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Abstract
Background: The balance between increasing men’s participation in family planning and rights-based initiatives
favoring women’s empowerment is highlighted with the issue of covert use of contraception. While covert use has
been documented in low- and middle-income countries as a way for women to obtain contraception in light of
partner opposition, little is known about women’s decision-making processes, actions, and potential consequences
of discreet contraceptive use. We aimed to understand women’s choices to use contraception covertly and the
challenges they faced in concealing their use across three sub-Saharan African countries.
Methods: Women aged 15–49 and their male partners were purposively sampled from urban and rural sites in
Ethiopia, Northern and Southern Nigeria, and Uganda for 120 in-depth interviews and 38 focus group discussions.
Semi-structured interviews explored women’s and girls’ empowerment surrounding sex, childbearing, and
contraception. Interviews were conducted in local languages, audio-recorded, and transcribed verbatim into
English. Inductive thematic analysis was used to analyze data; covert use codes were reviewed and matrices were
created based on themes and sub-themes.
Results: Findings comprised three thematic areas: the practice of covert contraceptive use and reasons for using
covertly; challenges for women who use contraception covertly; and consequences of disclosure or being
discovered. While some women initiated using contraception covertly due to tensions within relationships or to
keep peace within the home due to known partner opposition, others did not consider family planning to be a
male responsibility. Though covert use was commonly discussed, it was also socially sanctioned, and portrayed as
an act of female disobedience that questioned the social order of patriarchy. Further challenges of using covertly
included lack of financial and social support, and suspicions surrounding delayed fertility and contraceptive-related
side effects. Repercussions comprised increased suspicion, threats, or violence, though some women reported
improved couple communication with disclosure.
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Conclusions: Results indicate that while covert use of contraception is common, continued covert use is
challenging, especially when side effects manifest. Covert use may further suggest women taking independent
action, symbolizing some level of empowerment. Results underscore the importance of disentangling unique
reasons for covert use and the severity of repercussions of disclosure.
Keywords: Contraception, Covert use, Partner dynamics, Decision-making, Empowerment

Background
The slow pace of fertility transitions in sub-Saharan Africa has re-energized international interest in family
planning as a prioritized strategy to improve maternal
health. In particular, a series of commitments launched
with the 2011 Ouagadougou Partnership, followed by
the 2012 London Summit, agreed to take concerted action and make contraception available to an additional
120 million women in low- and middle-income countries (LMICs) by 2020 [1, 2]. Most programmatic efforts
to improve contraceptive use have focused on women,
as they bear the greatest burden of pregnancy-related
health issues and are the primary users of modern
contraceptive methods [3–5]. However, recognizing that
gender norms inform sexual and reproductive health
(SRH) decisions [6–9], there is growing interest in engaging men in the SRH agenda [9–11]. Couple-based reproductive health programs seem a promising approach
to improving acceptability and use of contraception in
patriarchal societies; yet, they may also undermine
women’s rights to control their own bodies, including
women's free choice to use or not use contraception
[12]. The delicate balance between pragmatic couplebased approaches and a rights-based perspective favoring women’s empowerment is brought to the fore with
the issue of covert use of contraception (i.e. the practice
of using contraception without one's partner’s knowledge [12–14]).
Most of the current literature on covert use of contraception falls in two categories: qualitative studies of
women’s reasons for and experiences of using contraception without their partner’s knowledge [9, 15–18] or
quantitative assessments of covert use from Demographic and Health Surveys (DHS) inferred from discordant reports of modern method use reported by the
wife, but not the husband [19, 20]. Two mixed-methods
studies have begun to bridge the gap between qualitative
and quantitative research by investigating levels of and
reasons for discreet contraceptive use in facility-based or
cohort populations [13, 14].
Covert use of contraception reveals the tensions emerging from the dissociation between sexuality and procreation, and the repercussions of this division on gender
power dynamics. Qualitative studies have documented
women’s reasons for concealing or wanting to conceal

their use of contraception, including their discomfort or
lack of confidence in initiating discussions of sexual issues, male opposition to contraception, and strong pronatalist culture that values high fertility [8, 9, 15, 21–23].
Further, studies exploring women’s acceptability of new
contraceptive methods, such as patches and injectables,
have highlighted women’s preferences for discreet forms
of contraception [24–26]. At the couple level, a lack of
economic support for childrearing or perceived neglect
in the marriage often trigger such decisions, as women
seek to gain more independence in the context of family
instability [9, 18].
At a broader level, covert use of contraception represents a strategy for women to challenge opposition to
family planning, without suffering the related social consequences [9, 18, 21]. However, 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. Qualitative studies in West and East Africa suggest higher discontinuation rates among “covert”
as opposed to “overt” users [18, 27–29]; however, there
is a lack of longitudinal evidence to examine the actual
effect of covert use on contraceptive dynamics, including
discontinuation. In addition, studies have demonstrated
that women fear partner-perpetrated violence, threats of
marriage dissolution, neglect, and social sanctions in the
event that their partners learn of their contraceptive use
[13, 18, 23, 28]. While several studies have examined
women’s reasons for using covertly [12–14, 16, 18, 23,
30], a dearth of literature remains surrounding the comprehensive decision-making processes that women engage in to initiate and continue using contraception
covertly. Further, the ways in which women balance the
benefits of contraceptive use and the potential consequences of their use being discovered, and how these decisions relate to empowerment or disempowerment, are
not well explored in the literature.
The current study builds on a larger cross-cultural
project focused on measuring women’s and girls’ empowerment (WGE) in SRH in sub-Saharan Africa. In
order to fill the gaps in the knowledge base surrounding
covert use decision-making processes, including tradeoffs of benefits and potential consequences, we utilized
women’s and men’s perspectives and experiences to
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evaluate how covert use practices varied according to
cultural and residential contexts in three sub-Saharan
African countries. The specific objectives of these analyses were as follows: 1) to explore couple dynamics
informing women’s decisions to conceal their use of
contraception; 2) to understand the challenges that
women face when using contraception covertly; and 3)
to explore women’s fears related to disclosing covert use
of contraception and/or being discovered.

Methods
The Women’s and Girls’ Empowerment in Sexual and
Reproductive Health (WGE-SRH) qualitative study was
conducted in three countries across four equallyrepresented sites. The four study sites, included 1) the
Amhara region of Ethiopia, 2) Anambra state in Southern Nigeria, 3) Kano state of Northern Nigeria, and 4)
Mukono and Iganga districts of Uganda. Sites were identified based on long-standing research collaborations on
the PMA2020 project, now called PMA (www.pmadata.
org), between Johns Hopkins Bloomberg School of Public Health and partner universities/research institutions.
Further, these sites represent a range of East and West
African cultures at different stages of fertility transitions.
Specifically, Nigeria and Uganda exhibit high total fertility rates with slow declines (TFR; 5.3 and 5.4, respectively), while Ethiopia has shown steady fertility decline
with TFR dropping from 5.4 in 2005 to 4.2 in 2016 [31–
33]. The Anambra state in Southern Nigeria and the
Kano state in Northern Nigeria served as distinct sites
for this study given substantial geographical and SRH indicators, including age at marriage, polygyny, fertility,
and family planning uptake differences.
A total of 38 focus group discussions (FGDs) and 120
in-depth interviews (IDIs) were conducted from July–
August 2017 among women aged 15–49 years and men
aged 18 and older, selected from urban and rural communities in each site. A total of 440 participants (120 via
in-depth interviews and 320 in FGDs) were interviewed.
Participants were purposively sampled according to age,
marital status and area of residence within each site. A
common cross-country research protocol was developed
and implemented following qualitative research training
in each site. The study was carried out in collaboration
with in-country researchers from the PMA2020 project
[34], who managed all recruitment, data collection, transcription, translation, and coding activities. Institutional
Review Board (IRB) approval was obtained at both Johns
Hopkins Bloomberg School of Public Health (JHSPH),
USA and in each country: Addis Ababa University in
Ethiopia, Anambra Ministry of Health and Bayero University Kano in Nigeria, and Makerere University School
of Public Health in Uganda. IRB guidelines were
followed in each. Consent to participate was written and
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assent oral in Uganda and Nigeria per Makerere University, Anambra Ministry of Health, and Bayero University
Kano IRB guidelines; consent was oral and assent written in Ethiopia per Addis Ababa University IRB guidelines. In-depth qualitative study procedures are further
described elsewhere [16, 35].
In-country teams used purposive sampling (by age,
marital status, and area of residence) within each site to
recruit women and men for both FGDs and IDIs. Eligibility criteria included women aged 15–49 (or men
whose wives were 15–49 years) who resided within the
study area. Eight female FGDs and two male FGDs were
conducted in each of four sites, except Anambra (where
a total of eight FGDs were conducted). IDI participants
comprised 12 couples, who were interviewed separately
(12 females and 12 males) and six unmarried women, who
were equally divided between urban and rural settings.
Semi-structured interviews were conducted to explore
women’s sexual and reproductive autonomy, selfefficacy, decision-making, and negotiation strategies. All
participants also completed a brief questionnaire regarding their background characteristics; responses
allowed for the disaggregation of themes by demographic characteristics. Interviews were conducted by
trained interviewers in local languages, audio-recorded,
transcribed and translated verbatim, and uploaded in
Atlas.ti. An independent quality control was conducted,
where 15% of the audios files were transcribed again by
an independent person in each site to check for
consistency in the translations and completeness.
An inductive thematic approach was used for analysis.
Investigators from each site read transcripts and identified emerging themes, which supported the generation
of an initial codebook. The initial codebook was shared
across sites and revised using an iterative process. Investigators in each site applied the core set of cross-country
codes and developed site-specific sub-codes, as necessary. For the secondary analysis presented in this paper,
codes related to covert use were extracted and matrixes
used to examine patterns of covert use and responses to
covert use across sites and among specific sub-groups
(i.e. by sex and marital status).

Results
The findings are presented under three thematic areas:
the practice of covert contraceptive use and reasons for
using covertly; challenges for women who use contraception covertly; and consequences of disclosure or being discovered.
The practice of covert use and reasons for using covertly

Covert use of contraception was evoked by men and
women across sites, suggesting that clandestine use of
family planning methods was a common practice.
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Women that make the decision on their own to engage in family planning, even without the knowledge of their husband [women who use covertly],
are more compared to those that seek their husband’s consent. Men do not know the hardship
women face, but they just see them with children.
-- Female FGD participant, Married, Urban Kano
(Nigeria)
Covert use was facilitated by the diffusion of concealable
female-controlled methods, such as the injectable and
implant, although other methods, such as oral contraceptive pills or emergency contraception, were also mentioned, particularly for young women whose partners
opposed family planning: “Once the man really wants to
fail you, you can stealthily take pills or go for an injection since it is not a scar, which can be easily noticed”
(Female FGD participant, Married, Rural Uganda).
Unmarried women or women who were not living
with a partner, also described the potential of using
more traditional methods, such as fertility awareness/
rhythm covertly. However, the concealment of these
traditional methods was challenging in unions, given
many women's feare of discovery.
The woman can stealthily get themselves enrolled
on family planning without the notice of the husband. In addition, she can also be calculative and
know her safe days where she could try to avoid getting pregnant [fertility awareness method].
--Female FGD participant, Married, Rural Uganda
Both women and men indicated a number of influential
factors leading to the covert use of contraception. In
particular, couple dysfunction, including gender power
imbalance and volatile environments in the relationships,
such as alcohol abuse and intimate partner violence, prevented women from asserting their reproductive preferences. Women and men provided examples of
relationship instability propelling covert use, including
suspicions of infidelity and absence of men’s financial
support to the family. In such cases, covert use could be
a strategy to distance oneself from a failing relationship
by preventing another birth that would increase partner
dependency.
Some men take alcohol, so [they] cannot make decisions. He is always drunk, and you cannot sit and
talk. He sleeps with you when he is drunk. You cannot talk to him about family planning. Some men
are always busy. They do not have time to sit and
talk. Whenever you want to talk, he does not have
time to talk. So, you just go for family planning. If
he asks me why don’t you give birth? I say ‘I do not
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know, may be my fallopian tube has problems’.
-- Female FGD participant, Married, Urban
Uganda
Beyond overt conflict, many women avoided direct communication about family planning because they sought
to evade husband opposition and keep “harmony” in the
relationship: “I will not say ‘no’ to him to avoid his sadness and quarrel. But, I will use the family planning
method without him. I will delay like that” (Female IDI
participant, Married, Urban Ethiopia).
Further, several men were aware about the practice in
their communities and a few even suspected their own
partners to be using covertly.
Most women in this community use family planning
secretly. The man knows it after some time. Like
my wife used it without my knowledge, but when
she told me about it, I just told her ‘it is ok’…most
women decide for themselves what family planning
to use.
-- Male FGD participant, Urban Uganda
In fact, some men recognized covert use as women’s exercise of power to overcome male dominance over reproductive decisions.
I think it is the wife, because it is the women who
decide to produce for a man any number of children
wanted. Even if a man wants and a woman does not
want, she will not get pregnant since they have
many methods to use. I used to force one of my
wives to produce more children not knowing she
had an implant. It took me four months to know
that she had an implant, I was touching her arm
and felt it. When I asked her about it, she told me
she had already gone for family planning since the
child was still young and it [the implant] was to last
three years. Then I told her it was okay although
she had not told me. So, a wife can start taking even
pills without your knowledge. So, it is the woman
who decides to produce for a man when she wants.
-- Male FGD participant, Urban Uganda
While frequently reflective of a lack of support in
women’s reproductive decision-making, covert use could
be an expression of women’s ultimate autonomy in
contraceptive decisions. Indeed, some women and men
assumed that women asserted full responsibility for family planning decisions and considered their partners had
no contributions to these matters.
I believe it is the wife who has the final say. She is
the one who decides on the number of children to
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produce since she is the one who goes to labor
ward. She can say I felt a lot of pain for this child,
let me spend three years without conceiving, she
can decide to swallow pills when the husband does
not know.
--Male FGD participant, Urban Uganda
Further reflective of women’s autonomy, especially
among young women at the start of a relationship, covert use was a strategy to test a new partner before committing to marriage.
Some women or girls now monitor the kind of man
and family to get married to in the first place. Some
now secretly use contraceptives before they even get
married. After they get married, they can ensure
that they can be taken care of in terms of feeding
and training of their children, before they decide to
start giving birth. That is what majority of women
are afraid of now.
-- Female FGD participant, Urban Kano, Nigeria
Challenges in women’s experience of using contraception
covertly

While commonly discussed, covert use was also socially
sanctioned, as it challenged existing gender power structures by defying male authority. More than conflicting
pronatalist social norms, still prevalent in many settings,
covert use was often portrayed as an act of female disobedience, questioning the social order of patriarchy.
This was shared in a focus group discussion among men
in rural Ethiopia, who reflected on community shame
over women who were discovered disobeying their
husbands.
According to me, I don’t think it [covert use] is
common because if her family later finds out, it’s a
big insult. She also fears something may come from
her husband and from elders and because she
doesn’t want her family to hear about her shame
and how she cheated and tricked her husband. In
this context and this country’s standard, I don’t
think this is common.
-- Male FGD participant, Rural Ethiopia
Besides challenging gender norms, women often lacked
economic and social support to adhere to their contraceptive regimen. Particularly, women across sites mostly
relied on financial support of partners to obtain methods
and attend additional medical visits in case of contraceptive side effects.
You can secretly go for an injection without his
knowledge. We used to do that way back, but got
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some problems that worried us a lot. So, there is
the issue of secretly doing it—you get problems. So,
you can imagine what can follow, yet for those
problems to go, you have to be with money. So,
where can you get the money when you have no
job?
-- Female FGD participant, Married, Rural Uganda
A few women also described confidentiality as a limiting
factor to access family planning services secretly, especially in small communities with strong social ties. Even
if information was concealed from the husband, it was
not necessarily hidden from other community members.
Some women shared their experiences with confidantes,
increasing their risk of disclosure.
For some women, when they discuss with their
partners and they refuse, [the women] go for an injection or implant. And, when the husband asks,
‘Why are we not having our next child?’ she says ‘I
do not know why. I think it is not yet time.’ A certain woman I know experienced this. That is what
she told the husband, that ‘Let’s wait it seems it is
not yet time. I may conceive in a short period of
time.’ But she had started using family planning
without the man’s consent. But someone informed
the husband that your wife started using family
planning, and the situation was not good.
-- Female FGD participant, Married, Urban
Uganda
Men and women alike mentioned that it was possible
for the male partner to obtain information about his
spouse’s use of contraceptives from sources close to the
woman, or that this information could be unintentionally disclosed if partners eavesdropped on conversations.
It happened sometime when I was sharing with a
friend who came to my house [to visit], after she
got married and had her first child. I shared with
her what I was told to do after a woman’s first
child. How if she does not take care she will not
know when she will take in for the second one
immediately. That the best thing is prevention,
they say, is better than cure, and that she should
better go and get the pill and protect herself. I
brought out the pack of the pills and gave it to
her. That was how my husband knew about my
use of it. He shouted, ‘So, you have been using
this in this house without my knowledge!’…
Otherwise how could he explain that his wife had
been taking such tablets right under his nose
without his knowledge? Well, that was how he
found out that I ever used that [pill].
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-- Female IDI participant, Married, Rural Anambra, Nigeria
Women also discussed concerns regarding medical
documentation, which could reveal the consultations
they had in order to receive contraception. In addition,
although rarely mentioned, some providers requested
husband’s consent to use family planning before providing women with methods, which prevented some
women from acting on their contraceptive preferences
covertly.
It hurts them [men] because you may use contraceptives without the husband’s knowledge. Like me,
my husband was [away] attending a training, so I
went and started using contraceptives because I had
a breastfeeding baby. When he returned, he told
me, ‘Let us go to the village,’ and when we got there
his parents told him, ‘It seems that girl is using contraceptives. Why isn’t she giving you a baby?’ then
he said, ‘I haven’t been around, but she will give me
a baby.’ Then I made a mistake of putting the family
planning card in the bag, and as he was looking for
something he read it, he quarreled, and told me, ‘It
is time for you to pack up your things and go back
to your [parents] home. How can you start using
contraceptives in my absence and you didn’t even consult me?’ So, this caused quarrels, we had disagreements and his parents started mistreating me. When I
felt that it was too much for me, I called home.
-- Female FGD participant, Married, Urban Uganda
A common concern related to covert use of contraception was that delayed pregnancy raised suspicion from
husbands, families, and the larger community, as many
women described that these parties wondered why
women were not having children. Although seeking to
delay or limit pregnancy was the reason women were
using contraception covertly, it was not easy to sustain
‘excuses’ of not getting pregnant, while in an active sexual relationship. A few men also noted this as a means
of suspecting their partners were using contraception
covertly.
In my own understanding, a woman does not tell
the husband that she wants to stop childbearing.
Like what I have said before, it is the two of them
[the couple] that will decide how you will end childbearing within yourselves because like I am now, if I
need a child my wife cannot stop me. If I meet her
[have sex] when I know she can conceive, and for
three years nothing happens, you know that there
will be problem in the family. I will question her,
‘Did you abort? Are you taking any drug? Did you
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do family planning?’
-- Male FGD participant, Rural Anambra, Nigeria
Women also highlighted the issue of physical side effects, including heavy bleeding, weight loss or gain, and
lack of libido, which potentially unmasked their contraceptive use to their male partners. When the side effects
were unbearable and likely to be noticed by their partners, some women were compelled to disclose their
contraceptive use.
R1: Again I [can] secretly go for maybe a coil or
pills, but the challenge is getting problems there. I
remember one time I secretly went for an injection
and bled heavily for four months. This made me decide to tell him, though he quarreled, the issues
were solved. He did not kill me, but [disclosing]
helped me to survive.
R2: Even me, I once secretly went, but as I speak
now am not okay.
-- Female FGD participants, Married, Rural
Uganda
Some men in Uganda reiterated the similar challenge of
side effects leading to the unmasking of the women’s
hidden use of contraception.
Family planning has got advantages and disadvantages. Men learn of it through the disadvantages like
maybe not giving birth, yet a woman used to give
birth; a woman who used to have normal periods and
they start to become irregular; or if she is using pills,
a man will see them and it usually brings violence.
-- Male IDI participant, Rural Uganda
Consequences of disclosing or discovering covert use

Several possible scenarios were described by women and
men upon disclosure or discovery of covert use. Women
primarily discussed increased suspicions and mistrust
that could compromise relationship quality and lead to
potential couple dissolution.
If the wife uses family planning without telling him,
number one, [she will lose] trust. His trust on her
will decrease very much from previous. Their love
in the house will also decrease. There is no problem
if she used it by discussing with him, since they have
done it with a mutual decision. But there will be
quarrel because she does this without telling him
and his trust on her will decrease.
--Female FGD participant, Married, Urban Ethiopia
Female participants also described fearing or experiencing violent reactions from partners, who could threaten
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or even beat them: “Some men hit them by saying, ‘Why
do you hide from me?’ Conflict might happen because
he could fight her morning and evening” (Female IDI
participant, Unmarried, Rural Ethiopia). These reactions
were exacerbated when women’s covert contraceptive
practice was thought to conceal infidelity, thereby equating family planning methods use with extra-marital sexual relations.
‘How could you hide this from me?’ Eh, that means
you are taking it because you have another thing
[extramarital affair] or you are using it with another
man. By saying those things, a disagreement could
also occur. So, doing it by hiding is harmful for
marriage. That is what I believe.
-- Female FGD participant, Married, Urban
Ethiopia
In some cases, however, male participants suggested that
disclosure could improve couple communication leading
to agreement on family planning practices, and “permitting” women who were using contraception covertly to
continue using it overtly. Some women also testified
that, contrary to expectations, their partner did not
negatively react when they learned they were using
contraception covertly. “I did not tell him, but when he
found out, he did not have any issue about it” (Female
IDI participant, Married, Rural Kano, Nigeria). Such situations were described when men’s fertility intentions
were aligned with women’s intentions, but the couple
had failed to discuss family planning, thereby leading to
covert use.
The man may be happy that his wife did not get
pregnant because there are instances when men
prefer women that are getting pregnant less frequently. It is true because she will give him more
time, unlike the ones that are frequently getting
pregnant. Physically, she will look more beautiful
than a woman that is giving birth frequently. So,
even though he did not accept her decision at first,
he will like her more because of the time she is giving him and for her improved looks over the other
women.
--Female FGD participant, Married, Rural Kano,
Nigeria

Discussion
This study explored the dynamics of women’s decisions
to conceal their contraceptive use, the challenges they
faced using contraception covertly, and the consequences of being discovered by partners relying on
qualitative data gathered across three countries in subSaharan Africa. While women circumvented significant
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barriers to use contraception, lack of resources and social support, particularly from family and friends who
could breach confidentiality, remained hurdles to
women's continued use of methods, especially when
women experienced side effects. Women’s general fear
of consequences, related to their partners’ discovery of
their use, constrained their autonomy over reproductive
decisions.
Covert use of contraception was a common practice
across all sites and residential settings for varied reasons,
similar to some highlighted in other studies [13, 14].
However, despite the ubiquitous nature of this practice,
it was sanctioned. Given the gender power dynamics in
patriarchal settings [36–39] and the pronatalist norms
and policies [12, 40] that are likely to prioritize women
as reproducers, these sanctions are expected. As recognized across other contexts, gender power dynamics play
a key role in limiting candid communication about SRH
issues, including childbearing [8, 41]. This lack of communication, and sometimes uncertainty about a partner’s
opinion on childbearing and pregnancy, may lead
women to pursue more complicated or risky routes for
achieving their reproductive aspirations. These narratives underscore the need for thorough contraceptive
counseling for both individual women and couples, to
ensure that contraceptive methods used both covertly
and overtly maximize women’s priorities and take into
account their unique and individual circumstances.
Contraceptive counselling in the three study countries is
still limited. For example, 75% of current users in Anambra, 40% in Kano, 56% in Ethiopia and 50% in Uganda
reported not being told about potential side effects at
the health facilities [42–44]. If covert contraceptive users
are not well counseled when they obtain methods, these
women are posed with more challenges on how to navigate contraceptive use successfully.
Although historically assumed to reflect a lack of autonomy requiring targeted intervention [14, 45, 46], our
results indicate that covert use represents a spectrum of
situations, ranging from coercion to full autonomy in
contraceptive decisions. In all sites, some respondents
considered contraception to be a woman’s prerogative
and, accordingly, some female participants considered
their partners' involvement non-essential in decisionmaking about contraception. Such situations are distinct
from instances of coercion where women hide their decisions and contraceptive use from their partners to evade
sanctions. These motivations should be considered in future research on covert use, as they are likely to inform
different contraceptive dynamics and be associated with
different consequences in case of disclosure.
In addition to the issue of autonomy, covert use presents another dilemma in the conceptualization of
women’s empowerment, as women who are using

Kibira et al. BMC Public Health

(2020) 20:865

contraception covertly may be unable to voice their preferences, but are ultimately able to exercise their choices,
thereby achieving their reproductive goals. From an individual perspective, women act according to their preferences, while from a couple perspective, women and men
are unable to negotiate and find agreement on their reproductive preferences. Family planning programs that
engage male partners may improve couple communication and increase agreement on reproductive decisions,
but should also protect and support women’s ability to
prevent pregnancy, regardless of partner engagement.
While covert use represents some form of agency over
contraceptive practices, it also presents with a number
of challenges women must overcome to continue using
a method. Managing side effects, including the financial
burden of seeking care from a health provider, was a
particular challenge in the absence of partner financial
and social support [9]. Universal healthcare coverage, including the free provision of contraception and management of contraceptive-related side effects, could help
women overcome some of these barriers. More generally, women’s covert contraceptive experience was often
laden with concerns of being discovered or suspected by
their partners [28, 46]. Justifying a non-pregnant status,
while in a sexually active union often came with a socially undesirable label of being infertile, as seen in other
pronatalist societies [47]. In addition, the price of being
discovered was high, as many women were perceived as
transgressing the social order. Considered unfaithful or
untrustworthy in case of discovery, many women feared
partnership dissolution and the loss of financial support
if discovered using contraception covertly. With such
looming fears of consequences of discovery, covert use
also limits method choice for women. While some
women may prefer other options, their range is limited
to those methods that have clandestine use abilities. Previous research has shown that women in relationships
where intimate partner violence prevails are unlikely to
use and continue use of their preferred methods [48,
49].
The study is not without limitations. While we sought
to explore women’s decisions to use contraception covertly across a variety of economic and cultural settings
in sub-Saharan Africa, our results are not transferrable
to the entire populations within those countries because
of intra- and inter-country cultural variations. In
addition, our exploration of reasons and consequences
of using contraception covertly may not have captured
the complexity of women’s experiences, given that covert
use of family planning was not the primary focus of the
broader WGE-SRH study. Therefore, information about
specific strategies for concealing contraceptive use and
their implications for consistent and continuous use, or
the ways in which women disclose use, may not have
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been fully considered within the present study. Translating the audio files to English during the transcription
may affected data quality, however, research assistants in
each site were carefully recruited based on local and
English language proficiency to minimize this limitation.
Further, a quality control process to ascertain proper
translation and transcription of the audio recordings by
independent persons was done on a set of audio files.
This study provides a cross-cultural perspective that
can improve existing programs and policies related to
family planning. Specifically, the results of this study
underscore the need for sexual educational programs
that target men and boys to respect and support
women’s reproductive decisions. At the macro-level, universal coverage of family planning is central to minimizing the economic burdens many women encounter
when they lack partner support. This study provides a
more nuanced perspective on the meaning of covert use,
as both a sign of constraint and a marker of women’s reproductive empowerment. Future quantitative research
is encouraged to examine the role of covert use in
contraceptive dynamics, including method switching and
discontinuation; continued qualitative research is needed
to understand men’s myths and misperceptions of family
planning that may increase couple disagreement, as well
as further exploration of traditional methods, namely
fertility awareness methods, as covert options.

Conclusions
Our study contributes a deeper understanding of the dynamics of covert contraceptive use, indicating that the
practice is common across diverse social contexts in
sub-Saharan Africa. Covert use is laden with several
challenges that impede method continuation, including
lack of resources and social support, especially when
women experience side effects related to their contraceptive use. Women’s fear of physical, social, and financial consequences of their covert use being discovered
further constrains women autonomy in reproductive decisions. However, in several instances, covert use also indicates women taking independent action without
involving men, and therefore, should not always be seen
as an indicator of limited empowerment or even disempowerment. Programs aimed at sustaining voluntary
contraceptive use will be more effective if they fully
understand the dynamics of covert contraceptive use
and establish context-specific strategies to support
women, taking into account their motivations and challenges surrounding covert use of contraception.
Abbreviations
DHS: Demographic and Health Surveys; FGD: Focus group discussion;
IRB: Institutional Review Board; IDI: In-depth interview; JHSPH: Johns Hopkins
Bloomberg School of Public Health; LMIC: Low- and middle-income country;
PMA2020: Performance Monitoring and Accountability 2020; SRH: Sexual and

Kibira et al. BMC Public Health

(2020) 20:865

reproductive health; WGE: Women’s and girls’ empowerment; WGESRH: Women’s and Girls’ Empowerment in Sexual and Reproductive Health
Study

Acknowledgements
We would like to acknowledge the women and men who participated in
interviews and focus group discussions, sharing their stories and experiences
with us to improve understanding of this important reproductive health
issue.

Authors’ contributions
CK, SNW, AT and CM contributed to the conceptualization and design of the
parent study with substantial input from in-country teams. SPSK, SD, HG,
FM, EO, SS, and AS oversaw field data collection for the parent study, including recruitment, qualitative data collection, transcription, translation, coding,
and adherence to study protocols. SPSK served as qualitative lead for the
Ugandan site and was the primary analyst for this secondary analysis. SPSK,
CK, SNW and CM drafted the paper. All authors contributed to the critical review of this manuscript. The authors read and approved the final manuscript.

Funding
This study was conducted with support received from the Bill & Melinda
Gates Foundation through two grants received by the Bill & Melinda Gates
Institute for Population and Reproductive Health for the Performance
Monitoring and Accountability 2020 (OPP1079004) and PMA Plus
(OPP1163880) projects. The funding body was involved in the design of the
parent study, but was not involved in the study design, data collection,
analysis, interpretation, or writing of the present manuscript.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not
publicly available due to the qualitative nature of the data and identifying
geographic information, but are available from the corresponding author on
reasonable request.

Ethics approval and consent to participate
This study received ethical approval from the Institutional Review Boards
(IRBs) at Johns Hopkins Bloomberg School of Public Health (JHSPH), Addis
Ababa University (AAU), Anambra Ministry of Health, Bayero University Kano,
and Makerere University School of Public Health. Consent to participate was
written and assent oral in Uganda and Nigeria per Makerere University,
Anambra Ministry of Health, and Bayero University Kano IRB guidelines;
consent was oral and assent written in Ethiopia per AAU IRB guidelines. All
procedures were consistent with standard PMA2020 (now PMA) guidelines
for each country.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.
Author details
Department of Community Health and Behavioral Sciences, School of Public
Health, Makerere University, Kampala, Uganda. 2Department of Population,
Family and Reproductive Health, Johns Hopkins Bloomberg School of Public
Health, Baltimore, USA. 3Center for Advanced Medical Research and Training,
Bayero University Kano, Kano State, Nigeria. 4Department of Epidemiology
and Biostatistics, School of Public Health, Makerere University, Kampala,
Uganda. 5Centre for Research Evaluation Resources and Development, Ile-Ife
Osun State, Nigeria. 6Department of Reproductive Health and Health Service
Management, School of Public Health, Addis Ababa University, Addis Ababa,
Ethiopia. 7Soins et Santé Primaire, CESP Centre for Research in Epidemiology
and Population Health, U1018, Inserm, F-94807 Le Kremlin-Bicêtre, France.
1

Page 9 of 10

Received: 21 January 2020 Accepted: 24 May 2020

References
1. Ouagadougou Partnership. Planification Familiale: Le Partenariat de
Ouagadougou [Internet]. 2019. Available from: https://partenariatouaga.org/
en/about-us/the-partnership/.
2. Family Planning 2020. Factsheet Family Planning 2020: New and Renewed
Commitments [Internet]. Washington, DC; 2016. Available from: https://
www.familyplanning2020.org/sites/default/files/FP2020_New_
Commitments_7.13.2016-FINAL.pdf.
3. Sonfield A, Hasstedt K, Kavanaugh ML, Anderson R. The Social and
Economic Benefits of Women’s Ability To Determine Whether and When to
Have Children. New York: Guttmacher Institute; 2013.
4. Singh S, Darroch JE, Ashford LS. Adding It Up: Costs and Benefits of
Contraceptive Services. Guttmacher Inst UNFPA; 2014.
5. Mwaikambo L, Speizer IS, Schurmann A, Morgan G, Fikree F. What works in
family planning interventions: a systematic review of the evidence. Stud
Fam Plan. 2011;42(2):67–82.
6. Muralidharan A, Fehringer J, Pappa S, Rottach E, Das M, Mandal M.
Transforming gender norms, roles and power dynamics for better health.
Washington, DC: Futures Group, Health Policy Project; 2015.
7. Wegs C, Creanga AA, Galavotti C, Wamalwa E. Community dialogue to shift
social norms and enable family planning: an evaluation of the family
planning results initiative in Kenya. PLoS One. 2016;11(4):e0153907.
8. Harrington EK, Dworkin S, Withers M, Onono M, Kwena Z, Newmann SJ.
Gendered power dynamics and women’s negotiation of family planning in
a high HIV prevalence setting: a qualitative study of couples in western
Kenya. Cult Health Sex. 2016;18(4):453–69.
9. Kriel Y, Milford C, Cordero J, Suleman F, Beksinska M, Steyn P, et al. Male
partner influence on family planning and contraceptive use: perspectives
from community members and healthcare providers in KwaZulu-Natal,
South Africa. Reprod Health. 2019;16(89):1–15.
10. Kassa M, Abajobir AA, Gedefaw M. Level of male involvement and
associated factors in family planning services utilization among married
men in Debremarkos town, Northwest Ethiopia. BMC Int Health Hum Rights.
2014;14(1):1–8.
11. Hardee K, Croce-Galis M, Gay J. Are men well served by family planning
programs? Reprod Health. 2017;14(1):1–12.
12. Biddlecom AE, Fapohunda BM. Covert contraceptive use: prevalence,
motivations, and consequences. Stud Fam Plan. 1998;29(4):360–72.
13. Baiden F, Mensah GP, Akoto NO, Delvaux T, Appiah PC. Covert
contraceptive use among women attending a reproductive health clinic in
a municipality in Ghana. BMC Womens Health. 2016;16(1):1–10.
14. Heck CJ, Grilo SA, Song X, Lutalo T, Nakyanjo N, Santelli JS. “It is my
business”: a mixed-methods analysis of covert contraceptive use among
women in Rakai, Uganda. Contraception. 2018;98:41–6.
15. Adanikin AI, Mcgrath N, Padmadas SS. Power relations and negotiations in
contraceptive decision-making when husbands oppose family planning:
analysis of ethnographic vignette couple data in Southwest Nigeria. Cult
Health Sex. 2019:1–13 Available from: https://doi.org/10.1080/13691058.
2019.1568576.
16. Karp C, Wood SN, Hadiza G, Kibira SPS, Makumbi F, Omoluabi E, et al. 'I am
the master key that opens and locks': Presentation and application of a
conceptual framework for women’s and girls’ empowerment in
reproductive health. Press Soc Sci Med. 2020. https://doi.org/10.1016/j.
socscimed.2020.113086.
17. Sundararajan R, Yoder LM, Kihunrwa A, Aristide C, Kalluvya SE, Downs DJ,
et al. How gender and religion impact uptake of family planning: results
from a qualitative study in northwestern Tanzania. BMC Womens Health.
2019;19(99):1–10.
18. Castle S, Konate MK, Ulin PR, Martin S, Castle S, Konate MK, et al. A
qualitative study of clandestine contraceptive use in urban Mali. Stud Fam
Plan. 1999;30(3):231–48.
19. Gasca NC, Becker S. Using couples’ discordant reports to estimate female
covert use of modern contraception in sub-Saharan Africa. J Biosoc Sci.
2018;50:326–46.
20. Choiriyyah I, Becker S. Measuring Women’s covert use of modern
contraception in cross-sectional surveys. Stud Fam Plan. 2018;49(2):143–57.
21. Gipson JD, Hindin MJ. “Marriage means having children and forming your
family, so what is the need of discussion?” communication and negotiation

Kibira et al. BMC Public Health

22.

23.

24.

25.

26.

27.
28.

29.

30.

31.
32.

33.
34.

35.

36.

37.

38.

39.

40.
41.

42.

43.

(2020) 20:865

of childbearing preferences among Bangladeshi couples. Cult Health Sex.
2007;9(2):185–98.
Gipson JD, Muntifering CJ, Chauwa F, Taulo F, Amy O, Hindin MJ, et al.
Assessing the importance of gender roles in couples’ home-based sexual
health Services in Malawi. Afr J Reprod Health. 2010;14(4):61–71.
Orach CG, Otim G, Aporomon JF, Amone R, Okello SA, Odongkara B, et al.
Perceptions, attitude and use of family planning services in post conflict
Gulu district, northern Uganda. Confl Health. 2015;9(24):1–11.
Gollub EL, Cyrus E, Dévieux JG, Jean-Gilles M, Neptune S, Pelletier V, et al.
‘Men don’t need to know everything’: a field trial of a discreet, femaleinitiated, contraceptive barrier method (FemCap™) among Haitian-American
women. Cult Health Sex. 2015;17(7):842–58.
Cover J, Lim J, Namagembe A, Tumusiime J, Drake JK, Cox CM. Acceptability
of contraceptive self-injection with DMPA-SC among adolescents in Gulu
District, Uganda. Int Perspect Sex Reprod Health. 2017;43(4):153–62.
Brunie A, Callahan RL, Godwin CL, Bajpai J, OlaOlorun FM. User preferences
for a contraceptive microarray patch in India and Nigeria: qualitative
research on what women want. PLoS One. 2019;14(6):1–16.
Secrecy and silence: why women hide contraceptive use. Population Briefs.
1998;(3):3.
Alvergne A, Stevens R, Gurmu E. Side effects and the need for secrecy:
characterising discontinuation of modern contraception and its causes in
Ethiopia using mixed methods. Contracept Reprod Med. 2017;2(24):1–16.
Cavallaro FL, Duclos D, Cresswell JA, Faye S, Macleod D, Faye A, et al.
Understanding ‘missed appointments’ for pills and injectables: a mixedmethods study in Senegal. BMJ Glob Heal. 2018;3(e000975):1–12.
Mosha I, Ruben R, Kakoko D. Family planning decisions, perceptions and
gender dynamics among couples in Mwanza, Tanzania: a qualitative study.
BMC Public Health. 2013;13:523.
2016 Uganda Bureau of Statistics (UBOS) and ICF. Demographic and Health
Survey Key Findings. Kampala, Uganda and Rockville, Maryland, USA; 2017.
National Population Commision (NPC) [Nigeria] and ICF. Nigeria
Demographic and Health Survey 2018 Key Indicators Report. Abuja, Nigeria
and Rockville, Maryland, USA; 2018.
Central Statistical Agency and ICF. Ethiopia Demographic and Health
Survey. Addis Ababa, Ethiopia and Rockville, Maryland, USA; 2016.
Zimmerman L, Olson H, Tsui A, Radloff S. PMA2020: rapid turn-around
survey data to monitor family planning service and practice in ten
countries. Stud Fam Plan. 2017;48(3):293–303.
Wood SN, Karp C, Tsui AO, Kibira SPS, Galadanci H, Makumbi F, et al. A
sexual and reproductive empowerment framework to explore volitional sex
in sub-Saharan Africa. Cult Health Sex. 2020; Epub ahead.
Kibira SP, Ndugga P, Nansubuga E, Sewannonda A, Kwagala B.
Contraceptive uptake among married women in Uganda: does
empowerment matter? African Popul Stud. 2014;28(2):968–77.
Lusey H, Sebastian MS, Christianson M, Edin KE. Prevalence and correlates of
gender inequitable norms among young , church-going women and men
in Kinshasa, Democratic Republic of Congo. BMC Public Health. 2018;
18(887):1–12.
Wyrod R. Between Women’s rights and Men’s authority: masculinity and
shifting discourses of gender difference in urban Uganda. Gend Soc. 2008;
22(6):799–823.
Lundgren R, Burgess S, Chantelois H, Oregede S, Kågesten AE. Processing
gender: lived experiences of reproducing and transforming gender norms
over the life course of young people in northern Uganda. Cult Health Sex.
2019;21(4):387–403 Available from: https://doi.org/10.1080/13691058.2018.
1471160.
Bongaarts J, Casterline J. Fertility transition: is sub-Saharan Africa different ?
Popul Dev Rev. 2013;38(Suppl 1):153–68.
Wolff B, Blanc AK, Ssekamatte-Ssebuliba J. The role of couple negotiation in
unmet need for contraception and the decision to stop childbearing in
Uganda. Stud Fam Plan. 2000;31(2):124–37.
Centre for Research ER and D (CRERD), Bayero University Kano (BUK), The
Bill and Melinda Gates Institute for Population and Reproductive Health at
the Johns Hopkins Bloomberg School of Public Health. Performance
Monitoring and Accountability (PMA2020) Survey Round 3, PMA2016/
Nigeria-R3 (National). Nigeria and Baltimore, Maryland, USA; 2016.
Addis Ababa University School of Public Health, The Bill and Melinda Gates
Institute for Population and Reproductive Health at the Johns Hopkins
Bloomberg School of Public Health. Performance Monitoring and

Page 10 of 10

44.

45.

46.
47.

48.

49.

Accountability 2020 (PMA2020) Survey Round 2, PMA2015/Ethiopia/R3.
Ethiopia and Baltimore, Maryland, USA; 2015.
School of Public Health at the College of Health Sciences, The Bill and
Melinda Gates Institute for Population and Reproductive Health at the
Johns Hopkins Bloomberg School of Public Health. Performance Monitoring
and Accountability 2020 (PMA2020) Survey Round 6, PMA2018/Uganda-R6.
Uganda and Baltimore, Maryland, USA; 2018.
Blanc AK. The effect of power in sexual relationships on sexual and
reproductive health: an examination of the evidence. Stud Fam Plan. 2001;
32(3):189–213.
Tensou B, Hailemariam A, Reniers G. The prevalence of covert use of
contraceptives in Adama town. Contraception. 2008;78(2):185.
Tabong PT, Adongo PB. Infertility and childlessness: a qualitative study of
the experiences of infertile couples in Northern Ghana. BMC Pregnancy
Childbirth. 2013;13(72).
Maxwell L, Brahmbhatt H, Ndyanabo A, Wagman J, Nakigozi G, Kaufman J,
et al. The impact of intimate partner violence on women’s contraceptive
use: evidence from the Rakai community cohort study in Rakai, Uganda. Soc
Sci Med. 2018;209(April):25–32 Available from: http://www.embase.com/
search/results?subaction=viewrecord&from=export&id=L2000770931%
0Ahttp://dx.doi.org/10.1016/j.socscimed.2018.04.050.
Mccarraher DR, Martin SL, Bailey PE. The influence of method-related
partner violence on covert pill use and pill discontinuation among women
living in La Paz, El alto and Santa Cruz, Boliva. J Biosoc Sci. 2006;38:169–86.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

