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Abstract

Family planning utilization among males remains an important reproductive health issue in Nigeria, as poor knowledge,
misconceptions, and limited male involvement may affect contraceptive use. This study assessed knowledge and perception
towards family planning utilization among males of reproductive age in Imo State, Nigeria. A community-based cross-sectional
study was conducted among 630 males selected using a multistage sampling technique. Data were collected using a structured
interviewer-administered questionnaire and analysed using descriptive statistics, chi-square test, logistic regression, propensity
score matching, and inequality analysis. The prevalence of family planning utilization was 67.14% (95% CI: 63.37-70.71).
Respondents who utilized family planning had a higher proportion of positive perception than those who did not. Good
knowledge was significantly associated with family planning utilization, with respondents having good knowledge more likely
to utilize family planning services (AOR = 1.87; 95% CI: 1.19-2.92; p = 0.006). Respondents with tertiary education also had
higher odds of family planning utilization compared with those with primary education or less (AOR =2.48; 95% CI: 1.27-4.86;
p = 0.008). The unmatched results revealed that males exposed to good knowledge had a higher mean knowledge score (7.42)
compared to those not exposed to good knowledge (5.24), with a mean difference of 2.18 (SE=0.17, t = 12.94). After matching,
the average treatment effect on the treated (ATT) showed that males exposed to good knowledge had a higher mean knowledge
score (7.43) compared to their matched unexposed counterparts (5.30), with a mean difference of 2.13 (SE = 0.17, t = 12.64).
The study concludes that knowledge and educational attainment are important factors in family planning utilization among males
in Imo State. Strengthening male-focused health education, improving access to accurate reproductive health information, and
promoting male involvement in family planning are recommended to improve utilization.
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1. Introduction

Family planning is an important part of reproductive health
because it enables individuals and couples to decide freely and
responsibly the number of children they want and the timing
and spacing of pregnancies [1]. Access to appropriate contra-
ceptive methods can prevent unintended pregnancies and con-
tribute to improved maternal, newborn and child health, while
also supporting the social and economic well-being of families
[1, 2]. Family planning includes a range of modern contracep-
tive methods, such as condoms, oral contraceptive pills, in-
jectables, implants, intrauterine devices and sterilization [1].
Although women have traditionally been the main focus of
family planning programmes, men also have an important role
as contraceptive users, partners and decision-makers [3, 4].

Men's involvement in family planning is particularly im-
portant in settings where reproductive decisions are strongly
influenced by male partners and household norms. Evidence
from low- and middle-income countries shows that interven-
tions that deliberately involve men can improve contraceptive
uptake and strengthen their participation in reproductive
health decisions [3]. Men's perspectives and approval may in-
fluence whether couples discuss contraception, select a
method and continue its use [4, 5]. In Nigeria, studies have
similarly shown that male involvement is associated with joint
decision-making, communication between partners, media ex-
posure and support for access to family planning services [6,
7]. However, men are not always adequately reached by fam-
ily planning programmes, and reproductive health services are
still frequently perceived as services mainly intended for
women [8, 9].

Knowledge is one of the important factors that may shape
men's decisions about family planning. Having accurate infor-
mation about contraceptive methods, effectiveness, benefits
and possible side effects can help individuals make informed
reproductive health decisions [10, 11]. In contrast, inadequate
knowledge and misinformation may contribute to fear, mis-
conceptions and reluctance to use contraceptives [12, 13]. A
systematic review of contraceptive use in sub-Saharan Africa
identified misinformation, concerns about side effects, male
partner disapproval and social and cultural norms as important
barriers to contraceptive use [12]. Similarly, studies among
men in Nigeria have shown that education, exposure to family
planning messages and contraceptive-related ideas are associ-
ated with attitudes and readiness towards contraceptive use
[14, 15].

Knowledge alone, however, may not be sufficient to influ-
ence behaviour. The way men perceive family planning may
determine whether they are willing to use a method them-
selves or support their partners to use one [16]. Some men may
associate contraception with infertility, reduced sexual ability,
promiscuity or a loss of control over family decisions, while
others may regard it as a means of protecting the health and
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economic well-being of the family [4, 16, 17]. These percep-
tions are often shaped by social interaction, previous experi-
ences, religious beliefs, community expectations and prevail-
ing gender norms [12, 18]. Evidence from Nigeria has shown
that negative perceptions among men can influence family
planning demand and contraceptive behaviour within couples
[16, 19].

Male perceptions of family planning may also be influenced
by the expectation of family size and the value attached to
having children. In some communities, having many children
may be associated with social status, family strength or eco-
nomic security, which may reduce interest in fertility regula-
tion [20]. Research across sub-Saharan Africa has shown that
fertility preferences, social norms, education and communica-
tion between partners are related to contraceptive behaviour
[12, 20, 21]. A national study of Nigerian men found that per-
ceptions of contraceptive use, exposure to family planning in-
formation, education and place of residence were associated
with differences in contraceptive attitudes and use [17]. More
recent evidence from Nigeria also indicates that higher educa-
tion and good knowledge are associated with greater male par-
ticipation in contraceptive decision-making [7, 22].

Nigeria continues to face substantial reproductive health
challenges, making family planning an important public
health issue. Although contraceptive methods are available in
the country, availability alone does not guarantee their use.
Studies have identified education, socioeconomic conditions,
knowledge, perceptions, partner communication, cultural ex-
pectations and access to health services as factors associated
with contraceptive behaviour in Nigeria [23-25]. National and
subnational analyses have also demonstrated differences in
contraceptive use across geographical areas and socioeco-
nomic groups, suggesting that family planning behaviour is
influenced by both individual and community characteristics
[24, 26].

The role of men is particularly relevant because reproduc-
tive decisions are often made within relationships rather than
by individuals in isolation. Nigerian studies have found that
men's attitudes towards contraception can influence women's
contraceptive demand and use [19, 27]. For example, when
men view contraception as exclusively a woman's responsibil-
ity or associate contraceptive use with undesirable sexual be-
haviour, their attitudes may create barriers to contraceptive
adoption [16, 19]. Conversely, communication between part-
ners and joint decision-making may encourage contraceptive
use [6, 21]. Recent evidence from Southeast Nigeria further
demonstrates that factors such as media exposure, joint deci-
sion-making and accompanying a spouse to a family planning
clinic can influence men's involvement in family planning ser-
vices [6].

Despite the importance of male involvement, many family
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planning programmes and studies have historically concen-
trated more on women. Reviews of reproductive health inter-
ventions have shown that men are often less directly engaged
in reproductive health services and that sociocultural expecta-
tions may discourage men from participating [8, 28]. Barriers
include the perception that reproductive health is primarily a
woman's responsibility, lack of male-friendly services, limited
opportunities for men to obtain information, and community
norms surrounding masculinity and fertility [8, 9, 28]. Inter-
ventions that involve men through community education, peer
approaches, health communication and couple-based activi-
ties have shown potential for improving knowledge, attitudes
and contraceptive uptake [3, 29].

Evidence from Nigeria also suggests that there is consider-
able variation in men's knowledge, perceptions and involve-
ment in family planning. A community-based study in Abuja
examined men's knowledge, attitudes and involvement and
highlighted the importance of spousal communication in fam-
ily planning [5]. Similarly, research in Osun State found high
awareness and generally favourable perceptions among men,
but actual family planning practice did not correspond fully
with their level of awareness and perception [30]. Studies in
other parts of Nigeria have continued to identify education,
media exposure, beliefs and male involvement as important

factors associated with contraceptive behaviour [6, 17, 22, 32].

The evidence from Southeast Nigeria is particularly rele-
vant to the present study. A study conducted in Abia State
found that male involvement in family planning was associ-
ated with factors such as television exposure, joint decision-
making and accompanying a spouse to a family planning
clinic [6]. More recent research in Nigeria has also shown that
men with better knowledge and higher educational attainment
are more likely to participate in contraceptive decision-mak-
ing [22]. These findings suggest that men's knowledge and
perceptions should be examined alongside their actual family
planning behaviour rather than assuming that awareness auto-
matically translates into utilization.

Although previous studies have provided useful infor-
mation on male involvement and contraceptive behaviour in
Nigeria, there remains a need for more evidence on the rela-
tionship between men's knowledge, perception and actual
family planning utilization, particularly at the state level. Re-
cent national and subnational studies have identified im-
portant sociodemographic and behavioural factors, but evi-
dence specifically examining knowledge, perception and uti-
lization among males of reproductive age in Imo State remains
limited [17, 22, 31]. Understanding these relationships is im-
portant because factors influencing family planning behaviour
may differ according to local social, cultural and demographic
contexts.

Imo State provides an important setting for examining these
issues because understanding men's knowledge, perceptions
and reproductive health behaviour can provide useful evi-
dence for strengthening family planning programmes and im-
proving male participation. Identifying misconceptions,
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knowledge gaps and groups with less favourable perceptions
can help guide health education, community communication
and male-friendly family planning services. Evidence from in-
terventions involving men suggests that programmes that pro-
vide accurate information and create opportunities for men to
participate meaningfully in reproductive health decisions can
improve contraceptive uptake [3, 29].

It is against this background that this study assessed
knowledge and perception towards family planning utilization
among males of reproductive age in Imo State, Nigeria. The
study also examined factors associated with family planning
utilization, and assessed the relationship between knowledge
and utilization.

2. Materials and Methods

2.1. Study Setting

This study was conducted in Imo State, South-Eastern Ni-
geria. The state is one of the five states in the South-East geo-
political zone and consists of 27 Local Government Areas
(LGAs), grouped into three administrative zones: Owerri,
Orlu, and Okigwe. Imo State has a predominantly Igbo popu-
lation and includes urban, semi-urban, and rural communities.
Owerri, the state capital, is a major administrative and com-
mercial centre, while several communities in the Orlu and
Okigwe zones are predominantly rural.

Healthcare services in Imo State are provided through pri-
mary, secondary, and tertiary health facilities. Primary
healthcare centres serve as the first point of contact for many
residents, while secondary and tertiary facilities provide refer-
ral and specialised services. Family planning services are
available through public and private health facilities, faith-
based organisations, and community-based programmes.
These services include family planning counselling, condom
provision, and other contraceptive services, with referrals for
methods that may not be available at the point of service. The
state has social and economic characteristics that may influ-
ence family planning knowledge and utilization among men.
Cultural expectations, religious beliefs, family size prefer-
ences, education, occupation, and access to health information
may shape men's views and decisions about contraception.
Although family planning programmes have traditionally fo-
cused more on women, men remain important in reproductive
health decision-making and are increasingly recognized as
partners in family planning.

2.2. Study Design

A cross-sectional study design was used. The design in-
volved collecting information from males of reproductive age
at a single period to assess their knowledge, perception, and
utilization of family planning. The design was considered ap-
propriate because it allowed the study to determine the level
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of family planning utilization and examine the relationship be-
tween knowledge, perception, and other factors associated
with utilization among males in Imo State.

The cross-sectional design also allowed information on the
study participants' characteristics, knowledge, perceptions,
and family planning practices to be collected at the same time.
This made it possible to examine factors associated with fam-
ily planning utilization within the study population.

2.3. Study Population

The study population comprised males of reproductive age
residing in selected communities in Imo State, Nigeria. Eligi-
ble participants were males aged 15-59 years who had lived in
the selected communities for at least six months before the
study. Participants were required to be available during the
data collection period and provide informed consent to partic-
ipate. Males who showed signs of cognitive impairment, were
seriously ill and unable to participate effectively, or submitted
incomplete questionnaires were excluded from the study.

2.4. Sample Size Determination

The sample size for this study was determined using
Cochran’s (1977) formula for estimating proportions in large
populations. Since the projected population of Imo State ex-
ceeds five million people, it was considered sufficiently large
to apply the standard formula for an infinite population.

The Cochran formula is expressed as:

No :(szpxq)d2 1)

Where:

N, = initial sample size

Z = standard normal value at 95% confidence level (1.96)

p = estimated prevalence (0.5)

q=1-p

d = margin of error (0.05)

In the absence of a precise state-wide prevalence estimate,
a prevalence of 50% (0.5) was used. This assumption maxim-
izes sample size and is recommended when prior estimates are
uncertain.

Substituting into the formula:

n, =(1.96°x0.5x 0.5)/0.05°

n, =(3.8416x0.25)/0.0025
n, =0.9604/0.0025

n, =384
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The minimum calculated sample size was therefore 384 re-
spondents.

Adjustment for Design Effect

Because a multi-stage cluster sampling technique was used
rather than simple random sampling, adjustment for design ef-
fect (DEFF) was necessary to account for intra-cluster corre-
lation.

A design effect of 1.5 was applied:

n, = Ny XDEFF 2
n, = 384x1.5
n, =576

Thus, the adjusted sample size became 576 respondents.

Adjustment for Non-Response

To compensate for possible non-response or incomplete
questionnaires, a 10% non-response rate was added:

Non-response adjustment = n, x 10/100

Non-response adjustment = 576x10/100

Non-response adjustment = 57.6

Final sample size (n) = N, + non-response adjustment

Final sample size (n) =576 + 58

Final sample size (n) =634

Therefore, the final minimum sample size for the study was
634 respondents.

The total sample size of 634 respondents was proportionally
distributed across the six selected local government areas.
Equal allocation was applied for operational simplicity, result-
ing in approximately:

2.5. Sampling Technique

A multistage probability sampling technique was employed
to select eligible male respondents across Imo State. The sam-
pling process was carried out in three stages to ensure ade-
quate representation of the three senatorial zones of the state.

In the first stage, Imo State was stratified into the three sen-
atorial zones: Owerri, Orlu, and Okigwe. Two Local Govern-
ment Areas (LGAs) were selected from each senatorial zone
using simple random sampling through balloting without re-
placement, giving a total of six selected LGAs.

In the second stage, two communities were selected from
each of the six selected LGAs using simple random sampling.
This resulted in a total of twelve communities. A household
listing exercise was then conducted in each selected commu-
nity with the assistance of community leaders and trained field
assistants. The listed households were assigned identification
numbers to form the sampling frame.

In the third stage, households were selected using system-
atic random sampling. The sampling interval for each commu-
nity was determined by dividing the total number of listed
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households by the required number of households to be se-
lected. A starting point was randomly selected, after which
every kth household was selected until the required sample
size was reached. In each selected household, eligible males
aged 15-59 years who were permanent residents of the com-
munity and had lived there for at least six months were iden-
tified.

2.6. Method of Data Collection

Before the commencement of data collection, the researcher
obtained a letter of introduction from the department for iden-
tification and permission to conduct the study. The letter was
presented to the relevant community leaders in the selected
study areas to facilitate access to the respondents.

The researcher was assisted by five trained research assis-
tants in the administration of the questionnaires. The research
assistants were properly guided on the purpose of the study,
the selection of eligible respondents, administration of the
questionnaire, and ethical considerations. The purpose of the
study and the procedure for completing the questionnaire were
explained clearly to the respondents before administration. El-
igible respondents were approached and invited to participate
in the study.

2.7. Instrument Validity and Reliability

Data were collected using a structured questionnaire devel-
oped by the researcher with guidance from the research super-
visors and relevant literature. The questionnaire consisted of
four sections with 58 items. Section A contained 31 items on
the socio-demographic and selected background characteris-
tics of the respondents. Section B contained four items as-
sessing the prevalence and use of family planning methods,
including ever-use, methods used, reasons for use, and reasons
for non-use. Section C contained 12 items assessing respond-
ents’ perceptions towards family planning using a five-point
modified Likert scale ranging from 1 = strongly disagree to 5
= strongly agree. Section D contained 11 knowledge items on
family planning services, with responses provided as True (T),
False (F), or Don’t Know (DK). The knowledge score was ob-
tained by summing the correct responses.

Face and content validity of the questionnaire were estab-
lished through expert review. The experts examined the items
for clarity, relevance, adequacy, and appropriateness in rela-
tion to the research questions and objectives of the study.
Their recommendations were used to revise the questionnaire
before the final version was produced.

The reliability of the questionnaire was assessed through a
pilot test conducted among 30 respondents who were ran-
domly selected outside the study area but had characteristics
similar to those of the study population. The questionnaire was
administered to the same respondents on two occasions, with
an interval of two weeks between the first and second admin-
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istration. The test-retest method was used to assess the stabil-
ity of the instrument over time. In addition, Cronbach’s alpha
was used to assess the internal consistency of the Likert-scale
items. The responses obtained from the pilot test were ana-
lysed using the STATA version 17. The reliability coefficient
obtained was 0.875 indicating acceptable reliability of the in-
strument for the main study.

2.8. Method of Data Analysis

Data were coded, cleaned, and analysed using Stata version
17. Both descriptive and inferential statistical techniques were
employed to address the study objectives. Descriptive statis-
tics, including frequencies and percentages, were used to sum-
marise the socio-demographic characteristics of the respond-
ents and key study variables. Family planning utilization was
measured as a binary outcome and coded as 1 for respondents
who reported utilization and 0 for those who did not.
Knowledge of family planning was classified into poor and
good knowledge based on the predefined scoring and catego-
risation criteria, while perception towards family planning
was classified into negative and positive perception according
to the established scoring criteria. The general model was
specified as:

To determine whether perception was associated with fam-
ily planning utilization, the Pearson Chi-square (y) test of as-
sociation was employed. The test compared the distribution of
family planning utilization between respondents with negative
and positive perceptions.

The Chi-square statistic is generally expressed as:

2_X(0-E)2
E

©)

Where:

O = observed frequency;

E = expected frequency.

A p-value of less than 0.05 was considered statistically sig-
nificant.

At the multivariate level, binary logistic regression analysis
was employed to identify factors independently associated
with family planning utilization.

The general form of the binary logistic regression model
was specified as:

Pi

Logit (Pi)=In ((1—Pi)) = Po+B1X1i+ P2 Xoit -+ PiXki 4)

Where:

Pi = probability that the i-th respondent utilized family
planning;

1-Pi = probability that the i-th respondent did not utilize
family planning;

Bo= constant/intercept;

B1, B2,-.., Px=regression coefficients;

X1, Xa,..., Xk = explanatory variables included in the model.

To determine the effect of knowledge on family planning
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utilization among males of reproductive age in Imo State, Pro-
pensity Score Matching (PSM) was employed.

Knowledge of family planning was treated as the exposure
variable and categorized into poor knowledge and good
knowledge. The PSM approach was used to reduce the influ-
ence of differences in observed characteristics between re-
spondents with good and poor knowledge and to estimate the
effect associated with knowledge on the outcome of interest.

The propensity score represents the conditional probability
of having good knowledge given a set of observed character-
istics.

It can be expressed as:

e(Xi)= Pr (Ti 11 Xi) 5)

Where:

E (Xi) = propensity score for respondent ii;

Ti = knowledge exposure status;

Ti=1= good knowledge;

Ti=0 = poor knowledge; and

Xi = observed characteristics used in estimating the propen-
sity score.

Respondents with good knowledge were matched with
comparable respondents with poor knowledge based on their
propensity scores. The matching procedure aimed to create
groups that were more comparable with respect to their ob-
served characteristics, thereby reducing selection bias attribut-
able to measured confounding factors.

The effect of knowledge was assessed using the Average
Treatment Effect on the Treated (ATT), the Average Treat-
ment Effect on the Untreated (ATU) and the Average Treat-
ment Effect (ATE), as appropriate.

The ATT was defined as:

ATT =E [Y(1)-Y(0)IT =1] 6)

Where:

Y (1) = potential outcome if the respondent had good
knowledge;

Y (0) = potential outcome if the respondent had poor
knowledge; and

T=1 = respondents with good knowledge.

The Average Treatment Effect (ATE) was expressed as:

ATE=E [Y (1)-Y (0)] (7

The ATU represents the average treatment effect among re-

spondents who were in the untreated/unexposed group.

2.9. Ethical Considerations

Ethical approval for this study was obtained from the Rivers
State University Health Research and Ethics Committee
(RSU/FBMS/REC/25/432). Written informed consent was
obtained from all respondents before participation. Participa-
tion was voluntary, and respondents were informed of their
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right to decline participation or withdraw from the study at any
time. Confidentiality and anonymity of the information pro-
vided were maintained throughout the study, and no identify-
ing information, such as respondents’ names, was collected.

3. Result

Table 1 presents the socio-demographic characteristics of
the respondents in the study area. The findings show that
34.76% of the respondents were aged 25-35 years, while
32.06% were aged 36-44 years. Most of the respondents
(68.89%) were currently married, while 31.11% were cur-
rently unmarried. The findings also show that 41.43% of the
respondents had their first sexual intercourse between 16-18
years, while 36.98% reported sexual debut between 19-21
years. Respondents who initiated sexual intercourse before 16
years accounted for 11.11%, whereas 10.48% reported first
sexual intercourse at 22 years and above. The majority of the
respondents (63.97%) reported having one sexual partner,
while 22.06% had two partners and 13.97% had three partners.
Nevertheless, a larger proportion of respondents (43.81%)
considered large family size culturally desirable, while 35.71%
did not consider it desirable. Moreover, 36.98% of the re-
spondents had 2-3 male children alive, while 27.78% had none.
Respondents with one male child accounted for 21.11%,
whereas 14.13% had four or more male children alive. Addi-
tionally, more than half of the respondents (54.92%) resided
in rural areas, while 45.08% lived in urban areas of the State.

Table 1. Socio-Demographic Characteristics of Respondents.

Variable Frequency (n) Percent (%)
Age Group (years)

Less than 24 95 15.08
25-35 219 34.76
36-44 202 32.06
45 and above 114 18.10
Mean Age (Mean+ SD) 3549+9.75

Marital Status

Currently unmarried 196 31.11
Currently married 434 68.89
Religion

Islam 5 0.79
Orthodox 294 46.67
Pentecostal 316 50.16
Others 15 2.38

Educational Level
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Variable

< Primary
Secondary

Tertiary
Occupational Status
Artisan
Businessman

Civil servant
Farmer

Student

Others

Age at First Sexual Inter-
course (years)

Less than 16

16-18

19-21

22 and above

Number of Sexual Partners
1

2

3

Health Insurance Enroll-
ment

No

Yes

Distance to Health Facility
<1 km

1 km

2 km

3 km

4 km

Large Family Culturally
Desirable

No
To some extent
Yes

Number of Male Children
Alive

None
1
2-3

Frequency (n)

119
329
182

58
244
105
129
81
13

70
261
233
66

403
139
88

585
45

188
183
130
60
69

225
129
276

175
133
233

Percent (%)

18.89
52.22
28.89

9.21
38.73
16.67
20.48
12.86
2.06

11.11
4143
36.98
10.48

63.97
22.06
13.97

92.86
7.14

29.84
29.05
20.63
9.52

10.95

35.71
20.48
43.81

27.78
21.11
36.98
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Variable Frequency (n) Percent (%)
4 and above 89 14.13

Place of Residence

Rural 346 54.92

Urban 284 45.08

The Figure 1 reveal that 32.86% of the respondents were not using
any family planning method. Male condom was the most (30.00%)
commonly used method among those practicing family planning.
Withdrawal method constituted 14.76%, while 9.05% reported that
their partners used pills and 7.30% reported partner implant use. A
smaller proportion of respondents used herbal concoctions (4.60%).

Vasectomy | 0.32%
spiritual healing [l 1.11%
Herbal concoctions [ 2.60%
Partner implant _ 7.30%
I -05%
I 1:75%
Male condom | 20%

Partner pill

Withdrawal

Figure 1. Distribution of Family Planning Method Used.

Table 2 presents the distribution of males’ perception to-
wards family planning utilization in the study area. The find-
ings show that, total of 36.83% agreed and 27.14% strongly
agreed that family planning improves maternal health, giving
a mean score of 3.68 +1.12. Similarly, 36.19% agreed and
26.51% strongly agreed that family planning improves chil-
dren’s health, with a mean score of 3.59 + 1.22. Also, 38.57%
agreed and 27.14% strongly agreed that family planning is a
shared responsibility between partners, giving a mean score of
3.70 =1.11. The findings also show that, about 33.17% disa-
greed and 31.75% strongly disagreed that contraceptive use is
unacceptable, while only 14.92% agreed and 4.44% strongly
agreed with the statement. Likewise, 34.92% disagreed and
28.89% strongly disagreed that family planning diminishes
masculinity, with a mean score of 2.34 +1.18. In the same
way, 33.81% disagreed and 32.06% strongly disagreed that
vasectomy leads to loss of sexual performance, giving a mean
score of 2.27 +1.17.

More also, 39.52% agreed and 25.56% strongly agreed that
men should support their partners in family planning decisions,
producing a mean score of 3.63 +1.09. A total of 37.94%
agreed and 28.57% strongly agreed that they trust health
workers for family planning information, with a mean score
of 3.71 +£1.14. Similarly, 35.56% agreed and 27.14% strongly
agreed that they discuss family planning with their partners,
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giving a mean score of 3.63 +1.16.

Table 2. Distribution of Males Perception towards Family Planning Utilization.

Item Strongly Disagree Disagree n Neutral n Agree n Strongly Agree  Mean +
n (%) (%) (%) (%) n (%) SD
E:;‘t‘llly planning improves maternal 3¢ ¢ 3 72(11.43) 117 (18.57) (23362 g3 1710714 i:g *
E:;?t‘llly planning improves children’s 50 ) 72 (11.43) 105 (16.67) (23268 oy 16765 igg *
Eﬁ‘irt‘;lz gﬁg:;nfainz:‘ared TeSPOnSi- 41 6.51) 64 (10.16) 111 (17.62) (23483 5 171 (27.14) ﬁ‘l) *
Contraceptive use is unacceptable 200 (31.75) 209 (33.17) 99 (15.71) 94 (14.92) 28 (4.44) ??Z *
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Figure 2. Perception Level of Family Planning Utilization among
Males.
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The Figure 2 shows that 45.71% of the respondents had
negative perception towards family planning utilization. How-
ever, 54.29% of the respondents had positive perception to-
wards family planning utilization.

Table 3 shows the perception of family planning utilization
among males by selected characteristics. Respondents who
utilized family planning had a higher proportion of positive
perception (56.03%; 95% CI: 51.25-60.70) compared to those
who did not utilize family planning (50.72%; 95% CI: 43.93-
57.49).

The highest proportion of respondents with positive percep-
tion by age was observed among those aged 36-44 years
(57.92%; 95% CI: 50.99-64.55), while respondents aged 45
years and above had the lowest proportion (46.49%; 95% CI:
37.53-55.68). By marital status, 55.10% (95% CI: 48.07-61.94)
of currently unmarried respondents had positive perception
compared to 53.92% (95% CI: 49.20-58.57) of currently mar-
ried respondents.
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The result also showed that respondents practicing Ortho-
dox Christianity had the highest proportion of positive percep-
tion (58.16%; 95% CI: 52.43-63.68), while respondents in the
Islamic group had the lowest proportion (40.00%; 95% CI:
9.99-80.01). Similarly, respondents with secondary education
had the highest proportion of positive perception (66.57%;
95% CI: 61.28-71.47), while respondents with < primary ed-
ucation had the lowest proportion (5.04%; 95% CI: 2.28-
10.78). Among occupational groups, businessmen recorded
the highest proportion of positive perception (58.61%; 95%
Cl: 52.31-64.63), followed by civil servants (54.29%; 95% ClI:
44.70-63.57).

Respondents whose age at first sex was 22 years and above
had the highest proportion of positive perception (59.09%;
95% ClI: 46.91-70.25), while those aged less than 16 years rec-
orded 51.43% (95% CI: 39.83-62.87). Similarly, respondents

with two sexual partners had the highest proportion of positive
perception (62.59%; 95% CI: 54.25-70.24), while respondents
with one sexual partner had the lowest proportion (51.12%;
95% ClI: 46.23-55.98).

Respondents not enrolled in health insurance had a slightly
higher proportion of positive perception (54.36%; 95% ClI:
50.30-58.37) compared to those enrolled (53.33%; 95% CI:
38.86-67.27). Distance to health facility showed that respond-
ents living 1 km away had the highest proportion of positive
perception (56.28%; 95% Cl: 49.00-63.31), while those living
3 km away had the lowest proportion (50.00%; 95% CI:
37.59-62.41). Respondents who did not desire a large family
recorded the highest proportion of positive perception
(58.22%; 95% CI: 51.66-64.50), while those who desired
large families recorded the lowest proportion (50.36%; 95%
Cl: 44.47-55.76).

Table 3. Prevalence of Male Perception towards Family Planning.

Characteristic Negative Perception n (%)

Family Planning Utilization

No 102 (49.28)
Yes 186 (43.97)
Age (years)

Less than 24 48 (50.53)
25-35 94 (42.92)
36-44 85 (42.08)
45 and above 61 (53.51)
Marital Status

Currently unmarried 88 (44.90)
Currently married 200 (46.08)
Religion

Islam 3 (60.00)
Orthodox 123 (41.84)
Others 6 (40.00)
Pentecostal 156 (49.37)
Education

< primary 113 (94.96)
Secondary 110 (33.43)
Tertiary 65 (35.71)
Occupation

Artisan 30 (51.72)
Businessman 101 (41.39)
Civil servant 48 (45.71)

Positive Perception n (%) 95% CI for Good Perception

105 (50.72) 43.93-57.49
237 (56.03) 51.25-60.70
47 (49.47) 39.56-59.43
125 (57.08) 50.42-63.49
117 (57.92) 50.99-64.55
53 (46.49) 37.53-55.68
108 (55.10) 48.07-61.94
234 (53.92) 49.20-58.57
2 (40.00) 9.99-80.01

171 (58.16) 52.43-63.68
9 (60.00) 34.76-80.85
160 (50.63) 45.12-55.13
6 (5.04) 2.28-10.78

219 (66.57) 61.28-71.47
117 (64.29) 57.05-70.95
28 (48.28) 35.78-60.99
143 (58.61) 52.31-64.63
57 (54.29) 44.70-63.57
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Characteristic

Farmer

Other

Student

Age at First Sex (years)
Less than 16

16-18

19-21

22 and above

Number of Sexual Partners
1

2

3

Insurance Status

No

Yes

Distance to Health Facility
1 km

2 km

3 km

4 km

<1 km

Desire for Large Family
No

To some extent

Yes

Male Children Alive
None

1

2-3

4+

Media Exposure Type
Mass media
Community channel
No exposure

Residence

Rural

Urban

Negative Perception n (%)

63 (48.84)
9 (69.23)
37 (45.68)

34 (48.57)
120 (45.98)
107 (45.92)
27 (40.91)

197 (48.88)
52 (37.41)
39 (44.32)

267 (45.64)
21 (46.67)

80 (43.72)
57 (43.85)
30 (50.00)
33 (47.83)
88 (46.81)

94 (41.78)
57 (44.19)
137 (49.64)

74 (42.29)
57 (42.86)
118 (50.64)
39 (43.82)

189 (44.79)
45 (40.54)
54 (55.67)

159 (45.95)
129 (45.42)

Positive Perception n (%)

66 (51.16)
4(30.77)
44 (54.32)

36 (51.43)
141 (54.02)
126 (54.08)
39 (59.09)

206 (51.12)
87 (62.59)
49 (55.68)

318 (54.36)
24 (53.33)

103 (56.28)
73 (56.15)
30 (50.00)
36 (52.17)
100 (53.19)

131 (58.22)
72 (55.81)
139 (50.36)

101 (57.71)
76 (57.14)
115 (49.36)
50 (56.18)

233 (55.21)
66 (59.46)

43 (44.33)

187 (54.05)
155 (54.58)
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95% CI for Good Perception

42.57-59.69
12.02-59.12
43.42-64.82

39.83-62.87
47.94-59.99
47.63-60.39
46.91-70.25

46.23-55.98
54.25-70.24
45.19-65.69

50.30-58.37
38.86-67.27

49.00-63.31
47.51-64.44
37.59-62.41
40.46-63.65
46.03-60.23

51.66-64.50
47.14-64.15
44.47-55.76

50.26-64.83
48.59-65.29
42.97-55.76
45.73-66.11

50.43-59.91
50.08-68.19
34.77-54.33

48.76-59.24
48.74-60.29
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Table 4 shows the association between family planning uti-
lization and socio-demographic characteristics among males.
The result also showed a statistically significant association
between knowledge category and family planning utilization
(x? = 28.74; p = 0.000). Respondents with good knowledge
recorded the proportion of family planning utilization
(48.46%; 95% CI: 34.32-86.13).

Family planning utilization was highest among respondents
aged less than 24 years (72.63%; 95% CI: 62.81-80.66), fol-
lowed by those aged 25-35 years (69.41%; 95% CI: 62.98-
75.16), while respondents aged 45 years and above recorded
64.04% (95% Cl: 54.83-72.31). However, there was no statis-
tically significant association between age and family plan-
ning utilization (x2 = 3.291; p = 0.349). The result further
showed that 67.97% (95% Cl: 63.42-72.19) of currently mar-
ried respondents utilized family planning compared to 65.31%
(95% CI: 58.33-71.68) of currently unmarried respondents.

There was no statistically significant association between
marital status and family planning utilization (¥? = 0.435; p =
0.510).

Educational status showed a statistically significant associ-
ation with family planning utilization (¥? = 34.027; p = 0.000).
Respondents with tertiary education had the highest propor-
tion of family planning utilization (84.07%; 95% CI: 78.02-
88.73), while respondents with no formal education had the
lowest proportion (53.57%; 95% CI: 35.52-70.90).

The result also showed that artisans recorded the highest
proportion of family planning utilization (72.41%; 95% CI:
59.84-82.01), followed by businessmen (70.90%; 95% CI:
64.90-76.26), while respondents in the “other” occupation cat-
egory recorded the lowest proportion (46.15%; 95% CI:
19.22-74.87). However, there was no statistically significant
association between occupation and family planning utiliza-
tion (¥? = 6.376; p = 0.271).

Table 4. Association between Family Planning Utilization and Socio-Demographic Characteristics among Males.

Background Characteristics No n (%) Yes n (%) Total (n) X2 Pvalue 95% CI for Family Planning Utilization
Perception Category 630 1.58 0.209

Poor perception 102 (49.28) 186 (43.97) 288 39.00-70.16
Good perception 105 (50.72)  237(56.03) 342 51.34-77.03
Knowledge Category 630 28.74  0.000*

Poor knowledge 153 (73.91) 218(51.54) 371 49.83-61.26
Good knowledge 54 (26.09) 205 (48.46) 259 34.32-86.13
Age (years) 630 3.291 0.349

Less than 24 26 (27.37)  69(72.63) 95 62.81-80.66
25-35 67 (30.59) 152 (69.41) 219 62.98-75.16
36-44 73 (36.14) 129 (63.86) 202 57.00-70.20
45 and above 41 (35.96) 73 (64.04) 114 54.83-72.31
Marital Status 630 0.435  0.510

Currently unmarried 68 (34.69) 128 (65.31) 196 58.33-71.68
Currently married 139 (32.03) 295(67.97) 434 63.42-72.19
Religion 630 1.795  0.616

Islam 1 (20.00) 4 (80.00) 5 28.36-99.49
Orthodox 94 (31.97)  200(68.03) 294 62.45-73.03
Others 7 (46.67) 8(53.33) 15 27.43-77.72
Pentecostal 105 (33.23) 211 (66.77) 316 61.33-71.76
Educational Status 630 34.027 0.000*

No formal education 13 (46.43) 15 (53.57) 28 35.52-70.90
Primary 34(37.36) 57(62.64) 91 52.39-71.90
Secondary 131 (39.82) 198 (60.18) 329 54.80-65.35
Tertiary 29 (15.93) 153 (84.07) 182 78.02-88.73
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Background Characteristics No n (%) Yes n (%) Total (n) X2 Pvalue 95% CI for Family Planning Utilization
Occupation 630 6.376  0.271

Artisan 16 (27.59)  42(72.41) 58 59.84-82.01
Businessman 71 (29.10) 173 (70.90) 244 64.90-76.26
Civil servant 36 (3429) 69 (65.71) 105 56.20-74.11
Farmer 47 (36.43)  82(63.57) 129 54.95-71.42
Other 7 (53.85) 6 (46.15) 13 19.22-74.87
Student 30(37.04) 51(62.96) 81 51.45-73.14
Age at First Sex 630 0.481 0.923

Less than 16 22(31.43)  48(68.57) 70 56.90-78.35
16-18 86 (32.95) 175 (67.05) 261 61.06-72.53
19-21 75 (32.19) 158 (67.81) 233 61.46-73.55
22 and above 24 (36.36) 42 (63.64) 66 51.50-74.17
Number of Sexual Partners 630 1.496  0.473

1 135(33.50) 268 (66.50) 403 61.70-71.00
2 48 (34.53) 91 (65.47) 139 57.12-72.98
3 24 (27.27)  64(72.73) 88 62.53-81.06
Residence 630 2.009  0.156

Rural 122 (35.26) 224 (64.74) 346 59.51-69.62
Urban 85(29.93) 199 (70.07) 284 64.48-75.13

Significant at p < 0.05.

The Receiver Operating Characteristic (ROC) curve in Fig-
ure 3 shows the predictive performance of the model used in
assessing family planning utilization among males. The curve
lies above the reference diagonal line, indicating that the
model performs better than chance in distinguishing between
respondents who utilized family planning services and those
who did not.

0.75

0.50

Sensitivity

T T T
0.50 0.75 1.00

1 - specificity

T T
0.00 0.25

Area under ROC curve = 0.7118

Figure 3. ROC Curve for Model Performance.
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The Area Under the Curve (AUC) was 0.7118, which sug-
gests that the model has a fair to good predictive ability. This
means that there is approximately a 71.2% probability that the
model correctly distinguish between males who utilized fam-
ily planning services and those who did not. Since the AUC
value is above 0.70, the model can be considered acceptable
for prediction.

Table 5 presents the factors influencing family planning uti-
lization among males using both crude and adjusted logistic
regression models. The findings showed that, males with mod-
erate knowledge were about two times more likely to utilize
family planning compared to those with poor knowledge
(AOR = 2.12; 95% CI: 1.35-3.32, p = 0.001). Similarly, re-
spondents with good knowledge were also about two times
more likely to utilize family planning than those with poor
knowledge (AOR = 2.14; 95% CI: 1.23-3.74, p = 0.007). Per-
ception towards family planning was not significantly associ-
ated with utilization after adjustment. Respondents with mod-
erate perception (AOR = 0.98; 95% CI: 0.59-1.61, p = 0.926)
and those with good perception (AOR = 1.19; 95% CI: 0.73-
1.92, p = 0.488) did not differ significantly from those with
poor perception.
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Age also showed a significant association with family plan-
ning utilization. Respondents aged 36-44 years were less
likely to utilize family planning compared to those aged below
25 years (AOR = 0.53; 95% CI: 0.30-0.96, p = 0.036). How-
ever, respondents aged 25-35 years (AOR = 0.80; 95% CI:
0.44-1.43, p = 0.443) and those aged 45 years and above
(AOR = 0.58; 95% CI: 0.31-1.11, p = 0.101) did not show
significant differences.

Furthermore, respondents with tertiary education were al-
most three times more likely to utilize family planning com-
pared to those with no formal education (AOR = 2.83; 95%
Cl: 1.07-7.50, p = 0.036). Primary education (AOR = 1.19;
95% CI: 0.47-3.00, p = 0.708) and secondary education (AOR
= 1.09; 95% CI: 0.46-2.60, p = 0.839) were not statistically
significant.

Table 5. Factors influencing family planning utilization among males.

Variables COR 95% CI
Knowledge Category

Age (years)

<25 (Ref) 1.00 -

25-35 0.85 0.50-1.46
36-44 0.67 0.39-1.14
45 and above 0.67 0.37-1.21
Marital Status

Currently unmarried (Ref) 1.00 -
Currently married 1.13 0.79-1.61
Religion

Islam (Ref) 1.00 -
Orthodox 0.53 0.06-4.82
Others 0.29 0.03-3.20
Pentecostal 0.50 0.06-4.55
Education

< Primary (Ref) 1.00 -
Secondary 1.31 0.60-2.84
Tertiary 4.57 1.97-10.61
Occupation

Artisan (Ref) 1.00 -
Businessman 0.93 0.49-1.76
Civil servant 0.73 0.36-1.47
Farmer 0.66 0.34-1.31
Other 0.33 0.10-1.12
Student 0.65 0.31-1.35
Age at First Sex

<16 years (Ref) 1.00 -

16-18 0.93 0.53-1.64
19-21 0.97 0.54-1.72
22 and above 0.80 0.39-1.63
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p-value AOR 95% CI p-value
- 1.00 - -
0.565 0.80 0.44-1.43 0.443
0.136 0.53 0.30-0.96 0.036
0.186 0.58 0.31-1.11 0.101
- 1.00 - -
0.510 1.26 0.72-2.21 0.411
- 1.00 - -
0.575 0.77 0.07-8.08 0.830
0.309 0.51 0.04-6.56 0.604
0.540 0.89 0.08-9.36 0.923
- 1.00 - -
0.495 1.09 0.46-2.60 0.839
0.000 2.83 1.07-7.50 0.036
- 1.00 - -
0.819 0.73 0.37-1.46 0.377
0.380 0.63 0.29-1.36 0.243
0.238 0.53 0.25-1.11 0.092
0.075 0.26 0.06-1.03 0.055
0.244 0.49 0.22-1.10 0.084
- 1.00 - -
0.809 0.91 0.49-1.70 0.775
0.905 1.12 0.60-2.10 0.716
0.543 0.64 0.29-1.39 0.255
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Variables COR 95% CI
Number of Sexual Partners

1 (Ref) 1.00 -

2 0.95 0.64-1.43
3 1.34 0.80-2.24
Health Insurance

No (Ref) 1.00 -

Yes 0.98 0.51-1.86
Distance to Health Facility

1 km (Ref) 1.00 -

2 km 1.02 0.63-1.66
3 km 0.84 0.45-1.56
4 km 0.80 0.44-1.43
<l km 0.88 0.57-1.35
Large Family Desire

No (Ref) 1.00 -

To some extent 1.10 0.69-1.77
Yes 0.84 0.58-1.22
Male Children Alive

None (Ref) 1.00 -

1 1.06 0.66-1.72
2-3 0.94 0.62-1.42
4+ 1.46 0.83-2.58
Media Exposure

Mass media (Ref) 1.00 -
Community channel 0.76 0.49-1.18
No exposure 0.99 0.62-1.59
Residence

Rural (Ref) 1.00 -

Urban 1.28 0.91-1.78

p-value AOR 95% CI p-value
- 1.00 - -
0.824 0.94 0.59-1.50 0.795
0.259 1.85 0.99-3.47 0.055
- 1.00 - -
0.944 1.21 0.60-2.46 0.591
- 1.00 - -
0.943 1.11 0.65-1.90 0.708
0.579 1.05 0.53-2.05 0.896
0.443 0.84 0.45-1.59 0.598
0.552 0.94 0.58-1.52 0.797
- 1.00 - -
0.681 1.36 0.81-2.27 0.248
0.352 0.92 0.61-1.40 0.711
- 1.00 - -
0.798 0.91 0.50-1.65 0.748
0.756 0.89 0.50-1.59 0.686
0.193 1.56 0.74-3.27 0.245
- 1.00 - -
0.226 0.69 0.43-1.10 0.117
0.969 1.08 0.64-1.82 0.768
- 1.00 - -
0.157 1.31 0.90-1.91 0.153

Key: COR = Crude Odds Ratio; AOR = Adjusted Odds Ratio; CI = Confidence Interval; Ref = Reference category.

Table 6 presents the distribution of respondents’ knowledge
about family planning. The findings showed that 58.89% of
the respondents knew that condoms reduce the risk of preg-
nancy and sexually transmitted infections, while 41.11% did
not know this. Also, 53.49% correctly reported that vasectomy
prevents sperm release but not ejaculation, whereas 46.51%
did not know. More than half of the respondents (52.70%)
knew that implants must be removed by a trained provider be-
fore fertility can be restored, while 47.30% did not know. Sim-

417

ilarly, 56.67% agreed that proper counseling improves the cor-
rect and consistent use of family planning methods, while
43.33% did not. The result also showed that 52.22% of the
respondents knew that side effects of family planning methods
should be discussed with a health worker before use, while
47.78% did not know.

The findings further showed that 54.13% of the respondents
believed that family planning methods are meant only for mar-
ried couples, while 45.87% disagreed. Lastly, 51.11% agreed
that men can participate actively in family planning decisions
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and methods, whereas 48.89% did not agree.

Table 6. Distribution of Knowledge about Family Planning.

Variable Frequency (n) Percent (%)

Condoms reduce risk of pregnancy and Sexually transmitted infections

No 259 41.11
Yes 371 58.89
Vasectomy prevents sperm release but not ejaculation

No 293 46.51
Yes 337 53.49
Implants must be removed by a trained provider to restore fertility

No 298 47.30
Yes 332 52.70
Proper counseling improves correct and consistent use of family planning methods

No 273 4333
Yes 357 56.67
Side effects of family planning methods should be discussed with a health worker before use

No 301 47.78
Yes 329 52.22

Family planning services are available at primary health care facilities

No 288 45.71
Yes 342 54.29
Switching from one family planning method to another should involve guidance from a trained health

worker

No 278 44.13
Yes 352 55.87

Modern family planning methods are safer than traditional methods when used correctly

No 284 45.08
Yes 346 54.92
Family planning methods are meant only for married couples

No 289 45.87
Yes 341 54.13
Men can participate actively in family planning decisions and methods

No 308 48.89
Yes 322 51.11

The Figure 4 shows that 58.89% of the respondents had poor knowledge of family planning, while 41.11% had good
knowledge.
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Figure 4. Knowledge Level of Family Planning Utilization.

Table 7 presents the factors associated with knowledge of
family planning services utilization among males. Respond-
ents with good knowledge were 1.87 times more likely to uti-
lize family planning services (AOR = 1.87; 95% CI: 1.19-2.92,
p = 0.006). Age was significantly associated with family plan-
ning utilization among respondents aged 36-44 years, who had
lower odds of utilization compared to respondents aged below
25 years (AOR = 0.52; 95% CI: 0.29-0.94, p = 0.031). How-
ever, respondents aged 25-35 years (AOR = 0.78; 95% ClI:
0.44-1.40, p = 0.412) and those aged 45 years and above
(AOR = 0.56; 95% CI: 0.30-1.07, p = 0.079) did not differ
significantly from respondents aged below 25 years.

Respondents with tertiary education had significantly
higher odds of family planning utilization compared to those
with no formal education (AOR = 2.48; 95% CI: 1.27-4.86, p
= 0.008). However, respondents with secondary education
(AOR = 0.90; 95% CI: 0.53-1.51, p = 0.691) did not show a
significant difference.

Table 7. Factors Associated with Knowledge of Family Planning Services Utilization among Males.

Variables

Knowledge of Family Planning

Poor knowledge (Ref)
Good knowledge

Perception of Family Planning

Poor perception (Ref)
Good perception

Age (years)

<25 (Ref)

25-35

36-44

45 and above

Marital Status

Not currently married (Ref)
Currently married
Religion

Catholic (Ref)
Orthodox

Others

Pentecostal
Education

< Primary (Ref)

Crude OR

1.00
2.66

1.00
1.24

1.00
0.85
0.67
0.67

1.00
1.13

1.00
0.53
0.29
0.50

1.00

95% CI

1.85-3.83

0.89-1.73

0.50-1.46
0.39-1.14
0.37-1.21

0.79-1.61

0.06-4.82
0.03-3.20
0.06-4.55
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p-value Adjusted OR 95% CI p-value
- 1.00 - -
<0.001 1.87 1.19-2.92 0.006
- 1.00 - -
0.210 1.09 0.72-1.66 0.693
- 1.00 - -
0.565 0.78 0.44-1.40 0.412
0.136 0.52 0.29-0.94 0.031
0.186 0.56 0.30-1.07 0.079
- 1.00 - -
0.510 1.29 0.74-2.26 0.368
- 1.00 - -
0.575 0.89 0.09-8.94 0.921
0.309 0.53 0.04-6.54 0.617
0.540 1.03 0.10-10.36 0.983
- 1.00 - -
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Variables Crude OR 95% CI p-value Adjusted OR 95% CI p-value
Secondary 0.99 0.64-1.51 0.951 0.90 0.53-1.51 0.691
Tertiary 3.44 2.01-5.92 <0.001 248 1.27-4.86 0.008
Occupation

Unemployed (Ref) 1.00 - - 1.00 - -
Businessman 0.93 0.49-1.76 0.819 0.75 0.38-1.48 0.404
Civil servant 0.73 0.36-1.47 0.380 0.63 0.30-1.36 0.241
Farmer 0.66 0.34-1.31 0.238 0.54 0.26-1.11 0.095
Other 0.33 0.10-1.12 0.075 0.27 0.07-1.04 0.058
Student 0.65 0.31-1.35 0.244 0.49 0.22-1.07 0.074

Age at First Sex

<16 (Ref) 1.00 - - 1.00 - -
16-18 0.93 0.53-1.64 0.809 0.97 0.52-1.81 0.935
1921 0.97 0.54-1.72 0.905 1.15 0.62-2.15 0.653
22 and above 0.80 0.39-1.63 0.543 0.68 0.31-1.48 0.330

Number of Sexual Partners

1 (Ref) 1.00 - - 1.00 - -
2 0.95 0.64-1.43 0.824 0.94 0.59-1.49 0.780
3 1.34 0.80-2.24 0.259 1.75 0.94-3.27 0.076

Health Insurance
No (Ref) 1.00 - - 1.00 - -
Yes 0.98 0.51-1.86 0.944 1.23 0.61-2.46 0.561

Distance to Facility

>4 km (Ref) 1.00 - - 1.00 - -

2km 1.02 0.63-1.66 0.943 111 0.65-1.89 0.699
3 km 0.84 0.45-1.56 0.579 1.07 0.55-2.10 0.837
4km 0.80 0.44-1.43 0.443 0.82 0.44-1.55 0.548
<1 km 0.88 0.57-1.35 0.552 0.91 0.57-1.47 0.714

Large Family Influence

No (Ref) 1.00 - - 1.00 - -

To some extent 1.10 0.69-1.77 0.681 1.33 0.80-2.23 0.271
Yes 0.84 0.58-1.22 0.352 0.89 0.59-1.34 0.566
Male Children Alive

0 (Ref) 1.00 - - 1.00 - -

1 1.06 0.66-1.72 0.798 0.90 0.50-1.63 0.730
2-3 0.94 0.62-1.42 0.756 0.87 0.49-1.55 0.633
4+ 1.46 0.83-2.58 0.193 1.51 0.72-3.16 0.277
Media Type

Television/Radio (Ref) 1.00 - - 1.00 - -
Community channel 0.76 0.49-1.18 0.226 0.69 0.43-1.10 0.116
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Variables Crude OR 95% CI
No exposure 0.99 0.62-1.59
Residence

Rural (Ref) 1.00 -

Urban 1.28 0.91-1.78

Figure 5 presents the standardized percentage bias across
covariates after propensity score matching. The plot shows
that most of the covariates had standardized biases close to
zero, indicating good balance between the comparison groups
after matching. Occupation had the highest positive standard-
ized bias, followed by age-sex interaction and age, although
the values remained relatively small. Religion and education
also showed slight positive biases.

occupation
age_sex
age

religion
education
insurance
media_type
largefamily [----ooemmemmeee
distancefacility
Q21_MaleChildrenAlive
Q5_Num_Partners
marrital_status

residence

p-value Adjusted OR 95% CI p-value
0.969 1.08 0.65-1.80 0.773

- 1.00 - -

0.157 1.33 0.92-1.92 0.127

Insurance status was very close to zero, indicating minimal
imbalance between the groups. Media type showed a slight
negative bias, while large family desire, distance to health fa-
cility, number of male children alive, and number of sexual
partners also had small negative standardized biases.

Marital status and residence exhibited the largest negative
standardized biases, with residence showing the farthest devi-
ation from zero among all covariates.

Standardized % bias across covariates

Figure 5. Quality of matching by propensity score distribution.

Table 8 presents the effect of exposure of knowledge on
family planning services utilization among males in Imo State
using propensity score matching analysis. The unmatched re-
sults revealed that males exposed to good knowledge had a
higher mean knowledge score (7.42) compared to those not
exposed to good knowledge (5.24), with a mean difference of
2.18 (SE =0.17, t = 12.94). After matching, the average treat-
ment effect on the treated (ATT) showed that males exposed
to good knowledge had a higher mean knowledge score (7.43)
compared to their matched unexposed counterparts (5.30),
with a mean difference of 2.13 (SE = 0.17, t = 12.64). This

indicates that exposure to good knowledge was associated
with a higher knowledge score among the males who were ex-
posed.

The average treatment effect on the untreated (ATU) indi-
cated that if males who were not exposed to good knowledge
had been exposed, their mean knowledge score would have
increased by an estimated 2.15 points. Similarly, the average
treatment effect (ATE) showed that exposure to good
knowledge resulted in an estimated overall increase of 2.15
points in the knowledge score (SE = 0.13, t = 16.06).
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Table 8. Effect of Exposure of Knowledge on Family Planning Utilization among Males in Imo State (PSM Results).

Outcome Sample Exposed Mean
Knowledge Score Unmatched 7.42

ATT 7.43

ATU 8.25

ATE -

Unexposed Mean Difference Std. Error t-stat
5.24 2.18 0.17 12.94
5.30 2.13 0.17 12.64
7.41 2.15 - -

- 2.15 0.13 16.06

ATT = Average Treatment Effect on the Treated (Good Knowledge Group)
ATU = Average Treatment Effect on the Untreated (Poor Knowledge Group)

ATE = Average Treatment Effect

4. Discussion

The study found that many of the respondents recognised
the health benefits of family planning and viewed it as a shared
responsibility between partners. Most respondents agreed that
family planning could improve maternal and child health and
that men should be involved in family planning decisions.
This finding is consistent with previous evidence showing that
men who understand the benefits of family planning are more
likely to support contraceptive use and participate in repro-
ductive health decisions [3, 33, 34]. Similarly, studies among
men in Nigeria have reported that knowledge of family plan-
ning is important aspects of male involvement in contracep-
tive decisions [35, 36]. These findings suggest that awareness
of the benefits of family planning can encourage men to sup-
port its use. However, a study among Nigerian men found that
although awareness of contraception was relatively high,
some men still held negative perceptions, including the belief
that contraception is mainly a woman's responsibility and con-
cerns that contraceptive use could promote promiscuity [17].
The study also found that respondents with higher educational
attainment generally had a more favourable perception of fam-
ily planning. Respondents with tertiary education had better
perception than those with no formal education. This is con-
sistent with evidence from Nigeria showing that education is
associated with men's perceptions and use of modern contra-
ceptives [17]. Higher educational attainment may provide men
with greater access to reproductive health information and
may improve their ability to distinguish accurate information
from misconceptions. Education may also encourage men to
communicate more openly with their partners about fertility
intentions and contraceptive choices.

Exposure to community channels and mass media was also
associated with better perception of family planning. This
finding agrees with studies showing that exposure to family
planning messages can influence men's knowledge, attitudes
and contraceptive behaviour [17, 36]. Radio, television and
community-based programmes may provide opportunities for
men to receive accurate information about available methods
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and to discuss concerns relating to side effects, effectiveness
and fertility. A recent Nigerian study also found that exposure
to family planning information was associated with men's per-
ceptions and contraceptive behaviour [5]. These communica-
tion channels may therefore be useful for reaching men who
have limited contact with reproductive health services.

The study further showed some differences in perception by
number of sexual partners and place of residence. Men with
multiple sexual partners had relatively better perception than
those with one partner, while urban respondents had slightly
better perception than rural respondents. Differences by resi-
dence may reflect unequal access to reproductive health infor-
mation and services between urban and rural communities.
Previous research among Nigerian men has reported differ-
ences in contraceptive perceptions and use according to resi-
dence, education and other sociodemographic characteristics
[16, 17]. However, the finding concerning number of sexual
partners should be interpreted cautiously. The observed asso-
ciation does not mean that having multiple sexual partners im-
proves perception of family planning. It may instead reflect
differences in age, social exposure, access to information or
other characteristics that were not fully captured by the per-
ception measure.

Men with good knowledge were more likely to utilize fam-
ily planning than those with poor knowledge. This finding is
consistent with studies showing that knowledge is an im-
portant factor in contraceptive behaviour among men [5, 36].
Research among Nigerian men has also demonstrated that ed-
ucational exposure and knowledge-related factors are associ-
ated with modern contraceptive use and perceptions of family
planning [17]. Adequate knowledge may help men understand
available methods, their benefits, effectiveness and possible
side effects, and may reduce fears associated with contracep-
tive use. This finding therefore suggests that improving men's
access to accurate family planning information may contribute
to increased utilization.

Older respondents, particularly those aged 36-44 years,
were less likely to utilize family planning than younger re-
spondents. This may be related to differences in exposure to
reproductive health information, fertility intentions and atti-
tudes towards contraception across age groups. Younger men
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may have greater exposure to contemporary sources of repro-
ductive health information, whereas older men may be more
influenced by established beliefs about fertility and family
size. Similar age-related differences have been reported
among Nigerian men, with older age being associated with
less favourable perceptions and greater likelihood of contra-
ceptive non-use [17]. However, the relationship between age
and family planning use may differ across populations be-
cause of differences in fertility preferences, marital patterns
and social norms.

Educational attainment was another important predictor of
family planning utilization. Men with tertiary education were
more likely to utilize family planning than those with no for-
mal education. This finding is consistent with evidence from
Nigeria showing that education is associated with contracep-
tive knowledge, perceptions and utilization among men [17].
Education may improve access to reproductive health infor-
mation and encourage communication between partners about
fertility decisions. A study of men in Nigeria also found that
more highly educated men had greater involvement in contra-
ceptive decision-making [36]. The finding therefore supports
the need to consider educational differences when designing
interventions aimed at improving male participation in family
planning.

Other factors, including marital status, religion, occupation,
number of sexual partners, health insurance, media exposure
and residence, showed some differences in utilization but
were not independently associated with utilization after ad-
justment. This suggests that their observed relationships with
family planning utilization may partly be explained by other
factors included in the model, particularly knowledge and ed-
ucation. Previous Nigerian studies have similarly identified
education, age, residence and other sociodemographic charac-
teristics as factors associated with men's contraceptive percep-
tions and use [16, 17]. The lack of independent association for
some variables in the present study does not mean that these
factors are unimportant; rather, their effects may overlap with
other characteristics included in the multivariable model.

5. Conclusion

This study assessed knowledge, perception, and family
planning utilization among males of reproductive age in Imo
State, Nigeria. The findings indicate that although many re-
spondents recognized the health benefits of family planning
and its shared responsibility between men and women, overall
perception towards family planning was positive. The study
also showed that knowledge of family planning was an im-
portant factor associated with its utilization among males. Dif-
ferences in perception and utilization were observed across
some socio-demographic and contextual characteristics, par-
ticularly education, age, place of residence, and exposure to
information.

The study further demonstrated that individual and socio-
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demographic factors do not influence family planning utiliza-
tion in isolation. While age and educational attainment were
important predictors of utilization, other characteristics that
appeared important at the bivariate level did not remain sig-
nificant after adjustment. This suggests that the relationship
between male characteristics and family planning utilization
may be influenced by other factors, particularly knowledge,
access to information, social environment, and prevailing per-
ceptions about male involvement in family planning.

The study concludes that improving family planning utili-
zation among males in Imo State requires more than simply
making contraceptive services available. There is a need to
improve men's knowledge, address misconceptions and nega-
tive perceptions, and create opportunities for men to partici-
pate actively in family planning decisions. Family planning
programmes should therefore place greater emphasis on male-
focused information and education, while also addressing so-
cial and contextual factors that may discourage men from us-
ing or supporting family planning services.

6. Strengths and Limitations

This study provides useful evidence on knowledge, percep-
tion, and family planning utilization among males of repro-
ductive age in Imo State, an area where male perspectives on
family planning require greater attention. The study assessed
several individual, socio-demographic, and contextual factors
and used both descriptive and multivariable analyses to exam-
ine factors associated with family planning utilization. The
use of propensity score matching also provided an additional
approach for examining the relationship between knowledge
and family planning utilization while accounting for differ-
ences in observed characteristics between the comparison
groups. The study therefore contributes evidence that can sup-
port the design of interventions that promote greater male in-
volvement in family planning.

However, the cross-sectional design limits the ability to es-
tablish causal relationships between knowledge, perception,
and family planning utilization. The study also relied on self-
reported information, which may be affected by recall or so-
cial desirability bias, particularly for questions relating to sex-
ual behaviour and contraceptive use. Although several poten-
tial confounding factors were controlled for during analysis,
some unmeasured factors, such as cultural beliefs, partner in-
fluence, gender norms, service-provider attitudes, and com-
munity-level influences, may also affect family planning de-
cisions. In addition, the propensity score analysis could only
account for observed characteristics included in the model and
therefore cannot completely eliminate the possibility of resid-
ual or unmeasured confounding.

7. Practical Implications

The findings highlight the need to strengthen male-focused
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family planning interventions in Imo State. Family planning
programmes should provide information that directly ad-
dresses men's concerns, misconceptions, and knowledge gaps
and should encourage men to view family planning as a shared
responsibility rather than solely a woman's concern. Health
education and community-based communication should be
strengthened through appropriate channels, including health
facilities, community platforms, and mass media.

Healthcare providers should also create a more supportive
environment for men seeking family planning information and
services. Interventions should particularly target men with
lower educational attainment and groups or communities where
utilization and positive perceptions are less favourable. Engag-
ing community leaders, male peer groups, partners, and other
influential community structures may also help to improve ac-
ceptance and normalize male participation in family planning.
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