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Abstract  Background Nigerian women are known to have high fertility rates and a low utilization of modern 
contraceptives. Understanding the factors affecting the use of contraceptives using a nationally representative data is crucial 
to tackling the low prevalence of contraceptive use in Nigeria. Methods: Secondary dataset of 33,385 women aged 15-49 
years, who participated in the 2008 National Demographic and Health Survey was analysed. We calculated contraceptive 
prevalence rates for various population sub-groups, and examined the association between socio-demographic characteristics 
and current modern contraceptive use, using multiple logistic regressions. Results: Mean age of the respondents was 
31.1±8.8 years. Current contraceptive prevalence rate was 13.2%, while that of modern methods was 9.4%. The significant 
factors associated with the utilization of contraceptives were urban residence (OR=1.22, 95%CI=1.11-1.35), being a working 
class woman (OR=1.22, 95%CI=1.11-1.35), being educated (OR=1.22, 95%CI=1.11-1.35), parity (OR=1.22, 
95%CI=1.11-1.35), being wealthy (OR=2.62, 95%CI=2.14-3.21). Importantly, the likelihood utilization varied across the 
gradient of wealth. Women in richest (OR=2.62, 95%CI=2.14-3.21), richer (OR=2.44, 95%CI=2 .02-2.94), and middle 
(OR=1.78, 95%CI=1.48-2.14) wealth quintiles were more likely to use modern method compared to women in the poorest 
category. Conclusions: Prevalence rates were very low across virtually all segments of the population. Concerted efforts are 
required to increase use of modern methods of contraception. 
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1. Introduction 
Nigeria has remained the most populous country in the 

Africa with a total population of about 160 million at the 
2006 census. The current total fertility rate is estimated to be 
5.7 per woman. Low utilization of modern contraceptive is 
one of the key determinants of high fertility in Nigeria [1-3]. 
Modern contraceptives which include hormonal and 
non-hormonal methods are preferred above the traditional 
methods like periodic abstinence and coitus interuptus 
because they are more efficacious and are associated with 
lower failure rates. The correlates of low contraceptive use  
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include high rates of unwanted pregnancies, abortions, 
maternal and perinatal morbidity and mortality. The 
utilization of modern contraceptives is an important 
component of maternal, new-born, and child health services 
[1]. It plays a significant role in fertility reduction by 
facilitating both the spacing and limiting of pregnancies in 
women of reproductive age [2]. Importantly, limiting 
pregnancy in women of reproductive age is vital to the 
reduction of the risk of maternal and prenatal complications 
from early childbearing, thereby resulting in decrease in 
infant, child and maternal mortality [2, 3].  

Evidence shows that the high level of awareness and 
knowledge of contraceptive methods in Nigeria. For 
example about 70% of the women know of at least a method 
of contraception [4]. However, modern contraceptives in 
Nigeria therefore the contraceptive prevalence rate has 
remained low [5, 6]. Ample evidence from the literature 
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shows that low contraceptive prevalence rates is associated 
with high maternal mortality ratios [7, 8], and Nigeria 
records one of the highest ratio, with maternal mortality ratio 
of 545 deaths per 100,000 live births [4]. Several factors play 
an important role in the use of contraceptives among women 
of childbearing age [9, 10]. The identification of these 
factors is crucial to the planning and implementation of 
suitable family planning programmes [2, 9-12]. While 
studies on factors affecting the use of contraception among 
women have been reported for selected areas in Nigeria   
[11, 12], in-depth analysis of factors affecting the use of 
modern contraception among women of childbearing age in 
a national survey has been scarcely reported in Nigeria.  

The purpose of this study is to determine the prevalence of 
contraceptive use in Nigeria, and to examine the factors that 
affect contraceptive use in a nationally representative survey.  

2. Methods 
2.1. Study Design 

The study design was a retrospective cross-sectional study. 
The data were extracted from the National Demographic 
and Health Survey (NDHS) of 2008 conducted by Inner 
city fund (ICF) Macro Calverton, Maryland, U.S.A. in 
conjunction with National Population Commission (NPC), 
Nigeria. During the survey, a multi-stage probability 
sampling was adopted to select 33,385 women age 15-49 [4]. 

2.2. Study Area 

Nigeria is made up of 36 states and Federal capital 
territory (FCT), Abuja. It is the most populous country in 
Africa, with a population of more than 162 million people 
[13]. The country is made up of diverse ethnic and cultural 
groups, with a low literacy level. 

2.3. Sampling Method 

The sample for the 2008 NDHS was designed to provide 
population and health indicators across the country. The 
Population and Housing Census of the Federal Republic of 
Nigeria in 2006, and was provided by the National 
Population Commission (NPC). During the 2006 population 
census, each locality was subdivided into convenient areas 
known as enumeration areas (EAs), in addition to the 
administrative units of the Federal Republic of Nigeria 
namely; states, local government areas (LGA), and localities. 
The primary sampling unit (PSU), referred to as a cluster for 
the 2008 NDHS, is defined on the basis of EAs from the 
2006 EA census frame [4]. The 2008 NDHS sample was 
selected using a stratified two-stage cluster design consisting 
of 888 clusters, 286 in the urban and 602 in the rural areas. A 
representative sample of 36,800 households was selected 
with a minimum target of 950 completed interviews per state. 
In each state, the number of households was distributed 
proportionately among its urban and rural areas. A complete 
listing of households and a mapping exercise were carried 

out for each cluster from April to May 2008, with the 
resulting lists of households serving as the sampling frame 
for the selection of households in the second stage. All 
private households were listed. The final survey sample 
came down to 886 instead of 888 clusters because of 
inaccessibility to the cluster due to flooding and 
inter-communal unrest during fieldwork [4]. 

2.4. Data Management 

The female dataset (NGIR51FL.SAV) – SPSS file format 
used in this study was obtained from ORC Macro. In the 
original questionnaire used for the survey, a question was 
asked from the respondents on any methods used for 
contraception. Current use of modern contraceptive method 
was used as a dependent variable, while the independent 
variables include age, marital status, occupation, place of 
residence, region (zone), level of education, religion, 
ethnicity, wealth index and parity. 

2.5. Data Analysis 

Frequency tables were generated to describe and 
summarize variables of interest. Further analyses were 
performed using Chi-square and multiple logistic regression 
analysis to investigate association between the dependent 
and independent variables. The logistic regression model is 
of the form; 
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Where;  

ip  is the proportion of women of child bearing age in 
Nigeria who were currently using modern contraceptives. 

iβ  are parameters to be estimated and  

iX  are the independent variables. 
All statistical analyses were performed at 5% level of 

significance using the Statistical Package for Social Sciences 
(SPSS) version 15. 

3. Results 
Table 1 shows variation in the prevalence of current 

modern contraceptive use over various demographic 
characteristics of the women aged 15-49 years. The data 
shows that the prevalence of modern methods was 9.4%. 
Twelve percent of those who use modern contraceptives 
belonged to the age group 30-39 years, while the lowest 
prevalence was among the respondents between 40 and 49 
years (p<0.1). (Table 1). Respondents that were never 
married were significantly likely to use modern 
contraceptive methods than those currently married or 
formerly married (p<0.01). Women with employment were 
more likely to use contraception compared to those 
unemployed (P<0.01) and are more likely to live in urban 
setting (p<0.01). (Table 1). Respondents in South-south and 
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south-west regions were significantly likely to use modern 
contraceptive when compared to their contemporaries in the 
other zones (p<0.01). A larger number of the respondents 
who had tertiary education were more likely to use modern 
contraceptive method compared to those with lower grades 
of education (p<0.01). Christians were more likely to utilise 
modern contraceptive than Muslims and Traditionalists. 
When compared, other Christian denominations were more 

likely to use contraceptives than the catholic. Statistically, 
Yoruba respondents were more likely to use modern 
contraception than other ethnics group in the country 
(p<0.01), while the highest use was found among the richest 
wealth quintile (p<0.01). Multi-parity respondents were 
more likely to prevent more pregnancy by use of modern 
contraception (p<0.01). 

Table 1.  Socio-demographic characteristics of women of child bearing age with respect to use of modern contraceptive 

Socio-demographic 
characteristics 

Current modern contraceptive 
use 

Total (%) 
 

2χ - value p-value 

 No Yes    

Total 
Age groups* 

< 30 
30-39 
40-49 

(90.6) 30255 
 

(91.4)17357 
(88.2) 7444 
(91.7) 5454 

(9.4) 3130 
 

(8.6) 1640 
(11.8) 996 
(8.3) 494 

 

(100) 33385 
 

(100) 18997 
(100) 8440 
(100) 5948 

 
78.783 

 
<0.0001 

Marital status* 
Never married 

Currently married 
Formerly married 

 
(88.2) 7075 
(91.4) 21884 
(91.9) 1295 

 
(11.8) 946 
(8.6) 2070 
(8.1) 114 

 
(100) 8021 
(100) 23954 
(100) 1409 

73.141 <0.0001 

Occupation* 

Not working 
Working 

 
(93.2) 11869 
(89.0) 18250 

 
(6.8) 867 

(11.0) 2248 

 
(100) 12736 
(100) 20498 

159.993 <0.0001 

Place of residence* 

Rural 
Urban 

 
(93.2) 21342 
(85.0) 8913 

 
(6.8) 1554 

(15.0) 1576 

 
(100) 22896 
(100) 10489 

574.583 <0.0001 

Region (zone)* 

North-central 
North-east 
North-west 
South-east 
South-west 
South-south 

 
(89.3) 5685 
(96.6) 6003 
(97.7) 7126 
(90.8) 3329 
(83.1) 3999 
(81.9) 4113 

 
(10.7) 681 
(3.4) 214 

(2.3)  171 
(9.2)  388 
(16.9)814 
(18.1)912 

 
(100) 6366 
(100) 6217 
(100) 7297 
(100) 3667 
(100) 4813 
(100) 5025 

1472.550 <0.0001 

Level of education* 

No education 
Primary 

Secondary 
Higher 

 
(97.4) 12901 
(90.2) 5946 
(86.4) 9427 
(74.8) 1981 

 
(2.6)  341 
(9.8)  645 
(13.6)1478 
(25.2) 666 

 
(100) 13242 
(100) 6591 
(100) 10905 
(100) 2647 

1722.339 <0.0001 

Religion* 
Islam 

Catholics 
Other Christians 

Traditionalist/others 

 
(95.7) 14782 
(87.7) 3143 
(85.5) 11617 

(93.7) 551 

 
(4.3)   667 
(12.3) 440 

(14.5) 1971 
(6.3)   37 

 
(100) 15449 
(100) 3583 
(100) 13588 

(100) 588 

927.787 <0.0001 

Ethnicity* 
Hausa 
Igbo 

Yoruba 
Others 

 
(98.2) 6955 
(88.5) 4055 
(81.0) 3939 
(90.8) 15306 

 
(1.8)   131 
(11.5) 528 
(19.0) 922 

(9.2)   1549 

 
(100) 7086 
(100) 4583 
(100) 4861 
(100) 16855 

1024.349 <0.0001 

Wealth index* 

Poorest 
Poorer 
Middle 
Richer 
Richest 

 
(97.5) 7097 
(95.5) 6515 
(91.8) 6042 
(86.2) 5644 
(80.5) 4957 

 
(2.5)  185 
(4.5)  304 
(8.2)  540 
(13.8) 902 

(19.5) 1199 

 
(100) 7282 
(100) 6819 
(100) 6582 
(100) 6542 
(100) 6156 

1493.818 <0.0001 

Parity* 
No child 
One child 

Two children 
Three children 
≥ Four children 

 
(90.8) 9133 
(92.5) 3948 
(91.9) 3787 
(90.0) 3658 
(89.5) 9729 

 
(9.2)   920 
(7.5)   322 
(8.1)   336 
(10.0) 408 

(10.5) 1144 

 
(100) 10053 
(100) 4270 
(100) 4123 
(100) 4066 
(100) 10873 

43.686 <0.0001 

*Significant at 0.1% 
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Table 2.  Multiple logistic regression coefficients of current modern contraceptive use on explanatory variables 
Variables 

 β S.E. Wald p-valu
e Odds ratio 

95% C.I.forexp(B) 

Lower Upper 

 Age group 
< 30  (RC) 

 
(RC) 

 
(RC) 

62.706 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 30-39 -0.164 0.058 7.870 0.005 0.849** 0.757 0.952 
 40-49 -0.577 0.075 59.159 0.000 0.562* 0.485 0.650 

 Marital status 
Never married (RC) 

 
(RC) 

 
(RC) 

76.018 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 Currently married -0.768 0.092 70.001 0.000 0.464* 0.388 0.555 

 
Formerly married 

Occupation 
Not working (RC) 

-0.978 
 

(RC) 

0.136 
 

(RC) 

51.558 
 

(RC) 

0.000 
 

(RC) 

0.376* 

 
(RC) 

0.288 
 

(RC) 

0.491 
 

(RC) 

 
Working 

Place of residence 
Rural (RC) 

0.359 
 

(RC) 

0.050 
 

(RC) 

51.554 
 

(RC) 

0.000 
 

(RC) 

1.432* 

 
(RC) 

1.299 
 

(RC) 

1.580 
 

(RC) 
 Urban 0.201 0.049 16.931 0.000 1.223* 1.111 1.346 

 Region 
North-central (RC) 

 
(RC) 

 
(RC) 

100.503 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 North-east -0.535 0.088 36.725 0.000 0.586* 0.492 0.696 
 North-west -0.481 0.113 18.185 0.000 0.618* 0.495 0.771 
 South-east -0.531 0.106 25.111 0.000 0.588* 0.477 0.724 
 South-west 0.148 0.062 5.647 0.017 1.160** 1.026 1.310 
 South-south -0.005 0.076 0.005 0.945 0.995 0.857 1.155 

 Level of education 
No education (RC) 

 
(RC) 

 
(RC) 

275.361 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 Primary 0.585 0.078 56.867 0.000 1.795* 1.542 2.089 
 Secondary 0.885 0.080 122.429 0.000 2.423* 2.072 2.834 
 Higher 1.498 0.093 260.069 0.000 4.472* 3.728 5.365 

 Religion 
Muslim (RC) 

 
(RC) 

 
(RC) 

44.134 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 Catholics 0.447 0.081 30.149 0.000 1.563* 1.333 1.833 
 Other Christians 0.382 0.060 40.838 0.000 1.466* 1.303 1.648 
 Traditionalists/others 0.355 0.185 3.669 0.055 1.426 0.992 2.051 

 Ethnicity 
Hausa (RC) 

 
(RC) 

 
(RC) 

43.942 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 Igbo 0.607 0.151 16.247 0.000 1.834* 1.366 2.464 
 Yoruba 0.907 0.140 41.744 0.000 2.477* 1.881 3.262 
 Others 0.637 0.124 26.339 0.000 1.890* 1.482 2.410 

 Wealth index 
Poorest (RC) 

 
(RC) 

 
(RC) 

129.384 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 Poorer 0.250 0.099 6.410 0.011 1.285** 1.058 1.559 
 Middle 0.578 0.094 37.551 0.000 1.782* 1.481 2.143 
 Richer 0.890 0.096 86.147 0.000 2.436* 2.018 2.940 
 Richest 0.963 0.103 87.260 0.000 2.620* 2.141 3.207 

 Parity 
No child (RC) 

 
(RC) 

 
(RC) 

328.704 
(RC) 

0.000 
(RC) 

 
(RC) 

 
(RC) 

 
(RC) 

 One child 0.621 0.094 43.329 0.000 1.860* 1.546 2.238 
 Two children 0.909 0.106 73.109 0.000 2.482* 2.015 3.056 
 Three children 1.291 0.108 143.574 0.000 3.635* 2.943 4.489 
 ≥ Four children 1.754 0.105 277.977 0.000 5.780* 4.703 7.104 
 Constant -4.870 0.157 957.650 0.000 0.008*   

*Significant at 0.1%, **Significant at 5% 
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In Table 2, compared with those aged <30years, 
respondents between the ages of30-39years (OR=0.85, 95% 
C.I=0.76-0.95) were about 15% less likely to use 
contraceptives, while those in the age group 40 to 49 years 
were 44% less likely to use contraceptives. Women who 
were currently and formerly married were respectively 54% 
and 62% less likely to be using contraception compared to 
the women who were never married. With regards to 
occupational status, respondents who were working were  
43% more likely to use contraceptives. Urban respondents 
were about 11% more likely (p<0.00) to use modern 
contraceptives compared with their rural counterparts. 
Using north central as the reference category, the odds of 
using modern contraceptives are significantly lower in the 
Northeast (p<0.00), Northwest (p<0.00), and South- east 
(p<0.00). Regarding educational level, when compared with 
those without education, respondents with primary, 
secondary and higher education were 2 to 5 times as likely 
to be using modern contraceptive method.  

Respondents who were Catholics (p<0.00), and other 
Christians (p<0.00) were about 56% and 47% respectively 
more likely to be using contraceptives compared to Muslims. 
As regards ethnicity, Igbos (OR=1.83, 95% CI= 1.37-2.46), 
Yorubas (OR=2.50, 95% CI=1.88-3.26), and respondents 
from other ethnic groups (OR=1.90, 95%CI=1.48-2.41) were 
more likely to use contraceptives compared to Hausa 
respondents.  

Contraceptive usage also increases with wealth index, 
with women in richest (OR=2.62, p<0.00), richer (OR=2.44, 
p<0.00), and middle (OR=1.78, p<0.00) wealth quintile 
more likely to use modern contraceptive method compared 
to the women who fall in the poorest wealth category. 
Compared to those without children, those with parity 4 and 
above were about 6 times as likely to use, while those with 
one child, two children and three children were about 2 to 4 
times as likely to use modern contraceptives. 

4. Discussion 
Our study assessed modern contraceptive use and its 

correlates among Nigerian women of childbearing age 
(15-49years) using the 2008 NDHS data. Specifically, the 
study examined the prevalence of current contraceptive 
method used by Nigerian women, and the factors that might 
influence their use across the six geopolitical zones of the 
country. It also identified socioeconomic factors, as well as 
maternal factors that influenced modern contraceptive use 
among Nigerian women.  

The overall rates for current contraceptive use was 13.2%, 
while the rate for modern methods was 9.4%. These are 
slight improvements over previous nationally representative 
CPR estimates. Specifically, the CPR rates for modern 
contraceptives from NDHS data in 1990 and 1999 were  
7.5% and 9% respectively. Although there was an increase 
in the utilization of modern contraceptive methods in 1999 
compared to 1990, utilization of family planning seems to 
have stagnated since 1999. This implies that contraceptive 

use is still a critical public health agenda in Nigeria. 
Monjok et al (2010) in their review of contraceptive use in 
Nigeria and its implication for future policy decisions 
suggested that “connection has to be made between those 
involved with research and those involved with policy and 
governance. Particularly, research information must be 
shared to generate political priority with politicians and those 
who have power to take appropriate action. 

In addition, women residing in urban areas were 
significantly more likely to currently use modern 
contraceptive method compared to the women who live in 
rural areas. This is similar to studies by Bogale et al, Arbab 
et al., and Olalekan et al. [2, 14, 15], which showed a 
significant association between contraceptive use and place 
of residence, as women who live in urban areas had greater 
chance of being more educated, more access to health 
facilities, greater exposure to mass media messages more 
knowledge about modern contraceptive issues than their 
counterpart who dwell in the rural areas where unmet need 
for family planning has been shown to be high. 

There was a direct relationship between contraceptive use 
and levels of education of the women as we observed that 
women who had higher, secondary and primary education 
were all more likely to currently use modern contraceptive 
than their counterparts who had no form of education. 
Similar patterns have been shown in Nigeria [15, 16]. 
Generally, education is a major determinant of utilization of 
health services. This is achieved by improving health literacy 
and empowering individual to make informed choices about 
modern health facilities. In addition, contraceptive use has 
been shown to affect the timing for fertility among career 
women. For instance, late marriage due to time spent 
studying has been documented to facilitate more use of 
contraception among educated women than illiterates    
[15, 17]. 

The data further shows that currently married women and 
formerly married women were significantly less likely to 
currently use modern contraceptive method than women 
who were never married [18]. Married women have high 
frequency of sexual exposure and are at higher risk are 
more at risk of pregnancy than unmarried women. 
Therefore have a greater need for contraceptive especially 
for spacing and limiting births [18]. However, the 
never-married women, including adolescents and young 
women, but sexually active are increasing using 
contraceptives to prevent sexually transmitted disease 
especially HIV/AIDS. Although, they have a great 
disadvantage in obtaining contraceptives largely due to 
stigma attached to being sexually active before marriage. 
Among women in need of contraceptive use of modern 
methods is thirty-one percentage points lower among never 
married women than among married women in Asia; this 
difference is ten percentage points in Latin America and the 
Caribbean. However, the situation is reversed in 
Sub-Saharan Africa, where the proportion of never-married, 
mostly adolescents and young women in need using modern 
contraceptives is nineteen percentage points higher than 



 Journal of Health Science 2014, 4(3): 72-78  77 
 

 

among their married counterparts [19]. 
Furthermore, in this study, respondents from the 

southwest and South-southregions were significantly more 
likely to use contraception as compared to the respondents 
from the north central zone of the country, while those from 
the northeast, northwest and southeast were less likely to use 
contraceptive. This is related to the postulation that family 
planning is more acceptable in the southern states of Nigeria 
than in the northern states [19-22]. Previous studies have 
shown that Northern Nigeria is more resistant to family 
planning services. Therefore, this regional difference 
informs the need to adopt innovative strategies in the 
provision of family planning services. This means that in 
addition to facility based delivery of contraceptive 
commodities, community based delivery which includes the 
participation of non-governmental agencies in creating 
awareness, sensitization, health education and delivery of 
commodities need to be promoted. 

Catholic respondents, other Christians, Traditionalists 
and respondents from other denominations in this study 
were significantly more likely to currently use modern 
contraception compared to Muslim respondents. This 
finding corresponds to that in similar studies carried out in 
parts of northern Nigeria [20]. This is so because it has been 
shown that Muslims have lower level of education as 
compared to Christians, as such the later are more 
predisposed to information about the importance of 
utilisation of family planning services. It was also observed 
that women of Igbo and Yoruba ethnicity were significantly 
more likely to currently use modern contraceptive method 
as compared to Hausa respondents. 

Direct relationship between current modern contraceptive 
use and wealth index was observed in this study. The data 
showed that the respondents who belong to the middle 
wealth quintile were significantly more like to currently use 
modern contraceptive as compared to the women that belong 
to the poorest wealth quintile. This is similar to the findings 
of [18] because in Nigeria, contraceptive services are not free. 
This implies that the services cannot be paid for by the 
poorer population as a result of their financial inability, 
because a higher proportion of Nigerian population are very 
poor. A study by Creanga et al. compared two Demographic 
and Health Surveys (DHS) in 13 sub-Saharan African 
countries. They reported a decrease in wealth-related 
inequalities in the met need for contraception in some 
countries and an increase in others. In a similar manner, it 
was found that contraceptive use in general increased 
substantially in Ethiopia, Madagascar, Mozambique, 
Namibia and Zambia attributable to the increased uptake of 
short-term contraceptive methods while there was a marginal 
decline in Malawi, Senegal and Uganda. In addition, the 
increase in use of long-term contraceptive methods was 
almost negligible, and five countries (Cameroon, Kenya, 
Mozambique, Rwanda and Senegal) experienced a reversal 
trend in use [23]. Duff Gillespie et al. studying data from 41 
developing countries found the poorest quintile had a total 
fertility rate of six (6), twice as high as that found in the 

wealthiest quintile. They suggest that reducing inequality in 
access to modern contraception will also reduce the 
inequality in fertility [24]. Hotchkiss and colleagues 
observed that the increased role of the private commercial 
sector in supplying modern contraceptives in Nigeria, 
Uganda, Bangladesh and Indonesia resulted in reduced 
inequality in modern contraceptive prevalence rates over 
time [25]. 

5. Conclusions 
In conclusion, prevalence rates were very low across 

almost all segments of the population. Therefore, we 
recommend concerted efforts to the policy makers to 
intensify awareness on utilisation of modern methods of 
contraception in Nigeria. 
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