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INTRODUCTZION

Cne of the most dramatic demographic changes in the last
three decades or population transition has been the ability
of the sexually active woman whether married or not, to
exercise control over family size. The mass availability
of highly effective contraceptives, has made possible this
new dimcnsion of fertility control. Unfortunately, however,
while the developed countries of the world have used family
planning as a strong and importart check on their population,
contraceptive practice is still very low in the Sub-Saharai
Africa, with attendant high fertility and growth rates.

Population increase and the need for family planning must
be seen in its biological perspective. Matthus (1798) in
his now famous essay, postulated that population was limited
by disease, war and famine. This was true perhaps in many
parts of tne world particularly in Africa, when man‘s success
to rear children depended largely on his capacity to reproduce
and make good his losses from war famine, disease and slave
trade. The situation has now changed dramatically, due to
better international understanding and improvemert in medical
science since the last century. Now that natural checks on
population arc being remcved, more children survive to maturity
and in turn have their families, resulting in a more rapid
growth of the human species than ever before.

African women are pregnant for 18 - 20 vears of their

lives, as compared with 3 - 5 vears for vichen 1in developed
? -
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countries (Sai 1987). It will not surprise anybody therefore,
that the African women, particularly in.vest Africa, including
Nigeria, are the most prolific in the world, rivalled only

by tnose of South '"'est asia. The average .est african woman
bears 6.8 children in her reproductive years compared to G.06
in East africa, 6.0 in Central africa, 5.2 in South Africa
1.9

in most industrialised countries (Peope. 1PPF 1981).

(]

and
This has been confirmed recently by Makinwa (1982) who found
the fertility rate in Lagos metropolis to te 6.7, and by a
team in Benin-City, where the prevalence of grand-multiparity
was abcut ZO'percent (Jiejomaoh Omene and Cmu 1977).
Unfortunately, very high morbidity ani mortality accompany
child-birth in Sub-3ahara aAfrica, especially in HNigeria.
Much of the maternal morbidity and mortality is attributable to
high-rick rregnancies that could be avoided throcugh effective
use of family planning.

In this article therefore, therec will L2 a state of
problem of ncan-utilisation of family planning in Nigeria and
the attendant health implications of the continuum adolescent

pregnancy to grand-multiparity. A catalogue of health benefits
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/ Will be delved into. Solutions will then be
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sugjested to achieve the dream.

STATE. T CF PRCBLIM AS NEED FOR FaMILY PLANNING:

The greatest problem facing
today in general and individuals

The resources and infrastructyre

many countries of the world
in particular is population,

available are not conveniently



adequate for %tnhe teeming population especially ir our great
couintry, iligeria. Growth in utilisable rescurces in terms of
food, housing, education and employmant potentials are not
keeping pace with contemporary population growth trends.
Since 1953, the population of ligeria has almost tripled.

The Sross _omestic Froduct has shown no improvement whatsoever.

]
o

ig well xnown that changes in the ponulation of any
locality is a detersminant of four interactinz factors, namely,
births, death, immigra:ion and emigration (Brown and Selznick).
Of these factors, birth has the greatest influence because
it is to a greater extent determined by the personal decision
of the indivicdual. It is obvious therefore that if the
population of anv aountry like iiigeria needs control, it is
the Lirth rate that should have the searchlight.

Accerding to the Fourth Jorlcd Food Zurvey, 28 percent
of the population of ths whole .,frican Continent was underfed
in 1972-19274. My modest projection is that about 60 percent
of liigeria are underfed 1986-1988, Between 1974-1983, Nigeria
was depandenc on food imports. Zvery food item ecame an
essential commodity. With the FEM and IZir, we have got mixed
blessings. Dependence ~n fcod imports is now zompulsorily
over. liowever, the common man cannot afford the high costs

of the local food like garrri, rice, beans and maize. How

o
1

do ve feed our large familles, cloth and house them, and give

them the opportunity of a sound education.
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while Family ~)anning has been integrated as & National
Policy in almost all developed countries of the world, only
twelve jovermments out of 48 members oI Crganisation of African
Unity (C.a.U) have an official policy to reduce their population
growth rate namely, Ghana, 3enin, ienya, Uganda, Botswana,
Tescthe, Swaziland, south africa, Mauritius, Zenegal, Bgrkina
Passo and ..ozampiguc. Thece countries now hzve a tetter
uncerstanding that In helring with the proulems of fertility
through control measures, governaants are actually investing
in Lhe next generation. Nigeria has recantly, {early 1°88)
reccgniced tne proklom cf rapid population and pegced the
number cf children a woman can have to four. This cecision
has gencrated a spate of criticism. This is a laudable
Jecicion and a first step ‘n the right Jirection. It will
certainly <Zemonstrate ihe health benefitc or family planninge.

Governpent policies on family planning however well
intentioned will fail 1f there is no acceptance of the idea
itsolf at the family unit base. The problem of fertility
contr-1 at the family unit level, has a spectral ne ctern,
from adclesconce oo climccteric, when thc alkility or capacity
to reproduce 15 In abeyance.

AT oA AT Ty M T Lefaa ¥4
I\DCL_‘D\.H.!L L tllbldivd o L

rdolescent marricge and pregnancy have been the rule
in most rural african Community (5£€iong 19275 arkutu 1979) .

4 recent ropulation repert (1080) revealec that about 43 percent



of 15 year old teenagers were already marcicd in Kano, in

Nlilgeria. Carl

-

Northern y child bearing is associated with
high parity, shcrt pirth intervals and large completed families.
The problem of adolescent sexual maturity has been compounded
by the trznd towards earlier menarche. The avercge age or
me xarche in ligeria is about 13 years (Diejomaoh). The
adolecccnt parturient is faced with rroblems of severe
pre—eclampsia and cclampsia, anaemla, and cephalo perlvic
dispreportion. The incidence of vesico-vaginal fitula 1is
nighest among :his group of parturlents. Preventing early
adolesccnt child-birth has benefits for the individual girl
and for the society, because the place for the adolescent girl
is an ecucational institution.

accordinc to zeveral workers (Fercdinard, Cmu et 1981) the
african School 5ir: is prone to unwanited pregnancy because
of her ignorance abpout the use of and lack of azcess to
contracerntives. @mu 11981) found that 37.5 percent of the
adolescents had had 1 - 3 induced abortions cr live births

at the time of the index admiscion with complication of induced

-

aborticn vot nad no nouledge cf fertilicy contrcl metncds.
Illegal induced aborticns are done by untralned, non-medical
chalatantz who use poor, septic techniques and dangerous methods.

The resul: is that induced aborticn is the common cause o.

death among young girls in Benin-City (Omu et al 1981).



For those adolescent girl who are lucky to get to the Hospital
fairiy early usuaily with complications of induced abortion
like lacerated cervix, perforated uterus, gut injuries, acute
pelvic inflammatory and endotoxic shock may sur.ive after
one to six month stay in hospital. This is usually at a huge
cost to the family or state. The young lady may then loose
many schcoling cor working hours. Ilore seriously, is the
problen of persistent ill--health and infertility caused by
septic abortion. aAbout 60 percent of women who have infertility
probler: later in life, may have an underlying previous induced
septic awortion. There might not have been oudnt .dlinical
jinfection. Suk-clinical infection fro. use of septic
techniqu: can also lead to tupal blockage.

Sexuzlly active young girls are open tc wmultiplicity
of partners ‘:ith attendant hazards of sexually transmitted
diseases like gonorrhaea, syphilis, chlamydia and AIDS. These
can ke easily prevented by barrier method especially durex,
diaphragm, and spermicides.

PROBLENMS O THE GRANDMULTIPARA

In the developed countries the economic and social
implications of bringing up large families, coupled with the
universal availability and use of effective contraception
backed by liberal abortion laws and the general improved
health facilities ensuring survival of mest delivered children,
have led to grandmnltiparity becoming a rarity (Diejomaoh,

Omene and Omu). However in most sub-Saharan countries,



there is general desire for large families reluctance to
utilise contraception and iInadequate health facilities. The
resultant effect of this situation is a vicious circle of
high perinatal and infant mortality and increasing grand-
multiparity. The complications associated with grand-
multiparity includc anaemia, hypertension, placenta praenia
aid abruption placental. Ruptured uterus, a commOn cause

of maternal mortality and mor:zidity is exceptionally high
among grandmultipara (Oronsaye and Asuquo 198C). Dystocia
mainly from cephalo-pelvic disproportion and malpresentation
is also common (Cmu et al 1981).

MATERNAL MORTALITY

Maternal mortality is one cof the important indicators
for comparising health standards in different coun:iries or
at different times in a community. England and Jales had
maternal mortality of C.11 per 2000 or 11 per 100,000 1live
births (DHSZ 1985). 1In :ligerian studies from hospital data,
- have shown maternal mortality range from 5.2 to 17 per 1000 or
520 to 1,700 per 100,CC0 (Unuigbe et al 1987, iHarrison 1986,
and feyle-waboso 1981)., Jith a liktle statistical analysis and
extrappdation, there is 50 to i50.relative rizk of having
a baby in MNigeria, compared to cngland and Jales. On the
other, it is extremely sad to note that i there are abouk
4 million live births annualiy, 20,300 to 68,000 women actually

die!



Now, although grandmultiparity accounts for about
20 percont of the maternally populaticn in U.B.T.H., it is
related to 55 porcent of the maternal mortality. The first
concluszion ene is immediately attracted to jump into is that
maternal mortality can pe reduced by more than fifty percent
if womcn nave only four children. That is 1f they do not
become grandmultipara. 1In order words, the nigh maternal
morta ity in lligeria can e drastically reduced perhaps
only by a conscientious family planning programme Zully
integrated Into the maternal and child health services.

CTHER [.C2U05 INF_UENCILG MATZOMNAL MORTALITY AND HORBIDITY

Complications cf pregnancy and delivery are still major
causes oOf maternal mortality and morbidjity in !ligeria. These
include anaemia, hypertension, disorders, cephalo-pelvic
ddsprcportion and malprescalation leading to prolonged
obstructed labcur. 3Some maternal diseases like diabetes
mellitus, renal discases, sickle cell disease, thyroid
dysfunction, tuberculosic and leprosy are made worse during
pregnancy. They on the other hand contribute to maternal
mortality and morbidity.

The age of the patisnt pakes tremendous to maternal if
sha give pregnant and delivers after 20 years of age. By the
time she is 4C years, the ricks are more than double.

A recent trend in the abortion issue in iligeria is that

it is no norc the exclusive indulgence of the adolescent adult



women, married or not are now involved with the attendant
risk of infection, haemorrhage and death. In lligeria, more
1 in 4 married vomen ajree to have had vprevious abortion.

INFANT MCRTALIT

Child bern to wvomen aged 20 and vounger and to those aged
30 and older are more likely to die in infancy than are children
sorn to wowen in thoir 20s. Infant mortality is abcut 100 ner
1000 live birth in illigeria. These rates are 5 - 10 times
thage Ffor developed countries. Children korn after an interval
of less than 24 months are about 30 percent morc likely to die
in infancy than those born after an interval of 24 - 27 months.
From infancy to adoclescence, children Lorn into large, or
closely spaced families expericnce more sickness and slower
growth anc¢ attain lower leveis of educatione.

The moct common causes of nerinatal mortality are birth
trauma, lcw tirth wééght, antepartum haemorhage and toxaemia.
In Nigeria 2.5 vercent of annual deliveries are still-births
(WJorld Federation for Health 1984). Woman whose last infant
survived want fewer additional children than <o women whose

last child diZd not survive.

.'v“;'l}\.T I: L“ .11' v o “‘ N[l"‘”r‘;\

According to llorrizc (1977) family plauning covers research

into normal reproduction, contraception, investigations and
treatment of infertility and habitual abortion, genetic
counsellin: and evaluation of pregnancy termination as a method

of Family limitetion. The purpose of family rlanning therelore

W
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is to limit ropulation to ithe resources availa.l2 and so

make a better 1ife. There are therefore, two broad components
of family planning namely, Fertility contrel and management

of »roblems of cterility and infertility.

Se A D

INFERTILITY

Infertility is a major prowvlam for both men and women
in Nigeria, In which 28 - 20 percent of women arc =hildless
at tnz ond of thelr reproductive years, iith a large number
of women experiencing secondary infertility. The commoenest
cause oI Infertility in Higeria is infeztion (Osoba ).
The commonest preventable cause until recantly was infection
from Ladlucesd aboerticn. Pelvics inflammatcry dicease due to
sexually transmitted disease iIs increasing rapidly in
prepertion.  The major sexually transmitted dicseases causing
infertility, are jonorrhoea and chlamydia.

wrrart frem the proxlem of chronic 111 hezlih  these
women cuffer frem, they are psychologically a depraved groupe
Divorccz and abandcnMents are common on “he pasis of infertility.
Free lancing or multiplicity of sexval partncers is vary
common aaong Infertile women. The situation iz nmade worse

cf that ¢ wan males no centribution

DY the ctraziiicnal Leli
o infertility. Infact, it iz held by many cultures that a
woman's infertility is a result of rotributive lustice for
her infertilitvy.

HEAL N DENIFITS CF PAMILY PLANIIING

-

Janily »lanning is one cf the componanis of Frimary llealth

Lare. Tangirle health and cocial benefits from family planning
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have teen exhauctively documented In medical and cocial

sciznce research (ilessler et al 1973). ‘ell spaced, smaller

)

family can bring improved healtn status and a pbetter life to

children and tﬁeir parents, and make a positive contribution
to thce welfezre of the family and the cémmunity.

Rasearch has chown that bLirth defzcts, mental retardation,
~rematurity, waternal and infant deatiiz, Infecticus disease
in both parents and chilcren, the chance of child abuse and
varicus other adverse outcomes like malnutrition and domestic
injuries increase when when family is jarge, when births are
closely spaced, wnen pregnancy occur very early or unusually
late in a woman's reproductive life (Barnes 1978). ZEugenic
benefit of family planning is to stem the perpetuation of a
seriously harmful genetic trait like the down&s syndrome,

sickle ccll disease, klinefelter's syndrcme and Fheny

o

Ketonuria.

Family planning improves children's health by helping
women fo space their births, have smaller families and avoid
nregnancics and unfavourable aze or with chronic medical
disorcerc. The resulting changes in child-bearing inevitably
contriiute substantially to dramatic decline in infant
mortality. Fanily planning can also reduce the number of
high-risk pregnancies and subsequently reduce maternal
mortality therefrcm. In Bangladesh, it was estimated that the
numker of maternal deatns would decline by over 25 percent

if all pregnancies were confined to Lketween 20 and 35 years.
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The situation is likely to te the same in Nigeria. The
greatest impact of farcily planning on maternal and child health
in Migeria, will be through prevention of grandmultiparity.

BREVENTICH OF GRANDMULTIPAILY BY FAMILY PLANNING

The health hazard nature of high pasity can te reduced
by an interplay of a numker of factors that can be sustained
by the hedrock ¢f family pPlanning, to assuage the sexually
active grcup.

(1) Age at marriage and first child birth:

Postponing first birth until 20 years or later would
significantly reduce maternal and infant mortality.
and morbidity, slow population growth and contribute
to improvemcnt in the quality of life. According
to bdorriz et al twenty-seven percont of the reduction
ip the U.S5. infant wortality rate for 2965-1272 was
attributable solely to shift in age of mother and
birth order. A recent Chinese nolicy recommended
that women delay .arriage until their middle to late
20s. This policy has been recognised as a means of
slowing population growth and improve maternal and
child heaith.

(2) Zducation:
There must be emphasis on women's development as
to their role in Nation building. ZInstitution
scholarship will further cnhance the postponement of

age at marriage and first maternity. The experience
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in Benin-City was that those with Brimary School
educaticn only nad an average anticipated family
size cf V.8 child while thcse with Secondary
School was 4.1. It was found that even where
some of tihem with Secondary to Univercity opted

for crash nrogramme to nake up lost ground, there

3

was fzund to e gencraticn gap, which has a positive
empact on population control. 1In parallel with
education should pe infrastructurs that will

create gainful employmentse.

3irth spacing:

Spacing pregnancies will improve the health of both

t the

e

the mothar and her children. This will perm
firct infant to be independent cf kreast milk,
able to walk pefore the next arrives. o shorter
interval will give rise to protein-calorie
malnutrition and of course there 1s the burden
of carrying two children (laxtéh and Saxton 1966,
Jellife).

Ll e2dl Cwally Slae:

in line with the thinliing cf many rescarchers in
reproductive health, the igerian iiilitary Rulers
have reccntly pegged the family size af four
children. 1If this policy is sustained, matcrnal

and infant mortality will certainly tumizle to low

levels. This dream can only come true 1f there
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is a bold fertility control wmeasures that will
recognise family planning as a component of

Primary Health Care, using available methods

like tne hormonal contraceptive pill, and injectable
intracetrerine contraceptive device, barrier
methods, natural methods like breast feeding and
surgical contraception.

CONCLUSICN

~

It gives one a hopeful faelinz to note the great
progress being made in MNigeria to implement strategies of
health for all through Primary !lealth Care. Family Planning
should e carried along with these effor-s.

2. Contrary to unwarranted propaganda, the concept of
family limitation and tirth spacing is not new to Nigeria.
The women had hitherto resorted to various natural and
medicinal cocntraceptive methods in an attempt to limit
family size and space birth. Prolonged breast feeding

and temporary separation of tha wife from the husband, was
also used (Metwork 19871).

3. Maternal and infant mortality and morbidity are still
very high in ligeria. Adequate attention and resources
should e given Lo reprocuctive hcalth care ané to family
planning in particular., 4 situation vhere scarce resources
arc used to care for high rizk pregnancies and complications

of sexually transmitted diseace shiould be prevented through

P



better educction and family planning services.

4, Government should implement population and maternal
child healtn and Family Planning Folicies that will improve
health and enhance the guality of individual and family
life, by nroviding accessible, aff-rdable and effective
services for raproductive Beaith Management, lncluding

counselling and & choice of temporary and permanent methods.



