PAGE  
1

THE IMPACT OF SOCIO-ECONOMIC AND CULTURAL FACTORS ON THE USE OF FAMILY PLANNING SERVICES IN NKANU AREA OF ENUGU STATE.

ABSTRACT
This study was carried out on the impact of socio-economic and cultural factors on the use of family planning services in nkanu area of Enugu State. To achieve this 8 research questions were formulated.  The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprise of all the married couples who have been in marriage for at least one year in Nkanu West and Enugu East. In determining the sample size, the researcher conveniently selected 911 respondents while all were returned and validated. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed using frequency tables and percentage. The result of the findings reveals that the level of people’s awareness of and use of family planning services in the study area is low; the types of family planning services available in the study area include; contraceptive methods, natural methods, and use of condoms; the specific constraints militating against people’s use of family planning services encompasses of concern of safety to health, husband's opposition, desire for more children, religious prohibition, lack of money, and illiteracy; the problems which arises as a result of people not accessing any of these services are unwanted pregnancies, illegal abortions, transmission of STDs, and maternal and infant mortality. In regard to the findings, the families and/or single women should be sensitized regarding the need to have a manageable family size that they can adequately cater for. Also, the gender inequalities in decision making, especially with regards to FP should be should be discouraged, and the intervention strategies for FP should be crafted in such a way as to able to promote open communication about sexuality issues among partners and correct the erroneous perception that there are negative consequences in using contraceptives.
CHAPTER ONE

INTRODUCTION

1.1
Background To The Study
Family Planning is the deliberate regulation of conception or delivery, or the use of contraceptives, drugs, abortion, or other methods to prevent or terminate pregnancy, or the intentional avoidance or postponement of pregnancy (Wikipedia, 2010; Caufield, 1998). Common methods of family planning include sexual education, the prevention and control of sexually transmitted diseases, pre-conception counseling and management, and infertility management (Wikipedia, 2010). These services are defined as "educational, comprehensive medical or social activities that enable couples, individuals, including sexually active adolescents and minors, to freely determine the number and spacing of their children, to avoid pregnancy and/or even sexually transmitted diseases, and to choose the means by which this may be accomplished" (Wikipedia, 2010; Plata, 1996). Family planning is occasionally used as a synonym for birth control or child spacing, although it typically encompasses much more (Obikeze, 2021).

Family planning means that users make active attempts to address reproduction in the context of a sexual relationship. This includes when to get pregnant, the number of children desired, how to cope with reproductive concerns, how to prevent becoming pregnant, whether to seek an abortion if an undesired pregnancy happens, adoption, etc., as well as determining parenting methods with a partner (Obasi, & Umoh, 2021). Family Planning was identified as one of Reproductive Health's twelve pillars. One of the goals of family planning is to assist women in preventing unintended pregnancies (FMHN, 2005). Before the introduction of modern family planning by the Babangida government in 1989, indigenous techniques of birth control existed in Nigeria (Odimegwu, 1999). These old techniques, which continue to exist and are convenient for consumers (Encyclopedia Americana, 2001), are natural, but the newer varieties in Nigeria are both natural and artificial. In Nigeria, like in the majority of poor nations, the narrative of family planning services is unsuccessful for a variety of reasons, including the culture of the people and the low position of women (Coleman, 2004). Other variables include a lack of education and comprehension of health-related issues, the inability of women to command resources and make autonomous decisions regarding their fertility, and knowledge of birth control (Nwakeze, 2003). Location, religion, and socioeconomic class, lack of cooperation from the partner, expense, perceived difficulty of the procedure, and lack of understanding about contraceptive methods are all factors that influence contraceptive choice (World Bank, 2004; IPPF, 1993). Moreover, metropolitan regions in Nigeria have greater access to health care than rural ones (Dobie, et al 1998). Where family planning services are located in rural areas, access is limited due to a lack of proximity and a poor road network, and the nearest urban center, where such a clinic is available, may not provide adequate care due to a lack of properly trained personnel and appropriate medical equipment (Wikipedia, 2009; Quedraogo, 2005; NISER, 2001). Other issues include poor family planning function diffusion and insufficient incentive to actively seek, obtain, and utilize contraceptives (Odimegwu, 1999).

The lack of utilization of family planning services has enormous consequences for the individual, the family, the community, and the nation. It leads to an increase in maternal illness, such as multiple pregnancies, hemorrhage, etc., according to empirical evidence (Ikpeze, 2010; Wikipedia, 2009; Wikipedia, 2008). It can lead to social problems in the family and community, such as violence, abandonment, accusations of infidelity, fear of the woman's violence, and mistrust. On the part of the man, it may result in multiple sexual partners, with the concomitant transmission of STIs and HIV/AIDS, affecting the sexual and reproductive lives of women (Ezumah, 2003; Pop Report, 1999), and in some cases maternal death. The resources intended for the upkeep of the family are diverted to the health care of the parent(s), as applicable, time is wasted, and the future and life of the children are cut short. The purpose of family planning services is to prevent the majority of maternal illnesses and deaths (Wikipedia, 2008), yet the rate of maternal morbidity and mortality is higher in developing nations than in developed nations (Ikpeze, 2010; FMHN, 2005). Estimates by UNICEF (2008) indicate that maternal mortality in Nigeria is high, at about 800/100,000 live births, but attitudes of developing country residents toward family planning services are negative, and this is attributed to socio-cultural and economic factors (Engender Health, 2009; Galadanci, 2009; Agujiobi, 2003; Ezumah, 2004; Onyeneho and Okeibunor, 2003; Nwakeze, 2003). Due to the negative effects of non-consent and non-use, as well as the incorrect understanding of the importance of family planning services to women's reproductive health, concerted efforts must be made economically, socially, politically, and otherwise to ensure that the negative effects of non-use of family planning services are kept to a minimum (Odimegwu, 2021). This study will therefore examine the socio-economic and cultural barriers to access and use of family planning services by women of reproductive age in the Nkanu area of Enugu State and suggest measures that could increase the effective use of family planning services by both sexes in the research area.

1. 2   Statement of the Problem 

 Although the population of Nigeria is very high due to high marital fertility of about 5.6 children per woman and provision of family planning services limited, worst still is that utilization is low as a result of cultural and social pressures. For example, Child-bearing and rearing defines a woman’s value and status in her community, alongside the number and sex of children (NISER, 2001; Onyeneho and Okeibunor, 2003; Agujiobi, 2003; Nnorom, 2003; Ezumah, 2003); therefore deliberate attempt not to access these services by those women may be made (Engender Health, 2009; Galadanci, 2009), this is because of the importance attached to procreation which is emphasized in the extent a barren woman goes to get a wife for her husband to bear children on her behalf, or a wife goes outside her matrimonial home (with or without the consent of her husband in the case of infertility on the man’s side) to get children in order to maintain the family’s existence and value in the community (Ezumah, 2003).. Even though development has increased attitude to use of family planning services especially among the urban middle class in African societies, Bowman and Kuenyehia (2003) empirical findings, show that in urban areas where there are Family planning services information and enlightenment, the rate of access and usage is low as some women shun the use of western methods because it conflicts with indigenous beliefs and practices.Family Planning Services are aimed at benefiting the health and wellbeing of women and families throughout the world, by the provision of contraceptives which help them avoid unwanted pregnancies and space births; provide protection against sexually transmitted infections including HIV/AIDS; and provide other health benefits, in spite of its’ benefits most Nigerian women do not access to it especially those in the rural areas (Wikipedia, 2008), because in relation to contraception, it is a male prerogative (Okeibunor, 2000; Pop. Report, 1999).

Male control is a major constraint to women’s access and use of family planning services. Also the nature of women’s work in production and reproduction such as household work, (drudge) and child bearing pose great restrictions to accessing and using Family Planning Services, (Barua & Kurz, 2001). Poor financing of health care services (Ikpeze, 2010), lack of focus on curative measures and political will (Quedraogo, 2005) by government serve as barrier to access and use of family planning services in Nigeria (Ikpeze, 2010), disparity in health care services delivery between the remote and non-remote areas (Huang, Yip, Chang and Chou 2006), as in Nigeria, where access and use is limited in rural areas unlike in urban areas (Engender Health 2009). Agujiobi (2003), attributed it to ignorance on the part of the ruralites, and the cause of the ignorance she attributed to lack of presence of Non-Governmental Organisations (NGOS) in the rural areas of Nigeria to educate and enlighten them on the presence and importance of Family Planning Services.  Sometimes the available clinics may not provide decent care because of lack of proper staff and equipment (Engender Health 2009; Wikipedia, 2009). The effects of not planning the family cause a large number of women to continue to experience unplanned pregnancies leading to morbidity, mortality and social distress (Caufeild, 1998). Health of women in developing countries, Nigeria inclusive, is precarious because of high fertility rate; it’s been found that women who have been pregnant six times have twice the risk of experiencing maternal death more than women who have been pregnant only three times (Okeibunor, 2003; Odimegwu, 1999). In sub-Saharan Africa, the life time risk of maternal deaths is 1 in 16 and for developed nations only 1 in 2800 (Wikipedia, 2008). Maternal mortality and morbidity are often much higher in rural areas than in urban areas with up to 1000 per 100,000 reported in rural areas of several countries in Africa. Quedraogo, (2005), noted that 13% of maternal deaths in Africa are due to unplanned pregnancy and risky abortions. These reproductive health problems women experience particularly those that are pregnancy related are preventable; yet they constitute major problems, because women of reproductive ages do not use Family Planning Services (UNICEF, 2008; Bowman & Kuenyehia, 2003).

 In Nkanu area, people’s main source of livelihood is subsistence farming which makes their condition even worse. Social amenities such as quality health care facilities, government presence, etc, are lacking causing increase in high maternal and infant morbidity and mortality. Also prevailing attitude and cultural practices affect women’s knowledge of their reproductive health needs and their willingness/ability to seek appropriate care (Alumanah, 2003). Nkanu area is culture bound and therefore could be described as traditional society even when some of its communities are close to the city. Little or no academic research on family planning has taken place in this study area, even though pregnancy related problems exist here as in other rural communities in Nigeria. If use of family planning services is not encouraged in this study area, it will become not only a great health problem but also continuous social and economic problems to the community and nation at large. Therefore this study will seek to investigate the socio-cultural and economic barriers to access and use of family planning services among the people of the study area.

1. 3
Research Questions

 
This study will seek to provide answers to these questions:
1)
What is the level of people’s awareness of and use of family planning services in the study area?

2)
What types of family planning services are available in the study area?

3)
What are specific constraints militating against people’s use of family planning services?

4)
What problem(s) arise(s) as a result of people not accessing any of these services?

5)
Who decides when and how to access or not to access family planning services? 

6)
What are peoples’ preferred methods of family planning?

7)
What efforts are in place to encourage peoples’ use of family planning services in Nkanu Area?

8)
What suggestions can be made on how to improve peoples’ access to and use of family planning services in Nkanu area.

1. 4
Objectives of the Study

The main objective of the study is to investigate the impact of socio-economic and cultural factors on the use of family planning services in Nkanu area of Enugu State.

The specific objectives of the study are to;

Ascertain married women’s awareness and knowledge of provision and importance of family planning services;

Ascertain  the type of family planning services  available in the study area;

Identify specific constraints that people experience in access to and use of family planning services;

Identify problems that arise as a result of people not accessing family planning services; 

Determine who decides when and how to access or not to access family planning services and consequences of such decisions;

Determine the most desired and accessed family planning methods and reason(s) for their acceptance;

Ascertain the efforts in place (especially stake holders) to encourage target groups’ use of family planning services in Nkanu Area; 

Make suggestions on how best to enhance (currently in-union) access to and use of family planning services in Nkanu.

1. 5
Significance of the Study

      This study will be theoretically important. Wikipedia, (2008), noted that the essence of family planning services is to benefit the health and wellbeing of women and families throughout the world. Pooda (2005), noting WHO’s estimate stated that one woman dies every minute due to complications of pregnancy and/or childbirth, about 4 million women suffer disabilities, some of which are serious and lifelong. Family planning therefore is expected to serve the purpose of helping couples to plan to have the number of children they desire and also be able to raise their children with full assurance of available resources, maintain good health and save (Wikipedia, 2010), and unmarried women including adolescents and minors to manage their active sexual lives properly without  regret. It is hoped this study will provide additional insight to the existing literature on family planning services, attitudes and perceptions in Nigeria with particular reference to Nkanu area. It is hoped to form a basis for triggering-off follow-up or new studies on the topic.

The practical significance includes the fact that the findings will be of immense benefit for stakeholders in making policies that will empower women in accessing family planning services, and encourage male and female support of use of family planning services and their health in general. 

It is expected that this study will: (a) help raise consciousness of not just the target group but all who have attained adolescence and are sexually active especially in the rural and semi-rural areas of the need for access and use of family planning services, (b) help stake holders co-join in making millennium development goal of attaining good health for all by the year 2020 a reality in Nigeria. 

1.6
Definition and Operationalization of Concepts 

Socio-economic factors: these refer to the level of education, income, occupation of the people under study and how they affect their knowledge, access, and use of family planning services.

Cultural factors: refer to the institutions, language, symbols, practices, values, beliefs, norms, folklores, etc of the people and how these affect knowledge and access to family planning services.  
Postpartum: refers to the period from delivery of a baby to the period when the woman’s body is said to return to normal. This may last up to three to four years; that is when the child is weaned depending on the sex and society. 

The woman after postpartum period is compensated by her husband through showering her with gifts of cloths, jewelleries and merry making before normal sexual relation is resumed. 

Education: is a social institution, which enables and promotes the acquisition of skills, knowledge and the broadening of personal horizon (Giddens, 2010). It also refers to formal training and instruction that create awareness, knowledge and give empowerment to the educated. For this work levels of formal education will be taken thus: low educational attainment = no formal education, middle educational attainment = elementary one (1) to six (6) and high formal attainment = from class one and above.

Empowerment: Batliwala, (1994) defined empowerment as control over material assets, intellectual resources and ideology. Empowerment is also seen as a process involving not just women, but men, society and the state, and requires a change of attitudes and behaviour of both men and women. It is a process of creating conditions under which women can meet their daily needs and become actively involved in defining and promoting their own social, political and economic projects (IPPFAR 1996). It is the ability to act on knowledge acquired through family planning programmes without restriction, and is encouraged through improvement in literacy level, finance and political policies and programmes, which should insist on family planning services as a basic right.  
Maternal Mortality Ratio: is the rate of the number of maternal deaths per 100,000. Maternal mortality ratio in sub-Saharan Africa rose by 15% from an average of 870/100,000 live births in 1990 to 1000/100,000 live births in 2000 (Pooda, 2005). In Nigeria the ratio is 800 maternal deaths to 100,000 live births.    

Maternal mortality: Also known as maternal death is defined as the death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and size of the pregnancy, from any cause related to or aggravated by the pregnancy or its management including incidental causes but not accidental causes (WHO, 2005).                                              

Incidental causes of maternal mortality: include deaths due to violence against women that may be related to the pregnancy and be affected by the socio-economic and cultural environment, such as wife beating, rape, STDs, other harmful traditional practices such as food allocation, widowhood practices, adult circumcision, etc which are legitimized and perpetuated by beliefs, norms and other social institutions.

Polygyny: is the marriage of one man to more than one wife at the same time. This occurs sometimes through outright marriage of more than one wife, widow inheritance, or levirate marriage . Though no more strictly institutionalized in the study area, its effects still linger such as the issue of concubineship which is not really frowned at.

Contraceptives: devices used to prevent fertilization of an egg such as barriers (e.g condom, etc.) hormonal (such as removable implants, etc.), intrauterine devices, chemical barriers (such as spermicides) vaccines, etc. 

Population policy: this refers to a programme or a set of programmes of action that seeks to contribute to national development and welfare goals through measures that are directly or indirectly aimed to influence fertility control and well being of women. 

Reproductive Health: it is a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes (IPPF, 1996). The reproductive health status of the study area will help explain the health status of Enugu state especially its rural areas and inform current decision making and planning strategies for the health sector. 

Reproductive Health Care: a group of methods, techniques, and services that contribute to solving reproductive health problems. It also includes sexual health, the purpose of which is the enhancement of life and personal relations and not merely counseling and care related to reproductive and sexually transmitted diseases (IPPF, 1996).  

Sexuality Communication: refers to the discussions on sex issues such as on menstruation, free period, child spacing, initiating sex, number of children to have, use of contraception such as condom, sterilization, etc infections, etc by couples. Sexuality communication is high when partners discuss freely on sex, sexual activities, etc, it is middle when one of the partners can freely initiate the discussion and the other will not feel offended but finds it difficult to contribute to the discussion, while it is low when it is not allowed at all. 

Suppository: also known as spermicidal vaginal tablets, is a small dissolvable medicated solid: a medicated mass that melts at body temperature, designed to be inserted into the rectum, vagina or urethra 10 to 15 minutes before intercourse in order to melt and disperse the spermicide (Birth Control, Microsoft 2009). 

Life time risk: it is the rate at which a female dies as a result of unintended pregnancy, unsafe abortion, complications from childbirth. The lifetime risk of a woman in a developing country dying in pregnancy related illness is 1 in 25 to 1 in 40 compared to 1 in 1000 or several thousand risks for women in developed world (Symke, 1991). 

A Nigerian woman’s lifetime risk of dying from pregnancy or childbirth is 1 in 13 (FMHN, 2005). 

CHAPTER TWO

LITERATURE REVIEW

2.1
Review of Empirical Literature

Reproductive health has been a major concern to man. Development brought with it, its concern on over-population, and its control campaign is as old as in the days of Malthus. Though population issue in Nigeria was not aimed at reproductive health directly, it was not until the fourth National Development Plan (1981-1986), that embraced the Basic Health Service delivery among others, that Nigeria started focusing on reproductive health (Alumanah, 2003). Family Planning was listed as one of the twelve pillars of Reproductive Health (FMHN, 2005). One of the objectives of Family Planning is to help women to protect themselves from unwanted pregnancies, ill-health, etc (FMHN, 2005), this has not been effective in some African societies Nigeria inclusive, because there are factors that hinder the ability of women of all levels to seek and use contraceptives (Bowman and Kuenyehia, 2003; Network, 2000). 

2.1.2    Hindrances to Achieving Family Planning Programmes:   

In Nigeria like in most developing countries, the extent of the acceptance and usage of family planning services is affected by the social, economic and culture of the societies in it. Omeje (2003) in his findings report noted that poor access (both in logistics and financial terms) to modern health care clinic aid increase in maternal and child morbidity and mortality. Culturally, child-bearing and rearing are very important to mankind and in particular women. Onyeneho and Okeibunor, (2003), in the study they carried out in Mbaise, Imo State noted that their respondents had an average of 5.6 children and above, which is comparatively high. Child-bearing and rearing defines a woman’s value and status in her community, alongside the number and sex of children (NISER, 2001; Agujiobi, 2003; Nnorom, 2003; Ezumah, 2003). Onyeneho and Okeibunor, (2003), in the same study found out those respondents with more female children wanted more children than those with more male children or equal sexes. 

The status of women as wives and mothers contribute to pregnancy related problems (Ezumah, 2004; Aina, 1998).  Okeibunor (2003), in his findings from a qualitative study in Nsukka on the Sociological Context of Sexuality and Family Planning noted that the low status of women were socially constructed and hinders women from exercising their health rights. Nwakeze’s (2003) findings from her study in Anambra State showed that infertility was of great consequences for the couple and the woman in particular.  Similarly, Ezumah’s (2003) findings of a research she undertook on Sexuality and Gender Relations in Anambra State using qualitative methods, showed the importance attached to procreation as  emphasized on the extent a barren woman goes to get a wife for her husband to bear children on her behalf, or a wife goes outside her matrimonial home (with or without the consent of her husband in the case of infertility on the man’s side) to get children in order to maintain the family’s existence and value in the community. These socio-cultural attitudes restrict the use of family planning services; therefore many Nigerians reacted negatively to the programme of family planning services (Obasi and Umoh, 2000). Alumanah’s (2003) noted from her findings that the ability of women to command resources and make independent decisions about their fertility has an impact on choice of use or non-use of family planning services. Her findings also showed that women who were economically independent sort health care without delay, though no category was shown. Contrary to her findings, Ugwu, (2007) research findings show that no matter the educational level of women they still need their husbands’ approval to seek health care. The social strength of power relations between married couples and extended family play a great hindrance to accessing and using family planning services by women in relation to contraception, the result of a study carried out in Ibadan Nigeria shows that men are the sole decision makers when it comes to fertility control with no class difference (Askoak & Guthridge 1996), while it is not just the male partner’s prerogative, it involves also the kins and in-laws  among the Nsukka people in Enugu and Yoruba people in Ekiti States as empirical research findings of  Okeibunor, (2000) and  Adeokun as reported by Bowman and Kuenyehia, (2003) show respectively. Alumanah (2003), found that women had no decision making power with regard to their reproductive health as most of her female respondents (ruralite, uneducated and poor, etc) reported that they would have to inform their spouses or relatives of complications before seeking care and 1/3 of them said they would have to seek permission to seek care. Ezumah, (2003) and Okeibunor (2000) research findings show from respondents responses that neglecting this norm could be fatal and the actions range from violence, desertion, accusation of infidelity, fear of violence on the part of the woman, mistrust; on the part of the man, it could lead to having multiple sexual partners with its attendant contraction of STIs and HIV/AIDS, affecting sexual and reproductive lives of women; to death sometimes.

Though  Ugwu’s (2007), research findings show that Birth control knowledge is improving as most of her of her urban respondents have heard of contraceptives, it still affects choice and usage of birth control measures in Nigeria. Unlike at initial stage as shown in Adinma and Nwosu’s (1995) findings that the most common source of information on contraception was the print media, while the least common was lecture/sex instruction.  Nwakeze, (2003) noted from her findings that most of her respondents who had contraceptive knowledge, got their knowledge through friends, and in descending order parents, women groups, church/mosque, reading materials, and from hospitals and clinics. Location is a contributory factor. In Nigeria, the provision of health services is more in the urban areas than in the rural areas (Dobie, et al 1998).  Nwakeze’s (2003) study findings in Anambra state Nigeria indicated that urban dwellers had the priviledge of obtaining more information about family planning services compared to the rural dwellers. This is because access to health care in rural areas is often limited by provider shortages, absence of local services, lack of transportation and by economic factors (Bowman and Kuenyehia, 2003). Upper class urban dwellers use the modern methods than the lower class urban dwellers (UNICEF, 2008). Also urban based better educated women make more use of birth control than women from less privileged background, that are less educated (Idogho, Kinyanjui, & Ogundipe, 2004; Okeibunor, 2003), because their income and time cannot support large families and not because they desired small families (Newman et al, 2008).  Alumanah (2003), from her findings report noted that access to quality care was poor due to poverty and lack of availability of qualified staff. Worse still is lack of proximity to clinic, that women have to spend some money to get to the clinic, apart from that, they lack the money to procure prescriptions. Upper class urban dwellers use the modern methods than the lower class urban dwellers (UNICEF, 2008)

Some religious organizations see the use of contraceptives as questioning the authority of God. These religious bodies believe in fatalism that children are gifts from God and should not be tampered with as reported by Nwakaeze (2003) in her findings report. Osakue et al 1995 from their study noted that Christianity, mainly the Catholic Church in the southern part and Islam in the northern part of Nigeria posed strong limitation to use of family planning methods such as abortion and contraceptives like barriers and sterilization. Similarly a study carried out in Egypt by Ali (1996) using focus group discussions showed that Islamic religion posed great hindrance to use of contraceptives.  The reasons according to his respondents being that, they are perceived to increase infidelity in women and promiscuity in adolescents. Therefore Natural Family Planning methods such as periodic abstinence and natural infertility caused by breast feeding is approved and promoted by the Catholics with the rationale that it is moral and that it improves body language communication between couples and gives marital satisfaction and lowers divorce rate (Wikipedia, 2009). Other reasons as empirically found are its medical safety, absence of side effects, lack of pain, convenience, its effectiveness and husband’s support especially in contrast to condom (Nwakeze, 2003; Bowman and Kuenyehia, 2003).These attitudes have to an extent thwarted government population policy of one woman to four children in Nigeria through the use of Family Planning Services to reduce population growth. In Northern Nigeria Islamic injunction to marriage encourages polygyny (at most four wives to a husband), also in the southern part of Nigeria polygyny dominates, rivalry prevails among wives to out-produce one another, and this foils the importance of use of family planning services. This problem of non consent and non-use could also be attributed to lack of proper family planning function dissemination (Odimegwu, 1999). According to International conference on population and development programme of action records surveys suggest as International Planned Parenthood Federation (IPPF) reported that if more accurate information and affordable services were easily available, as many as 20 million more women would be using modern family planning method than do so currently. Adinma and Nwosu’s (1995) empirical report shows that out of 308 Nigerian women attending antenatal clinic, 76% of them was aware of family planning and 54.5%of them practice it. Yet some of those who were hearing it for the first time had no intention of using it. The consequences of not using family planning services to maternal health are enormous. Empirical findings have shown that it leads to increase in maternal illness, such as multiple pregnancies, hemorrhage, obstructed labour, septic abortion, death etc. (Ikpeze, 2010; Wikipedia, 2009; Wikipedia, 2008). 

 Stake holders have been reported to show non chalant attitude to family planning services. IPPF records show that both Cairo and Beijing conferences noted that client groups and target populations such as adolescents, disadvantaged women, men, including the rural women who are circumvented by culture are not fully involved in family planning programmes. This is because the planners and providers did not take into consideration the needs and socio-cultural positions of the people involved. For instance, in access to family planning, government political policies aim at how best to control demographic problems in an integrated development approach. This policy was made to reduce the effect of population on infrastructure (Bowman and Kuenyehia, 2003:248; IPPFAR, 1996). This misplaced priority also was noted by Gupta and Weiss (1995), in their findings in Thailand and Bombay, instead of targeting family planning programmes and promotions on women who have to handle condom negotiation and use in more intimate or long term relationships, these governments had to focus on the commercial sex workers who have and can exercise more reproductive rights. Dobie, et al 1998, noted that publicly subsidized family planning clinics played an important role in meeting the reproductive health needs of United States women. A survey carried out in Montana showed a significant decline in teen birth rate following a government program that subsidized family planning services especially with the poor. Also in Egypt and Honduras, maternal mortality ratio was reduced by half in only seven years due to their government’s involvement in promoting health service delivery (Obaid, 2007). 

Most rural women have little or no education and it has been empirically shown that education encourages the use of family planning services and reduces age at first marriage, number of births and rate of unplanned pregnancy (Guttmacher, 2007; Osili, 2004; Nwakeze, 2003). Empirical studies have shown that the issue of early marriage and its benefits pose great hindrance to access and use of family planning services especially among rural women (Galadanci, 2009; Umoh, 2000). The benefit of early marriage involves having many children up to ten which attracts the killing of a cow for the woman; this accords a social prestige/honour to the woman as Umoh (2000) noted in Nsukka area of Enugu State. This attitude discourages access and use of family planning services by rural women. Rural women generally are poor and some of them are household heads with little to support many dependants. This poor financial state limits their ability to seek reproductive health care including family planning services (Alao, 1998). 

The reproductive health implications for these types of attitudes toward access and use of family planning services are that it will increase rate of high risk births, closely spaced pregnancies and births, malnutrition, morbidity and even death (Umoh, 2000). There is the issue of son preference which does not only affect the health status of women but also affects the achievement of MDGs of government through family planning services (Onyeneho  and, Okeibunor 2003; Umoh, 2000; Gupta and Weiss, 1995). Quattara (2005) noted from his findings that rumours that an informed woman, who is capable of mastering her body and her sexual life, will not respect her husband and even cheat on him, that Modern Family planning is an attempt by developed countries to depopulate developing countries to colonise them again, it promotes promiscuity, it is a sin, that Africa has become a dumping ground for contraceptives that have not proven safe in the west by selling them at much more cheaply rate etc serve as hindrances to access and use of family planning services by married women. (Bowman and Kuenyehia, 2003). 

The importance of family planning can not be over emphasized. The knowledge of family planning to the individual removes the veil of ignorance, help proper family planning decision making, etc (FMHN, 2005). It reduces quarreling between couples (Bowman and Kuenyehia, 2003). Yet empirical findings have shown that minors and adolescents have the most difficult time accessing and using family planning services. This is because of their inability to afford reproductive health services, stigma involved in being seen as sexually promiscuous, this group of women do not see themselves as sexually active, fear of parents finding out they are sexually active, as a result of social expectation of virginity being valued, etc (Osakue et al, 1995). Society frowns at sex outside marriage especially among females so that the introduction of contraceptive use to this group of females is highly frowned at as it means encouraging promiscuity among the unmarried (Network, 2000; Osakue et al, 1995). 

2.1.3:
Family Planning Methods
Family planning methods are as old as mankind. Family planning methods are of two types, the traditional and modern types or methods.

2.1.3.1: The Traditional Family Planning Methods.

The findings of Osakue et al (1995) shows that traditional methods of birth control has been in use in Nigeria  These methods though old and natural, (Encyclopedia Americana, 2001) still endure, some serve as contraceptives. Research findings in Ekiti state show that the women use some herbs to space birth, other method they used include Long lactation combined with post-partum sexual abstinence (Bowman and Kuenyehia, 2003), fertility awareness methods (that is, use of basal body temperature, cervical position, cervical mucus method, withdrawal, waist band, rings, charms, jumping ropes, horseback riding, and having abortions (Klepp, 2008; Morokvasic, 1984). These traditional and natural family planning methods are persisting because of their personal and gynecological benefits. The result of the research findings of Obasi and Umoh (2000) shows that 9.8% of 20.4% of their total respondents who were currently using any type of family planning methods were those using traditional family planning methods. Osakue et al (1995), who from their research noted that rural respondents were more aware of traditional family planning methods than the urban respondents and vice versa,  Nwakaeze, noted that 2.9% of her total respondents who were using contraceptives, were using charms and herbs.

Research findings in Ibadan by Bowman and Kuenyehia, (2003), show that women in polygynous marriages were very happy with traditional abstinence because it helps them preserve their health with advancement in age, avoid ridicule from others, maintain a happy home since older wives do not want babies and so do not vie to become pregnant like younger wives. The same method and long lactation were also found to be the main methods of family planning in Ghana from the study that was carried out by Abu as sited in the works of Bowman and Kuenyehia, (2003).The study showed that women who experienced difficulties in achieving the desired birth spacing tried to overcome the problems of these methods and space births at the same time satisfy their husbands sexually using traditional contraceptives. This helped them ensure that they do not incur the wrath of their husbands as a result of negotiating especially modern family planning services. Such wraths as reported in Ezumah’s, ( 2003) findings  include their husbands seeking sexual satisfaction outside their matrimonial home, refusing their wives food, sending them home to their parents, etc with its attendant consequences of jeopardizing the women’s physical and psychological health. 

2.1.3.2   Modern family planning methods 

Modern family planning methods include barrier methods that prevent sperm from meeting eggs, hormonal contraceptives that affect a woman’s hormones, altering her reproductive cycle. Another modern birth control method is Fertility Awareness Methods (FAM). It is a collections of practices that help a woman know which days of the month she is likely to get pregnant using Natural Family Planning Methods such as abstinence, barrier during intercourse. Sometimes using FAM like abstinence is not for the purpose of limiting the size of their families but to give their bodies’ time to rest and replenish their resources before embarking upon another pregnancy. This is so among rural Gambian women, mainly with women who have had one reproductive mishap or another (Bowman and Kuenyehia, 2003). 

 Modern family planning methods can also be grouped according to prescription. (1) Prescription contraceptives refer to those contraceptives that are by law provided by licensed pharmacists, such as injectibles, IUDS, diaphragms, and Nor-plants, and (2) Non prescription contraceptives. These can be provided both by pharmacists and chemists. Examples are oral contraceptives, foaming tablets, creams and jellies and condoms (IPPF, 1996). Contraceptive knowledge and use is increasing. For instance Ugwu (2007) noted that more than half of the respondents who had contraceptive knowledge and had made use of one type or the other (the type of contraceptives was not indicated). Empirical findings of Adinma and Nwosu (1995) also show that among their respondents condom was the best known while rhythm was the most commonly used. Nwakeze (2003) from her study noted that out of the 64.5% of her respondents who have used contraceptives, only 18.6% used the modern methods such as condom, pills, injectibles. IUD was rarely used. Douche, tubal litigation and hysterectomy were used even to lesser degree. The reverse was the case in a study conducted by Ozumba and Ibekwe (2001) at UNTH which showed that majority of the female clients used IUD, and no mention of condom was made. From Nwakaeze’s report, those who were non users had reasons like fear of side effect, husband’s disapproval and religion as major reasons. In a findings report by Ali (1996), which he carried out in Egypt using Focus group discussion , Egyptian men do not approve the use of oral contraceptives such as IUD for their wives not only of religious reasons but for health reasons. Condon is equally rejected for it does not allow proper sexual ecstasy. Those who breast feed and older women use modern contraceptives for health reasons. 

2.2 
Review of Relevant Theories

2.2.1
Patriarchy Theory

Patriarchy refers to a social system in which males dominate. Patriarchal theorists like Millet (1971), Boserup (1970), Friedan (1963), etc. opined that Patriarchy is seen as the main institution that perpetuates sexual inequality. According to Millet, (1971) the family as a unit is the chief source of women’s oppression. In his words, “the chief institution of patriarchy, however, is the family, which is both a mirror of and a connection with the larger society; a patriarchal unit within the patriarchal whole, mediating between the individual and the social structure. Liberal feminists maintain that in marriage women do not achieve equality with men. According to Jessie Bernard’s study “The Future of Marriage” (1982), as cited by Ritzer (2010), culturally, marriage is idealized as the destiny and source of fulfillment for women: a mixed blessing of domesticity, responsibility and constraint for men. Institutionally, marriage empowers the role of the husband with authority and the freedom, the obligation to move beyond the domestic setting. It combines the idea of male authority with sexual prowess and male power; even in reproductive issues women seek and use family planning services with men’s approval (Pops. Report 1999).  This has great negative effect on the health of the woman; it mandates that wives be compliant, dependent, self-emptying and essentially centre on the activities and demands of the isolated domestic household.

According to Bernard, in an institutional marriage; the husband holds to the belief of being constrained and burdened at the same time experiencing what the norms dictate: authority, independence and a right to domestic, emotional and sexual services by the wife; and the wife affirms the cultural belief of fulfillment, while experiencing normatively mandated powerlessness and dependence, an obligation to provide domestic, emotional and sexual services, and a gradual phasing off of the independent self. 

Patriarchal theorists that are Liberal feminists like Bernard (1982), Friedan (1963), etc believe that all human beings have certain essential features like capacity for reason, moral agency and self actualization; the exercise of these capacities can be secured through legal recognition of universal rights; the inequalities between men and women assigned by sex are social constructions not having basis in nature. They went further to argue that social change for equality can be produced by an organized appeal to a reasonable public and the use of the state. Patriarchal theorists pursue change through law – legislation, litigation and regulation. They argue for equal educational and economic opportunities, equal responsibility for the activities of family life, the elimination of sexist messages in the family, education and mass media; and individual challenges to sexism in daily life. It advocates family life re-orientation. This follows that when legislations are made that encourage equality in all aspects of the social structure especially in the family, women’s ability to seek reproductive health care will improve and health of the woman ensured. 

2.3.2
Empowerment Perspective
Empowerment gained prominence at the end of the UN’s 3rd Development Decade. Women in Development in Washington had Empowerment as its theme in its 1989 conference. Empowerment represents 3rd World Feminist writing and grassroots organizing. It addresses women’s strategic needs. It was originally a demand made by feminist activist groups (Young, 1997). Empowerment theorists noted that empowerment has the function of encouraging mutuality in relationships which helps foster efforts toward elimination of many social ills such as violence against women and discrimination based on gender. It will help women take positive steps in taking care of their reproductive health and in particular taking decisions in accessing and using family planning services that will reduce the negative effects of maternal morbidity, mortality and psychological effects of reproduction. Western feminist empowerment theorists saw women all over the world undergoing some degree of subordination and oppression although the magnitude varies cross-culturally. For feminist empowerment theorists like Symke (1991), women’s subordination and oppression had its root in culture especially patriarchy and socialization which are gender biased. She noted that women were socialized to be dependent on men. Therefore the inequality in decision making is a method men used to secure and maintain their power .They advocate the facilitation of conditions under which women can meet their needs. Germaine Greer in her work “The Female Eunuch” (1970) in Ritzer (2010) advocated female empowerment through radical alteration of the processes and structures such as in marriage and nuclear family which reproduce women’s subordinating positions.  Smyke (1991) advocated the review of the structure of socialization of girls and boys. For Claire Robertson (1986), early efforts should be made to deconstruct the socialization process and upbringing of children to avoid discrimination and gaps between sexes. This would help women shift their focus from satisfying others first such as household and families to appreciating themselves the more and increase their sense of self worth. Invariably, the essence of family planning will be achieved as more women would insist on improving their lives through the use of family planning services. 

Wollstonecraft’s noted in her A vindication of Rights of women (1792) (Ritzer, 2010) that to ensure equal opportunities for all, efforts need to be made to identify and eliminate discrimination in the family and society. For Galadanci (2009), Molyneux (1984), the gender based discrimination against women can be overcome on a lasting basis by constructive action throughout the lifecycle of a girl child which includes her understanding of sexual rights and freedom. Batliwala (1994) also advocated learning through collective action which serves the function of successfully challenging individuals and institutions opposed to their self interests and enable women to collectively take control of their own lives, to set their own agenda, to organize to help each other and make demands on society for change. With collective empowerment of women, the direction and processes of development would be shifted to respond to women’s needs and their vision. The implication of learning through collective action for women on access and use of family planning services especially of the study area is that they will become more aware of these rights and be in a better position to exercise them thereby improving their reproductive health.    

2.3.3    Marxist Feminist Perspective
Marxist feminist perspective is an extension of the theories of production expounded by German social theorists Karl Marx and Fredrick Engels to an examination of the economic and material exploitation of women, the sexual division of labour, especially in domestic work and child care, and women’s inequality within the work place (Mills, 1970). Offman and Matheson (2004) asserted that sexual inequality is socially constructed and (Mills, 1970) it is enforced through the social structures of private property and monogamy which contributed to the decline of women’s status. For him, capitalism and monogamy intensified gender inequality. Due to the reproductive role of women, men became engaged fully in capitalist enterprises and this gave them much edge over women even economically. Women who became the Proletariats, became economically dependent on their spouses (the bourgeoisies), consequently lacking the ability to make informed decisions on sexuality (Safe Motherhood, Bowman and Kuenyehia, 2003). This entrenched sexual division of labour and sexual relations both at home and outside the home. 

Western materialist feminists like Kate Millet (1970), Firestone (1971) etc argued that women as a class are oppressed by material conditions and social relations such as in decision making. For Ortner (1974), other factors that do affect their decision making, status, power relations or resource allocation,  etc. are socio-cultural beliefs, attitudes, values, norms, socialization, etc, political and economics of societies. Symke (1991) maintained that subordination of women is further entrenched by the encouragement of women to develop female culture (even by women themselves) which is mainly in nurturing and survival, thereby affecting their ability to access and use family planning services. This places women’s reproductive health in danger since their solidarity with gender social construction increases their submission to male control.

 Boserup (1970) was of the opinion that the division between the private (female) sphere and public (male) sphere entrenched women subordination to men. Firestone (1970), Rosaldo (1974), argued that in societies where women work in public sphere that their status is increased. Firestone believed that effective birth control technique can help loosen the chains of women’s slavery by giving them more control over whether they become pregnant. Boserup (1970) noted that subjection of women was functional in the society for it allowed men to maintain their authority. Consequently, many women depend on the decisions of their husbands especially in matters relating to reproduction and family planning. Mill saw sex inequality as the chief hindrance to human improvement. Therefore human improvement can be attained only when perfect equality replaces inequality of sexes and no power privilege is given to one side and disability on the other. This suffixes to say that when a woman possesses the right to reproductive health care and family planning services without fear or favour, negotiates sex, decides child spacing and how many children to have etc then effective family planning services will be said to be established and sexual equality and equity reached. 

Marxist Feminists advocate revolutionary struggle to overcome subordination of women and this can be done through massive and active writings, periodicals, conventions, organized parties, societies organized and managed by women etc. The revolutionary struggle is supposed to create ideological consciousness to socialize women positively and to help them secure legal and political protection from male domination. This awareness will empower women to gain reproductive rights and health especially to use of family planning services. Women need the support of policy makers, husbands, health personnel and women’s groups to access and use the right type of family planning methods they want. 

Marxist feminists advocated conflict in order to effect changes. Batliwala (1994), etc noted that there must be class consciousness for a revolution to take place and except women come together, recognize their needs and advance a change they would continue to be subordinates to males.   
 
2.3.4
Theoretical Framework 

The Marxist Feminist and Empowerment perspectives will provide the analytical framework for this study. The Marxist Feminist Perspective will provide the angle from which the problems will be addressed since it gives an understanding of the root of the problem, study the tension between the sexes and seek to understand how relationships of control are established and perpetuated. According to Marxist Feminists, the inability to make decisions amongst women has been attributed to lack of economic resources and culture. It therefore provides a more comprehensive explanation on the important source of direction to a thorough and a disciplined approach to the gathering of relevant information and also aid in the drawing of relevant conclusions as the basis for appropriate analysis of problems stated. 

The Marxist feminists advocated radical changes in the social structures that perpetuate and sustain women subordination and gender inequality, it therefore entails that the researcher understands the structures that affect women’s ability to make decisions especially informed decisions concerning their reproductive health. This theory therefore is of importance to this study because it will provide an opportunity for the researcher to understand and investigate the factors that affect use of family planning services in the study area. While the Marxist Feminist perspective touches on the possible causes of sex inequality in decision making and women subordination, the Empowerment perspective will help to provide possible ways of overcoming women’s subordination. Empowerment theorists assert that empowerment has the function of encouraging agreement in relationships which help foster efforts towards elimination of many social ills such as violence, inequality etc as related to reproductive relations. Understanding of the functions of family planning services to the health of mother and child and to the improvement of the health of the family and other aspects of the family and to the health and development of the nation at large will be crucial. Therefore it will aid the researcher in locating and assessing those institutions and the strategies they have used/using to empower women especially as regards their reproductive health and also proffer solution(s). This perspective noted that through access to information and education people’s understanding, knowledge, access and use of family planning services will help women negotiate, choose and use family planning services effectively to maintain the family and increase  women’s economic power and ability to meet their needs both practical (which involve the need for employment, water supply, good health and use family planning services) and strategic needs (these include needs which must be met to change their subordinate position in the society such as legal rights, sexual division of labour, domestic violence, etc). Therefore, Marxist Feminist and Empowerment Perspectives will be adopted as the theoretical framework suitable for this study. 

2.4
Study Hypotheses

1. Educated women are more likely to use family planning services than non educated women.                       

2. Knowledge of family planning services by husbands increases their support of access of Family planning    services by their wives.

3. Women in rural areas are less likely to use family planning services than women in urban areas.

4. The higher the level of sexuality communication between spouses the higher their use of family planning services.

5. Men with formal education are more likely to support the participation of their wives in decision making about child spacing and use of family planning services than uneducated males.

CHAPTER THREE
RESEARCH METHODOLOGY

3.1
Research Design 

This study will employ the Cross-sectional survey design, this will enable the researcher get information on the influence of socio-cultural and economic factors on the use of family planning services by community members in Nkanu areas as they are, and also because the data will be collected once and for all. It will also give the researcher the opportunity to use both quantitative and qualitative research methods.

3.2
Scope of the study and Study Area

This study will be limited to couples in Nkanu communities, who are currently in union (married), and have been in the married union for at least one year with or without children, and who have either sought and used Family Planning Services (FPS) or not. Data will be gathered from two Local Government Areas of Nkanu West and Enugu East all in Enugu State. The two Local Government Areas will give room for extensive study of this form so as to understand the level at which social, economic and cultural issues affect their attitudes to reproductive health. The rural areas in the study area are very far from urban environment with recent traces of government intervention programmes such as electricity, pipe-borne water, road construction, health centres etc which were hitherto provided at a mini scale by the community members. The choice will also enable the researcher to determine the effect(s) of social and economic factors of development and urbanization on access and use of family planning services in the study area.

Enugu State has seventeen Local Government Areas. Each of the Local Government Areas has its’ unique characteristics physically, economically, socially, culturally, psychologically and otherwise and they hold special meanings for them. The Nkanu People are predominantly found in Enugu State. They could be referred as Christians yet they practise their traditional religions very seriously especially the ruralites. Their main economic work is subsistence farming and their market holds every four days during which they sell agricultural and non-agricultural products they produce and also buy other products they do not produce. Socially, marriage for them is a rite of passage that must be fulfilled with gender specific roles and regulations. The proceeds which include especially children are a necessity and are sought with all expectations (Bowman and Kuenyehia, 2003).       

3.3
Population of the Study
The population of this study will consist of all married couples who have been in marriage for at least one year in Nkanu West and Enugu East. The total population of Enugu State in 2006 census exercise was 3,257,298. The male population is 1,624,202 while the female population is 1,633,096 (NPC, 2011). Based on the 46% estimate for the adult, used estimate for married people in Enugu state was 191,924. This figure will constitute our study population. 

3.4
Sample size and sampling technique

A total of two (2) communities from each of the local government areas will be systematically selected and sampled giving a total of four (4) communities from the study area, a total of two (2) villages from each community will be purposively selected (one that is semi urban and the other rural to establish the major factors that affect the access of FPS of the typical Nkanu woman), to give a total of eight (8) villages from the study area. The communities that have the Local Government Headquarters will be automatically chosen for the semi-urban and the rural areas will be randomly selected.   

The sample for this study will be 1000 respondents for the quantitative component of the study survey (using the Nigerian Demographic Health Survey (2009). Statistics of use of family planning services in Enugu State of 21.1% and sample size of 0.211 with confidence level of 95% and .02m precision level, the sample size will be 911, because of the requirement for sample size not being less than one thousand (1000) for PhD it is increased to 1000. 160 participants will be used for the Focus Group Discussions (FGD) and 16 participants for the In-Depth Interviews (IDIs) qualitative studies (stake holders in the communities), for family planning service providers it will be based on the figure available. For the distribution of questionnaires 500 households that have spent at least one year in marriage will be sampled. A household with a widow will be excluded, (to limit the scope of this study for time and finance sake). From each household a husband and a wife will be interviewed irrespective of the fact that polygynous homes might be encountered. In the case of polygynous homes, the eldest wife will be selected. The ratio of one man to one woman will be used to select samples from the selected households and to ensure validity of the research work. Therefore, a total of 500 questionnaires will be administered to males and 500 to females. The 1000 questionnaires will be administered equally according to sex ratio to the selected communities from the two Local Government Areas. This means that 31.25 households will be used for the administration of the questionnaires in each village. Giving that one husband and one wife will be interviewed in each household a total of 62.5 questionnaires will be administered in each village, two hundred and fifty questionnaires (250) in each community and five hundred questionnaires distributed in the two communities in each of the Local Government Areas and a total of one thousand questionnaires from the study area. This sample size is considered large enough for the needed statistical calculations and tabulations.

Two (2) Focus Group Discussion (FGDs) sessions per village that will comprise at least eight (8) and at most ten (10) currently-in-union persons of the same sex not necessarily age who would constitute a homogenous group (mainly married men and women in the community) will be used to elicit information on the topic being studied. The FGD will comprise only the members of the community. This will involve one hundred and sixty (160) respondents. That is one female FGD and one male FGD from each village, giving a total of two FGD respondents from one village, having two  villages from one community will give a total of eight FGDs in a Local Government Area and a total of sixteen FGDs in the two Local Government Areas that make up the study area. This will involve one hundred and twenty eight (128) respondents using a minimum of eight (8) respondents in each session. The use of uniform sex is to allow for free flow of unbiased information from respondents that will help avoid a situation where more enlightened members of the group would tend to dominate the discussion. The research will also employ the use of In-depth interview guide (IDIs) and this will involve stake holders and opinion leaders. The essence is to help provide an in-depth account of the constructed social structure of sexual relations and interactions among individuals that shape their social behaviour. The IDIs will involve two respondents from each community. This will bring the total to twenty-four (16) respondents.  There will also be IDIs with family planning service providers where available. The rationale for holding IDIs with stakeholders of the communities and family planning providers is to obtain information that will throw more light on the state of power holding, perpetuation and its’ construction among members and also help to understand the socio-cultural practices that affect or influence the access and use of family planning services in the study area. The FGDs and IDIs will help to ensure reliability and quality of information. 

Multi stage sampling will be used. Purposive sampling will be used to select the two (2) local government areas of Nkanu West and Enugu East from the five (5) local government areas in Enugu State where Nkanu people have as their communities and are predominately found. The five Local Government Areas in Enugu State are Nkanu East, Nkanu West, Enugu South, Enugu North and Enugu East, where Nkanu People have as their communities and are predominantly found. The other three local government areas will not be considered for reasons that one, Enugu south is mainly urban, two, Enugu North is also mainly urban and has other communities as part of it and thirdly, Nkanu East is predominantly rural, the aforementioned two Local Government Areas that are purposively chosen for the reasons of getting the target population. Since Nkanu areas are mainly rural areas and very few semi-urban using simple random sampling might jeopardize one of the objectives of effect of localization on use of family planning services. To select semi urban communities, the communities having the local government headquarters will be chosen automatically and random sampling method will be used to select rural communities. The communities will be divided according to their existing villages and two of the villages selected using simple random sampling. To select the households from where the actual respondents will be reached, Enumeration Area Maps (EAP) from Nigeria’s Populations Commission (NPC) will be used; this will enable the researcher to know how many households there are in a community and also aid the researcher in reaching the respondents. 

3.5
Instruments and methods of data collection

For data collection both primary and secondary sources will be made use of. This is to ensure reliability of information. For the primary data, qualitative and quantitative methods will be used. For the quantitative method, the questionnaire will be used and it will consist of both open and closed ended questions. Each of the questionnaires will comprise  two sections; sections A and B. Section A will be focused on seeking information on demographic characteristics of respondents; section B will be aimed at obtaining information relating to the substantive issues to be investigated in the study. 

 For reliability and validity, three research assistants will be recruited for the field work and trained on the methods and objectives of the study. The researcher and the research assistants will be in charge in each of the two local government areas under study. For the qualitative method, the instruments will be the FGDs and IDIs. The FGDs will involve at least eight(8) respondents and at most ten (10) respondents in a session, two sessions for each community will be conducted, one for males, one for females, giving a total of 16 FGDs, with 128/160 respondents. IDIs will be conducted with stakeholders and opinion leaders and family planning service providers. Two IDI will be undertaken for each community giving a total of 16 IDIs. For the health providers at least one will be interviewed and the total number will depend on how many health care clinics are available in the study area. The selection of the respondents will be purposive. Participants for the IDIs and FGDs must be those who are not selected for the administration of the questionnaires.

3.6
Administration of the instrument for Data Collection

The questionnaire will be administered to currently in union married couples of the selected villages in the study area. The questionnaires will be administered to the respondents by the researcher and research assistants. The questionnaire items could be discussed in Igbo language in cases where English Language is not understood. The FGDs will be administered in twos by the researcher and research assistants, one serving as the moderator and the other as the note taker to specific target groups of the same sex, opinion leaders, and women leaders, titled members of the community etc (who will be assigned numbers for easy identification) whose ideas and experiences are relevant to this study. The IDIs will be administered to the community stakeholders by the researcher and research assistant on a singular basis. The secondary data will be generated through records from family planning clinics. During the FGDs and IDIs, instruments like the tape recorder for recording interviews, notebook which the note taker will use for jotting down verbal interactions, symbolic gestures, verbal expressions and other forms of non-verbal expressions (Obikeze, 1990) will be in use if permitted by the respondents.

3.6
Method of data analysis

To help the researcher to assess the relative importance of variables for explaining relationships and trends, calculate response rate and check for response bias, in the analysis of responses from the questionnaire, the use of descriptive statistics such as simple frequency distributions in form of charts, and graphs will be employed. It will also help to be able to compare various sub-units of the study subjects. To measure the degree of relationships between variables, in regard to the hypotheses raised, regression analysis will be used. This is to enable the researcher compute the multiplicity of variables, it will also enable the researcher to assess the independent effect of each variable as well as the combined effects of all the independent variables together and thirdly it will serve as an important descriptive variable (Obikeze, 1990).  The recorded FGDs and IDIs will be transcribed from the audio tape, translated to English language and analyzed using software Nvivo 8. 

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

4.1 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 nine hundred and eleven(911) questionnaires were administered to respondents of which all were returned and validated.  For this study a total of  911 was validated for the analysis.

4.2
DATA PRESENTATION

The table below shows the summary of the survey. A sample of 911 was calculated for this study. A total of 911 responses were received and validated. For this study a total of 911 was used for the analysis.

Table 4.1: Distribution of Questionnaire

	Questionnaire 
	Frequency
	Percentage 

	Sample size
	911
	100

	Received  
	911
	100

	Validated
	911
	100


Source: Field Survey, 2021

4.3
Demographic Profile of the Respondents
Table 4.2: Demographic profile of the respondents

	Demographic information
	Frequency
	percent

	Gender
Male
	
	

	
	404
	44%

	Female
	507
	56%

	Age
	
	

	Under    16 
	10
	1%

	16 - 25
	317
	35%

	26 - 35
	207
	23%

	36 - 45
	189
	21%

	Above 45
	188
	21%

	Education
	
	

	No formal education
	23
	3%

	primary
	95
	10%

	WASCE
	189
	21%

	Diploma
	222
	24%

	N.C.E
	98
	11%

	First Degree
	182
	20%

	Post Graduate Degree
	102
	11%

	Religion
	
	

	Christianity
	801
	88%

	Islam
	25
	3%

	Traditionalist
	85
	9%

	Occupation
	
	

	Civil Servant
	87
	10%

	Trading
	455
	50%

	Farming
	313
	34%

	Student
	56
	6%

	Marriage type
	
	

	Monogamous
	539
	59%

	Polygynous
	372
	41%


Source: Field Survey, 2021

4.3
 ANSWERING RESEARCH QUESTIONS

Question 1: What is the level of people’s awareness of and use of family planning services in the study area?
Table 4.3:  Respondent on question 1
	Options
	Frequency
	Percentages

	High
	141
	16

	Low
	468
	51

	Undecided
	302
	33

	Total
	911
	100


Source: Field Survey, 2021

From table 4.3 above, 16% of the respondents said high, 51% of the respondents said low, while the remaining 33% of the respondents were undecided.

Question 2: What types of family planning services are available in the study area?
Table 4.4: Mean Responses on the types of family planning services available in the study are.

	Options
	Yes
	No
	Total %

	Contraceptive methods
	911

(100%)
	00
	911

(100%)

	Natural methods
	911

(100%)
	00
	911

(100%)

	Use of condoms
	911

(100%)
	00
	911

(100%)


Field Survey, 2021

From the responses obtained as expressed in the table above, all the respondents constituting 100% said yes in all the options provided. There was no record of no.
Question 3: What are specific constraints militating against people’s use of family planning services?
Table 4.5: Mean Responses on the specific constraints militating against people’s use of family planning service.

	Options
	Yes
	No
	Total %

	Concern of safety to health
	911

(100%)
	00
	911

(100%)

	Husband's opposition
	911

(100%)
	00
	911

(100%)

	Desire for more children
	911

(100%)
	00
	911

(100%)

	Religious prohibition
	911

(100%)
	00
	911

(100%)

	Lack of money
	911

(100%)
	00
	911

(100%)

	Illiteracy
	911

(100%)
	00
	911

(100%)


Field Survey, 2021

From the responses obtained as expressed in the table above, all the respondents constituting 100% said yes in all the options provided. There was no record of no.

Question 4: What problem(s) arise(s) as a result of people not accessing any of these services?
Table 4.6: Mean Responses on the problem(s) that arise(s) as a result of people not accessing any of these services.

	Options
	Yes
	No
	Total %

	Unwanted pregnancies
	911

(100%)
	00
	911

(100%)

	Illegal abortions
	911

(100%)
	00
	911

(100%)

	Transmission of STDs
	911

(100%)
	00
	911

(100%)

	Maternal and infant mortality
	911

(100%)
	00
	911

(100%)


Field Survey, 2021

From the responses obtained as expressed in the table above, all the respondents constituting 100% said yes in all the options provided. There was no record of no.

Question 5: Who decides when and how to access or not to access family planning services?
Table 4.7:  Respondent on question 5
	Options
	Frequency
	Percentages

	The man
	678
	74

	The Woman
	168
	18

	Undecided
	65
	7

	Total
	911
	100


Source: Field Survey, 2021

From table 4.7 above, 74% of the respondents said the man, 18% of the respondents said the woman, while the remaining 7% of the respondents were undecided.

Question 6: What are peoples’ preferred methods of family planning?
Table 4.8:  Respondent on question 6
	Options
	Frequency
	Percentages

	Contraceptive methods
	212
	23

	Use of condoms
	569
	63

	Natural methods
	130
	14

	Total
	911
	100


Source: Field Survey, 2021

From table 4.8 above, 23% of the respondents said contraceptive methods, 63% of the respondents said use of condoms, while the remaining 14% of the respondents were undecided.

Question 7: Are there efforts in place to encourage peoples’ use of family planning services in Nkanu Area?(this question answers research question 8)
Table 4.9:  Respondent on question 7
	Options
	Frequency
	Percentages

	Yes
	281
	31

	No
	445
	49

	Undecided
	185
	20

	Total
	911
	100


Source: Field Survey, 2021

From table 4.9 above, 31% of the respondents said yes, 49% of the respondents said no, while the remaining 20% of the respondents were undecided.

Question 8: Can publicity and sensitization through mass media programmes be used to improve peoples’ access to and use of family planning services in Nkanu area?(this question answers research question 8)
Table 4.10:  Respondent on question 8
	Options
	Frequency
	Percentages

	Yes
	650
	71

	No
	132
	15

	Undecided
	129
	14

	Total
	911
	100


Source: Field Survey, 2021

From table 4.9 above, 71% of the respondents said yes, 15% of the respondents said no, while the remaining 14% of the respondents were undecided.

CHAPTER FIVE

SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 Summary

In this study, our focus was on the impact of socio-economic and cultural factors on the use of family planning services in Nkanu area of Enugu State. The study is was specifically carried out to ascertain married women’s awareness and knowledge of provision and importance of family planning services; ascertain  the type of family planning services  available in the study area; identify specific constraints that people experience in access to and use of family planning services; identify problems that arise as a result of people not accessing family planning services; determine who decides when and how to access or not to access family planning services and consequences of such decisions; determine the most desired and accessed family planning methods and reason(s) for their acceptance; ascertain the efforts in place (especially stake holders) to encourage target groups’ use of family planning services in Nkanu Area; and make suggestions on how best to enhance (currently in-union) access to and use of family planning services in Nkanu.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 911 responses were validated from the enrolled participants where all respondent are married couples who have been in marriage for at least one year in Nkanu West and Enugu East.
5.2 Conclusion

Based on the findings of this study, the researcher concluded that;

The level of people’s awareness of and use of family planning services in the study area is low.

The types of family planning services available in the study area include; contraceptive methods, natural methods, and use of condoms.

The specific constraints militating against people’s use of family planning services encompasses of concern of safety to health, husband's opposition, desire for more children, religious prohibition, lack of money, and illiteracy.

The problems which arises as a result of people not accessing any of these services are unwanted pregnancies, illegal abortions, transmission of STDs, and maternal and infant mortality.

The men decides more on when and how to access or not to access family planning services.

Use of condoms are the peoples’ most preferred methods of family planning.

There are little efforts put in place to encourage peoples’ use of family planning services in Nkanu Area.

Publicity and sensitization through mass media programmes can be used to improve peoples’ access to and use of family planning services in Nkanu area.

5.3    Recommendations

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

1. The existing biases, prejudices and misconceptions should be demystified through appropriate family planning messages. 

2. The families and/or single women should be sensitized regarding the need to have a manageable family size that they can adequately cater for. 

3. The gender inequalities in decision making, especially with regards to FP should be should be discouraged. 

4. The poor attitude towards family planning should be reversed through appropriate FP intervention and campaign strategies. 

5. The intervention strategies for FP should be crafted in such a way as to able to promote open communication about sexuality issues among partners and correct the erroneous perception that there are negative consequences in using contraceptives.
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APPENDIX 
QUESTIONNAIRE FOR RESPONDENTS

INSTRUCTION

Please respond as objectively as possible to items stated below by marking [√] in the column that best matches your choice of response. 

Section A

Background Information

Community ------------------------

Village -------------------------------

1     Sex:                  Female    Male


2    Age:         (a) Under    16  (b) 16 ---- 25  (c) 26 ---- 35  (d) 36 ---- 45  (e)    Above 45 

 3  Educational Level (a) ) no formal education   (b) primary     (c) WASCE or it’s equivalent    (d) Diploma      (e) N.C.E     (f) First Degree      (g) Post Graduate Degree 

 4   Occupation (a) civil servant     (b) trading     (c) farming     (d) student   (e) others (specify)  -----------------------------------------

 5    Religion: (a) Christianity      (b) Islam      (c) Traditionalist      (d) others (specify)   -------------------

 6    Marriage type:  (a) monogamous      (b) polygynous        If  Male, 

SECTION B

Question 1: What is the level of people’s awareness of and use of family planning services in the study area?

	Options
	Please Tick

	High
	

	Low
	

	Undecided
	


Question 2: What types of family planning services are available in the study area?

	Options
	Yes
	No

	Contraceptive methods
	
	

	Natural methods
	
	

	Use of condoms
	
	


Question 3: What are specific constraints militating against people’s use of family planning services?

	Options
	Yes
	No

	Concern of safety to health
	
	

	Husband's opposition
	
	

	Desire for more children
	
	

	Religious prohibition
	
	

	Lack of money
	
	

	Illiteracy
	
	


Question 4: What problem(s) arise(s) as a result of people not accessing any of these services?

	Options
	Yes
	No

	Unwanted pregnancies
	
	

	Illegal abortions
	
	

	Transmission of STDs
	
	

	Maternal and infant mortality
	
	


Question 5: Who decides when and how to access or not to access family planning services?

	Options
	Please Tick

	The man
	

	The Woman
	

	Undecided
	


Question 6: What are peoples’ preferred methods of family planning?

	Options
	Please Tick

	Contraceptive methods
	

	Use of condoms
	

	Natural methods
	


Question 7: Are there efforts in place to encourage peoples’ use of family planning services in Nkanu Area?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 8: Can publicity and sensitization through mass media programmes be used to improve peoples’ access to and use of family planning services in Nkanu area?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


