitudes and behaviour. The TPB states that people‟s evaluation of, or attitudes toward behaviour are determined by their accessible belief about the behaviour, where a belief is defined as the subjective probability that the behaviour will produce a certain outcome. Specifically, the evaluation of each outcome contributes to the attitude in direct proportion to the persons subjective possibility that the behaviour produces the outcome in question. Ogdem, Karim, Choudry and Brown (2007) concurred that the intention to perform a behaviour can be translated into actual behaviour. For example, the intention to use modern contraceptives, predicts contraceptive use. The intention to exercise correlates with this behaviour, and the intention to go for cervical or breast screening practices predicts actual attendance. Therefore, the cognition „I intend to…‟ seems to translate into I did. When a person intends not to do it, it translates into no performance or no action. 

CHAPTER THREE

RESEARCH METHODOLOGY

3.1
INTRODUCTION


In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.
3.2
RESEARCH DESIGN

Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e., mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.3
POPULATION OF THE STUDY


According to Udoyen (2019), a study population is a group of elements or individuals as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitute of individuals or elements that are homogeneous in description. 

This study was carried out on an investigation into the attitude of women towards family planning programme, using Ikosi/Isheri Local government area of Lagos State as a case study. Women in Ikosi/Iheri Local government area form the population of the study.
3.4
SAMPLE SIZE DETERMINATION

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the convenient sampling method to determine the sample size. 
3.5
SAMPLE SIZE SELECTION TECHNIQUE AND PROCEDURE

According to Nwana (2005), sampling techniques are procedures adopted to systematically select the chosen sample in a specified away under controls. This research work adopted the convenience sampling technique in selecting the respondents from the total population.

In this study, the researcher adopted the convenient sampling method to determine the sample size. Out of all the entire population of  women in Isheri| Ikosi LGA, the researcher conveniently selected 90 out of the overall population as the sample size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.6 
RESEARCH INSTRUMENT AND ADMINISTRATION

The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.
3.7
METHOD OF DATA COLLECTION

Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.8
METHOD OF DATA ANALYSIS

The responses were analyzed using the simple percentage tables, which provided answers to the research questions.  The hypothesis will be tested using the pearson correlation and chi- square statistical tool.

3.9
VALIDITY OF THE STUDY

Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.10
RELIABILITY OF THE STUDY

The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.11
ETHICAL CONSIDERATION

he study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

INTRODUCTION

This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of ninety (90) questionnaires were administered to respondents of which only seventy-seven (90) were returned and validated.  For this study a total of 90 was validated for the analysis.

4.1
DATA PRESENTATION
Table 4.1: Demographic profile of the respondents

	Demographic information
	Frequency
	percent

	Gender

Male
	
	

	
	0
	0%

	Female
	90
	100%

	Age
	
	

	18-25
	15
	19.5%

	25-30
	19
	24.7%

	31-35
	36
	29.9%

	36+
	20
	25.9%

	Marital Status
	
	

	Single 
	23
	12.9%

	Married
	64
	83.1%

	Separated
	0
	0%

	Widowed
	3
	3.9%

	Education Level
	
	g

	WAEC
	20
	22%

	BS.c
	45
	45.45%

	MS.c
	25
	32.46%

	MBA
	00
	0%


Source: Field Survey, 2022

4.2
DESCRIPTIVE ANALYSIS

Question 1: Will family size influence attitude of health care users towards family planning?

Table 4.2:
respondent on question 1

	Options
	Frequency
	Percentage

	Yes
	45
	45.45

	No
	20
	25.97

	Undecided
	25
	28.57

	Total
	90
	100


Field Survey, 2022

From the responses obtained as expressed in the table above, 45.45% of the respondents said yes, 25.97% said no. While 28.57% of the respondent were undecided .

Question 2:   Will socio-economic status of a family influence couples attitude towards family planning?

Table 4.3:
Respondent on question 2

	Options
	Frequency
	Percentage

	Yes
	39
	58.44

	No
	20
	19.48

	Undecided
	31
	22.07

	Total
	90
	100


Field Survey, 2022

From the responses obtained as expressed in the table above, 58.44% of the respondents said yes, 19.48% said no , while 22.07% were undecided. 
Question3:   Will marital status influence the attitude of couples towards family planning?

Table 4.4:
Respondent on question 3

	Options
	Frequency
	Percentage

	Yes 
	40
	38.96

	No
	20
	25.97

	Undecided
	30
	35.06

	Total
	90
	100


Field Survey, 2022

From the responses obtained as expressed in the table above, 38.96% of the respondents said very adequately, 25.97% said not adequately, while 35.06% were undecided.

Question 4: Will religion influence the attitude of couples towards family planning?

Table 4.5:
Respondent on question 4

	Options
	Frequency
	Percentage

	Yes
	50
	51.94

	No
	15
	19.48

	Undecided
	25
	28.57

	Total
	90
	100


Field Survey, 2022

From the responses obtained as expressed in the table above, 51.94% of the respondents said yes, 19.48% said no , while 28.57% were undecided. 

4.3
TEST OF HYPOTHESIS

H01: Family size will not significantly influence health care users’ attitude towards family planning.

H02: Family socio-economic status will not significantly influence couples attitude towards family planning.

H03: Marital status will not significantly influence couples attitude towards family planning.

H04: Religion will not significantly influence couples towards family planning.

Table 4.6: Pearson Correlation Table showing the relationship between Family size (FS) and health care users’ attitude towards family planning (HCUATFP)
	
	FS
	HCUATFP

	FS
	Pearson Correlation
	1
	.821**

	
	Sig. (2-tailed)
	
	.000

	
	N
	90
	90

	HCUATFP
	Pearson Correlation
	.821**
	1

	
	Sig. (2-tailed)
	.000
	

	
	N 
	90
	90


Source: Survey data, 2021 

**. Correlation is significant at the 0.05 level (2-tailed)

The Pearson Correlation result in Table 4.6 contains the degree of association between ULR and AP. From the result, the Pearson correlation coefficient, r, value of 0.821 was positive and statistically significant at (p< 0.000). This indicates that family planning (FM)  will result in health care users’ attitude towards family planning (HCUATFP). 

Thus, FS and HCUATFP are correlated positively. 

Table 4.7: Pearson Correlation Table showing the relationship between Family socio-economic status (FSES) and  couples attitude towards family planning  (CATFP)
	
	FSES
	CATFP

	FSES
	Pearson Correlation
	1
	.721**

	
	Sig. (2-tailed)
	
	.000

	
	N
	90
	90

	CATFP
	Pearson Correlation
	.721**
	1

	
	Sig. (2-tailed)
	.000
	

	
	N 
	90
	90


Source: Survey data, 2021 

**. Correlation is significant at the 0.05 level (2-tailed)

The Pearson Correlation result in Table 4.7 contains the degree of association between FSES and CATFP. From the result, the Pearson correlation coefficient, r, value of 0.721 was positive and statistically significant at (p< 0.000). This indicates that family socio-economic status (FSES)  will result in  couples attitude towards family planning  (CATFP). 

Thus, FSES and CATFP are correlated positively. 

Table 4.8: Pearson Correlation Table showing the relationship between Marital status (MS) and couples attitude towards family planning. (CATFP)
	
	MS
	CATFP

	MS
	Pearson Correlation
	1
	.621**

	
	Sig. (2-tailed)
	
	.000

	
	N
	90
	90

	CATFP
	Pearson Correlation
	.621**
	1

	
	Sig. (2-tailed)
	.000
	

	
	N 
	90
	90


Source: Survey data, 2022 

**. Correlation is significant at the 0.05 level (2-tailed)

The Pearson Correlation result in Table 4.8 contains the degree of association between MS and CATFP. From the result, the Pearson correlation coefficient, r, value of 0.621 was positive and statistically significant at (p< 0.000). This indicates that  Marital status  (MS)  will result in couples attitude towards family planning (CATFP). 

Thus, MS and CATFP are correlated positively. 

Table 4.9:  Religion will not significantly influence couples towards family planning.
	Options
	Fo
	Fe
	Fo - Fe
	(Fo - Fe)2
	(Fo˗-Fe)2/Fe

	Yes
	50
	30
	20
	400
	13.33

	No
	15
	30
	-15
	225
	7.5

	Undecided
	25
	30
	-5
	25
	0.83

	Total
	90
	90
	
	
	21.66


Source: Extract from Contingency Table




Degree of freedom = (r-1) (c-1)






(3-1) (2-1)






(2)  (1)






 = 2

At 0.05 significant level and at a calculated degree of freedom, the critical table value is 5.991.

Findings

The calculated X2 = 21.66 and is greater than the table value of X2 at 0.05 significant level which is 5.991.
Decision

Since the X2 calculated value is greater than the critical table value that is 21.66 is greater than 5.991, the Null hypothesis is rejected and the alternative hypothesis which states that religion will significantly influence couples towards family planning  is accepted.

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

5.1
SUMMARY

In this study, our focus was on an investigation into the attitude of women towards family planning programme using Ikosi/Iheri Local Government Area of Lagos State as a case study. The study specifically was aimed at highlighting into the attitudes of women towards family planning programme in Lagos State.  A total of 90 responses were validated from the enrolled participants where all respondent are drawn from women in Ikosi| Isheri LGA.

5.2
CONCLUSION

Based on the finding of this study, the following conclusions were made:

Family size will influence attitude of health care users towards family planning.

Socio-economic status of a family influences couples attitude towards family planning.

Marital status influences the attitude of couples towards family planning.

Religion influences the attitude of couples towards family planning.

5.3
RECOMMENDATION

Based on the responses obtained, the researcher proffers the following recommendations:

Contraceptives such as pills should be made available at a cheaper rate by health care providers in order to make women purchase them.

Health care providers should properly explicate the side effects of family planning to women to enable them make take proper decision that would help them and their family at large

Religious leaders should properly educate their subjects to see the danger associated with producing children that you cannot carter for.
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APPENDIXE

QUESTIONNAIRE

PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.

SECTION A

PERSONAL INFORMATION
Gender

Male ( )

Female ( )

Age

18-25 ( )

25-25( )

25-35( )

35+ ( )

Marital Status

Single  ( )

Married ( )

Separated ( )

Widowed ( )

Education Level

WAEC ( )

BS.c  ( )

MS.c ( )

MBA ( )

SECTION B

Question 1: Will family size influence attitude of health care users towards family planning?

	Options
	Please tick

	Yes
	

	No
	

	Undecided
	


Question 2:   Will socio-economic status of a family influence couples attitude towards family planning?

	Options
	Please tick

	Yes
	

	No
	

	Undecided
	


Question3:   Will marital status influence the attitude of couples towards family planning?

	Options
	Please tick

	Yes 
	

	No
	

	Undecided
	


Question 4: Will religion influence the attitude of couples towards family planning?

	Options
	Please tick

	Yes
	

	No
	

	Undecided
	


