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(Abstract )

Background: Male involvement in family planning can address unmet needs for contraception. Despite this,
many women in sub-Saharan Africa use modern contraceptives without their male partner’s knowledge.
Using data from the Consumer’s Market for Family Planning (CM4FP) survey, this study examined the
prevalence and correlates of Covert Contraceptives’ Use (CCU) in Kenya, Nigeria, and Uganda.

Methods: We included CM4FP respondents who reported to have a partner and were using modern
contraceptives at the time of data collection. A total of 4,652 women aged 18-49 were studied (Kenya
1,888; Nigeria 1,463; Uganda 1,301). Several covariates were analyzed as potential predictors of CCU. These
covariates were significant at p<0.05. Mixed effect logistic regression model was employed to control for

variations within and between regions in a country.

Results: The prevalence of CCU in Kenya, Nigeria and Uganda was 11% (95% CI: 10-13), 12% (95% CI:
10-14) and 16% (95% CI: 14-18) respectively. In Kenya, the odds of CCU increased among Muslim women
(aOR=2.04,95% CI: 1.22-3.41) and traditional religious women (aOR=1.70,95% CI: 1.23-2.33) compared to
Christian women. University education (aOR=0.16, 95% CI: 0.04-0.62), having been pregnant at least once
excluding any pregnancies (aOR=0.36, 95% CI: 0.18-0.73) and high Poverty Probability Index (PPI) scores
(aOR=0.16, 95% CI: 0.04-0.72) decreased the odds of being a CCU. In Nigeria, the odds of CCU increased
among women who reported to have primary education level (aOR=2.55, 95% CI: 1.17-5.54) compared to
those who never attended school and among those who were not sure if they wanted children in future or
not (aOR=1.92 95% CI: 1.06-3.48) compared to those who did not want children in future. In Uganda, the

odds of CCU increased among women who reported having children aged 5 years and above aOR=2.29,
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(95% CI: 1.37-3.83) compared to those with under one year. Like Kenya, having a university education was"
found to be associated with reduced CCU odds (aOR=0.25, 95% CI: 0.08-0.78) compared to those who

never attended school in Uganda.

Conclusion: This study confirms the existence of CC users and the factors associated with covert use in all
the three countries. There is need for policy makers and the public health community to adopt flexible and

sustainable strategies to address factors associated with CC users while improving couple contraception

communication without compromising on women contraceptive autonomy. y
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Background

Family Planning (FP) has for long been regarded as both a marker and a potential driver of women’s
autonomy and overall population health [1]. Ensuring access to contraceptive methods for all women of
reproductive age is vital for the good-health, social well-being and autonomy of women [2]. In Sub-Saha-
ran Africa (SSA), patriarchal views play a significant role in contraceptives acceptance and uptake. Within
SSA, cultural factors coupled with existing socially constructed gendered roles have been associated with
women lack of autonomy to make their own fertility decisions about using FP methods. These patriarchal
settings give men the power to not only decide on the family size [3] but also whether their female par-
tners should use contraceptives or not. In many settings, young women in particular are often coerced
by partners and families into making fertility decisions against their will, mostly termed as “reproductive
coercion” [1]. Contraceptives related partner communication is therefore central to reproductive health de-
cision-making including contraceptive use and related sexual needs. Partner communication about family
planning has been associated with an increased likelihood of contraception use and even with future inten-
tion to use contraception among non-contraception couples [4]. In Kenya for instance, partner involvement
is a key strategy for addressing about 17.5% of unmet needs of contraceptives [5]. In Nigeria, contraceptive
use is significantly influenced by spousal communication about family planning [6]. Certainly, improved
contraceptive knowledge by male partners has the potential to promote cooperation particularly on the
methods requiring male involvement like condoms [5]. Inspite of the social and health benefits associated
with contraceptives related partner communication, a significant number of women in sub-Saharan Africa

use modern contraceptives without their partners’ knowledge (covertly) [7-9].

Covert Contraceptive Use (CCU) is the use of contraceptive methods without the woman partner’s
knowledge. Use of covert methods shifts control to the woman rather than the relationship allowing for wo-
men to assert their fertility desires and intentions [10,11]. Several factors could influence women'’s covert
contraceptives’ use including gender dynamics and the wider socioeconomic and cultural aspects, misper-
ceptions of partners’ views of contraceptive use, desired family size and fear of reprisal from the partner
[1,5,12]. If discovered, CCU may expose women especially adolescents girls and young women to gender-
based violence [11,13,14] further resulting in contraceptive discontinuation [15,16] or even change to a
less effective and/or preferred method [17] hence negatively affecting the gains made in increasing the

contraceptive prevalence rates. Studies have also shown that women often opt to use contraceptives co-
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vertly due to non-supportive spouses and relatives [3,18]. The drivers of CCU vary by settings, in Nigeria
for example; a woman may elect to be a CCU because of her partner’s disapproval of contraceptive use, his
pronatalist attitude, failure to discuss with him, or difficulty in communicating with him about contracep-
tion. Moreover, a Nigerian woman may opt for covert contraceptive use because her partner does not pro-
vide economic support for his household [14]. In Kenya, fear of side effects and perceived infidelity among
women using contraceptives, misconceptions and socio-cultural concerns on FP are some of the reasons
for male opposition to FP use [5] sometimes resulting to CCU. In Uganda, women prefer to be covert users
of contraceptives due to discordant fertility desires, negative perceptions towards contraceptives’ use and
familial pressure to reproduce [10]. Indeed, an effect of CCU could be that women might secretly source for
contraceptives from non-clinical establishments thereby jeopardizing their health. An additional concern
about non-clinical establishments as sources of contraceptives is the associated reduced visits to clinicians
translating to a reduction in routine preventive screening (including for Pap smears, pelvic exams, clinical

breast exams and screening for sexually transmitted infections) [2].

While determinants of CCU have been documented, CCU prevalence is not routinely estimated and
monitored by family planning programs [8]. It is imperative for family planning programs to be aware of
CCU prevalence and design interventions to improve couple communication while meeting the reproduc-
tive needs of women who enjoy covert contraceptive use. Further, providers can help covert users achieve

their personal reproductive goals by providing high-quality, client-centered contraceptive counseling [19].
Materials and Methods

Data sources and study population: We used data from Consumer’s Market for Family Planning
(CM4FP) survey conducted in Kenya, Nigeria & Uganda between 2019 and 2020 [20]. Briefly, the CM4FP
survey had three objectives. The first objective was to test a ring-fenced census approach consisting of an
outlet census in a defined geographical area and a household survey in a smaller inner ring to comprehen-
sively map the total FP market in a local geography. The second objective was to explore FP supply market
dynamism through longitudinal data collection from contraceptive outlets. The third and last objective was
to test a methodology for directly linking household and outlet data to measure the relationship between
contraceptive demand and supply. Longitudinal outlet census data and repeated cross-sectional household
survey data from women aged 18-49 were collected at three quarterly time points in Kenya and Nigeria,
and two in Uganda. Outlets were in an outer ring geography to encompass locations likely visited by women
sampled from a smaller inner ring. Data from women who received a contraceptive method in the past 12
months was linked to data for the outlet from which they received the method. Details of the CM4FP survey
have been published elsewhere [20].

For this study, we limited our analysis to respondents who reported to have a partner and were using
modern contraceptive at the time of data collection or 12 months preceding the survey. Covert contracep-
tive users in this study were women who reported to be using modern contraceptives without their par-
tner’s knowledge. Sample for this study was 4,652 (Kenya 1,888; Nigeria 1,463; Uganda 1,301).

Measures: There are two main approaches to measure CCU in a cross-sectional survey. First is a di-
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rect question, “Does your husband/partner know that you are using a method of family planning?” Second
is an indirect method: the reports of both partners to the question on contraceptive use are matched, and if
the woman reports a modern contraceptive method and the male partner reports nonuse, her use is consi-
dered covert [8]. This study used a direct method using the question “Does your husband/partner know
that you are using [CURRENT METHOD]?” The outcome variable for this study was covert use of modern
contraceptives among women who reported to have a partner and were using modern contraceptive at
the time of data collection or 12 months preceding the survey. Covariates analyzed as potential predictors
of CCU included; age, education level, religion, marital status, ever pregnant, ever given birth, parity, num-
ber of children, age of the youngest child, fertility intentions and poverty probability index scores. These
covariates were significant at p<0.05. Mixed effect logistic regression model was employed to control for

variations within and between regions in a country. Data was analyzed using STATA version 14.

Ethical approval: In Kenya, Population Services International (PSI) Research Ethics Board
(01.2019 and 04.2019), the AMREF Ethics & Scientific Review Committee in Kenya (P615-2019)
provided ethical approval. In Nigeria, the National Health Research Ethics Committee of Nigeria
(NHREC/01/01/2007-27/05/2019) provided ethical approval. Uganda ethical approval was provided by
the Uganda National Council for Science and Technology review board (SS 5041 and SS 5104), and the
Mildmay Uganda Research Ethics Committee (1105-2019). Informed consent was obtained from all res-
pondents prior to conducting the study. To protect the identity of participants, consent was obtained orally,

except in Uganda where consent was written as mandated by the in-country review board [20].
Results

The CM4FP survey interviewed 11,536 female respondents aged between 18-49. For this study we
included 4,652 (Kenya 1,888; Nigeria 1,463; Uganda 1,301) who reported to have a partner and were re-

cent users of modern contraceptives (Figure 1).

e N

Total participants 11,536

Dropped 6,059 who are not current
users of modern FP (not using modern
FP now or past 12 months

Current users 5,477

»| Current users without a partner
825

\4

Current users reported to have
a partner 4,652

Figure 1: Drawings in 6 to 9 months after UCBC therapy.
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We dropped 6,059(52.52%) of the total respondents who were not current users of contraceptives
and a further 827(7.17%) current users but reported not to be having a partner. Of the 1,888 eligible study
participants in Kenya, 25-29-year-olds were the majority at 29.18%. Similarly, in Uganda, of the 1,301 eli-
gible respondents, 25-29-year-olds were the majority at 32.67% while in Nigeria 35-39-year-olds were the
majority, 25.02% (Table 1). Christianity was the major religion for Kenya (54.08%), Nigeria (52.90%) and
Uganda (81.01%). Majority of the respondents in Nigeria and Uganda had secondary education as their
highest level of education at 43.40% and 40.05% respectively while Kenya’s respondents had primary level
education as their highest level, 36.44%. In all the three countries, more than 90% of all the respondents
had ever been pregnant with majority of Kenyan and Nigerian respondents reporting to be having two
children (Kenya 27.54%, Nigeria 21.26%) and Uganda one child (26.21%). On future fertility intentions,
majority of the respondents in Nigeria (38.69%) did not want children in future while in Kenya 36.06% and
Uganda, 43.66% reported that they would like to have children after two years. On PPI score (likelihood
that a household is living below poverty line) all the three countries had majority scoring 61 and above.

Table 1 below summarizes the participants’ demographic profiles.

C Table 1: Respondents’ demographic profiles. )
Kenya (n=1,888) Nigeria (n=1,463) Uganda (n=1,301)
Age
18-19 34(1.80%) 9(0.62%) 51(3.92%)
20-24 439(23.25%) 161(11%) 344(26.44%)
25-29 551(29.18%) 270(18.46) 425(32.67%)
30-34 402(21.29%) 303(20.71%) 227(17.45%)
35-39 270(14.30%) 366(25.02%) 147(11.30%)
40-44 139(7.36%) 229(15.65%) 74(5.69%)
45-49 53(2.81%) 125(8.54%) 33(2.54%)
Primary respondent education level
Never attended school 52(2.75%) 119(8.13%) 32(2.46%)
Primary level 688(36.44%) 147(10.05%) 450(34.59%)
Post - primary level /vocational 44(2.33)
Secondary 591(31.30%) 635(43.40%) 521(40.05%)
College/Mid-level 389(20.60%) 188(12.85%) 148(11.38%)
University 123(6.51%) 374(25.56%) 148(11.38%)
Religion
Christian 1021(54.08%) 774(52.90%) 1054(81.01%)
Muslim 177(9.38%) 682(46.62%) 196(15.07%)
Other 690(36.55) 7(0.48%) 51(3.92%)
Marital status
Currently married 1503(79.61) 1400(95.69%) 554(42.58%)
Living with a man 220(11.65%) 16(1.09%) 526(40.43%)
Not married or living with a man 130(6.89%) 38(2.60%) 180(13.84%)
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Widowed or divorced 35(1.85%) 9(0.62%) ‘ 41(3.15%)
Ever pregnant
Yes 1761(93.27%) 1417(96.86%) 1203(92.47%)
No 127(6.73%) 46(3.14%) 98(7.53%)
Ever given birth
Yes 1736(91.95%) 1399(95.63%) 1161(89.24%)
No 152(8.05%) 64(4.37%) 140(10.76%)
Pregnancies excluding current pregnancy
None 139(7.36%) 63(4.31%) 111(8.53)
Once 471(24.95%) 120(8.20%) 299(22.98)
Twice 498(26.38%) 242(16.54%) 277(21.29)
Thrice 326(17.27%) 237(16.20%) 208(15.99)
Four and more times 454(24.05%) 801(54.75%) 406(31.21)
Number of children
None 17(0.90%) 69(4.72%) 145(11.15%)
One child 488(25.85%) 154(10.53%) 341(26.21%)
Two children 520(27.54%) 311(21.26) 288(22.14%)
Three children 316(16.74%) 295(20.16%) 211(16.22%)
Four children 187(9.90%) 261(17.84%) 136(10.45%)
Five children 119(6.30%) 198(13.53%) 91(6.99%)
Six and more children 89(4.71%) 175(11.96%) 89(6.84%)
Age of youngest child in years
Under 1 year 250(14.54%) 285(20.44%) 224(19.38%)
One year 301(17.51%) 258(18.51%) 250(21.63%)
Two years 250(14.54%) 212(15.21%) 167(14.45%)
Three years 222(12.91%) 129(9.25%) 140(12.11%)
Four Years 155(9.02%) 101(7.25%) 94(8.13%)
Five years and above 541(31.47%) 409(29.34%) 281(24.31%)
Fertility intentions
Don't want children in future 606(32.14%) 566(38.69%) 286(21.98%)
Not sure 143(7.58%) 106(7.25%) 80(6.15%)
Would like to have children in 1-2 years' 352(18.66%) 405(27.68) 312(23.98%)
time
Would like to have child/ren after 2 680(36.06%) 321(21.94%) 568(43.66%)
years
Don't know when to have child/ren 92(4.88%) 56(3.83%) 49(3.77%
Can't get pregnant 13(0.69%) 9(0.62%) 6(0.46%)
PPI Score
Between 5-20 8(0.42) 0 8(0.61%)
Between 21-40 85(4.51%) 76(5.19%) 81(6.23%)
Between 41-60 269(14.26) 440(30.08%) 226(17.37%)
61 and above 1524(80.81) 947(64.73%) 986(75.79%)
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The overall prevalence of CCU in Kenya was 11% (95% CI: 10-13), Nigeria was 12% (95% CI: 10-14)
and Uganda 16% (95% CI: 14-18). Table 2 below summarizes the CCU prevalence of the three countries by

selected background characteristics.

C Table 2: Prevalence of Covert Contraceptive Use by selected background characteristics for each country:. )

Respondents’ characteristics

Kenya (n=211)

Nigeria (n=172)

Uganda (n=206)

Age
18-19 2(0.95%) 1(0.58%) 12(5.83%)
20-24 44(20.85%) 32(18.60%) 52(25.24%)
25-29 59(27.96%) 32(18.60%) 60(29.13%)
30-34 40(18.96%) 27(15.70%) 39(18.93%)
35-39 39(18.48%) 38(22.09%) 27(13.11%)
40-44 19(9.00%) 20(11.63%) 12(5.83%)
45-49 8(3.79%) 22(12.79%) 4(1.94%)
Primary respondent education level
Never attended school 9(4.27%) 14(8.14%) 7(3.40%)
Primary level 106(50.24%) 27(15.70%) 87(42.23%)
Post - primary level / vocational 10(4.74%)
Secondary 58(27.49%) 84(48.84%) 82(39.81%)
College / Mid-level 24(11.37%) 19(11.05%) 13(6.31%)
University 4(1.90%) 28(16.28%) 17(8.25%)
Religion
Christian 91(43.13%) 79(45.93%) 159(77.18%)
Muslim 28(13.27%) 93(54.07%) 42(20.39%)
Other 92(43.60%) 0(0.00%) 5(2.43%)
Marital status
Currently married 132(62.56%) 148(86.05%) 58(28.16%)
Living with a man 40(18.96%) 3(1.74%) 88(42.72%)
Not married or living with a man 27(12.80%) 17(9.88%) 49(23.79%)
Widowed or divorced 12(5.69%) 4(2.33%) 11(5.34%)
Ever pregnant
Yes 196(92.89%) 156(90.70%) 192(93.20%)
No 15(7.11%) 16(9.30%) 14(6.80%)
Ever given birth
Yes 191(90.52%) 153(88.95%) 182(88.35%)
No 20(9.48%) 19(11.05%) 24(11.65%)
Pregnancies excluding current pregnancy
None 19(9.00%) 18(10.47%) 19(9.22%)
Once 35(16.59%) 15(8.72%) 45(21.84%)
Twice 48(22.75%) 18(10.47%) 44(21.36%)
Thrice 39(18.48%) 29(16.86%) 35(16.99%)
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Four and more times 70(33.18) 92(53.49%) ‘ 63(30.58%)
Number of children
None 0(0.00%) 20(11.63%) 24(11.65%)
One child 40(18.96%) 16(9.30%) 58(28.16%)
Two children 51(24.17%) 31(18.02%) 48(23.30%)
Three children 34(16.11%) 27(15.70%) 30(14.56%)
Four children 25(11.85%) 31(18.02%) 19(9.22%)
Five children 20(9.48%) 18(10.47%) 13(6.31%)
Six and more children 21(9.95%) 29(16.86%) 14(6.80%)
Age of youngest child in years
Under 1 year 27(14.14%) 31(20.39%) 24(13.19%)
One year 26(13.61%) 30(19.74%) 33(18.13%)
Two years 21(10.99%) 27(17.76%) 24(13.19%)
Three years 32(16.75%) 10(6.58%) 24(13.19%)
Four Years 15(7.85%) 10(6.58%) 13(7.14%)
Five years and above 70(36.65%) 44(28.95%) 64(35.16%)
Fertility intentions
Don't want children in future 84(39.81%) 57(33.14%) 44(21.36%)
Not sure 22(10.43%) 19(11.05%) 12(5.83%)
Would like to have children in 1-2 years' time 34(16.11%) 47(27.33%) 56(27.18%)
Would like to have child/ren after 2 years 63(29.86%) 41(23.84%) 80(38.83%)
Don't know when to have child/ren 7(3.32%) 8(4.65%) 12(5.83%)
Can't get pregnant 1(0.47%) 0(0.00%) 2(0.97%)
PPI score
Between 5-20 4(1.90%) 0(0.00%) 0(0.00%)
Between 21-40 14(6.64%) 15(8.72%) 18(8.74%)
Between 41-60 46(21.80%) 57(33.14%) 35(16.99%)
61 and above 147(69.67%) 100(58.14%) 153(74.27%)

CCU prevalence by regions in each country

The overall prevalence of CCU in Kenya was 11% (95% CI: 10-13) with Migori county having the
highest prevalence of approximately 16% (95% CI: 13-19) followed by Kilifi at 11% (95% CI: 8-14), Nairobi
was third with 10% (95% CI: 7-12) and Nakuru reported the lowest CCU prevalence in Kenya, 7% (95% CI:
4-10). Nigerian overall CCU prevalence was 12% (95% CI: 10-14). Niger state reported the highest preva-
lence of CCU, 16% (95% CI: 13-20), followed by Abia state 11% (95% CI: 8-14). Kaduna (95% CI: 8-13) and
Lagos (95% CI: 7-14) had equal CCU prevalence at 10% each. Among the three countries, Uganda reported
the highest level of CCU, 16% (95% CI: 14-18) with varied levels across the four districts as shown in Figure
2.In Uganda, Kampala, the capital city, had the highest prevalence of almost 20% (95% ClI: 15-24), followed
closely by Gulu district 19% (95 CI: 15-23). Mbarara district in Uganda had a prevalence of 12% (95% CI:
9-16), while the lowest CCU prevalence was reported in Soroti district 11% (95% ClI: 8-16). In all the three

countries, the regional differences were not statistically significant.
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Figure 2: Graphs showing CCU prevalence by regions in each country.
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C Table 3: Unadjusted and adjusted factors associated with covert contraceptive use in Kenya, Nigeria and Uganda.

N

KENYA NIGERIA UGANDA
8 g 2 2
Crude OR £ | AdjustedOR = Crude OR P- | Adjusted OR P- 2 |AdjustedOR =
& 8 Crude OR 95% CI & &
95% CI = 95%CI . 95% CI Values 95%CI Values = 95% CI >
[ a [ a
Age
18-19 1.00 1.00 1.00
1.88 2.06
20-24 0.4 0.5 0.57 (0.28-1.16) | 0.12
(0.43-8.15) (0.25-17.14)
2.10 111
25-29 0.32 0.92 0.50 (0.25-1.02) | 0.06
(0.49-9.00) (0.13-9.24)
1.86
30-34 0.41 0.82 (0.1-6.86)  0.86 0.63 (0.30-1.32) | 0.22
(0.42-8.07)
2.93 0.90
35-39 0.15 0.1 0.69 (0.32-1.50) | 0.35
(0.67-12.77) (0.12-8.24)
2.74 0.81
40-44 0.19 0.85 0.61 (0.25-1.50) | 0.29
(0.60-12.45) (0.10-6.90)
3.09 1.86
45-49 0.17 0.57 0.46 (0.13-1.57) | 0.22
(0.61-15.64) (0.22-15.79)
Respondents’ Education level
Never attended school 1.00 1.00 1.00
. 0.75 2.12 2.55(1.17 -
Primary level 0.47 0.05 0.02 0.76 (0.31-1.84) | 0.54
(0.35-1.63) (1.01-4.48) 5.54)
Post - pri level 1.31
primary level / 0.61
vocational (0.47-3.67)
0.46 1.39
Secondary 0.06 0.32 0.50 (0.20-1.24) | 0.14
(0.21-1.03) (0.72-2.66)
0.29 0.96
College / Mid-level <0.01 091 0.37 (0.13-0.99) | 0.06
(0.12-0.67) (0.45-2.02)
0.15 0.16 0.72 0.25
University <0.01 <0.01 0.38 0.25(0.09-0.71) | 0.01 0.02
(0.04-0.53) (0.04 - 0.62) (0.34-1.50) (0.08-0.78)
Religion
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Christian 1.00 1.00 1.00
2.3 2.04 1.41
Muslim <0.01 <0.01 0.07 1.42 (0.94-2.14) | 0.09
(1.40-3.78) (1.22-3.41) (0.97-2.06)
1.65 1.70
Traditional <0.01 <0.01 0.54 (0.21-1.41) | 0.21
(1.21-2.25) (1.23-2.33)
Ever Pregnant
Yes 1.00 1.00 1.00
1.37 4.86
No 0.29 <0.01 0.89 (0.49-1.59) | 0.49
(0.76-2.47) (2.55-9.23)
Pregnancies excluding current pregnancy
None 1.00 1.00 1.00
0.45 0.35 0.30
Once 0.01 <0.01 <0.01 0.84 (0.47-1.52) | 0.56
(0.25-0.84) (0.18-0.66) (0.14-0.67)
. 0.58 0.35 0.18
Twice 0.07 <0.01 <0.01 0.91 (0.50- 1.64) | 0.74
(0.32-1.05) (0.18-0.66) (0.09-0.38)
0.72 0.37 0.32
Thrice 0.29 <0.01 <0.01 0.94 (0.51-1.75) | 0.85
(0.39-1.32) (0.19-0.74) (0.16-0.63)
0.89 0.36 0.28
Four and more times 0.69 <0.01 <0.01 0.90 (0.51-1.58) 0.7
(0.49-1.60) (0.18-0.73) (0.15-0.52)
Number of children
None 1.00 1.00 1.00
0.61 0.26
One child 0.1 <0.01 1.02 (0.61-1.73) | 0.93
(0.34-1.09) (0.12-0.55)
0.72 0.25
Two children 0.26 <0.01 0.98 (0.57-1.69) | 0.95
(0.41-1.27) (0.13-0.49)
0.77 0.23
Three children 0.39 <0.01 0.80 (0.45-1.45) | 0.46
(0.42-1.41) (0.12-0.45)
0.95 0.31
Four children 0.88 <0.01 0.79 (0.41-1.53) | 0.49
(0.49-1.83) (0.16-0.59)
1.20 0.23
Five children 0.61 <0.01 0.89 (0.42-1.85) 0.75
(0.59- 2.44) (0.11-0.47)
1.81 0.42
Six and more children 0.11 0.01 1.07 (0.50-2.27) | 0.86
(0.88-3.72) (0.21-0.84)
Age of the youngest child in years
Under 1 year 1.00 1.00 1.00
0.75 1.10
One year 0.31 0.74 1.27 (0.72-2.23) | 0.41
(0.42-1.32) (0.64-1.87)
0.76 1.23
Two years 0.37 0.46 1.44 (0.78-2.65) | 0.24
(0.42-1.38) (0.71-2.15)
1.36 0.72
Three years 0.28 0.4 1.63(0.88-3.01) | 0.12
(0.78-2.35) (0.34-1.53)
0.88 0.94
Four Years 0.7 0.86 1.26 (0.61-2.60) | 0.53
(0.45-1.71) (0.44-1.99)
1.25 1.10 2.29
Five years and above 0.36 0.72 2.43 (1.46-4.04) | <0.01 <0.01
(0.78-2.00) (0.66-1.82) (1.37-3.84)
Fertility intentions
Don't want children in
1.00 1.00 1.00
future
1.25 1.84 1.92
Not sure 0.41 0.04 0.03 0.95(0.47-1.91) | 0.89
(0.74-2.10) (1.03-3.28) (1.06-3.48)
Would like to have 0.71 1.14
0.11 0.53 1.18 (0.76-1.83) | 0.45
children in 1-2 years' time| (0.46-1.09) (0.76-1.72)
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Would like to have child/ 0.64 1.29
0.01 0.26 0.89 (0.60-1.33) | 0.58
ren after 2 years (0.45-0.91) (0.83-1.99)
Don't know when to have 0.55 1.47
0.15 0.34 1.70 (0.82-3.54) 0.15
child/ren (0.25-1.25) (0.66-3.28)
0.43
Can't get pregnant 0.43 1.00 2.64 (0.47-15.02) | 0.27
(0.55-3.41)
PPI Score
Between 5-20 1.00 1.00
0.20 0.20
Between 21-40 0.04 0.04 1.00 2.70 (1.26-5.79) 0.1
(0.05-0.92) (0.04-0.92)
0.22 0.22 0.63
Between 41-60 0.04 0.05 0.16 1.20 (0.78-1.86) | 0.41
(0.05-0.91) (0.05-0.10) (0.33-0.19)
0.13 0.16 0.51
61 and above <0.01 0.02 0.03
(0.03-0.52) (0.04-0.72) (0.27-0.95)

Covariates associated with CCU in the three countries were separately analyzed using logistic re-
gression models. These covariates were significant at p<0.05. In the bivariate analysis for Kenya, religion,
fertility intentions (wanting or not wanting more children in future), number of pregnancies, poverty pro-
bability index score and respondents’ education level were CCU predictors. After adjusting for covariates,
the odds of CCU increased among Muslim women (aOR=2.04, 95% CI: 1.22-3.41) and those reporting to
be from a traditional religion (aOR=1.70, 95% CI: 1.23-2.33). Additionally, in Kenya, University education
(aOR=0.16, 95% CI: 0.04-0.62), having being pregnant at least once excluding any pregnancies at the time
of the survey (aOR=0.36, 95% CI: 0.18-0.73) and high PPI scores (aOR=0.16, 95% CI: 0.04-0.62) decreased
the odds of being a covert contraceptive user. In the Nigerian bivariate analysis, having primary education,
ever pregnant, past pregnancies before the survey, number of children, fertility intentions of not sure, if
they wanted a child in future and a higher PPI score were CCU predictors. After adjusting for covariates, the
odds of CCU increased among women who reported to have primary education level (aOR=2.55, 95% CI:
1.17-5.54) and among those who were not sure if they wanted children in future or not (aOR=1.92, 95%
CI: 1.06-3.48). In the Ugandan bivariate analysis, having a university education and having a child 5 years
and older were CCU predictors. In the multivariate analysis, the odds of CCU increased among women who
reported having child/ren aged 5 years and above aOR=2.29, 95% CI: 1.37-3.84). Like Kenya, having a
university education was found to be associated with reduced CCU odds (aOR=0.25, 95% CI: 0.08-0.78) in
Uganda, Table 3.

Discussion

In this study, we investigated the prevalence and factors associated with covert contraceptive use
in Kenya, Nigeria and Uganda. This paper builds on and contributes to a growing literature interested in
the way women in sexual relationships use modern contraceptives without their partners’ knowledge. Al-
though data was not meant to be representative, an interesting observation is in how the CCU prevalence
relates to modern contraceptive’s prevalence in the three countries, Kenya with the lowest CCU prevalence
was recently reported to have increased contraceptives prevalence at 58.1% [21] compared to Uganda,
27% [22] and Nigeria, 14.2% [23]. Albeit subtly, CCU and contraceptives prevalence confirm that couple
communication has the potential to increase contraceptives’ uptake.
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We also determined several factors associated with CCU across the three countries. In Kenya and
Uganda, for instance, having a university education reduced the likelihood of women being CC users, this
finding aligns with another study in Kenya which found that the odds of CCU increased among uneducated
women [5]. Similalry, in Kenya, having a higher probability index score was associtated with reduced odds
of using modern contraceptives covertly. In Nigeria, similar to Kenya and Uganda, education seem to be
significant predictor of CCU, women who reported to have a primary level education or lower were more
than two times likely to be CCUs. Although contraceptive use has for long been seen to be a potential driver
of women’s reproductive health autonomy [1], a lot more needs to be done to the less educated women and
those in the lower wealth quintile in society to empower them to have contraceptive related discussions
with their partners. In some cultural settings in Kenya, Nigeria and Uganda, women’s contraceptive prefe-
rences are more often than not compromised largely due to systematic cultural dispositions. Religion has
also been found to be a CCU predictor, this study determined that, in Kenya, being a Muslim or reporting
to be associated with tradional religion was a significant predictor of increased likelihood of being a CCU.
This is however contrary to a study done in Nigeria which determined that CCU prevalence was likely to
be high among Christian women [24]. These disparate findings notwithstanding, religious belief system
have been associated with a number of health related outcomes [24-26] mostly related to human fertility
among other reproductive health outcomes. This study provides some potential indication of the deeply
embedded religious and social norms related to culture and gender roles that could potentially contribute
to CCU.

An interesting observation in this study is in how fertility intentions among those who reported not
to be sure if they wanted more children in future increased the likelihood of being a CCU in Nigeria. Re-
productive history, such as parity, fertility treatments and perinatal experiences might have signifciant ef-
fects on women'’s birth intentions [27] with the potential of affecting their contraceptive behaviour. Couple
concordance and communication on preferred number of children might help address CCU particualarly in
Nigeria and other sub-Saharan African countries. Since there is little understanding of couple communica-
tion surrounding covert contraceptive use decisions, research should focus on characterizing content and
context of couple communication particularly in cases of disagreement over fertility choices [9]. Interestin-
gly, in Uganda having the youngest child /ren aged five years and above more than doubled the likelihood of
being a CCU. Relatedly, one study in Uganda also found that, women used contraceptives secretly because
they reported to be the ones undergoing the ‘hardship’ of raising their children as their men were driven by
culture to have more children [12]. As earlier metioned, culture mixed with gender dynamics of individuals
have been found to be associated with high fertility aspirations among men which ultimately leads to low or
covert contraceptive use [28] among sexually active women. In Kenya, it was determined that, couples that
discussed their desired number of children and contraceptive use were more likely to use contraception
than couples that did not communicate with each other [29]. It should however be noted that, women are
often faced with the challenge of balancing the physical and social benefits of using contraception covertly
with the costs of concealing their use and the potential consequences of their discovery [12]. These findings
therefore support the need for programming geared towards increasing communications among couples

particularly to support male involvement in family planning and reproductive-health decision-making. Cer-
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tainly, most family planning interventions in sub-Saharan Africa have been targeting women as the primary
users, despite men often being primary decision-makers in most African settings. Involving men in sexual
and reproductive health programs not only as birth companions but as contraceptives’ clients, supportive
partners, and potential agents of change can encourage joint decision-making around contraception use
[5,9,12,30]. Notably, sexual and reproductive health service providers need to be sensitized on how to edu-
cate women on the need to involve their male partners on matters contraceptives and work closely with
policy makers to look for opportunities to link men to the public health system (in both established and

non-established clinical settings) without compromising on the women'’s contraceptive’s independence.
Limitations

This study had several limitations. First, there is limited generalizability for these findings as the
sample was not representative of either country, district, state and/or county. In addition, because this
study utilized a cross-sectional study design, we could not assess causality. Further, this paper only pre-
sents the reports of women regarding covert use, but the existing body of research suggests that this mode
of direct measurement may only tell half the story, as conflicting reports are not uncommon when the pers-
pective of the male partner is sought [14]. As noted, male partners were not part of this study and so, this

might not be a true representation of CCU across the three countries.

Despite these limitations, this study adds to the current literature on prevalence and factors asso-
ciated with covert contraceptive use. Findings may guide policy decisions on effective interventions for

advocating for couple communication without compromising the contraceptive self-sufficiency of women.
Conclusion

This study confirms the existence of CCUs in all the three countries. There is need therefore to adopt
flexible and sustainable strategies to improve couple contraception communication including sensitizing
service providers in both clinically established and non-established clinical settings to educate women on
the importance of male involvement in FP matters. In addition, policy makers should reiterate the benefits
of couple communication to the service providers as well as designing interventions aimed at empowering
and enlightening women particularly the low-income earners and those with little or no education on the
benefits of male involvement while at the same time encouraging women to maintain their fertility inde-

pendence.

Abbreviations: CCU: Covert Contraceptive Use; CM4FP: Consumer Market for Family Planning; FP:

Family Planning; PSI: Population Services International.
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