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Family planning programs and research are undergoing
a fundamental shift from a focus on women only to one
on both partners in a sexual relationship. This shift has
encouraged a growing literature on men’s roles in repro-
ductive decisionmaking and on differences between the
reproductive attitudes and behaviors of wives and hus-
bands (Bankole and Singh, 1998; Becker, 1996; Greene
and Biddlecom, 1997; Stycos, 1996). The purpose of this
article is to examine a family planning behavior that
raises difficult questions about these research and pro-
gram developments, which often replace the individual
with the marital couple as the decisionmaking unit. This
family planning behavior is the covert use of contracep-
tives.1 Although the husband may influence—perhaps
even have the dominant influence on—a couple’s repro-
ductive decisions, covert use highlights the discrepancy
between husbands’ and wives’ contraceptive needs and
intentions and serves as a strong reminder that spouses
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should not be assumed to act together as a decision-
making unit.

One factor driving an emphasis on the couple over
the individual has been the increasing number of stud-
ies that demonstrate the influence of men’s preferences
and power, especially in sub-Saharan African countries,
on reproductive outcomes such as contraceptive use
(Mbizvo and Adamchak, 1991), childbearing (Bankole,
1995; Isiugo-Abanihe, 1994), and views about family
planning (Ezeh, 1993). Based on these studies, an ar-
gument could be made that family planning programs
that attempt to reach women will have a higher prob-
ability of success if they also involve their husbands or
at least encourage such involvement (Becker, 1996).
However, reproductive decisions made by men do not
necessarily reflect their wives’ reproductive preferences
and may even be directly opposed to those preferences.

Covert contraceptive use is a sign that providers
must continue to take into account women’s rights to
confidentiality in family planning services despite the
adoption of education and communication strategies
that are targeted at the couple as the decisionmaking
unit. For example, the positive relationship between
spousal communication and contraceptive use found
in many studies—leaving aside problems of causality—
supports increased efforts to bring husbands directly
into the contraceptive decisionmaking process in clin-
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ics and to stress in client counseling and media messages
the importance of discussing contraceptive use with hus-
bands. These are, indeed, important programmatic steps
for involving men as supportive partners in reproduc-
tive decisions.

Some women do not wish to have their husbands in-
volved at all in these types of decisions, however, and they
may face challenges to their right to privacy and confi-
dentiality in adopting or switching methods as a result.
If providers do not continue to ensure women’s privacy
and confidentiality in the delivery of family planning
services, the strategies to involve men may have the un-
intended effect of leading a number of women to de-
cide not to use contraceptives despite their desire to de-
lay or avoid pregnancy. The question remains, how
many women are using contraceptives without their
husbands’ knowledge? Furthermore, which women are
most likely to use a method secretly, and will the preva-
lence of secret use change as contraceptive use in gen-
eral increases?

Some references have been made to the secret use
of contraceptives, mainly in Latin America and sub-
Saharan Africa (Beckman, 1983; Blanc et al., 1996; Bled-
soe and Hanks, 1998; Renne, 1993; Rutenberg and
Watkins, 1997; Shedlin and Hollerbach, 1981; Watkins
et al., 1997; Zulu, 1998). This article provides a focused
summary of what is known about covert use and an em-
pirical analysis of covert use among married women. It
addresses three main questions: (1) How is covert use
measured in different settings? (2) How prevalent is the
covert use of contraceptives? and (3) What are the main
determinants of covert use? The authors draw on pub-
lished studies in a number of countries and on recently
collected survey and qualitative data from Zambia.
Questions in the survey and focus-group discussions in
Zambia were designed in part to investigate the topic
of covert use.

Quantitative and Qualitative Data from
Zambia

The survey and qualitative data used in this study were
collected in urban Ndola district, Copperbelt province,
Zambia. Ndola is a major urban center in Zambia, a
country where nearly half of the population resides in
urban areas. Fertility has been slowly declining in Zam-
bia, from 7.2 births per woman in 1980 to 6.1 births in
1996 (Central Statistical Office et al., 1997). The total fer-
tility rate in 1996 for Copperbelt province was 5.6 chil-
dren per woman of reproductive age. Knowledge of
modern contraceptive methods among men and wom-
en (at least as measured by the broad indicator of hav-

ing heard of a method) is very high: Among 97 percent
of married couples, both the husband and wife know of
at least one modern method. Thirty percent of married
women and 40 percent of married men in Copperbelt
province are currently practicing contraception; more
than two-thirds of this use consists of modern methods.
Spousal discussion about family planning is becoming
more frequent: The proportion of married women who
had not spoken about family planning with their hus-
bands in the year preceding the survey declined from
42 percent in 1992 to 36 percent in 1996 (Central Statis-
tical Office et al., 1997; University of Zambia et al., 1993).
Yet there remain substantial discrepancies between
women’s reproductive desires and their contraceptive
behavior: 28 percent of married women in the Copper-
belt were identified as wanting to delay or stop child-
bearing but were not practicing contraception (Central
Statistical Office et al., 1997).

The study data described below are part of a larger
four-country project on the determinants of unmet need
for contraception. The population-based survey and fo-
cus-group discussions were designed and conducted by
the Tropical Diseases Research Centre (Ndola) in col-
laboration with the Policy Research Division of the
Population Council (New York). The article draws on
six focus-group discussions (three with married wom-
en and three with married men) and survey data from
married women and their husbands. Focus-group dis-
cussions were held in December 1996 and survey data
were collected from May through July 1997.

The six focus-group discussions (FGDs) were explor-
atory in nature and were designed to inform the design
of the survey questionnaire rather than stand as sepa-
rate sources of data for analysis. FGDs were held in con-
venient community locations that were suggested when
respondents were invited to participate and were led by
one moderator (a female nurse) and one rapporteur (a
female assistant). The selection procedure was as fol-
lows: The moderator and rapporteur visited nurses at
clinics in the selected communities and explained the
purpose of the research project and the discussion
groups. The nurses then met with relevant community
leaders (traditional healers, community-based distribu-
tors of contraceptives, and welfare officials) about the
purpose of the research project and about possible focus-
group participants to approach. These leaders in turn
invited women and men who were using contraceptives
(who were known only to the clinic nurses) and those
who were not using contraceptives to participate in the
discussions. The selection of participants was not ran-
dom and was aimed at identifying separate groups of
married women and men by current contraceptive-use
status. Rather than use a household screening procedure
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to identify women and men who were practicing con-
traception, the research team relied instead on the
knowledge of nurses in the community as to who was
and was not using a method and who might be inter-
ested in participating in such a study.

The discussion groups comprised between eight and
11 participants, and discussions lasted two to three hours
on average. All discussions were tape-recorded with the
permission of the respondents, and were then tran-
scribed, translated from Bemba into English, and
checked against the tapes. The transcripts are selectively
used to illustrate particular explanations for covert con-
traceptive use, and are not subjected to a separate, sys-
tematic analysis.

The population survey was a two-stage, self-weight-
ing probability sample of married women and their hus-
bands living in urban Ndola district. Fourteen townships
were purposively selected to reflect variation in family
planning service provision from the 21 townships that
comprise urban Ndola district. The sample consists of
1,860 married women aged 15–44 years and 1,056 hus-
bands.2 The response rate was 90 percent for eligible
women and 76 percent for husbands. The lower response
rate for husbands was mainly the result of difficulties
in tracking husbands for an interview (87 percent of
nonresponse) rather than the men’s outright refusal to
be interviewed. Husbands who were not successfully in-
terviewed may differ systematically from men who were
interviewed, and thus a likelihood exists that the data
from husbands are biased (though in which direction is
not clear). Questionnaires collected detailed information
about fertility preferences, contraceptive behavior, dif-
ferent “costs” of contraceptive methods, and the nature
of spousal decisionmaking.

For most of the following analyses of the Zambia
survey data, the sample is limited to women who want
to delay their next birth for at least two years or who
want to stop childbearing altogether. In short, the con-
traceptive-use decisions of women who have already ex-
pressed a desire to prevent or delay pregnancy are ex-
amined. The sample is restricted in this manner in order
to focus on women for whom the desire to avoid unin-
tended pregnancy is clear and is likely to remain so over
time (for at least two years), and for whom contracep-
tive use is relevant.

Definitions and Prevalence of Covert Use

The common definition of “covert use” in the literature
is contraceptive use without the knowledge of the
spouse. Covert use represents an individual’s decision

to practice contraception without direct involvement of
the spouse. In contrast, open use represents an indi-
vidual’s decision to practice contraception with or with-
out the spouse’s involvement, but in all cases, with the
spouse’s knowledge. Nonuse represents either acquies-
cence in the face of a spouse’s opposition or an individ-
ual’s decision not to use because of the perceived costs
of contraception.

Of course, women and men could also be concerned
about keeping their contraceptive use secret from ex-
tended family members (see Koenig et al., 1984) or even
field researchers (Bleek, 1987; Phillips et al., 1997), cir-
cumstances that present measurement problems for as-
sessing contraceptive behavior. Covert use has rarely
been mentioned for unmarried people and their sexual
partners, but the associated problems with communi-
cation and reproductive decisionmaking would still ap-
ply. Hiding use from family members and broader so-
cial circles rather than from sex partners probably best
characterizes covert use among unmarried young adults
and adolescents.

A number of modern methods available to women
can be used covertly: oral contraceptives (including emer-
gency contraception), injectables, the IUD, and subder-
mal implants (see Brown et al., 1990). Abortion can also
be obtained secretly, although often with more severe
health consequences than with other contraceptive meth-
ods. For men, the only modern method that can be used
surreptitiously is vasectomy. Of course, men can use
contraceptives with other women, where both the ex-
tramarital relationship and contraceptive use are kept
secret from the wife. In this sense, covert use of contra-
ceptives (usually condoms) for men would be more ac-
curately defined as involving contraceptive use with
women outside the marital union.3 Given the different
meanings of covert contraceptive use for women and
men, women’s covert use is the sole focus of this study.

The level of covert use is difficult to determine, be-
cause the behavior itself is hidden and costs may be as-
sociated with reporting it to a survey interviewer or fam-
ily planning provider. In the literature reviewed, a num-
ber of accounts of women’s covert contraceptive use
were evident in studies based on qualitative data from
sub-Saharan Africa and Latin America. However, these
studies cannot provide empirical estimates of the preva-
lence of covert use. Among studies using survey data,
either secret use was inferred from discordant responses
between husbands and wives about current contracep-
tive use, or direct attempts were made to measure se-
cret use by asking the respondent if her spouse knew
about her current use.

Studies of spousal differences in reports of current
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contraceptive use have shown large discrepancies be-
tween what wives and husbands report. In general, 15
to 20 percent of couples give discrepant responses to
questions about current use, and in most cases, the hus-
band more often reports use than does the wife (see
Becker, 1996; Ezeh and Mboup, 1997; and Koenig et al.,
1984). One review of couple data from DHS surveys in
18 countries shows large discrepancies between spouses’
reports of current use of modern methods, especially in
sub-Saharan Africa; and in all countries except Pakistan,
husbands are more likely to report use than are wives
(Bankole and Singh, 1998).

Figure 1 illustrates the relationship between discor-
dant reports of modern contraceptive use among spouses,
specifically where the wife reports use and the husband
does not, and the overall prevalence of modern method
use among married women. If we make the bold as-
sumption that covert use occurs when the wife reports
contraceptive use and the husband does not, then esti-
mates of women’s covert use of modern methods could
vary from a low of 2 percent in Brazil to 52 percent of
users of modern methods in the Central African Repub-
lic. Figure 1 also shows a negative relationship between
this type of spousal discrepancy in modern contracep-
tive use and the overall prevalence of modern method
use. In those countries where the prevalence of modern
method use among married women is less than 10 per-

cent, covert use would likely comprise a substantial pro-
portion of contraceptive use. Among countries charac-
terized by a relatively high prevalence of modern meth-
od use, covert use would likely characterize a minority
of women who use contraceptives.

A study in Navrongo, Ghana (a rural setting), pro-
vided a unique opportunity to compare family planning
service records on contraceptive use with survey inter-
view data from the same women and their spouses (sur-
vey interviews were conducted by interviewers who
were not aware of the contraceptive status of the respon-
dent). Among 57 percent of the couples in which the wife
was a known contraceptive user, the wife reported in
the survey interview that she was using contraceptives
and her husband reported that she was not (Phillips et
al., 1997). If discordant responses were simply assumed
to indicate covert use, then this finding suggests that
more than half of contraceptive practice in this rural area
may consist of secret use.

These studies of discordant reports among couples
provide speculative upper bounds for the prevalence of
covert use. The term “speculative” is used here because
spousal differences in reporting contraceptive use are
explained by numerous factors other than one spouse’s
intention to hide contraceptive use. Spouses’ differen-
tial reporting may stem from shyness in speaking of the
subject to an interviewer; for those in polygamous mar-
riages, from confusion about which spouse contracep-
tive use pertains to; and from gender differences in the
interpretation of questions about contraception. Making
firm conclusions about the prevalence of secret use sim-
ply by comparing differences in spouses’ reports of con-
traceptive practice is difficult.

Table 1 shows estimates of covert use from three
studies that posed direct questions about secret use, all
of them conducted in sub-Saharan Africa. The question
about covert use was specifically phrased in all three
studies as “Does your husband/partner know that you
are using a method now?” The study in Uganda found
that 15 percent of women who were using contracep-
tives said that they were doing so without their part-
ners’ knowledge (Blanc et al., 1996). This fraction was
much higher in rural areas than in urban areas (18 per-
cent versus 7 percent). The studies in a rural Kenyan set-
ting showed that 20 percent of contraceptive users ad-
mitted to using without their husbands’ knowledge
(Rutenberg and Watkins, 1997; Watkins et al., 1997). In
the present study of an urban area in Zambia, 7 percent
of women using contraceptives said they were covertly
using, a figure similar to that for urban areas in the
Uganda study. Lastly, a study in rural Gambia traced
the prevalence of covert use across different stages in

Figure 1    Relationship between discrepant reports of modern
contraceptive use among married couples and overall
prevalence of modern contraceptive use among married
women in 18 developing countries
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the birth interval (not included in Table 1 because of in-
comparability). The authors found that the proportion
of covert modern contraceptive use increases as the birth
interval lengthens: Few women practicing contraception
do so covertly when they are fully breastfeeding, but 22
percent of women using contraceptives do so covertly once
their children are weaned (Bledsoe and Hanks, 1998).

The level of covert use is also negatively related to
overall contraceptive prevalence, as was shown in Fig-
ure 1. Although the number of studies cited here is small,
the evidence suggests that covert use is mainly a prob-
lem when contraceptive use is a relatively new or un-
common practice. As more women and men practice
contraception in a given setting, covert use may charac-
terize a smaller and smaller proportion of women (see
mention of this relationship in Beckman, 1983).

Secret use has been linked to the predominant use
of specific contraceptive methods, an issue that is ger-
mane for the design of family planning programs. Table
2 indicates that most women in the Zambian study who
say they are using without their husbands’ knowledge
are using methods that can be hidden easily from a hus-
band: the pill, injectables, and natural methods such as
periodic abstinence. The difference in method choice be-
tween secret users and women who are using with their

husbands’ knowledge is most pronounced for injectables
and natural methods, methods that secret users employ
most often. Natural methods may not seem to be meth-
ods that can easily be hidden. However, methods such
as periodic abstinence likely resemble “sporadic absti-
nence,” a method mentioned by respondents in the Ugan-
da study as a way to avoid pregnancy without their spou-
ses’ knowledge (Blanc et al., 1996). “Sporadic abstinence”
was described in that study in terms of the strategies
one could employ to avoid risky sex, such as “pretend-
ing to be ill, spending nights away from home, or ‘fac-
ing the wall’” (page 35).

One might ask “how covert” is covert use? As with
most studies using data from couples, one spouse’s per-
ception of the other’s attitudes or behavior may be dif-
ferent from what the other spouse reports. Table 3 shows
reported contraceptive use for couples. Among covert
users (the second row), more than half of the husbands
(57 percent) contradicted this perception of secrecy and
reported that they were using contraceptives with their
wives (questions about contraceptive use were specific
to use with one’s spouse, and multiple methods were
recorded). This finding would seem to indicate that con-
traceptive use is, in fact, not truly hidden; most of those
husbands reporting use did not name the same method
as their wife, however. Some explanations for this dis-

Table 1    Prevalence of women’s covert contraceptive use in three developing countries
Women using con- Covert contracep-

Site/authors and date of study Sample traceptives (percent) tive use (percent)

Lira and Masaka districts, Uganda 16.5 (total) 14.8 (total)
(Blanc et al., 1996) Women aged 20–44, married or in a 29.1 (urban) 6.5 (urban)

consensual union  (N = 1,660) 14.0 (rural) 18.2 (rural)
South Nyanza district, Kenya

(Rutenberg and Watkins, 1997; Watkins Ever-married women aged 15–49 (N = 850) 12.0 (rural) 20.0 (rural)
et al., 1997)

Urban Ndola district, Zambia
(Present study) Women aged 15–44, married or in a 43.9 (urban) 6.9 (urban)

consensual union (N = 1,860)

Note : Covert use is measured by women’s reports in a survey that their husbands/partners do not know that they are using contraceptives.

Table 2    Percentage distribution of contraceptive use by
method, according to whether use is covert or open, among
married women, urban Ndola, Zambia, 1997

Covert use Open use

Method Percent (N) Percent (N)

Pill 29 (16) 37 (279)
Injectable 25 (14) 8 (57)
Periodic abstinence/
  lactational amenorrhea 39 (22) 19 (143)
Othera 7 (4) 36 (281)
Total 100 (56) 100 (760)

Note: The sample is married women who are fecund, not pregnant, and who
want to delay or stop childbearing. aThe category “other” includes with-
drawal, IUD, condom, male and female sterilization, traditional string (impimpi),
and other unspecified methods.

Table 3    Percentage distribution of married women’s
contraceptive use, by husband’s reported contraceptive use
with wife, urban Ndola, Zambia, 1997

Husband’s reported use

Wife’s reported use Using  Not using Total (N)

Using openly 77.5 22.5 100.0 (374)
Using secretly 57.1a 42.9 100.0 (28)
Not using 41.6 58.4 100.0 (190)

Note :  The sample is matched, monogamous couples in which the wife is fe-
cund, not pregnant, and wants to delay or stop childbearing. aOf the 16
husbands who said they were using a method with their wives, only three named
the same method as their wives (all were using oral contraceptives). Multiple
methods were allowed.
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crepancy include: (1) women’s use is indeed covert and
their husbands are simply guessing; (2) husbands may
have given their responses based on what they thought
the interviewer wanted to hear or because they wanted
to appear “modern”; (3) husbands may have used the
methods they mentioned in contexts other than within
their regular relationships (though the survey question
referred specifically to the marital union);4 and (4) gen-
der differences may have determined what husbands
and wives describe as contraceptive practice (for ex-
ample, men are more likely to identify natural methods,
whereas women are more likely to identify modern
methods). Which of these possibilities is the dominant
explanation cannot be ascertained.

Overall, nearly 30 percent of couples in this study
have discrepant reports of current contraceptive use.
Among these, only 7 percent of the wives say that they
are using contraceptives without their husband’s knowl-
edge (figures derived from Table 3). Clearly, no strong
overlap is seen between spousal differences in reported
contraceptive use and women’s covert contraceptive use.
Moreover, the level of spousal disagreement about con-
traceptive practice is 23 percent for women who use
openly and 42 percent for nonusers (first and third rows
of the table).

These findings provide further evidence that men
and women often report contraceptive use differently
for a variety of reasons and that these differences should
not be assumed to indicate secret use. Differences found
here are net of the fact that some women reported hid-
ing their contraceptive use from their husbands. Ulti-
mately, those women who say they are secretly using
contraceptives are indeed doing so for the most part
without their husband’s knowledge of any use or with
their husband’s ignorance of the specific method, accord-
ing to the Zambian data. The question remains as to why
women are motivated to use contraceptives without
their husband’s knowledge.

Motivations for Covert Use

Numerous motivations are described in the literature to
explain women’s covert use of contraceptives as op-
posed to open use or no use. The three main motiva-
tions discussed below are (1) the husband’s disapproval
of contraception; (2) the pronatalism of the husband; and
(3) the difficulties associated with the couple’s commu-
nication about contraceptive use. The last motivation
may be related either to the husband’s opposition to con-
traception (for example, he becomes angry or violent
about the subject) or to the topic’s being embarrassing

or uncomfortable for the husband and wife to discuss.
Women do not undertake covert use easily, and such

behavior needs normatively acceptable justifications,
because a wife must act outside of or directly against
her husband’s authority. A husband’s inadequate eco-
nomic support of his children is cited by both women
and men in a number of studies as persuasive justifica-
tion for a woman’s taking independent action, although
this justification may be more characteristic of sub-
Saharan Africa than of other regions (Renne, 1993; Wat-
kins et al., 1997). In the Zambian study, women and men
justify secret use on the basis of the health and economic
welfare of their children rather than on the basis of the
wife’s right to act on her preferences independently. This
point is illustrated by the following statements from
women and men:
From a focus group of women who do not use contraceptives:

Usually when a man in the home starts neglect-
ing the family, that is when a woman is pressed
to stop having children, because she sees how
the other children are suffering and end up with
malnutrition. That is the main reason why a
woman starts a method of family planning, to
avoid ill-treating innocent children. So even if
the husband refuses, you just go ahead and start
family planning. You just continue taking the
pill at the usual time secretly.

What has been said is true. You just observe
what is happening at home; if there is no sup-
port, you start a pill secretly. The children look
miserable and not cared for, no clothes, they
move about aimlessly, no food and start begging
from the streets. As a woman, this breaks your
heart, therefore you have no choice but just to
stop bearing children.

From a focus group of men who use contraceptives:

Sometimes [you] don’t even know that your
wife has started family planning; some hus-
bands stop their wives from taking any meth-
od, and yet they can’t control their sexual de-
sires. . . . [I]f you like meeting your wife quite
often, again you will cause problems for her; she
will conceive before time. It is better she uses a
method she is comfortable with, especially if her
husband is not understanding. She has the right
to take a pill secretly.

Although children’s welfare is one of the most pervasive
publicly offered justifications given for covert use, the
husband’s opposition to contraceptive use can be argued
to be the driving force behind women’s individual de-
cisions to use contraceptives secretly rather than openly.



366 Studies in Family Planning

Husbands’ Opposition to Use

In general, survey data indicate extraordinarily high lev-
els of approval of contraception among men in most de-
veloping countries, and differences between men’s and
women’s approval of contraceptive use tend to be small
(Ezeh et al., 1996). In DHS surveys, however, the ques-
tion usually asked of men and women is phrased with
respect to contraceptive use in general: “Would you say
you approve or disapprove of couples using a method
to avoid getting pregnant?” (Central Statistical Office et
al., 1997). Although such a question measures a general
attitude toward family planning, it is inadequate for un-
derstanding whether men approve of contraceptive use
for their own wives, a matter directly related to secret
use (see Bledsoe and Hanks, 1998).

Based on their qualitative work in four rural com-
munities in Kenya, Watkins and her colleagues (1997)
identified three main reasons for male opposition to con-
traceptive use: (1) the concern that family planning will
encourage infidelity among wives; (2) that contracep-
tion will interfere with men’s desire to raise large num-
bers of children as compensations for bride payments;
and (3) that use will weaken husbands’ control over their
wives. Thus, in contrast to what the general approval
statistics indicate, many men may be uncomfortable with
the idea that their wives use contraceptives for fear that
use may jeopardize their own sexual or reproductive
control. Further evidence supporting these reasons for
male opposition to contraceptive use, primarily modern
contraceptive methods, was also presented in a recent
study in Malawi (Zulu, 1998).

In a hypothetical question posed in the Zambian sur-
vey, women were asked what they would do if their hus-
bands disapproved of their using contraceptives (see
Table 4). The majority of women (57 percent) said they
would use contraceptives without their husband’s knowl-
edge. Another 20 percent said they would not use a
method, but would try to convince their husbands, thus
providing some indication that husbands’ disapproval
is a barrier rather than spousal communication per se.

Sixteen percent said they would not use at all, a group
of women who appear to acquiesce to their husbands’
wishes. Very few said they would use contraceptives
with the knowledge of their husbands (only 7 percent),
a course of action that may be viewed as challenging the
husband’s authority.

The Effect of Husbands’ Pronatalism

A long-standing assumption about men’s fertility pref-
erences is that they want more children than women do,
because men do not suffer the physical or economic costs
of repeated childbearing that are imposed on women.
In general, studies of couples (not men and women in
the aggregate) support this gender difference: “[H]us-
bands tend to want more children than their wives and
to want the next child sooner” (Bankole and Singh, 1998:
15). The evidence is more mixed with respect to the ef-
fect of husbands’ pronatalism on different reproductive
outcomes. A study in Nigeria based on longitudinal data
found that the influence of a man’s fertility preferences
depended on the number of his living children (Bankole,
1995). If a couple had four or fewer children, a subse-
quent birth was likely if the husband wanted it, but if
they had five or more children, another birth was likely
if the wife wanted it. The author argued that a woman was
better able to defend her desires (and, conversely, a man
was less likely to press for his desires) once she had am-
ply demonstrated her ability to bear children. In other
countries, much less support is found for a strong influ-
ence of men’s fertility desires (versus those of their
wives) on contraceptive use (Bankole and Singh, 1998).
Under the latter circumstances, a weak relationship would
be expected between a husband’s pronatalism and his
wife’s likelihood of using contraceptives surreptitiously.

Problematic Spousal Communication

A third motivation for covert use is that it is the only
way a woman can meet her own reproductive needs
while avoiding problematic communication with her
husband. Numerous studies show a positive association
between the frequency of spousal communication and
contraceptive use in general (open and covert), although
this association involves problems of causality when
cross-sectional data are used (Omondi-Odhiambo, 1997;
Salway, 1994). Spouses who disagree with each other
about whether to practice contraception may also be less
likely to discuss family planning, and, therefore, the wife
may be more likely to use contraceptives secretly. For
example, women in the Uganda study felt that open dis-
agreement with their husbands had high social costs (di-
vorce being one extreme), and that covert use was a way

Table 4   Percentage distribution of married women’s
attitudes toward covert contraceptive use, urban Ndola,
Zambia, 1997

If your husband/partner disapproved of your using family
planning methods, would you: Percent

Use without his knowledge 56.5
Not use, but try to convince him 20.2
Not use 16.3
Use with his knowledge 7.2
Total 100.0
(N) (1,860)

Note : The sample is all married women.
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of circumventing both an unwanted pregnancy and the
costs of directly opposing a husband’s wishes (Blanc et
al., 1996).

Empirical Evidence from Zambia

Multinomial logistic regression models are used here to
estimate the effects of these three motivations for covert
use. The three outcomes of the dependent variable are
open use of contraceptives, covert use of contraceptives,
and no use (the reference category). The following indi-
cators represent the motivations for covert use that are
examined: (1) the wife’s perception of her husband’s dis-
approval of contraceptive use; (2) the wife’s perception
of her husband’s desire for another child; (3) the wife’s
report of discussion about contraceptives with her hus-
band; and (4) the wife’s perception of the ease of dis-
cussing contraceptives with her husband.

The first variable is based on a question about whe-
ther or not women think their husbands approve of con-
traceptives (“In general, do you think he approves or
disapproves of using ways to delay/avoid becoming
pregnant?”). This variable reflects husbands’ approval
in general, and not necessarily with respect to contra-
ceptive use with or by their wives. The second variable,
husband’s pronatalism, is coded “1” if wives perceive
that their husbands want to have a child soon while they
want to delay or stop childbearing, or if their husbands
want to have a child soon or delay the next birth while
they want to stop childbearing altogether (“0” otherwise).

Two aspects of the quality of spoken communica-
tion about contraceptive use between spouses are exam-
ined: First, a broad assessment of whether contraceptives
are appropriate to discuss (signified by ever discussed
or never discussed with husband); and second, the wife’s
relative ease with approaching her husband about the
topic of contraceptive use (coded “1” if difficult and “0”
if easy or if the wife has to wait for her husband to ini-
tiate discussion). Number of living children and the
wife’s educational level (eight years or more versus
other) are used as controls. The percentage distributions
of all variables are presented in appendix Table A1.

The level of agreement between women’s percep-
tions of what their husbands think and what their hus-
bands say in the survey interview on the key indicators
of motivations for covert use are assessed below.5 In this
way, the role false information or misperception plays
in the decision to use contraceptives surreptitiously is
examined. Percentage distributions of women’s and
men’s views, overall levels of agreement, and statistical
tests for whether agreement is more than what would
be expected by chance are shown in Table 5.6

The overall levels of agreement for each of the vari-
ables included in the table indicate high congruence be-
tween husbands’ and wives’ views. Wives’ perceptions
of their husbands’ desire for another child and their hus-
bands’ own views match 64 percent of the time. The level
of agreement on husband’s approval of contraceptives
and spousal communication about family planning (in-
cidence and comfort) are much higher. Agreement is
highest when wives view their husbands’ attitudes in
the affirmative; for example, when wives think that their
husbands approve of family planning (94 percent agree-
ment) or that their husbands can be approached easily
about family planning (85 percent agreement).

The findings on spousal agreement concerning hus-
band’s approval of contraceptives mirror those from an
analysis of matched couples in the 1996 Zambia DHS
(Central Statistical Office et al., 1997). A striking find-
ing is that 80 percent of women who think their hus-
bands disapprove of contraceptives are married to men
who say that they actually approve of contraceptives.
Discrepant findings like this may lead to the conclusion
that spouses misperceive each other’s views and that this
misperception is most likely due to lack of communica-
tion about family planning. If spousal communication
were easier, perhaps these misperceptions could be cor-
rected, contraceptive use would become a less problem-
atic decision, and use of contraceptives (presumably
open use) would be more likely to result. The argument
could also be made, however, that some men intention-
ally misrepresent their views or behavior—a social de-
sirability bias found with interviewer-administered
questions (Tourangeau and Smith, 1996)—on questions
such as general approval of contraception in order to
show supportive and progressive rather than “back-
ward” views about family planning to the interviewer
(see Zulu, 1998). Confirming one explanation over the
other is difficult. In either case, women’s perceptions of
their husbands’ views and likely behavior, which may
differ from what their husbands report, are, in the end,
the basis upon which women decide whether or not to
use contraceptives without their husbands’ knowledge.

The results from the multinomial logit models are
presented in Table 6 as relative risk ratios. Model 1 shows
the effect of women’s perceptions of husbands’ disap-
proval of contraception on secret use and open use (ver-
sus nonuse of contraceptives), controlling for number
of living children and women’s education. Women are 3.7
times more likely to use contraceptives surreptitiously
and less than half as likely to use them openly than not
to use contraceptives if they think that their husbands
disapprove of family planning. Neither women’s educa-
tion nor family size has any significant effects on secret
use, but higher education does increase the odds that a
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woman will use a method openly rather than not use one.
Model 2 shows the effect of spousal differences in

fertility preferences. Women’s perceptions of their hus-
bands’ pronatalism have no significant effect on secret
or open use compared with nonuse, whereas the strong
effects of husbands’ perceived disapproval remain. These
findings suggest that conflicting fertility preferences do
not, by themselves, motivate covert use. In a compari-

son of the model chi-square statistics, the addition of the
measure of husbands’ perceived pronatalism barely im-
proves the fit of the model.

Model 3 shows the effects of the nature of spousal
communication about family planning. The strong posi-
tive effect of husbands’ perceived disapproval on covert
use is substantially diminished once the two measures
of problematic spousal communication are included in

Table 5    Percentage distribution of wives’ perceptions of husbands’ views, by husbands’ stated views on approval of
contraception, desire for another birth, and spousal communication, urban Ndola, Zambia, 1997

Overall Kappa
Wife’s perception Husband’s view Total (N) agreement index b

Husband’s attitude toward contraception Approves Disapproves Does not know
He approves 94.0 5.8 0.2 100.0 (518)
He disapproves 80.0 16.7 3.3 100.0 (60) 84.0 0.13**
Does not knowa 85.7 14.3 0.0 100.0 (14)

Husband’s desire for another child Wants soon Wait Does not want
He wants a child soon 32.4 51.4 16.2 100.0 (74)
He wants to wait 2+ years 14.4 65.2 20.4 100.0 (333) 64.4 0.40**
He does not want another child 4.3 20.0 75.7 100.0 (185)

Ever discussed contraception Ever discussed Never discussed
Ever discussed 89.7 10.2 100.0 (497)
Never discussed 68.4 31.6 100.0 (95) 80.4 0.23**

Ease of discussing contraception Easy Difficult Initiates
Easy 85.4 3.4 11.2 100.0 (499)
Difficult 79.7 11.9 8.5 100.0 (59) 74.3 0.08**
Wife waits for husband to initiate 73.5 5.9 20.6 100.0 (34)

**Significant at p £ 0.01.
Note:  The sample is matched monogamous couples in which the wife is fecund, not pregnant, and wants to delay or stop childbearing. aThe category “does not
know” includes instances in which the wife does not know what the husband thinks and those in which the wife perceives that her husband does not know. bSee
note 6 at end of text.

Table 6    Effects of various determinants of covert contraceptive use among currently married women, urban Ndola, Zambia,
1997

Model 1 Model 2 Model 3

Determinant Covert use Open use Covert use Open use Covert use Open use

Number of living children 1.01 1.02 1.00 1.03 1.00 1.01
Education

8+ years 1.68 1.47** 1.66 1.47** 2.06* 1.28
< 8 years (r) 1.00 1.00 1.00 1.00 1.00 1.00

Wife’s perception of husband’s attitude
toward contraception

Husband disapproves of contraception 3.66** 0.44** 3.35** 0.47** 1.71 0.67
Husband approves (r) 1.00 1.00 1.00 1.00 1.00 1.00

Fertility preferences
Husband more pronatalist 1.41 0.77 1.20 0.81
Same preferences/husband less pronatalist (r) 1.00 1.00 1.00 1.00 1.00 1.00

Problematic communication
Never discussed contraception 1.57 0.36**
Ever discussed (r) 1.00 1.00 1.00 1.00 1.00 1.00
Husband difficult to approach — — — — 3.72** 0.68
Husband easy/wife waits for husband
to initiate (r) 1.00 1.00 1.00 1.00 1.00 1.00

(N) (1,229) (1,229) (1,229)
Model Chi-square (degrees of freedom) 58.76 (6) 63.66 (8) 139.66 (12)
Pseudo R2 0.030 0.032 0.071

Significant at *p £ 0.05; **p £ 0.01. (r) = Reference category.
Note:  The sample is married women who are fecund, not pregnant, and who want to delay or stop childbearing. The reference category for the dependent variable is
no contraceptive use.
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the model. Women who find it difficult to approach their
husbands about the topic of contraceptive use are nearly
four times more likely to use a method surreptitiously
than not to use one. The incidence of spousal discussion
has little effect on covert use versus nonuse; in a find-
ing consistent with other studies, however, women are
significantly less likely to use contraceptives openly if
they have never discussed family planning with their
husbands. Differences in spousal fertility preferences
still have little effect on the likelihood of covert or open
use versus nonuse. Wives’ perception of their husbands’
opposition to contraceptive use in general also contin-
ues to have a positive (but not statistically significant) ef-
fect on secret use, and this effect appears to work through
the nature of communication with the husband (that is,
he is difficult to approach about contraceptive use).7

Policy and Programmatic Implications

Covert use of contraceptives challenges many assump-
tions concerning the dominant influence of men’s views
about and decisionmaking authority over women’s re-
productive behavior (Watkins et al., 1997), and, although
not cost-free, such use is a practical strategy to subvert
male authority (Renne, 1993). It is usually justified by
both women and men on the grounds of protecting the
welfare of living children rather than as a woman’s right
to make reproductive decisions on her own. This study
was an attempt to provide an empirical picture of this
phenomenon that highlights problematic gender issues
in reproductive decisionmaking.

Secret use by no means constitutes the majority of
contraceptive use. In the few studies that have attempted
to measure it directly, the extent to which women are
secretly practicing contraception is estimated to account
for between 6 and 20 percent of such practice in sub-
Saharan Africa. It is much more widespread in rural ar-
eas than in urban areas. This rural–urban differential is
accounted for partly by lower overall contraceptive use
in rural areas, suggesting that where contraceptive use,
especially of modern methods, is relatively new or not
generally socially acceptable, more women who use a
method will try to hide use from their husbands. Al-
though overall prevalence of covert use is low and is
likely to decline further as family planning continues to
increase in many countries, it still remains an issue to
account for in the design and provision of family plan-
ning services, especially crucial in areas where contra-
ception is not widely prevalent or is just beginning to
be practiced. One important reason to account for co-
vert use is that if service providers do not pay attention

to the needs of women who want to use contraceptives
covertly, these women may decide not to practice con-
traception at all at a critical time when innovative behav-
ior could make a difference in the rate at which family
planning spreads to the wider population.

The analysis of motivations for covert use indicates
that wives’ inability to approach husbands to discuss
contraceptive use plays a major role. In societies where
men have a large degree of control over their wives’ re-
productive decisionmaking, if husbands have not given
their permission, open use could produce major domes-
tic conflict. Secret use may be a wife’s better option to
avoid open confrontation. The prevalence of this prob-
lem is demonstrated by women’s responses to a hypo-
thetical situation in the Zambian survey regarding what
they would do if their husbands disapproved of their
using contraceptives. A majority of the women said that
they would use a method secretly. Only a few women
were prepared to disregard their husbands’ views and
use contraceptives openly.

The multivariate analysis indicates that of the three
factors examined, difficult spousal communication was
the strongest determinant of covert use. Other factors—
spousal differences in fertility preferences and husbands’
perceived disapproval of contraception—had no signifi-
cant effects on secret use versus nonuse once the nature
of spousal communication was introduced into the
model. However, the nonsignificance of husbands’ per-
ceived disapproval should not be taken to mean that
spousal opposition is unimportant in the determination
of secret use. A wife’s perception of her husband’s op-
position to contraceptive use may make broaching such
matters with her husband difficult. These findings have
several implications for programs in terms of the side
effects of method use, method choice, and maintaining
standards of confidentiality and privacy.

Side Effects, Method Choice, and Discontinuation

The fear that a husband may detect contraceptive use
(especially if side effects to health occur) is a significant
problem for surreptitious users. In one study on meth-
od choice, women expressed concern about side effects
to their health, “not because of physical discomfort or
danger, but because ‘it will show’” (Brown et al., 1990:
46). Covert use presents problems with respect to the
side effects of methods in two ways. First, a woman may
not seek treatment or switch methods for fear of being
discovered, thus prolonging and perhaps intensifying
her health problems. Second, even if she decides to seek
treatment, she may not be able to do so effectively or
quickly because her husband may withhold help: a ver-
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sion of “you brought this on yourself, you bear the costs
alone.” This situation is more likely to occur to women
who depend heavily on their husband’s income for ac-
cess to health care and treatment. The following remarks
from a participant in a Zambian focus group of women
who do not use contraceptives illustrates this point:

There are times, in the home, when some men
refuse [to allow] their wives to start using fam-
ily planning. Therefore, once you decide to use
family planning, you have to know what to do.
So, some women are afraid, and that is why they
use traditional medicine or even a pill privately.
And she has to choose a method that has no side
effects, because if she suffers . . . the husband
will be furious and tell her to count him out of
that problem, so they fear to get permission from
the husband. She will continue taking the meth-
od privately.

A study conducted in Nigeria found that some wom-
en would rather risk a one-time approach like abortion
than opt for the continual risk of detection that such
methods as the pill and the IUD present (Renne, 1993).
Of course, the health consequences can be far more se-
vere for abortion, especially with the complications that
usually result from clandestine procedures. The husband
is more likely to find out about efforts that have led to
postabortion complications and hospitalization (a finan-
cially costly consequence).

Covert use is also associated with issues of method
choice and discontinuation because of side effects, health-
related or otherwise, that reveal use to the husband. For
instance, a covert user may stop using a method because
a side effect (for example, changes in menstrual bleed-
ing patterns) threatens to reveal contraceptive use. There-
fore, programs should take into consideration the pro-
vision of a range of methods that allow all women to
realize their contraceptive-use goals, including covert
use, at minimal costs.

Maintaining Confidentiality

Undoubtedly, men need to be better informed and edu-
cated about the family planning and reproductive health
concerns that both they and their wives and sex part-
ners face. Many service providers have responded to this
challenge through efforts to increase men’s access to
family planning (such as providing condoms at work
sites), to create greater awareness of family planning,
and to encourage spousal communication, and by so do-
ing they weaken the existing barriers to contraceptive
use by men and women (see reviews by Green et al.,
1995; Toure, 1996). In a number of family planning in-

terventions, the outcomes were significantly better if the
husband was involved; for example, wives discontinued
methods less frequently if both spouses were given fam-
ily planning education (see Becker, 1996, for a review of
couple-based interventions).

However, covert contraceptive use indicates that
some women—roughly one in every ten contraceptive
users (based on existing studies)—not only do not want
their husbands to be involved, but also want to keep
their contraceptive use hidden from their husbands. This
desire for secrecy is not simply a reflection of miscom-
munication between spouses. The qualitative evidence
from a number of studies shows that women’s decision
to use contraceptives secretly is not undertaken lightly
and can have harsh consequences if their husbands dis-
cover their covert use. The results from this study ar-
gue for the importance of service providers’ taking into
account women’s (and men’s) needs for confidential ser-
vices. The drive in policy and program circles to include
men should not preclude the essential right to privacy
for those seeking family planning services.

Appendix

Table A1    Selected characteristics of married women in study
sample, urban Ndola, Zambia, 1997

Secret Total
Characteristic  users Open users Nonusers sample

Sample size (N) (56) (760) (413) (1,229)
Mean number of living children 3.5 3.6 3.7 3.6

(variable)
Percent

Education
£Grade 7 58.9 60.9 69.7 63.8
‡Grade 8 41.1 39.1 30.3 36.2

Wife’s perception of husband’s
attitude toward contraception

Husband disapproves 39.3 7.2 15.3 11.4
    Husband approves/don’t know 60.7 92.8 84.7 88.6
Fertility preferences

Husband more pronatalist 33.9 15.9 21.3 18.5
Same preferences/husband

less pronatalist 66.1 84.1 78.7 81.5
Never discussed contraception 46.4 9.5 26.4 16.8
Ever discussed contraception 53.6 90.5 73.6 83.2
Husband difficult to approach

about contraception 46.4 6.1 14.0 10.6
Husband easy to approach/

wife waits for husband to
initiate 53.6 93.9 86.0 89.4

Note:  The sample is married women who are fecund, not pregnant, and who
want to delay or stop childbearing.
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Notes

1 The terms “covert use,” “secret use,” and “surreptitious use” are
used interchangeably throughout this article.

2 Of the 1,056 husbands who were successfully interviewed, 1,035
(98 percent) were in monogamous marriages. Of the 1,035 mo-
nogamous men, 901 (87 percent) were correctly matched to their
wives’ interview records. This sample of 901 couples is used for
part of the descriptive analysis.

3 Sixteen percent of the married men in the Zambian study reported
that they were sexually involved with a woman apart from their
current wife or partner. Nine percent said they were involved in
an extramarital relationship and were using methods to prevent
pregnancy or disease. The condom was the method used in the
vast majority of these cases. Based on these findings, 9 percent
of all married men are covertly using contraceptives, although
whether their wives know or do not know about this use is not
certain.

4 Among women covertly using contraceptives, only two of their
husbands reported using a method with a woman outside the
marriage, in both cases condoms.

5 As a rule, husbands and wives in the Zambia study were inter-
viewed separately. Given the difficulties in the field of arrang-
ing for survey interviews with husbands, wives and husbands
were rarely interviewed simultaneously. Thus, some opportunity
existed for discussion to occur between spouses following the in-
terview with the first spouse, usually the wife.

6 The Kappa index takes into account the level of agreement ex-
pected by chance alone. Kappa ranges from 0.0 to 1.0, with 0.0
indicating that agreement is no greater than what would be ex-
pected by chance and 1.0 indicating perfect agreement. A statis-
tically significant Kappa index indicates that spouses agree to a
larger extent than would be the case by chance alone.

7 Checks were performed on the data to ensure that the indepen-
dent variables were not highly correlated with each other. Cross-
tabulations of all dummy variables showed no substantial con-
centrations of cases in any of the cells (for example, of the 140
women who perceived their husbands’ disapproval of contracep-
tion, 62 never discussed contraception with their husbands and
78 ever discussed it). Further detailed examination of the cross-
tabulations did not indicate that the variables described the same
subset of respondents. For example, of the 62 women who per-
ceived their husbands’ disapproval of contraception and who
never discussed the subject with their husbands, 35 found it dif-
ficult to talk about contraception with their husbands and 27 did
not find it difficult.
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