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Abstract

Objectives—Women may differ by whether they rely on health providers and/or social ties for 

seeking information and advice about family planning. It is unknown whether these differences 

matter for contraceptive outcomes. This study assessed the association between women’s family 

planning (FP) network (social and/or provider ties) and contraceptive use.
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Study Design—This cross-sectional, egocentric network study was conducted among 

reproductive-age women (n=193) in rural Madagascar. Data included socio-demographics and 

contraceptive use. Respondents listed who they relied on for contraceptive information, advice or 

guidance and provided ties’ gender, age, relationship, and perceived support of contraceptive 

use. The primary outcome was current contraceptive use. Predictors included having a FP 

network (0/1) and FP network composition (no network, social ties only, provider ties only, both 

provider and social ties), respectively. Analyses were conducted using a generalized linear model 

specifying a Poisson distribution, with covariate adjustment and cluster robust standard errors.

Results—Having a network of individuals to turn to for contraceptive information compared 

to having no FP network was positively associated with contraceptive use (adjusted relative risk 

[aRR] 4.4, 95% confidence interval [CI] 2.00-9.87). Having a social network, a provider network, 

or a combination of social and provider network were all positively associated with contraceptive 

use (aRR 4.30 [CI 1.92-9.66], aRR 4.46 [CI 2.04-9.75], aRR 4.72 [CI 1.93-11.50], respectively), 

compared to having no FP network.

Conclusions—Contraceptive use was higher among women who relied on social ties, provider 

ties or both for contraceptive information and advice, compared to women with no FP network. 

These findings suggest that FP interventions should use a multi-component approach taking into 

account both social and provider networks.

Implications: It is unknown whether differences in whether women rely on social ties (friends, 

partner, family members) versus providers for contraceptive information and advice affect 

contraceptive outcomes. Women are just as likely to use contraception whether they rely on social 

ties, provider ties, or both for contraceptive information and advice.

Keywords

social networks; contraceptives; family planning; community health workers; Madagascar; sub
Saharan Africa

1. Introduction

Contraceptive use remains low in sub-Saharan Africa, including in Madagascar where 36% 

of women are using modern contraception and one quarter of women (24%) have an unmet 

need for contraception [1,2]. Reducing unmet need for contraception can significantly 

reduce the persistently high rates of maternal mortality including in Madagascar [3,4]. 

Ensuring that women have universal access to family planning (FP) services is recognized 

as a priority in the 2030 Sustainable Development Goals [5]. Removing barriers to access, 

providing information and support for seeking reproductive health services, and offering 

respectful care will allow women to use contraception when desired and exercise their 

reproductive autonomy [6].

Social networks, or the relations that women have with their partners, family members, 

and friends [7,8], may be an influential factor in women’s use of contraceptive services. 

Researchers across disciplines are increasingly drawing on social network theory and 

analysis to explore how women’s reproductive health decisions are tied to others in 

their networks [9–11]. Several studies, including a systematic review, have shown that 
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contraceptive use within women’s social networks may influence women’s fertility-related 

behaviors [12–21]. Most studies have found a positive relationship between women’s 

contraceptive use and contraceptive-related attitudes and behaviors among women’s social 

relations [12–21]. For example, Valente et al. (1997) demonstrated that women in 

Cameroon were more likely to use contraception if their network approved of contraception, 

used it and encouraged them to use it [15]. In a longitudinal study adjusting for 

unmeasured confounding and homophily, women in Kenya with network members who used 

contraception had twice the odds of using contraception [16]. Other research highlights that 

the network composition influences contraceptive use: in Mali, contraceptive use was lower 

when women’s networks included conjugal kin compared to when they included individuals 

from outside the village [22]. In Niger, women’s use of contraception was associated with 

ties’ contraceptive use only if ties were sisters but not friends [23].

Women may differ in the types of individuals (i.e. ties) they rely on for seeking information, 

advice and guidance about contraception. Some women may rely on social ties, including 

friends, partners and family members. Other women may rely on health provider ties (e.g. 

community health workers [CHWs], doctors, nurses, or mid-wives). Women may also rely 

on a combination of both types of ties, or no one at all. Trusted information sources about 

contraception can include health providers, peers, family members, and the media, but 

women will vary in the extent to which they rely on or trust these different sources [24–

26]. A systematic review of contraceptive knowledge among adolescents in low-and middle

income countries found that, while health workers were a trusted source of contraceptive 

information, adolescent girls tended to receive most information from peers and family 

members [25].

Very few studies have examined whether the type of tie women rely on for contraceptive 

information and advice affects contraceptive outcomes. Most network research on 

contraceptive use has looked at social ties, with few studies comparing the influence 

of social versus provider ties. In Kenya, having a provider network for contraceptive 

information was not associated with current use of contraception but was associated with 

ever use of contraception [18]. In Tanzania, contraceptive use was associated with relying 

on interpersonal ties for contraceptive information but not with relying on health providers 

[27]. In our study among men in partnership in Madagascar, couples’ contraceptive use just 

as high whether men relied on social ties versus provider ties for contraceptive information 

[28].

While women may vary by who they rely on for contraceptive information and advice, there 

is limited evidence on whether the composition of women’s FP networks, be it social ties 

and/or provider ties, is differentially associated with contraceptive use. Ties to providers 

offer learning opportunities about contraception especially if providers are perceived as 

trusted information sources offering patient-centered care [29,30]. Social ties not only offer 

learning opportunities but can also affect decisions through social influence, which may 

accelerate contraceptive adoption [31]. Alternatively, social ties may constrain reproductive 

health behaviors to align with other network members, depending on the social norms and 

types of network ties [22,32]. Understanding whether differences in the composition of 
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women’s FP networks is associated with contraceptive use will help inform the design of 

better strategies to ensure access to and use of contraception for all women who desire them.

In this egocentric study, we collected FP network data from reproductive-age women in 

Madagascar to assess the associations between contraceptive use and: 1) having a FP 

network, 2) the composition of that FP network, and 3) knowing other contraceptive users.

2. Material and methods

2.1. Respondents

We recruited the study sample from 27 villages randomly selected from the 80 villages 

within a five kilometer radius of the semi-urban town of Ambalavao in Fianarantsoa 

Province, in southern Madagascar. Data collectors enumerated all households by village 

and then used random number draws to identify households for study participation. The total 

sample size chosen from each village was proportionate to the number of households in the 

village, with a minimum of five households per village. Inclusion criteria included women 

aged 18 to 45 willing to answer FP questions. In each selected household, data collectors 

enumerated all eligible women and randomly selected one. Female data collectors conducted 

the surveys in Malagasy to facilitate study recruitment and elicit candid answers about 

reproductive health topics. Prior to administering the survey, the data collectors obtained 

respondents’ informed consent, either written or orally if respondents were illiterate. All 

women who were randomly chosen consented, yielding a study sample of 213 women. 

Respondents received a lamba, a cloth used locally for multiple purposes, for their 

participation in the study. We removed 20 pregnant women from the analytical sample. 

The final analytical sample consisted of 193 respondents. The University of California San 

Francisco Institutional Review Board and the National Ethics Committee in Madagascar 

both approved this study.

2.2. Data collection

From June to July 2019, we asked respondents if they were currently using modern 

contraceptive methods including the implant, intra-uterine device (IUD), oral contraceptives, 

injectables, the external/male condom, and female or male sterilization. We also asked 

respondents if they knew of any person who was using these methods, whether or not the 

person was in the woman’s FP network to capture women’s awareness of contraceptive 

use in their community. We also collected data on respondents’ age, parity, marital status 

(married/living with partner, partnered but living apart, divorced, widowed, or no partner), 

household size, school attendance, highest grade attained, occupation, household earnings in 

past month, and whether the household had electricity. We also asked respondents if they 

had a menstrual period in the last four weeks and, if not, why (with “currently pregnant” 
as an answer category). Among those not pregnant, we asked if, in the last 4 weeks, they 

had wanted to become pregnant (with answer categories for wanted to become pregnant, 
did not want to, and was not certain). We also gathered data about who, within the couple, 

made decisions about contraceptive use (respondent, her partner, or together as a couple) 

and about the respondent’s partner including occupation. Twenty-four respondents (12% of 

sample) have missing values for some of these data.
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To collect network data, we adapted questions from Brunson (2013) [33] and asked study 

respondents (known as egos in social network studies) to list the individuals (known as 

alters which can include friends, family members or other types of social ties) from whom 

they obtain information, advice, and/or guidance about contraceptive methods. Interviewers 

then prompted respondents to review if they had forgotten any individuals and asking them 

to consider their partner(s), siblings, parents, CHWs, and other health providers to ensure 

completeness. We defined respondents who listed one or more alters who they relied on 

for contraceptive information and advice as having a FP network, while we defined those 

with no alters as having no FP network. While respondents could list up to 20 alters, the 

maximum number of alters was seven with some women listing no alters. The interviewers 

then asked respondents to select the top five alters who they relied on most for contraceptive 

information and advice and provide those alters’ age, gender, nature of the relationship, and 

alters’ perceived support of contraceptive use (supportive of modern contraceptive use vs. 

not supportive).

2.3. Measures

The primary outcome was a binary measure of whether the participant was currently using 

modern contraception. We defined modern contraception as injectables, the pill, implant, 

IUD and external condom, but excluded male and female sterilization because respondents 

misunderstood the question. For reference, four percent of women in Madagascar report 

using female sterilization and 0.3% report that men were sterilized.2 We generated the 

following network measures as predictors in separate analyses. The first predictor variable 

was a dichotomous variable for whether a woman reported having no FP network (i.e., 

she named no alters) or if she had a FP network (i.e., she named one or more alters in 

her FP network). The second was a dichotomous variable for whether the FP network was 

composed of social relations (referred to as social network), including partner, other family 

members, and/or friends. The variable took on a value of 1 if her FP network included 

social relations and 0 if her FP network did not include social relations or if she had no FP 

network. Similarly, the third dichotomous variable measured whether the FP network was 

composed of health providers (referred to as provider network), including CHWs, health 

educators, nurses, mid-wives or doctors. The variable equaled 1 if her FP network included 

providers and 0 if her FP network had no health providers or she had no FP network. 

The next predictor variable was a mutually exclusive categorical variable for the network’s 

composition: 1) no FP network, 2) social network only; 3) provider network only; and 4) 

social and provider network, composed of both social and provider ties. Network size was 

defined as: 1) a categorical variable for no FP network, one alter, or ≥ two alters and 2) 

a continuous variable. A dichotomous variable was created to identify women who knew 

someone else using modern contraception (whether or not that person was in their FP 

network). The last set of analyses at the ego-level included all three network variables 

together (FP network composition, size of network (continuous), and whether women 

knew someone using contraception to compare the relative importance of these different 

correlates of contraceptive use (results available upon request). There were no differences in 

contraceptive use or network composition by missingness of baseline covariates.
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2.4. Analytical approach

We fitted a generalized linear model specifying a Poisson distribution with robust standard 

errors, interpreting the estimated incidence rate ratios as relative risk ratios (RR) [34]. In 

all analyses, we adjusted for individual-level characteristics including age, parity, marital 

status, primary school completion, and household earnings. We included fixed effects by 

sub-district (the Malagasy fokontany, which represents groups of villages). We conducted 

these analyses at the ego-level using cluster-correlated robust standard errors at the sub

district level. We then conducted alter-level analyses among the women with a FP network 

to examine the association between alter characteristics (alter gender, alter age, perceived 

support from the alter for contraceptive use, and alter’s relationship with the ego [e.g. 

CHW]) and women’s use of contraception, also with robust standard errors clustered by 

sub-district. Sensitivity analyses included: adjusting for 1) household size and occupation as 

farmer, 2) pregnancy desires, 3) couples’ contraceptive decision-making, 4) restricting the 

sample to women who were sexually active in the last 4 weeks, and 5) restricting the sample 

to women who were married or in partnership.

3. Results

3.1. Descriptive statistics of sample

Table 1 provides summary statistics of the study sample. Ambivalence about becoming 

pregnant was common with 123 (75%) women saying they were uncertain about whether 

they wanted to become pregnant. Two-thirds of the women reported currently using 

a modern contraceptive method (131 [69%]) (Table 2). The most common modern 

contraceptive methods were injectables (75 [39%]), the implant (30 [16%]), and the pill 

(27 [14%]). Three-quarters of the women knew someone else using modern contraception.

Most women reported having a FP network (152 [79%]) meaning they listed one or more 

alters that they turned to for contraceptive information and advice. Among women with a FP 

network, most relied only on one alter, while only one-fifth of the women relied on two or 

more alters. The composition of the FP network varied among the sample, with one-third of 

women relying only on social ties (61 [32%]), another third relying only on providers ties 

(71 [37%]) and ten percent (20) relying on both social and provider ties for contraceptive 

information and advice.

Among the 214 nominated alters, most of them were women (171 [88%]), and almost all 

were perceived to be supportive of contraceptive use (200 [96%]). The most common types 

of relationships/roles included in these women’s FP networks were friends (22%), CHWs 

(22%), health educators (13%), and other health providers (nurses, mid-wives and doctors) 

(17%). Only 9% of alters were partners, while family members who were nominated 

included mothers (7%), siblings (6%), and aunts (2%).

3.2. Association between composition of FP network and use of contraception

Contraceptive use varied by the type of FP networks (p ≤ 0.001, Figure 1). Regression 

analyses showed that having a network of individuals to turn to for contraceptive 

information and advice was positively associated with contraceptive use (adjusted Relative 
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Risk [aRR] 4.44; 95% confidence interval [CI] 2.00-9.87; p=0.000) (Table 3). Compared 

with having no FP network, having a social network only, having a provider network 

only, and having both a social and a provider network were all positively associated with 

contraceptive use ([aRR] 4.30 [CI 1.92-9.66]; aRR 4.46 [CI 2.04-9.75]; aRR 4.72 [CI 

1.93-11.50], respectively). Tests of equality of the coefficients across women with different 

types of FP networks found no differences (social only vs. provider only network [p=0.61], 

social only vs. social and provider network [p=0.22], provider only vs. social and provider 

network [p=0.68]). Compared with having no FP network, having one alter (aRR 4.35; CI 

1.95-9.70) and having two or more alters (aRR 4.68; CI 2.04-10.76) were both positively 

associated with contraceptive use.

When we mutually adjusted for the different network measures, the composition of the FP 

network was the most important correlate for contraceptive use. Having a social network 

only, having a provider network only, and having both a social and a provider network, 

compared with having no FP network, were all positively associated with contraceptive use 

(p≤0.01). The adjusted risk ratios on network size and knowing someone using modern 

contraception became smaller in magnitude and were no longer statistically significant 

(results available upon request).

Among women with a FP network (N=152 women; n=214 alters), alter age was negatively 

associated with contraceptive use while alter supportiveness of contraceptive use was 

positively associated with use (Table 4). Contraceptive use was higher among women who 

relied on CHWs in their FP network (aRR 1.19 [CI 1.06-1.35]) and among women who 

relied on their partner (aRR 1.14 [CI 1.02-1.28]), compared with women who relied on 

doctors, nurses, and mid-wives (reference group). Tests of equality of the coefficients found 

no differences in contraceptive use between women who relied on friends vs. women who 

relied on mothers/aunts (P=0.98), women who relied on friends vs. women who relied on 

siblings (P=0.96), and women who relied on siblings vs. women who relied on mothers/

aunts (P=1.00).

3.3. Association between knowing other contraceptive users and own contraceptive use

Contraceptive use among women who knew someone else using contraception was higher 

(76%) compared to contraceptive use (43%) among women who did not know other 

contraceptive users (p ≤ 0.001; Figure 2). Regression analyses confirmed that knowing 

someone else using contraception was positively associated with women’s own use of 

contraception (aRR 2.04; CI 1.08-3.85) (Table 3). We conducted similar analyses by method 

type, focusing on the most common methods (injectables [39% ], the pill [14%] and implant 

[16%]) and found that knowing someone else using an injectable, the pill, or the implant was 

positively associated with use of that method (Appendix A).

3.4. Sensitivity analyses

The results were consistent after adjusting for additional covariates, including 1) household 

size and occupation, 2) pregnancy desires, and 3) couples’ decision-making power about 

contraceptive use. Results were consistent when regressions were adjusted for household 

size and occupation (results not shown). Wanting to avoid pregnancy was positively 

Comfort et al. Page 7

Contraception. Author manuscript; available in PMC 2021 October 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



associated with contraceptive use (aRR 1.49; CI 1.31-1.71), whereas being uncertain about 

wanting to become pregnant was not associated with contraceptive use (Appendix B). When 

covariates for couples’ decision-making power about contraception were included, only 

having a provider network was positively associated with contraceptive use (Appendix B). 

There was no statistically significant association between contraceptive use and decision

making power. The main results were consistent when the sample was restricted to women 

who were sexually active in the last 4 weeks (n=145 [94%]) and women who were in 

partnership/married (n=155 [85%]) (results not shown).

4. Discussion

In this novel egocentric network study among women in rural Madagascar, we found that 

having a FP network was positively associated with contraceptive use. One-third of women 

rely on social ties only, one-third rely on provider ties only, and 10% rely on both social 

and provider ties, yet all of these women had higher contraceptive use compared to women 

who reported relying on no one for information and advice about contraception. Having a 

FP network was more important than the specific composition of that network including its 

size. Together, these findings suggest that FP interventions should use a multi-component 

approach taking into account both social and provider networks, not exclusively one or the 

other.

This study builds on the current literature by examining the composition of FP networks. 

Since very few studies have examined whether women tend to rely on social ties, provider 

ties or both for contraceptive information and advice, it is unknown whether these different 

types of FP networks are similarly associated with contraceptive use. Indeed, our findings 

showed that, while women differed in the type of FP network they had, having a FP network 

(whether it included social ties and/or provider ties) was similarly associated with higher 

contraceptive use compared to women with no FP network.

Our findings provide further evidence that women who rely on health providers as sources 

of information and advice about contraception are more likely to use contraception. These 

results are consistent with findings from men in couple in Madagascar [28], yet differ from 

studies among women in Kenya and Tanzania [18,27]. The positive association between 

relying on social ties and contraceptive use is consistent with many network studies [12–

21]. While other network studies have found that the type of social tie may differentially 

matter for contraceptive use [22,23], our results only showed differential associations 

among women who relied on their partner and on CHWs as compared to those who 

relied on doctors, nurses and midwives. There were no differences in contraceptive use 

between women who relied on friends versus sisters versus aunts/mothers. Furthermore, 

while network size is a predictor of whether women use contraception, the more important 

network predictor of contraceptive use relates to whether women have a FP network and the 

composition of that network. In this particular study context, most women (64%) only had 

one alter in their FP network and other country contexts where women have larger networks 

may show different results.
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The higher use of contraceptives among women who relied on CHWs compared to other 

health providers confirms the important role CHWs play in Madagascar for education 

about and provision of contraceptive methods [35,36]. These findings further confirm that 

interventions engaging CHWs are a promising avenue for improving contraceptive access. 

The higher use of contraceptives among women who report relying on their male partner 

for contraceptive information and advice suggests that these male partners are supportive of 

their partner’s contraceptive use. Yet, only 9% of alters were partners and up to one-fifth of 

study respondents reported having hidden contraceptive use from their partner. Future work 

should explore how partner engagement in contraceptive decision-making can facilitate 

women’s use of contraception, if desired.

As shown in other studies [15–17], women were more likely to use contraception if they 

knew someone else using contraception. Yet the coefficient was no longer statistically 

significant when measures of network composition were added. These findings imply that 

the most important network predictor related to contraceptive use is the composition of 

the FP network and whether women have a FP network at all. These FP networks can 

offer opportunities not only to learn about contraceptives but also receive support for 

contraceptive use from social and provider ties. Having a supportive FP network (whether 

the network members are contraceptive users or not) seems to be of particular importance 

in predicting contraceptive use, as shown here and elsewhere [13,15,18,19]. For example, 

Valente et al. (1997) found that perceptions of ties’ approval of contraceptive use was more 

important than whether ties were using contraception themselves [15]. Social influence, 

including social norms, may also be at play. Indeed, network research on contraceptive 

use has shown that the density of a woman’s social network and having ties to other 

contraceptive users affects contraceptive use through social influence including social 

norms [17]. Research on social norms in sub-Saharan Africa has found that perceptions 

about whether friends or most people within a local reference group engage in a health

related behavior are potentially more important than peers’ actual behaviors in relation to 

individuals’ own behaviors [15,20,37,38]. While the data did not allow for a distinction 

between alters’ active use versus ego’s perception of their use, future research should 

explore the role of both actual and perceived contraceptive use by alters on contraceptive 

use.

There are several study limitations. First, the cross-sectional nature of the network data 

limited our ability to establish causal relationships as it is not possible to rule out the role 

of homophily, or the influence of shared environmental factors that may affect contraceptive 

use. A woman using contraceptives could be more likely to know other contraceptive users 

not because she was influenced by these users but because she met those users while 

seeking contraceptive services, for example. Second, the data did not include alter-level 

contraceptive use for comparison to egos’ perceptions. Third, the sample may not be 

representative of rural populations in Madagascar since the villages were within a five 

kilometer radius of a well-resourced semi-urban town. Contraceptive use in the sample 

(69%) was higher than reported contraceptive use (36%) in Madagascar as a whole [2], 

potentially due to ease of access to providers in the study region.
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This study on the role of social and provider networks for FP shows that having a network 

of individuals to turn to for information and advice about contraception was critical for the 

uptake of contraception among women in rural Madagascar. Women varied in whether they 

relied on providers, social relations, or a combination of both, yet all these women had 

higher contraceptive use compared to those with a FP network. Developing interventions 

to ensure that women have information about and access to contraception needs to be a 

multi-component strategy that integrates providers, including CHWs, as well as women’s 

social networks.
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Appendix

APPENDIX A.

Associations between current contraceptive use and composition of family planning 

network, stratified by type of contraception (N=162 women)

Currently using modern contraception*

Injectables Pill^ Implant

Independent variables aRR 95% CI aRR 95% CI aRR 95% CI

Has a FP network 3.16 (1.39 – 7.17) 1.72e+07 (5.64e+06 – 
5.22e+07)

5.56 (2.51 – 12.33)

Composition of FP network
~

 No FP network (reference 
group)

-- -- --

 Social network only 2.89 (1.32 – 6.32) 1.94e+07 (6.90e+06 – 
5.46e+07)

6.23 (2.78 – 13.94)

 Provider network only 3.11 (1.22 – 7.97) 1.51e+07 (4.36e+06 – 
5.23e+07)

6.34 (3.34 – 12.02)

 Social and provider network 4.21 (1.94 – 9.12) 1.42e+07 (1.51e+06 – 
1.34e+08)

3.53 (1.37 – 9.10)

Knows someone using that 
same method

2.28 (1.62 – 3.20) 17.48 (1.77 – 172.75) 6.30 (3.36 – 11.80)
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*
Each estimate corresponds to the results of a single multivariable Poisson regression model. Contraceptive use is the 

dependent variable and the row variable is the primary explanatory variable of interest. All models adjust for respondent’s 
age, parity, marital status, primary school completion, and household earnings and sub-district fixed effects.

We excluded women who were currently pregnant and used cluster-correlated robust standard errors at the sub-district 
level.
^
The estimates for pill use are large because, among pill users, all women had a FP network and almost all women knew 

someone else using the pill.
~

Composition of FP network is a categorical variable. The estimates for each category within that variable are from one 
multivariable model.

Notes: aRR = adjusted risk ratio; FP = family planning

Appendix B.

Associations between current contraceptive use and composition of family planning 

network, adjusting for pregnancy desires and contraceptive decision-making (N=111 

women)

Currently using modern contraception
±

Independent variables aRR 95% CI aRR 95% CI

Composition of FP network

 No FP network (Reference group) -- --

 Social network only 3.27 (1.75 – 6.11) 2.27 (0.89 – 5.80)

 Provider network only 3.20 (1.72 – 5.97) 2.44 (1.04 – 5.70)

 Social and provider network 3.57 (1.90 – 6.68) 2.04 (0.69 – 6.05)

Pregnancy desires

Wants to become pregnant (Reference group) -- --

Does not want to become pregnant 1.49 (1.31 – 1.71)

Is not certain 1.24 (0.91 – 1.69)

Decision-making about contraceptive use with partner

Woman decides (Reference group) --

Partner decides 1.08 (0.83 – 1.40)

Couple decides together 1.24 (0.90 – 1.70)

±
Each column corresponds to the results of a single multivariable Poisson regression model. Contraceptive use is the 

dependent variable and composition of the FP network and either pregnancy desires or decision-making about contraceptive 
use are specified as the explanatory variables of interest. These variables are mutually adjusted for each other and 
adjusted for respondent’s age, parity, marital status, primary school completion, and household earnings and sub-district 
fixed effects. We excluded women who were currently pregnant and used cluster-correlated robust standard errors at the 
sub-district level.

Notes: aRR = adjusted risk ratios; FP = family planning
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Figure 1. 
Contraceptive use by whether women rely on family/friends, health providers or both for 

contraceptive information and advice

Note: FP network can be composed of social relations only (friends, family and/or partner), 

health providers, or a combination of both social and provider relations. FP network is 

defined as those individuals women rely on for contraceptive information and advice
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Figure 2. 
Contraceptive use by whether women know someone else who is also using contraception
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TABLE 1.

Percentage distribution of women aged 15-49 in Madagascar who participated in a survey about who they 

relied on for contraceptive information and advice, by selected characteristics (n=193)

n %

Demographics

Mean age (SD) 31 (8.4)

Parity

   0 24 12

   1 50 6

   2 46 24

   3 31 16

   4 23 12

   5+ 19 10

Marital status

   Married or living with partner 143 79

   Has partner but not living together 12 07

   Divorced 16 09

   Widow 2 01

   No partner 9 05

Attended school 187 97

Completed primary education 126 66

Mean grade attained (SD) 5.8 (3.0)

Mean household size (SD) 4.9 (1.9)

Socioeconomics

Occupation farmer 184 96

Home has electricity 9 05

Mean household earnings (US dollars) last month (SD) 30.8 (82.4)

Pregnancy desires

Wants to become pregnant 8 5

Does not want to become pregnant 33 20

Is not certain 123 75

Partner Relationship (n=155)

Partner’s occupation as farmer 106 94

Ever hidden contraceptive use from partner 17 18

Decision-making about contraceptive use with partner

   Woman decides 6 6

   Partner decides 29 28

   Couple decides together 68 66
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TABLE 2.

Percentage distribution of women aged 15-49 in Madagascar who participated in a survey about whom they 

relied on for contraceptive information and advice, by contraceptive and family planning network indicators 

(n=193)

Outcomes n %

Contraceptive use (current)

Any modern method 131 69

   Injectable 75 39

   Pill 27 14

   Implant 30 16

   Intra-uterine device 1 1

   External/male condom 0 0

No modern method 59 31

Network predictors

Has a FP network 152 79

------ that includes friends, family and/or partner (social network) 81 42

------ that includes health providers (provider network) 91 47

Composition of FP network

  Social network only 61 32

  Provider network only 71 37

  Social and provider network 20 10

  No FP network 41 21

Mean size of FP network (SD) 1.1 (0.9)

Number of alters in FP network

  Zero alters 41 21

  One alter 112 58

  Two alters 24 12

  Three alters 11 6

  Four alters 3 2

  Five or more alters 2 1

Knows someone using:

 Modern contraceptive method 136 76

  Injectable 107 59

  Pill 96 53

  Implant 98 54

  Intra-uterine device 16 9

  External/male condom 5 3

Alter characteristics (reported by ego) (n=214)

Mean age (SD) 39 (11.8)

Female 171 88

Supportive of contraceptive use 200 96

Relationship to ego
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Outcomes n %

   Community health worker 46 22

   Health educator 27 13

   Health provider (mid-wife, nurse, doctor) 37 17

   Friend 46 22

   Partner 20 9

   Sibling 13 6

   Mother 14 7

   Aunt 4 2

   Other 7 3

Notes: “Alter” refers to any individual that study respondents identified as being someone upon whom they relied on for contraceptive information 
and advice.
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