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Foreword: Motivation for this Research and Report 

West African countries are poised for significant change in family 
planning behaviors. Although modern contraceptive use has grown by 
6% per year in the region since 2014, West African countries must find 
ways to maintain or accelerate these gains if they hope to achieve their 
FP2020 targets. New approaches are needed to deepen our 
understanding of people’s family planning choices and desires—not for 
specific geographies or sub-groups, but for entire countries. 

USAID’s Transform/PHARE project is dedicated to developing, testing 
and adapting leading innovations in marketing, research, and design to 
address barriers to modern contraceptive use and promote family 
planning in West Africa. National demand analysis serves this purpose. 
This approach was developed in the private sector, to enable leading 
companies to understand the needs of their most valuable customers, 
and to change the customer experience and the company’s 
operations to attract and retain them.  It is a robust, scalable approach 
that is readily transferable to global health and development.  

In the context of family planning in West Africa, national demand 
analysis provides a nuanced understanding of why different populations 
do and don’t use family planning or contraceptives, and what can be 
done about it.  It can also be used to inform policy, resource allocation, 
and integration of social and behavior change (SBC) programming 
along the service delivery continuum—giving providers the opportunity 
to better understand their clients, and to speak directly to their needs 
before, during, and after service provision. 

INTRODUCTION AND CONTEXT 

National demand analysis was used for the first time in Niger in 2014 – 
2015 with the support of the William & Flora Hewlett Foundation, to 
address the country’s increasing fertility rate.  The Transform/PHARE 
project adapted and applied the approach in Côte d’Ivoire, taking 
another step towards establishing national demand analysis as a core 
SBC programming practice. 

The analysis that we share here found that Cote d’Ivoire can indeed 
reach its ambitious FP2020 mCPR goals with focused action. We believe 
the analysis and the recommendations included in this report offer a 
roadmap for government, stakeholders and implementers to target 
resources and design policies and strategies to meet the needs of the 
highest impact populations in Côte d’Ivoire.  

And for the broader West Africa region, this report shows how the use of 
national demand analysis can provide an insightful, consistent, and 
actionable understanding of people’s wants and needs—across a full 
population. It is a valuable input to  quality SBC programming, especially 
at the national level. 

“This work is fantastic. I think we should support it in every country in which we work.”   
– Kendra Phillips, Deputy Director, PRH, USAID Global Health Bureau 

Hope Neighbor 

 

Jim Malster 
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A need to accelerate Family Planning adoption in Côte d'Ivoire 

JUSTIFICATION 

SOURCE : LISTE DES STRATÉGIES ET ACTIVITÉS DU PLAN D’ACTION POUR LE REPOSITIONNEMENT DE LA PF EN CÔTE D’IVOIRE, 2014 
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O
ve

ra
ll 

ra
te

 o
f M

M
C

 u
se

, %
. 

GOAL: 36% 
MMC use 
by 2020 

NEED: ~3.7% p.a. 

2x 

RESEARCH OBJECTIVES 

§  Assist the State in 
identifying key 
actions that can help 
accelerate progress 

§  Assist key donors and 
implementing 
partners to identify if 
and how they can 
change their 
investment or 
programming 

§  Emphasize 
opportunities when 
innovations are 
critical to trigger 
behavioral change 

Throughout this report, MMC refers to modern methods of contraception, including male 
and female condoms, pill, morning-after pill, IUD, injectables, implant and sterilization. 
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Key findings 

•  Based on the unmet demand for Family Planning (FP) alone, there are more 
than 2 million potential new contraceptive users in Cote d’Ivoire 

•  Cote d’Ivoire would be on pace reach two critical national policy objectives – 
36% Contraceptive Prevalence Rate (CPR) by 2020 and 4.0 Total Fertility Rate 
(TFR) by 2025 – through FP strategies focused primarily on these women 

 
•  Achieving these gains will require a combination of policy, programming, and 

communications adapted to these women’s needs and attitudes toward FP 

•  -As the majority of these women fall into three distinct population sub-groups1, 
meeting these women’s needs will require that government, donors, and civil 
society work together with discipline and focus 

1 Pre-family, Struggling aspirationals, and Family limiters segments, as described in Chapter 5 of this report. 
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Target audiences and how they can use this report 

MINISTRY OF HEALTH DONORS   

IMPLEMENTING ORGANIZATIONS OTHER CRITICAL ACTORS 

•  -Review the recommended strategies to prioritize, in CDI’s 
Costed Implementation Plan (slides 67-68) 

•  Decide whether to prioritize or modify these strategies, to 
accelerate progress towards CDI’s FP2020 mCPR target 

•  -Consider requesting support, through FP2020’s Rapid 
Response Mechanism or other, to develop a roadmap and 
cost estimate for delivering the priority strategies  

•  -Consider hosting a cross-ministry and donor working 
session, to identify how to use this analysis to accelerate 
progress towards CDI’s FP2020 and National Population 
Policy 2025 targets 

•  --Review the recommended strategies to prioritize, in CDI’s 
Costed Implementation Plan (slides 67-68) 

•  -Consider aligning your funding with these priority strategies 
•  -Ask, require or incent your partners (grant recipients) to align 

their activities with these priority strategies and/or the key 
opportunities identified in this report (slide 67) 

•  -To facilitate use of the demand analysis going forward, 
supporting your partners in: 
•  Documenting use of the demand analysis in programming  
•  Developing shareable tools, to make use of the demand 

analysis in programming easier 

•  --Design or re-design programs to focus on priority 
segments (i.e., redesigned SBC programming, from 
beneficiary engagement to intervention delivery to follow-
up support) 

•  -Adapt core programmatic interventions to provide a 
different experience for each segment (i.e., segment-
specific FP counseling) 

•  -Survey the population in a program’s coverage area, and 
adapt the program to the needs of the most common 
segments in that area (i.e., contraceptive training focusing 
on methods preferred by key segments) 

-Adolescent and Youth-Focused Groups: 
•  Design interventions to meet the “Pre-Family” segments’ 

needs, with an emphasis on psycho-social support  
•  Design programming to deliver as many of the Pre-Family 

focused strategies (slide 70) as possible 
Innovators: 
•  -Drive innovation around the key approaches identified as 

ripe for innovation, on the recommendations slides 69-70  
SWEDD & Other Women’s Empowerment Programs: 
•  -Integrate the key approaches supporting women’s/girl’s 

empowerment (slides 69-70) into programming 
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•  This report and the underlying research and analysis has been supported by the USAID-funded Transform/PHARE 
project, the overall mission of which is to develop innovative approaches for increasing FP adoption in West Africa 

•  The objectives of this National Demand Analysis are to a) develop a robust, quantitative fact base characterizing 
demand for Family planning (FP) in CDI, b) identify significant opportunities to increase use of modern methods of 
contraception, and c) offer guidance as to the design of successful, high-return behavior change interventions 

Executive Summary (1/2) 

ORIGIN AND 
PURPOSE 

•  To inform this work, a qualitative investigation of the needs, attitudes, and behaviors of Ivoirian women was 
conducted to characterize the forces shaping contraceptive use and non-use, as well as requirements to close the 
‘intent to action’ gap and the demographic sub-groups most likely to increase their use of modern methods 

•  In order to further investigate and quantify these observations, a nationally representative survey was subsequently 
conducted, aligning strongly with the most recent DHS survey where similar data was collected 

•  The survey data were analyzed to identify overall trends and context, sub-groups of women with acute FP demand 
and/or risks, and to develop a statistical segmentation of women based on their needs, attitudes, and behaviors 

•  Recommendations as to priority groups as well as promising near-term strategies to help CDI meet its 2020 FP target 
were developed, along with impact projections as to the potential to increase overall contraceptive use rate 

APPROACH 

•  In aggregate, Ivoirian women are having the number of children they want, suggesting limited opportunity in the 
aggregate to increase the prevalence of FP through access or availability barring changes in social norms 

•  Nonetheless, there are sub-groups of Ivoirian women with unmet demand and who represent compelling 
opportunities to better align their FP behaviors with their child-bearing desires 

•  There exist opportunities to both meet as well as create demand, highlighting a need to balance the ease of 
behavioral change adoption with the overall impact on health outcomes 

•  While behavioral and attitudinal factors prove a much stronger predictor of both demand and health risk than basic 
attributes or geography, three distinct demographic sets of women emerge as valuable targets: 
•  Young women, particularly adolescents and those still in their parents’ stead 
•  Older women, particularly those entering a higher-risk period for pregnancy 
•  Vulnerable women in the middle, particularly divorced or widowed women and those who believe in tight 

spacing of their pregnancies 

OVERALL 
INSIGHTS 
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•  To more accurately identify and characterize the population sub-groups to focus on, a statistical segmentation was 
conducted, resulting in 6 distinct groups of Ivoirian women 

•  Three segments – Pre-family women, Struggling aspirationals, and Family limiters – represent refinements of the 
demographic target populations and compelling targets for behavioral change interventions based on the acuity 
of their unmet demand, lifetime value of behavioral change, and aggregate impact on overall contraceptive use 

•  Addressing just half the unmet demand in these three segments alone would enable CDI to meet its 2020 Modern 
Methods of Contraception (MMC) use target of 36% and add close to a million new users  

Executive Summary (2/2) 

SEGMENTATION 

•  While awareness of MMC is generally high across the population, significant portions of Ivoirian women fallout at 
each subsequent stage and discontinuation after trial represents the largest loss 

•  A lack of information, fears about health and fertility impacts, and concern over side effects represent the most 
significant drivers of non-consideration and non-trial, with fears over health and fertility also driving discontinuation 

•  Other factors, including access, availability, and cost were less important drivers of fall out, suggesting a need to 
address the quality of information and counseling as well as providing methods that meet women's’ needs 

•  Individual modern methods elicit markedly different behavior across the funnel suggesting opportunities to leverage 
the high trial of methods such as the pill with the low discontinuation of methods such as an implant 

USE TRENDS 
AND THE MMC 

ADOPTION 
FUNNEL 

•  Four major opportunities to increase MMC adoption in the near term were identified, specifically the need to: 
•  Target women at beginning and end of child-bearing lives, and vulnerable women in the middle 
•  Focus on increasing consistent, ongoing use across all women 
•  Develop tailored programming for Pre-family youth, particularly adolescents 
•  De-emphasize broad behavior change communication campaigns 

•  Ten strategies to meet these opportunities are proposed, leveraging existing strategies within the 2015 National 
Family Planning Action Plan, as are a set of underlying approaches necessary to support these strategies 

•  The aggregate impact of these approaches suggests that CDI can accelerate growth in contraceptive use and 
meet its FP 2020 targets through supporting these strategies 

OPPORUNITIES, 
RECOMMEN-

DATIONS, AND 
IMPACT 
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2. Survey Methods 

3. FP Context in CDI 
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Context for our work in Côte d’Ivoire (CDI) and this report 

1. INTRODUCTION 

THIS DEMAND ANALYSIS 

Transform introduces innovative 
practices from marketing, 
advertising, human-centered 
design, and behavioral 
economics to strengthen 
health-related behavior 
change programming, with  
a focus on: 

•  Innovations in research 

•  New and social media 

•  Bold communications 

 

Transform/PHARE (Promoting 
Health – Adjusting the 
Reproductive Environment)  
is a specific sub-initiative  
under Transform focused  
on developing and testing 
innovative, evidence-based 
SBCC approaches to promote 
FP in West & Central Africa. 

The goals of this report are to: 
•  develop a robust, quantitative 

fact base characterizing 
demand for Family planning (FP) 
in CDI 
•  identify significant opportunities 

to increase the Contraceptive 
Prevalence Rate (CPR) in Côte 
d’Ivoire 
•  provide guidance as to the 

critical features of behavior 
change interventions that are 
likely to be successful with target 
groups 
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This report represents the cumulative learnings on demand-side opportunities 
to increase CPR in CDI across three sequential phases of research 

1. INTRODUCTION 

Develop a nuanced 
understanding of the drivers of 
contraceptive use, and ways to 
introduce FP that will resonate 
with men and women  

•  Literature review and expert interviews 
•  Focus groups in 2-3 locations with men & women  

aged 15-49 

•  Initial insights around FP 

•  Hypotheses to test in Phase 2 

PHASE 1 
Qualitative Research 

April – July 2016 

PHASE 2 
Quantitative Research  

& Analysis 
August – November 2016 

PHASE 3 
Insights, Recommendations,  

& Dissemination 
December 2016 – July 2017 

Identify key needs, attitudes, 
and behaviors around FP, as 
well as barriers to use and how 
these might vary by segment 

•  1000 person household survey, using DHS sampling frame 
•  Test Phase 1 hypotheses 

•  Segment women age 15 – 49 

•  Approach: Highlight different needs, impact by segment  

•  Key insights from primary research 
•  Opportunities to increase CPR 

•  Policy and program changes required to do so 

•  Dissemination of research to in-country stakeholders 

Define key demand-side 
opportunities to increase use, 
forecast expected impact on 
CPR, and communicate what 
key stakeholders can do to 
realize these opportunities 

MAIN OUTPUTS OBJECTIVES PHASE 
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What this report aims to do 

•  Summarize the key 
quantitative research findings 
and insights on contraceptive 
demand in CDI 

•  Introduce a segmentation 
model of demand and 
characterize the needs, 
attitudes, and behaviors  
of each segment 

•  Suggest opportunities to 
increase contraceptive use 
based off the research findings 
and segmentation model 

PURPOSE OF THIS REPORT 

1. INTRODUCTION 
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Table of Contents 
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Summary of the quantitative research 

2. SURVEY METHODS 

RESULTS APPROACH OBJECTIVES 

•  A sample of ~1000 Ivoirian 
women between 15 – 49 
years of age 

•  Nationally representative 
by geography, region, and 
urban/rural split 

•  Proportional representation 
of other key demographic 
characteristics including 
education, marital status, 
and education 

•  Four data collection teams, each with 
a supervisor and 4 investigators  

•  Survey launched October 10-11, 2016; 

data collected over 13 working days 

•  Sampling in 7 of 14 districts, including 
Abidjan et Yamoussoukro 

•  One woman sampled per household 

•  Randomly selected enumeration areas 
such that every women 15-49 had a 
non-zero chance of being sampled 

•  Overall response rate of > 95% 
(max of 3 visits per household) 

•  Total sample size of n=1049 

•  Equal number of urban and 
rural participants consistent 
with census data 

•  Strong overall alignment with 
2015 DHS survey (see annex for 
full comparison) 

PHASE 1: QUALITATIVE RESEARCH PHASE 2: QUANTITATIVE RESEARCH 
PHASE 3: INSIGHTS, RECCOM-

MENDATIONS & DISSEMINATION 
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Weighting sample data in order to align results with DHS 

2. SURVEY METHODS 

1 Between regions included and not included in the DHS sample.  This survey sampled the following 7 of 14 districts:  Abidjan, Woroba, Goh-Djiboua, Zanzan, Montagnes, Comoe, and 
Yamoussoukro. 

Though the current survey uses a similar sampling frame to the DHS, based 
on recent census data, the data was evaluated and ultimately weighted 
to ensure it is representative of the national population distribution  

Five key demographic variables emerged, with which the sample data 
was weighted accordingly:  

•  Age 

•  Highest educational level 

•  Religion 

•  DHS region proportion 

• Marital status 

Sample data was evaluated on four criteria:  

•  regional variations1 

•  variance with DHS averages 

• weighting feasibility 

•  relevance to the current study  

SUMMARY 

CRITERIA 

APPLIED 
WEIGHTING 
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Contraceptive prevalence over time follows an s-shaped curve, with CDI 
poised for a period of rapid growth 

3. FP CONTEXT IN CDI 

Source: UNPD 
1 http://www.worldbank.org/en/region/afr/publication/africas-demographic-transition 
2  As measured in 2014 .  mCPR as measured in the current study was 17.5% 

Period of more rapid growth that  
varies widely by country; look for 
opportunities to maximize growth 

Slowing growth as high 
prevalence is reached, 
leading to plateau 

Very slow initial growth when 
prevalence is low 

The progression of 
Francophone African 
countries up this curve  
is an essential first step in 
generating a ‘demographic 
dividend’1 that can drive 
both economic growth  
and population health 

Several factors can 
help move a 
country up the 
curve, including: 

•  political will 
•  better 

contraceptive 
product 
forecasting and 
management 
•  addressed unmet 

demand 
•  improved service 

delivery  

Uganda 
mCPR (MW) = 30.7% 

DRC 
mCPR (MW)= 9.6% 

Nepal 
mCPR (MW) = 49% 

CDI 
mCPR (MW) = 17.8%2 
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Each dot represents data from a country DHS survey 

•  As proposed by Track20, ideal number of children1 is 
used as proxy for underlying social norms that 
influence demand for contraceptives 

•  If a country sits near the line, further mCPR growth 
may be slow or limited unless underlying social 
norms are shifted 

•  Countries well below the line may have access 
and/or demand-side barriers related to knowledge, 
information, or behaviors  

•  CDI’s overall proximity to the curve suggests limited 
aggregate opportunity unless social norms change, 
as mCPR is roughly aligned with desired family size 

•  However, many sub-populations likely lie well 
below the curve, indicating higher latent demand 
for family planning  

MARRIED-WOMAN ‘DEMAND CURVE’ 

The maximum prevalence demand curve reinforces the need to target 
sub-groups of Ivoirian women 

3. FP CONTEXT IN CDI 

1 Mean ideal number of children as reported by all women 
Source:  Track20, DHS surveys 
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There are strong social norms around motherhood and fertility in CDI,  
alongside evidence of low stigma against premarital sex and pregnancy 

3. FP CONTEXT IN CDI 

95% of women  
say that motherhood  
is the most important 
accomplishment of  
a woman’s life 

90% of women over 
15 either have children 
already or feel ready  
to have a child 

A woman’s perceived 
value as a mother in CDI is 
largely achieved with her 
first child, as opposed to 
other cultures where a 
woman’s value increases 
with each additional child 
she has 

40% of married women have 
had a child prior to marriage 

89% of unmarried women 
have had sex 

75% strongly agree 

20% 
agree 

“…But to have  
a child, you  

finally enter into 
your grace as  
a woman…” 

14% 
are ready 

76% have one or 
more children 

STRONG SOCIAL NORMS 
SUPPORTING PREGNANCY AND MOTHERHOOD… 

… AND A HIGH PREVALENCE OF  
PREMARITAL SEX AND UNMARRIED MOTHERS 

These factors 
suggest strong 
pro-fertility trends 
and therefore 
headwinds facing 
additional 
contraceptive 
use 
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In aggregate, women in CDI appear to accept the principles of family 
planning, and are having the number of children that they want 

3. FP CONTEXT IN CDI 

SPACING LIMITING 

Although the data lacks specific details on spacing 
intervals, the average # of children for each age 
group increases by 1 child for each 5-year bracket, 
indicating that the majority of women are spacing1  

The majority of women have not yet reached their ideal 
family size. Only 10% have achieved it, and only 3% have 
exceeded it 

When women do surpass their ideal family size, it is 
typically by one child  

Median ideal family size is 5, which roughly matches the 
median ideal family size last reported in the DHS 
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These factors 
suggest strong 
fertility trends and  
headwinds facing 
additional 
contraceptive 
use 

95% of women consider spacing to be important, and  75% say they probably or definitely will practice limiting 

1 Birth intervals of 2-3 years or greater indicate active fertility management;  Qualitative Insights and Strategic Narratives in Niger: A Report of Findings, Insights and Ideas, January 2014  
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However, many women wish to avoid pregnancy and/or experience 
unwanted pregnancy, suggesting unmet demand in some populations 

3. FP CONTEXT IN CDI 

DEMAND FOR CONTRACEPTION UNWANTED PREGNANCY AND ABORTION 

Nearly half of Ivoirian women say that being 
pregnant now would be a problem, with over a 
quarter stating it would be highly problematic 

29% say 
pregnancy 
would be a 
major problem 54% say 

pregnancy 
would pose 
no problem 

at all 
16% report having 
stopped an unwanted 
pregnancy 

35% of women  
report having had an 
unwanted pregnancy 

17% say 
pregnancy 
would be 
somewhat of 
a problem 

A third of women have had an unwanted pregnancy 
at some point in their past… 

….and half of those claim to have stopped an 
unwanted pregnancy 
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In aggregate, Ivoirian women evidence two critical periods of FP demand 
over their lifetimes 

3. FP CONTEXT IN CDI 

Age group 

Young women in 
their late teens and 
early twenties 

Older women just 
entering a higher-risk 
phase for pregnancy 

Low demand amid a 
rising need for FP 

High demand amid a 
rising need for FP 

Demand for FP  
Pregnancy now 
would be a problem 

Need for FP  
Have had an unwanted 
pregnancy in the past 

•  Rapid increase in 
negative 
pregnancy 
outcomes over time 

•  Decline in demand 
despite a growing 
rate of unwanted 
pregnancies 

•  Lowest demand for 
FP despite their 
growing health risks  

•  Negative outcomes 
and demand 
increase as women 
age, suggesting an 
opportunity to create 
demand earlier 
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While most women appear to be satisfied with the current heath care system, 
there appear to be clear gaps in the quality of service delivery 

3. FP CONTEXT IN CDI 

OVERALL CONFIDENCE IN THE HEALTH SYSTEM 

One of every three women is 
concerned she will not be 
treated with respect by a HCW. 

Less than one-
quarter would go 
to a HCW for 
advice or help. 

HCWs rank low as both current and desired sources of 
information on FP; only 6% of women learned about 
FP from a HCW over the past 3 months and only 4% 
considering them a desired channel to learn more. 68% prefer visiting a Health 

Center over a pharmacist 

86% are satisfied with the 
outcomes of their visits to Health 
Centers 

GAPS IN SERVICE DELIVERY EFFECTIVENESS 

More women trust their partners than HCWs for 
discussing FP, while 8% of women claim they have no 
one they can trust for such discussions. 

60% of women believe they are 
better served by a HCW than a 
traditional practitioner 
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While overall trends point to challenges raising MMC use, clear opportunities 
exist in population subgroups and in improving HCs as a delivery channel 

3. FP CONTEXT IN CDI 

NORMS 

SERVICE 
DELIVERY 

TIMING 

Strong cultural norms supporting fertility and family size suggest limited 
aggregate opportunities and a need to identity sub-populations for 
whom behaviors are not aligned with their family planning desires 

There are two especially critical periods in a woman’s life: adolescence , 
wherein teens tend to have high demand and risk, but low use and as they 
approach the end of fertility, wherein women appear not to be aware of 
their growing risk but with have little demand for contraception. 

Although women, in general, appear to trust and be satisfied in the health 
care system, quality of service delivery may be lacking.  Furthermore, 
women do not consider HCs/HCW as a primary source for FP information. 
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Demand, use, and risk form the three primary metrics along which FP 
needs and behaviors were considered 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1. Definition loosely based upon the HTSP criteria available in the Camber survey dataset ; younger than 18, older than 35, and/or exceeding the average number of children  
for age bracket by 1 standard deviation or more  Women may not be aware of or explicitly acknowledge this risk.  

The demand, risk, 
and use lenses 
enable an evaluation 
of the importance  
of demographics, 
geography, and 
basic FP attributes  
for policies and/ 
or programming. 
These lenses also 
allow comparison  
of the needs and 
opportunities of  
these sub-groups 
to those expressed 
by behavioral and 
attitudinal segment, 
as described in the 
next section. 

Women stating that 
pregnancy today 
would be problematic 
or highly problematic 

Women who report 
use of a MMC within 
the last 30 days 

Women whose fertility 
attributes make them 
particularly vulnerable 
to adverse health 
outcomes from a 
pregnancy1 

Among Ivoirian 
women… 

The overlap of 
demand, risk, and 
non-use indicates 
those with unmet 

demand and 
unaddressed risk 

and where we 
might pursue 

behavior change 
first, as well as 

groups for 
demand must be 

created or met 

46% 

53% 

21% 

DEFINITION 

A  DEMAND  

B  RISK 

C  USE 

PURPOSE METRIC 

Essential to 
determining groups 
most likely to change 
their behavior 

Permits assessment of 
whether demand has 
been met and or risk 
has been addressed 

Helps identify those 
at greatest risk of 
negative health 
outcomes 
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Understanding the interplay between FP demand, use, and risk, 
to identify latent demand and demand creation opportunities 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1. Specific %s of women in each group can be found in back-up 

Unmet Demand, lower risk:  

 

Women who, despite the absence of 
any recognized health risks, do not 
want to get pregnant but who are 

not using MMC due to spousal 
opposition, youth stigma, etc. 

 

Unaddressed Risk, lower demand: 

 

Women for whom pregnancy would 
likely be a risk BUT who do NOT state 
that pregnancy would be problematic 
or highly problematic for them currently 
AND who do NOT report use of a MMC 
within the last 30 days  

 

Overlap of Unmet Demand + Unaddressed Risk:  

 

Women stating that pregnancy would be problematic or highly problematic for them currently, for whom 
pregnancy would be a risk as defined above AND who do NOT report use of a MMC within the last 30 days 

Unmet 
Demand, 
Lower Risk 

Met 
Demand 

Addressed 
Risk 

Unaddressed 
Risk,  

Lower 
Demand 

Unmet 
Demand & 

Unaddressed 
Risk 

A  DEMAND  B  RISK 

C  USE 

DEMAND  RISK  USE  DEMAND  RISK  USE  

DEMAND  RISK  USE  
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58% of Ivoirian women have unmet demand, unaddressed risk, or both 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1. Percentages in each section represent percentage of total survey sample.  2. “Peers” are represented by age groups (e.g. 15-19, 20-24, 25-29). Standard deviation  
of # of children is taken from these groups in our dataset.  

Unmet 
Demand, 
lower risk 

Met 
Demand 

Addressed 
Risk 

Unaddressed 
Risk,  

Lower 
demand 

Unmet 
Demand & 

Unaddressed 
Risk 

A  DEMAND  B  RISK 

C  USE 

15% 
25% 

5% 

6% 
3% 

18% 

7% 

DEMAND, RISK, AND USE OBJECTIVES 

•  Focusing on socio-demographic and 
other easily identifiable characteristics, 
we went on an ‘data hunt’ to identify  
the women with the highest unmet FP 
demand and unaddressed FP risk 

• Unmet Demand & Unaddressed Risk:  
33% of the population has unmet 
demand for family planning, with over 
half (18% overall) also being at risk for 
negative FP outcomes 

• Unaddressed Risk, no demand:  
25% of the population has unaddressed 
risk but low FP demand.  Driving 
behavior change in this population will 
be more challenging, as actions are 
currently aligned with behaviors and 
desire to change is limited 
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Behavioral and attitudinal factors shape both unmet demand and 
unaddressed risk, alongside a handful of demographic attributes 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1.  These subgroups represent a sample of all significant groups. A full list will be included in the back up. All group shows above have a sample size >30 women.  
2.  48% of women in rural areas have unaddressed risk, versus 36% of those in urban settings.  The districts with the highest unaddressed risk are Woroba (52%), Zanzan (51%), 

Goh-Djiboua (51%), and Como (49%)  

WOMEN WITH UNMET DEMAND 

% Unmet Demand 

35% 

43% 

46% 

57% 

67% 

Live in urban areas 

Have higher education levels 
(Secondary school and above) 

Single, never married 

Rely on their parents as primary 
decision makers about health 

Timing for next pregnancy, 
5 years or more  

6 

19 

33 

23 

50 

% sample 

Sample avg. = 33% 

Yamoussoukro: 
53% 

WOMEN WITH UNADDRESSED RISK 

% Unaddressed Risk 

51% 

72% 

76% 

Are interested in close birth 
spacing, believing that 2 

years or less is ideal 

Are unaware of MMC  

Are 35-39 age range and 
who are typically unaware 
of growing pregnancy risk 

Sample avg. = 43% 

% sample 

11 

3 

30 

There is more difference in women’s risk by individual attributes than 
by geography2, suggesting that demand creation with high-risk 
women should focus on sub-groups rather than location.  
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Women with Unmet Demand and Unaddressed Risk have the 
greatest potential for impact and should be prioritized 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

Unmet 
Demand, 
lower risk 

Met 
Demand 

Addressed 
Risk 

Unaddressed 
Risk,  

Lower 
demand 

Unmet 
Demand & 

Unaddressed 
Risk 

A  DEMAND  B  RISK 

C  USE 

15% 
25% 

5% 

6% 
3% 

18% 

7% 

Overlap of Unmet Demand + Unaddressed Risk: This group of women 
should be flagged for interventions given their risk (don’t practice 

HTSP), and the fact that they are one step closer to adopting desired 
FP behaviors than women who have not yet expressed demand. 

SOCIO-DEMOGRAPHIC GROUPS WITH HIGHEST  
UNMET DEMAND & UNADDRESSED RISK 

% Unmet Demand AND Unaddressed Risk 

25% 

26% 

29% 

33% 

37% 

38% 

62% 

Are legally 
married 

Live in Zanzan 

Are 45+ 

Live in 
Yamoussoukro 

Are 15 - 19 

Are divorced/ 
widowed  

Have 5+ 
children  16 

4 

20 

8 

7 

5 

2 

% sample 

Sample avg. = 18% 
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For women with Unmet Demand and Unaddressed Risk, barriers  
and therefore solutions will vary by sub-group 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

SUGGESTED INTERVENTION TYPE 

Overlap of Unmet Demand + 
Unaddressed Risk: This group of 
women represent an opportunity for 
high impact, low effort interventions 
given their risk (don’t practice HTSP), 
and the fact that they are already 
one step closer to adopting desired 
FP behaviors than women who have 
not yet expressed demand. 

Note: to understand 
the type of offer or 
messaging, it is 
important to look 
beyond socio-
demographics to 
understand the 
social factors – 
norms, attitudes, 
and behaviors –  
that influence 
women’s choices, 
and how these may 
change over time 

UNMET DEMAND, 
LOWER RISK 

Need new interventions 
to overcome barriers to 
meeting the demand 

UNADDRESSED RISK, 
LOWER DEMAND 

Need new interventions 
to generate demand in 

face of the risks   

Unaddressed risk 

U
nm

e
t d

e
m

a
nd

 
Lo

w
 

H
ig

h
 

Low High 

HIGH OVERLAP 
Need new interventions 
to overcome barriers to 
meeting the demand 

and messaging to 
emphasize health 

implications and risk 

Unaddressed Risk without demand 
for MMC: interventions for this group 
require not only addressing any 
barriers to use, but also demand 
generation.  Nonetheless, the sub-
groups herein who are more prone 
to altitudinal change and for whom 
access is not a constraint would also 
represent important targets. 
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Initial view of opportunities to target groups with high unmet demand  
and unaddressed risk, as well as where not to focus 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

TO MEET 
DEMAND… 

FACTORS 
NOT TO 
PURSUE  

TO ADDRESS 
HIGH-RISK 

WOMEN… 

•  Women age 15-24, a broad portion of the population with high demand present  
an intervention opportunity prior to negative pregnancy outcomes.   

•  Youth dependent on their parents have very high unmet demand, in particular,  
and adolescents who discuss MMC with their parents twice as likely to use MMC 

•  Women who believe in spacing their pregnancies less than 2 years apart are both a  
large share of the population and many (51%) are at HTSP risk.  Across age and socio-
demographic groups, large portions of women are outpacing their age-adjusted parity, 
suggesting a broader need to clarify the social and health benefits of spacing  

•  While age, education level, and beliefs appear to have a strong bearing on demand/risk, 
geography in general does not appear to help distinguish high demand/risk groups. 

•  Nonetheless, certain geographic areas, specifically Abidjan and Yamoussoukro, do 
evidence high demand that could help influence intervention design and targeting 

LOW-
HANGING 

FRUIT 

•  There are groups of women with high unmet demand and unaddressed risk who present  
a low threshold to behavioral change that would significantly improve population health 

•  Nearly two-thirds of high-parity women have unmet demand and unaddressed risk, with 
more than a third of both divorced/widowed women and adolescents similarly classified 
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Presentation/Agenda Overview 

1. Introduction 

2. Survey Methods 

3. FP Context in CDI 

4. Understanding Health Risks and FP Demand 

5. Segmentation 

6. Use Trends  

7. Initial Recommendations 

•  Life stages from qualitative research 

•  Life stages in quantitative research 

•  Segmentation types 

•  Segmentation summary 

•  A few important considerations 

•  Qualitative overview 

•  Agency, unmet demand, and risk 

•  Individual segment overviews 

•  Priority segments 

•  The impact of meeting unmet demand 
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The qualitative research indicated that an Ivoirian woman’s fertility 
regulation needs vary by life stage 

5. SEGMENTATION 

Pre-family 
women 

Family 
aspirationals 

Family 
planners 

“Too young” for motherhood 

Delay or time pregnancies 
while on the “marriage market” 

Space or limit births for health 
reasons, economics, or 
personal choice 

Avoidance 

Control 

Spacing & Limiting 

LIFE STAGE CATEGORY FP NEED STATE PRIMARY FERTILITY NEED 
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Survey results confirmed the presence of these life stages, which illustrate 
how needs, attitudes and behaviors shift through life 

5. SEGMENTATION 

1 Not analyzed in depth due to small sample size. Marriage Ambivalent women appear comfortable in their family status, with roughly half uncertain when 
they might want to marry and 17% outright opposed to marriage. 

Family aspirationals 

Marriage 
ambivalent 

women1 

18% 

33% 

41% 
8% 

% of total sample 

The data exposed a 
fourth life-stage 
category - Marriage 
Ambivalent women - 
defined by their 
attitudes toward 
marriage and lack of 
urgency to become 
pregnant.  

Pre-family women 

Family planners 
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The statistical segmentation of the survey data builds upon life stages 
to define major groups by their needs, attitudes, and behaviors 

5. SEGMENTATION 

Segmentation that identifies sub-groups within a population 
with different needs, attitudes, and willingness to change 
behavior. Limitation: More challenging to target in outreach 

Segmentation based on broad attitudes or personality traits, 
such as introversion or values. Limitation: Identifies receptive 
audiences, but does not provide specificity to change behavior 

Segmentation based on observable behavior, such as 
consumer activity or media use. Limitations: Intensive use data 
may not be available, identifies behavior but does not explain it 

Segmentation based on a single attribute, such as life-stage, 
or property status. Limitation: Ignores other attributes that 
may be greater determinants of behavior 

Segmentation based on a census or demographic factor, such 
as gender, urban/rural, or age. Limitation: Assumes common 
needs & behaviors across or within demographic groups 

Impact on Behavior 

D
e

p
th

 o
f R

e
se

a
rc

h
 M

e
th

o
d

s 
N

e
e

d
e

d
 

Needs, Behaviors,  
& Attitudes 

Behavioral 

Psychographic 

Attributional  

Demographic 

CURRENT  
SEGMENTATION 

LIFE STAGE 
APPROACH 

SEGMENTATION TYPES SEGMENTATION CHARACTERISTICS 
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USE BEHAVIORS 

Segmentation revealed 6 main sub-groups of Ivoirian women 

5. SEGMENTATION 

•  Fear (of being alone, of being judged, of STIs) 
•  Role of love (in affecting judgement) 
•  Role of fate in family planning 

•  Current use of MMC (last 30 days) 
•  Methods previously discontinued 

•  Value in accomplishments outside the home 
•  Health decision making voice and authority 
•  Relationship status 

•  Current demand for FP 
•  Drivers of demand (health, economics, age) 
•  Emotional response to pregnancy (Fear, stress, relief) 
•  Ideal timing for next pregnancy 

•  Method preferences (duration, natural, need for planning,  
no effect on body or health) 

•  Preferred provider (HCW, trad. practitioner, pharmacy) 
•  Access (would visit a HC more often if easier to access) 

 
 
 

 
 
 

AUTONOMY 

DEMAND 
CHARACTERISTICS 

CONTRACEPTIVE 
ATTRIBUTES 

ATTITUDES  
AND BELIEFS 

YIELDING 6 DISTINCT SEGMENTS 

SEGMENTED BY KEY VARIABLES 

1049 OBSERVATIONS KEY SEGMENTATION VARIABLES 
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A few important considerations… 

5. SEGMENTATION 

THE ‘PREGNANCY WAGER’ ADDITIONAL CONSIDERATIONS 

•  In the qualitative research, a behavioral trait among Family 
aspirationals was identified in which they try to use a pre-
marital pregnancy to influence the behavior of their partner 

•  This desire to secure economic support and ideally a 
marriage proposal from the unwed father has been deemed 
a ‘pregnancy wager’ and was suggested as a defining 
feature of the Family aspirational life stage 

•  The two segments containing majorities of women in the 
Family aspirational life stage did evidence beliefs supportive 
of the pregnancy wager – specifically that having his child 
would make a man more likely to propose marriage 

• However, the survey did not measure whether these women 
have or would actually use a pregnancy to increase their 
chances of marriage, and if fact, a majority of women in both 
segments indicated they were not certain they wanted to 
marry their current partner 

•  It therefore appears the ‘pregnancy wager’ does not serve as 
a prominent or defining feature for any one segment, an 
important distinction from the qualitative research 

•  ‘Past problematic pregnancy’ as measured by the survey 
indicates pregnancy at any time in the past that was 
problematic or difficult from a social standpoint, rather than 
for health complications 

• Wealth was not measured directly, but rather through a series 
of indirect questions, primarily on ownership of or access to 
specific goods in accordance with the DHS Wealth Index1.   
Respondents were subsequently assigned to one of four semi-
quantitative quartiles 

•  Several segments show high rates of both a belief that FP is 
‘up to fate to decide’ as well as a ‘desire to learn more about 
FP’, which may or may not be accurate. While these women, 
in the end, believe that fate or God governs their outcomes, 
many do have a desire to better understand the actions – like 
spacing – they can take to support health families 

• As clearly demonstrated here by segments that appear 
demographically similar, a key benefit of segmentation is the 
ability to identify clear attitudinal and behavioral distinctions 
when groups ‘look similar’, enabling us to be a specific as 
possible in both the development and targeting of solutions 

1 The DHS Wealth Index, http://dhsprogram.com/pubs/pdf/CR6/CR6.pdf 
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The segmentation revealed 6 main subgroups of Ivorian women 

5. SEGMENTATION 

PRE-FAMILY WOMEN RURAL PASSIVES INDEPENDENT MATRIARCHS 

STRUGGLING ASPIRATIONALS FAMILY BUILDERS FAMILY LIMITERS 

“A woman can’t make 
decisions by herself. If you’re not 

married, you talk with one of 
your parents and make a 

decision together.” 

“With my two children, I can 
manage with or without a 

husband.” 

“You depend on your 
parents, you go out, you 

can’t have birth at that age.” 

“I’ve had the children I 
wanted to have, and now 

it’s time to rest.” 

“You’re stressed, you panic. 
Man has left. You make it go 

away. You pay for it 
yourself.” 

“If you’re married and haven’t 
had a child, your marriage isn’t 

worth anything.” 



40 

Comparison of segments’ agency, unmet demand, and health risk 

5. SEGMENTATION 

PRE-FAMILY WOMEN RURAL PASSIVES INDEPENDENT MATRIARCHS 

STRUGGLING ASPIRATIONALS FAMILY BUILDERS FAMILY LIMITERS 

Agency 

AGENCY1 SEGMENTS 

UNMET 
DEMAND2 

FP 
RISK3 

Agency Agency 

Agency Agency Agency 

Agency 

Low 

High 

Rationale for these metrics: agency, unmet 
demand, and FP risk measure a groups ability, 
desire, and health need to change their behavior  

1 Measured by: Level of control over decisions, Strength of FP preferences, and overall access to information 
2 Measured by:  for whom pregnancy would pose a problem and MMC use 

3 Measured by:  percentage of population at HTSP risk, relative to average 

The ability and desire 
to make own 
informed FP decisions 

Acute health 
need to 
delay next 
pregnancy  

gap 
between 
want and 
use of FP 

Very limited agency 
Strong unmet 

demand 

At moderate risk 

Pre-family example: 
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Overview: Pre-Family women (16%) 

5. SEGMENTATION 

Younger, single women largely in their parent’s stead. Not yet ready to get 
married but engaging in pre-marital sex. Pregnancy would cause a major 
hardship, driving their highly acute demand for contraception. Their key need is 
pregnancy avoidance. 

SEGMENT SUMMARY 

Average Age 

Remaining parity 

19 

4.7 

See Annex for detailed segment characteristics 

•  Limited autonomy, need for 
parental consent 
•  Stigma from adults, 

including HCW  

•  Slight desire for natural products 
and not needing to plan ahead 
• Unclear the extent to which they 

can convince partners to use 
condoms 

•  Engaging parents and other 
authority figures, (e.g. teachers) 
•  Improving access, consideration 

through trusted channels  
• Needs psychosocial support to 

bridge the gap between desire 
to avoid and action  

BARRIERS TO USE 
DESIRED METHOD 
CHARACTERISTICS 

PROGRAMATIC GUIDANCE 

TM 

CONTRACEPTION ADOPTION FUNNEL 

86%	

21%	 16%	 10%	

Aware Consider Trial Use 

MM 

98%	
59%	

44%	
19%	

•  63% urban, 47% with 
secondary education, and 
with high access to FP 
information 
• Highly motivated to 

postpone pregnancy 

CURRENT ENGAGEMENT 
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Overview: Rural passives (18%) 

5. SEGMENTATION 

Predominately rural and poor women in concubinage or live-in relationships 
with their partners who have laisse-faire attitudes towards pregnancy. They are 
largely content in their current relationships. Their key fertility need is spacing of 
pregnancies. 

SEGMENT SUMMARY 

Average Age 

Remaining parity 

28 

3.2 

See Annex for detailed segment characteristics 

TM 

81%	

24%	 21%	 14%	

Aware Consider Trial Use 

MM 

97%	
66%	 53%	

16%	

• Non-use behavior is aligned 
with laissez-faire attitudes 
•  Partners tend to make 

decisions and she believes 
outcomes are up to fate 

• Very limited; least concerned 
segment in terms of key 
attributes (impact on body/
health, duration, planning 
ahead, or being natural) 

•  Focus on reducing 
discontinuation 
•  Rural informational campaigns 

focused on benefits of spacing 
and promoting a single, easy to 
adopt FP behavior 

PROGRAMATIC GUIDANCE 

•  Poorly educated and 
lacking information access 
across most channels 
• Very little preference across 

methods or practices 

CURRENT ENGAGEMENT 

BARRIERS TO USE 
DESIRED METHOD 
CHARACTERISTICS CONTRACEPTION ADOPTION FUNNEL 
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Overview: Independent matriarchs (11%) 

5. SEGMENTATION 

Single, independent-minded women who tend to be more urban, educated, 
and well-off. While not in a formal relationship, they seek a pregnancy in the 
near-term outside traditional structures and to grow their own female-headed 
family. Nearly all have at least 1 child, but few have more than 4. Their key 
fertility need is control. 

SEGMENT SUMMARY 

TM 

86%	

36%	 30%	 16%	

Aware Consider Trial Use 

MM 

94%	
76%	 68%	

19%	

• A large portion (41%) want 
to get pregnant soon 
• Very few (10%) believe 

pregnancy would be 
problematic 

• Concerned about impacts on 
their own health and side 
effects, though ambivalent as to 
duration or natural 

Focus on discontinuation: 
• More and better information 
•  Transitioning to higher-retention 

methods 
•  Introducing active counseling 

and outreach until satisfactory 
method is obtained  

PROGRAMATIC GUIDANCE 

•  52% are responsible for their 
own health decisions 
•  Slightly wealthier than 

average, with good access 
to media and information 

CURRENT ENGAGEMENT 

Average Age 

Remaining parity 

29 

2.9 

BARRIERS TO USE 
DESIRED METHOD 
CHARACTERISTICS CONTRACEPTION ADOPTION FUNNEL 

See Annex for detailed segment characteristics 
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Overview: Struggling aspirationals (11%) 

5. SEGMENTATION 

Single women who’ve generally had negative pregnancy experiences in the 
past and who seek to avoid another pregnancy in the near term. Nearly all 
have at least one child and most do want to grow their family in the future.  
Their key fertility need is to delay their next pregnancy. 

SEGMENT SUMMARY 

Average Age 

Remaining parity 

27 

3.3 

See Annex for detailed segment characteristics 

TM 

92%	

34%	 31%	
16%	

Aware Consider Trial Use 

MM 

99%	 78%	 65%	
31%	

• Demands as a single mother 
may make it challenging or 
inconvenient to visit a HC 
•  Strong preference for future 

children 

• Very important that methods not 
impact body or health 
•  Secondary preferences for 

natural and long-lasting methods 

•  Strong overall preferences 
on methods and practices 
• Many have seen a HCW 

recently and make their 
own health decisions  

CURRENT ENGAGEMENT 

BARRIERS TO USE DESIRED METHOD CHARACTERISTICS CONTRACEPTION ADOPTION FUNNEL 

•  Identify and address specific access 
barriers (cost, time location) 
• Convert to LARC and ensure supply and 

training where these women live 
• Messaging that validates desire to delay 

and emphasizes method safety,  
durability, and easy return to fertility 

PROGRAMATIC GUIDANCE 
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Overview: Family builders (25%) 

5. SEGMENTATION 

Married women in stable family situations looking to grow their families as 
quickly as possible. They aren’t interested in limiting and largely believe FP is up 
to fate. Their key fertility need is better spacing of their next pregnancy, though 
this need is generally not recognized. 

SEGMENT SUMMARY 

Average Age 

Remaining parity 

31 

2.6 

See Annex for detailed segment characteristics 

TM 

85%	

20%	 20%	 9%	

Aware Consider Trial Use 

MM 

95%	
62%	

47%	

9%	

•  Effectively zero demand to 
avoid a pregnancy now 
• Husband/partner makes the 

health decisions, generally 

•  Slight desire for natural methods, 
though very low demand and use 
translates to minimal preferences 
across categories 

•  Programming reinforcing spacing in the 
context of building a healthy family 
•  Establishment of quality HC provider 

relationship now to actively raise fertility 
management as she ages 

•  20% claim they will not limit 
at all in the future 
•  25% believe FP is forbidden 

by their faith 

CURRENT ENGAGEMENT 

BARRIERS TO USE CONTRACEPTION ADOPTION FUNNEL DESIRED METHOD CHARACTERISTICS 

PROGRAMATIC GUIDANCE 
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Overview: Family limiters (16%) 

5. SEGMENTATION 

Family planners reaching and in some cases exceeding their ideal family size. 
Most say they will limit, but may not recognize an acute need to do so despite a 
majority having very large (5+ children) families already.  Their key fertility need 
is to limit future pregnancies. 

SEGMENT SUMMARY 

Average Age 

Remaining parity 

34 

2.1 

See Annex for detailed segment characteristics 

TM 

91%	

29%	 23%	 9%	

Aware Consider Trial Use 

MM 

98%	 84%	
67%	

39%	

•  Limited urgency in their 
desire to prevent 
•  Least confident they can 

get the outcomes they 
want from a HCW 

• Very high use of pill, injectable 
• Duration and a need not to plan 

ahead are highly valued 
• No impact on health or body is 

extremely important 

•  Transition these women to implants or 
IUDs for longer term protection while 
addressing health/side effect concerns 
•  Resolve the cause of poor HC satisfaction 
•  Explore self-injection / self-administration 

technologies 

•  “No nonsense’ in general; 
do not believe in fate or 
worry about judgement 
• A quarter have seen a HCW 

recently 

CURRENT ENGAGEMENT 

BARRIERS TO USE CONTRACEPTION ADOPTION FUNNEL DESIRED METHOD CHARACTERISTICS 

PROGRAMATIC GUIDANCE 
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3 segments offer compelling behavior change opportunities 

5. SEGMENTATION 

1 Being pregnant now would pose a ‘big problem’ or be ‘very stressful’  
2. Had pregnancy in the past at a time that was emotionally, socially, or financially stressful 

3. Younger than 18, older than 35, and/or exceeding the average number of children  for age bracket by 1 standard deviation or more  

(16%) 
Young & 

unmarried, 
main need is 
pregnancy 
avoidance 

PRE-FAMILY 
WOMEN 

(18%) 
Living with a 
partner, not 

worried if 
became 
pregnant 

today 

RURAL 
PASSIVES 

(11%) 
Single, not 
worried if 
pregnant 

today but not 
sure they’d 
marry their 

partner 

INDEPENDENT 
MATRIARCHS 

(15%) 
Negative 

pregnancy 
experience(s) 

in the past and 
pregnancy is 
not wanted 

today 

STRUGGLING 
ASPIRATIONALS 

(25%) 
Married 

women who 
are starting to 
have children 
and are not 
interested in 

MMC use 

FAMILY 
BUILDERS 

(16%) 
Married 

women who 
want to avoid 

further 
pregnancy 

FAMILY  
LIMITERS 

16% 

~20% 

73% 

1% 

26% 

49% 

19% 

~20% 

75% 

4% 

36% 

42% 

31% 

>60% 

81% 

60% 

52% 

41% 

9% 

~10% 

67% 

0% 

25% 

55% 

19% 

>50% 

74% 

71% 

5% 

55% 

From mCPR of… 

To, in 5 years… 

Accepts limiting 

Acute demand1 

Past problematic 
pregnancy2 

At HTSP Risk 

39% 

>60% 

89% 

44% 

31% 

69% 

Suggested 
priority 

segment 

% Population 
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Recommended priority segments & key needs 

KEY OPPORTUNTIES: SEGMENTATION 

Also recommending to deprioritize other segments based on these criteria 

STRUGGLING 
ASPIRATIONALS 

FAMILY 
LIMITERS 

LOWEST  

•  May be vulnerable and down 
on their luck, lacking the time, 
money, or flexibility to obtain 
contraception 

•  Limited autonomy and agency 
to meet highly acute demand  

•  While accepted, individual 
stigma against youth sexuality  

•  Entrenched beliefs and fears 
concerning side effects 

•  Apathy as to the difficulty 
another child would pose 

HIGHEST  

PRE-FAMILY 
WOMEN 

PRIORITY 

CORE 
CHALLENGES 

POTENTIAL 
MMC IMPACT 

•  High: largest unmet demand 
(70%), indicating a major gap 
between intent and behavior 

•  Moderate: 55% unmet demand 
on top of existing high use (39%) 

WILLINGNESS 
TO CHANGE 

BEHAVIOR 

LIFETIME VALUE 
OF BEHAVIORAL 

CHANGE PR
IO

R
IT

IZ
A

TI
O

N
 C

R
IT

ER
IA

 

•  High: mostly acute demand 
and a strong desire to 
postpone pregnancy  

•  High: remaining fertility of 4.7 
children and significant benefits 
to delaying childbirth 

•  High: very large unmet 
demand (68%), despite 
relatively high current use (31%) 

•  High: mostly acute demand 
and an expressed need to 
delay their next pregnancy 

•  Moderate: remaining fertility of 
3.3 children, though lowest 
overall HTSP risk group 

•  Moderate: strong existing beliefs 
concerning FP and very 
discerning consumers of MMC 

•  Moderate: low remaining fertility 
(2.1 children) though highest 
overall HTSP risk (68%) 
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By meeting unmet demand in the prioritized segments, CDI could recruit 
almost 2 million new users, reaching it’s FP2020 goal 

5. SEGMENTATION 

1 Based on 2016 Population estimates of women Age 15-49 (6.41M). https://www.cia.gov/library/publications/the-world-factbook/geos/iv.html 
2 Expected number of future children, based on age distribution of each segment and current average parity by 5 year age group 

3 Assuming steady-state conditions  

PRE-FAMILY 
WOMEN 

RURAL 
PASSIVES 

INDEPENDENT 
MATRIARCHS 

STRUGGLING 
ASPIRATIONALS 

FAMILY BUILDERS 

FAMILY  
LIMITERS 

UNMET 
DEMAND 

FUTURE EXPECTED 
PARITY AT CURRENT 

COURSE AND SPEED2 

70% 

FUTURE BIRTHS BY 
WOMEN WITH UNMET 
DEMAND3 (Millions) 

--- 

--- 

--- 

55% 

68% 

PERCENT OF 
POPULATION 

X 16% 

18% 

11% 

25% 

16% 

15% 

POTENTIAL NEW USERS1 

X 

X 

X 

X 

X 

= 

= 

= 

= 

= 

= 

4.7 

3.3 

2.1 

X 

X 

X 

= 

= 

= 

718,000 

564,000 

654,000 

3.38 

1.21 

2.18 
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A key focus should be transitioning women from trial to consistent use 

6. USE TRENDS 

1 Awareness includes spontaneous and prompted awareness 
2 MMC use in the past 30 days 

3 MMC includes: male and female condom, pill, morning-after pill, IUD, injectables, implant, and sterilization.   
4 All methods includes MMC plus abstinence, amulets, calendar/rhythm method, and breastfeeding  

All women Aware1 Consider Use 
(trial) 

Use 
(current2) 

The continuum of 
contraceptive use  

Drop offs with 
regards to Modern 

Methods follow a 
similar pattern to 

all FP methods 

0% - 

50% - 

100% - 

•  For both, the largest drop off of occurs from trial to current use, with at least 
half of women discontinuing use (62% for MMC, 50% for any method) 

•  Side effects are the most commonly stated reason for MMC discontinuation 
(34%) at this point in the use continuum 

97% 

97% 
75% 

65% 

34% 

70% 

56% 

21% 

All methods4 

MMC3 

Additionally, 
younger women 
show much higher 
attrition to actual 
use, suggesting a 
need to focus on 
increasing 
consideration and 
trial as a group  
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Concerns over near and long-terms effects on fertility are main 
drivers of awareness to consideration fallout 

6. USE TRENDS 

1 Includes: method lasts a long time, method does not reduce sexual pleasure, don't have to think about it when I'm not sexually active, and don't need to plan ahead to use it 

% citing factor as one of the top most important contraceptive characteristics  
among women aware of MMC but who did not consider use (27% of sample) 

Concerns over the 
short and long-term 
impacts on fertility 
were most acute with 
women who did not 
consider MMC, which 
include side-effects 

Convenience and 
ease of use 
significantly less 
important to non-
consideration 

Note: women 
were not 
specifically  
asked as to why 
they did not 
consider MMC, 
thus method 
preferences are 
used here to infer 
drivers of non-
consideration 

MOST IMPORTANT METHOD CHARACTERISTICS 

10% 

14% 

17% 

29% 

36% 

37% 

49% 

57% 

0% 10% 20% 30% 40% 50% 60% 

Others 1 

Easy to use  
without mistakes 

The method 
is natural 

The method 
protects against STIs 

Easy to stop at 
any moment 

The method 
is discreet 

It doesn't change my 
 body or health 

When I stop using it, I am 
 fertile again immediately 

less than 10% 
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Awareness to consideration fallout seems to be affected only 
modestly by access to services   

6. USE TRENDS 

1 Includes: method lasts a long time, method does not reduce sexual pleasure, don't have to think about it when I'm not sexually active, and don't need to plan ahead to use it 

While consideration is lower among those who claim 
they would visit a HC more often if easier, the effect  
is relatively modest 

0% 20% 40% 60% 80% 

11+ Km 

5-10 Km 

2-4 Km 

0-1 Km 

0% 20% 40% 60% 80% 

Strongly 
disagree 

Disagree 

Agree 

Strongly agree 

% of women who considered MMC, response to “I would 
visit a Health Center more often if easier to access” 

EFFECT OF EASE OF ACCESS TO SERVICES ON CONSIDERATION 

Portion of rural women considering 
MMC (%) by distance to a Health Center 

Proximity to a HC does not correlate well with MMC 
consideration rate 
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Women report being satisfied with access and service quality, though 
poor quality counseling may underlie several drivers of non-trial 

6. USE TRENDS 

1 Includes: methods are not available, HCW did not give me good advice, cannot obtain those methods discretely, husband / partner is opposed, transportation costs, 
need for a shorter-acting method, religious opposition, and friends/family opposed 

% citing factor as one of the top two reasons for non-use 
among women considering but not trialing a MMC (14% of sample) 

REASONS FOR NON-TRIAL 

22% 

23% 

25% 

26% 

28% 

32% 

35% 

36% 

39% 

39% 

40% 

45% 

45% 

55% 

0% 10% 20% 30% 40% 50% 60% 

HCW did not give good advice 

Methods not available (stock-out) 

Insufficent control 

Methods are not affordable 

Prefer to use a traditional method 

Do not have access to FP facility 

Need husband/partner's permission 

Methods will impact fertility 

There are side effects 

Difficult or complicated to use 

Need a longer-acting method 

Didn't seem good (e.g. weight gain) 

Fearful of how these methods work 

Insufficient information 

Physical access to a facility is noted as an 
important factor by a only third of women 
who consider but do not trial MMC 

Lack of availability of methods due to 
stock outs is a driver of non-use by less than 
a quarter of women considering MMC 

Despite the indicators above, poor quality 
is not reported by women to by a major 
driver, suggesting low expectations 

Insufficient information, fear over how 
methods work, and apparent unavailability 
of LARCs are major drivers of non-use, and 
suggest that HCWs may not be providing 
quality counseling to many women 

Those who have never tried a modern method are 
1.2 – 2x more likely than those who have to cite fear 
of side effects as the primary reason for non-use.  
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The prevalence of side effects as a reason for discontinuation 
suggests service quality is an issue 

6. USE TRENDS 

1. Other reasons cited by fewer than 1% of women include: impact on fertility, need for husband/partner permission, method is difficult or complicated, 
onset of menopause, insufficient information, friends/family opposed, transportation costs, and accessibility 

 

% citing factor as one of the top two reasons for discontinuation of use 
among women who have stopped using a MMC  (35% of sample)1 

REASONS FOR DISCONTINUATION 

1% 

1% 

5% 

5% 

6% 

9% 

16% 

29% 

30% 

0% 5% 10% 15% 20% 25% 30% 35% 

Method not available (stock outs) 

Cannot obtain method discretely 

Infrequently sexually active 

Not sure / no reason 

Currently pregnant 

Husband/partner are opposed 

Not currently sexually active 

Desire to become pregnant 

There are side effects 

<1% 
Availability of methods is effectively a non-
issue for women who stop using MMC 

A small number did cite discretion as a 
issue, which could relate to HCW 
confidentiality 

Women discontinuing use due to side 
effects could be due either to real physical 
effects or persistence of fears or 
misinformation; poor service quality in 
dispelling myths or misconceptions could 
help explain the latter and the overall large 
number of women in this group 
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Summary of major drivers of fallout across the funnel 

6. USE TRENDS 

1.  Delay in return to fertility 
2.  Impact on body or health 

3.  Inability to use discretely  

1.  Insufficient information 
2.  Fear/dislike over how methods work 

3.  Need for longer-acting methods 
4.  Difficulty in use & side effects 

1.  Side effects 
2.  Desire to get pregnant 

3.  Not sexually active 

At the front end of the funnel, there 
appears to be a need to improve 
the quality and availability of 
information, particularly on the 
health effects of individual methods 

Side effects were stated as a 
persistent barrier to both trial and 
ongoing use, but it not clear if this 
is due to fear of or actual effects 

Not addressing the need for control 
may be driving considerable 
awareness fallout  

INFERRED DRIVERS OF 
NON-CONSIDERATION1 

STATED DRIVERS OF NON-
TRIAL 

STATED DRIVERS OF 
DISCONTINUATION 

1. These drivers were not measured directly, as women who did not consider MMC were not asked their top reasons for non-consideration.  Rather, these factors are inferred based on the 
top 3 method attributes women who did not consider MMC found most important and infer that the perceived inability of MMC to meet these needs is driving fallout at this stage. 
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Condoms, injectables, and the pill maintain the strongest use across 
the use continuum, but have high discontinuation rates  

6. USE TRENDS 

1 Possible for women to have selaected multiple methods at all stages except current use 
2 aware = spontaneous + prompted awareness 

DROP-OFF POINTS FOR MODERN METHODS OF CONTRACEPTION1 

male condom 95% 34% 29% 6%

pill 92% 36% 25% 7%

injectable 86% 34% 14% 5%

female condom 72% 2% 0% 0%

implant 63% 7% 1% 1%

MA pill 44% 5% 4% 1%

IUD 41% 1% 1% 0%

male condom 

pill 

injectable 

female condom 

implant 

EC pill 

IUD 

100% 

Method 

% of all women  

Awareness is not consistent across 
methods: male condom, pill and 

injectable are very high, more than 
double that of the EC pill and IUD 

Large drop from awareness to consideration 
(60-98%) across the board, especially for 
female condom, implant, EC pill, and IUD 

For the male condom, pill, and injectable, 
the largest drop off happens from trial to 
ongoing use 

All women Aware1 Consider Use 
(trial) 

Use 
(current2) 

Note: limited 
availability of 
implant, EC pill, 
and IUD impair 
assessment of 
demand for 
these methods   
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Hormonal methods show considerable differences in rates  
of consideration, trial and adoption 

6. USE TRENDS 

1. Possible for women to have selected multiple methods at all stages except current use; 2) aware = spontaneous + prompted awareness 

Injectables fair in 
between the pill 
and implant in 
drop from 
consideration  
to use (57%)  
and evidence  
nearly as large  
a drop in trial  
to ongoing use 
(68%) as the pill, 
also citing 
primarily side 
effects.  

The pill sees the 
largest drop (71%) 
from use to 
ongoing use, with 
side effects a 
primary driver of 
discontinuation 
(42%), followed by 
a desire to become 
pregnant (24%)  

% of all women  

Yet an implant 
features the 
highest loyalty in 
terms of trial to 
continual use 
(only 33% 
discontinue) 

Implant sees the 
largest drop from 

consideration to trial 
(81%) driven by side 

effects (54%), lack 
of info (53%), and 

overall negative 
impression (48%) 
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Translating performance of specific methods along the funnel 
to other methods could raise CPR substantially 

6. USE TRENDS 

NOTE: There is considerable overlap in the consideration set of these MMC. Impact estimates here ignores overlap in consideration -> trial with other methods and associated cannibalization. 

Increasing the implant  
trial rate to that of the  

pill (69%) could increase  
overall CPR by over two 

percentage points (2.5%) 

Increasing the ongoing use of 
injectables to the  

same level of an implant  
could have a large effect  
on overall CPR, raising the  

total rate of MMC use  
by almost five percentage 

points (4.9%) 

Closing even half the gap  
in trial to ongoing use of  

all MMCs (57% discontinue) 
and an implant  

(33% discontinue) could  
increase total CPR by nearly  
7 percentage points (6.6%)  

Specific methods and their associated attributes have a strong effect on how and 
where women fall out of the MMC adoption funnel, suggesting properly aligning 
methods with women’s needs could raise overall MMC use considerably 
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While they show strong continuation of use, youth have significantly 
higher drop out in the front end of the funnel than older women 

6. USE TRENDS 

The increases in 
discontinuation 
with age could  
be linked to 
either more  
casual use or 
perceived lack  
of need 

Older women (>35) 

Younger women 
(<20) 

100% 98% 72% 60% 21% 

100% 94% 54% 42% 19% 

-3% 

-6% 

-26% -17% -64% 

-43% -23% -55% 

Younger women show disproportionate drop-off in the first two 
stages of the funnel relative to older women: Their drop off as 
compared to older women is 17 pp higher from awareness to 

consideration, and 6pp higher moving from consideration to trial 

Yet, younger women are more 
consistent users once having trialed a 
method, with 9pp fewer discontinuing 
use relative to 35+ women 

All women Aware1 Consider Use 
(trial) 

Use 
(current) 

% of group 
remaining 

% of women in prior 
stage dropping out 
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Ivoirian women who seek to delay childbearing are less likely to 
consider MMC but more likely to continue use if trialed 

6. USE TRENDS 

This dimension is of 
particular interest in its 
correlation with the 
‘pregnancy’ gamble. 
This suggests that 
those with premarital 
children may be 
inclined to use MMC 
selectively, until a 
marriage ‘bid’ is 
favorable, whereas 
women wishing to 
delay their start do  
not think as actively 
about their 
contraceptive options 
but have stronger 
adherence to MMC 
once they’ve tried it 

Women with  
pre-marital children 

Pre-family women 

100% 98% 84% 67% 22% 

100% 96% 59% 46% 18% 

-2% 

-4% 

-14% -20% -68% 

-39% -21% -61% 

% of group 
remaining 

% of women in prior 
stage dropping out 

Women with premarital children evidence slightly higher 
rates of awareness and a 25pp lesser drop from 

awareness to consideration than Pre-family women, 
who seek to delay pregnancy until after marriage 

Women with premarital 
children, however, evidence  
a 7pp higher discontinuation 
rate than Pre-family women 

All women Aware1 Consider Use 
(trial) 

Use 
(current) 
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Suggested priority segment 

MMC use trends by segment show acute points of fallout for pre-
family, independent matriarchs, and family limiters 

6. USE TRENDS 

Pre-Family women 

Rural passives 

100% 98% 59% 44% 19% 

100% 97% 66% 53% 16% 

-2% 

-3% 

-40% -25% -56% 

-31% -20% -69% 

Full segment Aware1 Consider Use 
(trial) 

Use 
(current) 

% of group 
remaining 

% of women in prior 
stage dropping out 

Independent 
matriarchs  

Struggling 
aspirationals 

100% 94% 76% 68% 19% 

100% 99% 78% 65% 31% 

-6% 

-1% 

-19% -12% -72% 

-21% -17% -52% 

Family builders 

Family limiters 

100% 95% 62% 47% 9% 

100% 98% 84% 67% 39% 

-5% 

-2% 

-35% -24% -81% 

-14% -21% -41% 

Pre-family and independent 
women have the same rate of 
MMC use, though pre-family 
women show much lower rates of 
consideration and trial and higher 
rates of trial to ongoing use 

Family limiters, despite having 
the highest overall MMC use, 
have high attrition from 
consideration to trial 

Target for improvement 
(based on fallout relative 
to average for each step) 

Struggling aspirationals show decent 
retention throughout, though are 
weakest in considering MMC 
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Use trends suggests that the improved accuracy, dissemination, and 
targeting of information could increase MMC adoption considerably 

6. USE TRENDS 

Health concerns and fears about side effects, including but not unique specific to 
impacts on fertility, point to a clear need to improve the availability and 
actionability of comprehensive and comprehensible information. 

There is an unmet desire among many women for greater control, including ease of 
use, not needing to plan use in advance, and above all the ability to quickly return 
to fertility if and when they choose. 
This suggests an opportunity to identify women for who are more discerning users of 
contraception and recommend methods accordingly, as well as to broadly raise 
awareness of the control methods offer with women not actively considering MMC. 

56% of Ivoirian women have trialed contraceptives, but only 21% continue use.  
While side effects and a desired return to fertility drive much of discontinuation, 
women may be insufficiently aware of the value of continuing use, particularly 
those who discontinue due to ‘infrequent’ sexual activity or inconvenience.   

Women over 35 and especially those over 40 are likely to be most receptive to 
efforts that clarify the features and/or impacts of MMC, as they tend to be more 
discerning procurers of contraception in general. 
Younger women are strong ongoing users of MMC, though suffer from poor rates of 
consideration and trial and would merit from easier and more supportive access. 

HEALTH 
CONCERNS 

CONTINUED 
USE 

CONTROL AND 
EASE OF USE 

OLDER AND 
YOUNGER 

WOMEN 
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Summary of proposed recommendations and potential impact 

7. INITIAL RECOMMENDATIONS 

We estimate the impact of each recommended approach on the target segments2 at each stage 
of the MMC adoption funnel, along with their impact on overall MMC use. Based on these 
projections, we conclude that CDI can reach it’s 2020 FP goal by focusing on these recommended 
approaches alone.  Finally, we identify an additional set of strategies not to be pursued due to low 
potential for  impact. 

1 Plan d’Action Nationale, 2014 
2 Pre-family, Struggling aspirationals, and Family limiter segments 

We propose a set of approaches to support each strategy and ultimately capture the 
opportunities highlighted above.  These include efforts in line with current MOH policies as well as 
a set of novel initiatives based on the Demand Analysis. 

We recommended prioritizing five current PAN1 demand and service delivery strategies which 
directly address the identified opportunities; 

•  We recommend pursuing two of these strategies as-is in their current form 
•  We recommend modifying three of these strategies to align with those we have developed 

Based on the demand analysis findings, we have identified four major demand opportunities: 
•  Target women at beginning and end of child bearing lives, and vulnerable women in the middle 
•  Across all women, focus on increasing consistent, ongoing use 
•  Develop tailored programming for Pre-family youth, particularly adolescents 
•  De-emphasize broad communication campaigns, efforts focused on non-priority populations 

We subsequently detail a set of recommended strategies that address these opportunities 

MAJOR 
OPPORTUNITIES 

ASSESSMENT 
OF EXISTING 
STRATEGIES 

SUPPORTING 
APPROACHES 

ACHIEVING 
CDI’S MMC 
USE TARGET 
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Approach to developing initial recommendations 

7. INITIAL RECOMMENDATIONS 

Determined the 
approaches 
required to 
support each 
strategy in the 
near term 
(pre-2020), along 
with a 
prioritization for 
these efforts 
based on 
projected impact 
on MMC use 

Developed 
strategies to meet 
the major 
opportunities, 
based on the 
Demand Analysis 
insights.  
 
Assessed existing 
MoH strategies and 
identify those to 
prioritize, either as-
is or with 
modifications 

Reviewed the underlying issues and 
identified opportunities in each section of 
the demand analysis, as well as the cross-
cutting opportunities: 

•  Target women at beginning and end of 
child bearing lives, and vulnerable women 
in middle 

• Across all women, focus on increasing 
consistent, ongoing use 

• Develop tailored programming for Pre-
family youth, particularly adolescents  

• De-emphasize broad communication 
campaigns and efforts focused on non-
priority population 

OPPORTUNTIES STRATEGIES APPROACHES 
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10 recommended strategies for addressing these opportunities, based on 
insights from the demand analysis 

7. INITIAL RECOMMENDATIONS 

Target women at beginning and 
end of child bearing lives, as well 
as vulnerable women in middle 

Develop tailored programming for Pre-
family youth, particularly adolescents 

Across all women, focus on increasing 
consistent, ongoing use 

•  Prioritize efforts on: 
•  Adolescents 15-19, and in 

particular the 50% who are 
Pre-family 
•  Struggling aspirationals 
•  Family limiters  

•  Improve the quality of FP counseling 
experience 

•  Revise counseling materials to 
address fertility and side effect 
concerns and relative effectiveness 
of modern methods 

•  Redouble efforts to make full range 
of MMC available at more formal 
health access points 

•  Trial and scale methodologies to 
better manage use and proactively 
address side effects 

•  Introduce methods not currently 
available that are better aligned 
with women’s needs 

•  Increase youth MMC consideration 
through targeted communication 

•  Provide psychosocial support to 
bridge intent to action gap 

•  Increase the prevalence of YFS and 
improve HCW training  

•  Experiment with new channels for 
providing counseling and MMC 
access 

RECOMMENDED STRATEGIES, FOCUSED ON TARGET POPULATIONS  TARGET POPULATIONS 

1
2

3

4

5

6

7

8

9

10 

Note: HCW are a main conduit for 
many of the strategies listed here.  
While there is a need to explore 
alternate and new channels, this 
approach recognizes the current 
availability of FP information and 
access. 
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Introduction of innovative 
communication strategies for 
youth in school and out of school. 

Promoting constructive 
engagement of men in 
reproductive health and FP 

Reinforcement of the technical 
training platform to improve FP 
quality (training and equipment) 

Promoting operational research 
in areas of FP interest to develop 
innovative approaches 

Strengthening FP services for 
adolescents and youth 

Five existing MOH strategies directly support the recommended strategies 

7. INITIAL RECOMMENDATIONS 

D2 

D3 

1 LISTE DES STRATÉGIES ET ACTIVITÉS DU PLAN D’ACTION POUR LE REPOSITIONNEMENT DE LA PF EN CÔTE D’IVOIRE, 2014 

MOH STRATEGIES1 TO PRIORTIZE  

O2a 

O2b 

O3 

Note: See 
Annex for 
additional 
breakdown of 
recommend-
ations by 
existing MOH 
actions 

D 

O 

SUGGESTED REFINEMENTS, IF ANY 

Refine focus on adolescent fathers and partners, 
and husbands who support close spacing (<2 years) 

None. Strong need for improving the quality of 
counseling and provider-client interactions 

None.  Building logistical and psychosocial support 
for Pre-family women should be a major focus 

Continue to support Innovative communication and 
demand creation activities, though focus mainly on 
consideration and bridging intent-to-action gap 

Focus innovation efforts on product attributes & 
delivery and deemphasize cost or regional variation 

RECOMMENDED 
STRATEGIES 
SUPPORTED 

8

7

2 3 4

9

10 2

1

6

Improving FP Demand 

Improving Service Delivery 



69 

Nine supporting approaches for the recommended strategies aimed at 
increasing consistent, ongoing use, with a focus on the target populations 

7. INITIAL RECOMMENDATIONS 

Improve the quality of FP counseling 
experience 

RECOMMENDED STRATEGIES SUPPORTING APPROACHES 

Revise counseling materials to address 
key concerns, most notably fertility and 
side effects, and relative effectiveness  

Redouble efforts to make full range of 
MMC available more broadly 

Trial and scale opportunities to better 
and proactively manage use  

Introduce methods that are better 
aligned with women’s needs 

Improve the reputation of the HCW as a 
trusted source of guidance and services 
Counsel all women by segment and ID 
high-risk women through spacing beliefs 
Increase easy access to MMC, through 
traditional and non-traditional channels, for 
youth and Struggling aspirationals 
Improve FLs trust with HCWs while raising the 
importance of limiting on self/family health 

Introduce tools to facilitate recognition of 
client concerns and needs 
Better educate providers on addressing 
fertility concerns, aligning need w/ method(s) 

Increase the availability of and training on 
LARC 

Develop interventions to support women in 
finding the right MMC and maintaining use 

Support introduction of new contraceptives 
in CDI and expanding access where needed 

a2

3

4

5

6

b

c

d

e

f

g

h

i 

Low 

High 

High 

Low 

Moderate 

High 

High 

High 

Low Low 

Moderate 

Low 

Low 

Low 

Moderate 

Low 

Low 

High 

OPPORTUNITES FOR 
INNOVATION1 

FOCUS ON 
EMPOWERMENT 

1 The degree to  which novel technology, program design, and/or implementation is integral to the approach, consistent with the objectives of the TRANSFORM program.   
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Build parental support (e.g. resolve religious 
conflict, make joint decisions) 
Increase contraceptive acceptance 
among adolescent male partners 

Four additional approaches for the development of tailored 
programming for Pre-family youth, particularly adolescents 

7. INITIAL RECOMMENDATIONS 

Increase youth MMC consideration 
through targeted communication 

RECOMMENDED STRATEGIES SUPPORTING APPROACHES 

Provide youth psychosocial support to 
bridge intent to action gap 

Improve youth experience a public 
health access points 

Experiment with new channels for 
counseling and MMC access 

Expand engagement in youth settings with 
emphasis on cost of not following through 
and support in achieving life aspirations 

Youth-adapted HCW training (initial and 
in-service) and workplace support 
Youth-focused incentives at facility and 
HCW level 

increase easy access to MMC, through 
traditional and non-traditional channels, for 
youth and Struggling aspirationals2 

j 7

8

9

10 

k 

l 

m 

c 

Low 

Low 

Moderate 

Low 

High Moderate 

Low 

High 

Low 

Moderate 

n Moderate Low 

1 The degree to  which novel technology, program design, and/or implementation is integral to the approach, consistent with the objectives of the TRANSFORM program. 
2 Also a supporting approach for Recommended Strategy 2: Improve the quality of FP counseling experience 

OPPORTUNITES FOR 
INNOVATION1 

FOCUS ON 
EMPOWERMENT 
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We developed a model to assess the impact potential of the 
recommended approaches towards achieving CDI’s 2020 FP goals 

7. INITIAL RECOMMENDATIONS 

The impact of the 14 approaches across the four areas of opportunity was  
projected only on the Pre-family, Struggling aspirational, and Family limiter segments 

Business-as-usual increases of 0.43% per annum1 in MMC use were assumed for all  
segments, including Independent matriarchs, Rural passives, and Family builders 

The impact of each initiative on the individual stages of the MMC adoption funnel 
was estimated.  For any effected step in the funnel: 

•  ‘High’ behavior change potential approaches would reduce drop off 15% 
•  ‘Moderate’ behavior change potential approaches would reduce drop off 10% 
•  ‘Low’ behavior change potential approaches would reduce drop off 5% 

Future MMC use rates were calculated for the target segments based on the sum 
of all reductions in fallout across each step in the funnel for each target segment 

1 LISTE DES STRATÉGIES ET ACTIVITÉS DU PLAN D’ACTION POUR LE REPOSITIONNEMENT DE LA PF EN CÔTE D’IVOIRE, 2014 

APPROACHES 
AND  

ASSUMPTIONS 
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Impact projections suggest that pursuing the recommended initiatives 
alone would enable CDI to meet its FP2020 and 2025 targets 

7. INITIAL RECOMMENDATIONS 

1 includes baseline increase of 0.43% per annum.  Projections ignore any increases to non-target segments above baseline increases. 
2 2011-2012 DHS.  It can be assumed that the current (2017) TFR is lower.  The projected 2025 TFR would be lower by a commensurate amount. 

3 Based on a projected increase in MMC use among married women of 14.6%, which assumes ongoing BAU increases from 2020 to 2025 among all segments.  TFR reduction estimated 
based on the accepted correlation of a 0.06 point drop in TFR for each percentage point increase in CPR(married).  See Curtiss and Diamond, 1995. 

Pre-family 
women 

Rural passives 

Independent 
matriarchs  

Struggling 
aspirationals 

Family builders 

Family limiters 

19% 

16% 

19% 

31% 

9% 

39% 

55% 

18% 

20% 

63% 

11% 

66% 

PROJECTED REDUCTIONS IN DROP OFF 

20201 Current 

MMC Use 

21.1% 36.6% 

  AWARE CONSIDER TRIAL USE 

-45% 

-60% 

-50% 

-55% 

-25% 

-35% 

-85% 

-60% 

-55% 

OVERALL 

The estimated TFR 
reduction of 0.93 
assumes only BAU 
increases across 
segments from 
2020-2025 and is 
likely conservative 

TFR 

2025 Current2 

< 5.02 < 4.12,3 
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Recommended approaches ranked by projected MMC use impact 

INITIAL RECOMMENDATIONS 

APPROACH 

OVERALL IMPACT ON MMC USE 

0% 2% 4% 6% 8% 10% 12% 14% 

2.0% 

1.4% 

2.0% 

1.3% 

1.3% 

1.1% 

0.7% 

0.6% 

0.5% 

0.4% 

0.2% 

0.1% 

2.0% BAU increases across segments 

Better educate providers on aligning need with method(s) 

Introduce tools to facilitate recognition of client needs 

Counsel all women by segment and ID high-risk women   

Develop interventions to support maintaining use 

Improve the reputation of the HCW as a trusted source 

Increase the availability of and training on LARC 

Foster development of innovative delivery approaches 

Support introduction of new contraceptives in CDI     

    Build parental and adolescent male psychosocial support 

Increase youth consideration with targeted communication 

    Increase the prevalence of youth friendly service (YFS) 

Improve FLs trust with HCWs 

f 

e 

b 

h 

a 

g 

c 

i 

d 

j 

k l 

m n 
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Summary perspective of strategies that are unlikely to result in the desired 
change to FP outcomes in the near term 

7. INITIAL RECOMMENDATIONS 

A NATIONAL 
‘REFRAMING’ OF THE  

FP NARRATIVE 

FOCUSING ON 
IMPROVING PHYSICAL 

ACCESS 

TARGETING 
PREGNANCY AS A 

MARRIAGE INCENTIVE 

The desired and actual TFR are very close, at roughly 5 children per woman. An effort 
to target sub-groups of women with specific FP needs or concerns is likely to be more 
effective in the near term than an effort to reduce overall family size expectations.  
That said, once these groups have been addressed and in the longer term, family size 
expectations must change in order to further affect TFR. Given the lag in shifting social 
norms, those discussions, particularly with younger girls, could begin now  

Urban and rural women alike report being able to access contraceptives, and 
physical access was not cited as a main driver of nonuse. Furthermore, there is poor 
correlation between MMC use and distance from public health clinics   

While there may be appeal to target the archetype of women who believe 
pregnancy will force the hand of their partner to marry, the limited manifestation 
of this behavior in the quantitative analysis along with the aligned strong 
behavioral and desire of those who do fit this archetype will make any behavioral 
change effort both low-impact and challenging.   

GEOGRAPHIC 
TARGETING 

With possible exception of Yamoussoukro, geographic differences, either by district 
or by urban/rural split, provided limited distinction in terms of needs, demand, and 
risk, suggesting interventions should instead focus on targeted socio-demographic 
sub-populations. 
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In support of segment-specific counseling and solutions,  
a demand segment classification tool has been developed 

7. INITIAL RECOMMENDATIONS 

Live Profiler

Live Segment Profiler
Use this form to segment an individual respondent live

Questionnaire

Q # Response

1 Single, Never Married        

3 Other/No one   

2 Yes, it would be a problem or stressful

5* No

9* Yes

4 No

7 Still using condoms           

8 in the next 2-3 years                        

6 No

Struggling AspirationalsSegment

Are you currently using or have you stopped using either condoms or a homonal 
method of contraception?

When would you ideally like to become pregnant?

Have you ever stopped an unwanted pregnancy?

Question

What is your current marital status ?

Who makes most of the decisions when it comes to your health?

If you were to find out today that you are pregnant, would that be a problem or 
stressful for you?  
Would becoming pregnant now be a problem for the health of your youngest 
child?
If you were to find out you were pregnant, would you it cause any financial or 
economic difficulty?

If you were to find out you were pregnant, would you feel any relief?

•  Fully-functional macros-enabled Excel tool  
•  Can segment women in two ways: 

•  Using aggregate survey data 
•  Live with an individual respondent 

•  Output tab can weight the resulting 
distribution based on sample weights  

CDI FP Demand Segment Profiler 
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Case Study: Piloting segment-specific counseling in Niger, led by ANIMAS 

7. INITIAL RECOMMENDATIONS 

OVERVIEW 

• Co-designed with 
Animas Sutura, a 
Nigerien social 
marketing organization,  

• Designed to mimic two 
successful features of 
results-based financing 
projects: 

o  a local supervisor 
and coach 

o  a manageable cost 
basis for the MOH to 
finance at scale 

•  Five interventions were 
tested as a package at 
12 health centers and 
24 comparable control 
sites 

•  HCWs at each site 
were trained on two 
specific activities: 

o  Screening women 
upon arrival to 
identify their 
segment 

o  Applying the 
segment-specific 
counseling 
approach 

• A local supervisor 
and coach were 
provided to 
treatment sites to 
strengthen the 
healthcare workers’ 
ability to implement 
all of the tested 
interventions 

• After eight months, 
evaluation showed 
that women at test 
sites performed 
better on all key FP 
outcomes, from visit 
satisfaction to 
contraceptive 
awareness, 
consideration, and 
trial  

• Qualitatively, HCWs 
reported increased 
satisfaction in their 
work and a greater 
ability to provide 
women the 
counseling that they 
need  

•  Pathfinder has 
adapted this 
approach to 1:1 
household visits by 
community 
extension workers in 
their Reaching 
Married 
Adolescents project  

• Discussions 
underway with the 
MOH to assess 
operational and 
financial 
requirements to 
scale to health 
centers nationwide 

Those interested in learning more about this case study should contact info@cambercollective.com. The segment 
classification tool, counseling cards, and other pilot resources are available at www.cambercollective.com/fpniger/ 

APPROACH RESULTS NEXT STEPS 

Segment counseling card and Segment Profiler 
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Annex 
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Our survey was deployed in 7 of 14 districts in CDI 

SURVEY SAMPLING 

District % sample 

Abidjan 32% 

Woroba 6% 

Goh-Djiboua 18% 

Zanzan 5% 

Montagnes 14% 

Comoe 18% 

Yamoussoukro 32% 

DISTRICTS SAMPLED 

Map: NordNordWest, Pikne (translation)  
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DHS Comparison: overall alignment, with a few caveats 

2. SURVEY METHODS 

14% 

17% 

15% 

23% 

15% 

20% 

22% 

18% 

21% 

20% 

21% 

19% 

21% 

19% 

23% 

19% 

22% 

19% 

19% 

17% 

18% 

14% 

19% 

15% 

13% 

12% 

13% 

10% 

13% 

11% 

8% 

10% 

6% 

7% 

7% 

8% 

3% 

7% 

4% 

5% 

3% 

6% 

Rural: Demand Study 

Rural: 2012 DHS 

Urban: Demand Study 

Urban: 2012 DHS 

Overall: Demand Study 

Overall: 2012 DHS 

15 to 19 20 to 24 25 to 29 30 to 34 35 to 39 40 to 44 45 to 49 

54% 53% 

25% 25% 

18% 19% 

3% 3% 

Survey DHS 

More than 
Secondary 

Secondary 
Education 
(Some or 
Completed) 

Primary School 
(Some or 
Completed) 

No Formal 
Education 

Differences in percentages of urban youth are 
due to different consent forms for each survey 

AGE EDUCATION 
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DHS Comparison: overall alignment, with a few caveats 

2. SURVEY METHODS 

1 Our fertility rate is based on children over the course of woman’s life. Our estimate is higher than DHS due to falling fertility rates over time.   
2 Results from both Demand Survey and DHS adjusted for non-numeric answers 

Current survey uses data over 
the course of a woman’s life 
rather than the past 3 years1 

Current survey data goes up to 
10+ children 
 

SURVEY DHS 

Average 5.1 5.2 

0 Children 1% 1% 

1 Child 1% 0% 

2 Children 3% 4% 

3 Children 11% 12% 

4 Children 26% 26% 

5 Children 27% 22% 

6+ Children 32% 36% 

46% 43% 

31% 
30% 

20% 23% 

3% 3% 

Survey DHS 

Divorced/ 
Widowed 

Concubina
ge, Living 
Together 

Single, 
Never 
Married 

Married 

5.0 

5.3 

DHS 

Survey 

IDEAL FAMILY SIZE2 MARTIAL STATUS FERTILITY RATE 
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Most women appear to trust in and are satisfied with the heath care system, 
particularly compared to other options, though the quality of these visits is unclear   

3. FP CONTEXT IN CDI 

0%	 10%	 20%	 30%	 40%	 50%	 60%	 70%	 80%	 90%	 100%	

Strongly agree Agree Neutral Disagree Strongly Disagree 

Traditional practitioners understand 
my health concerns better than 

health workers at a clinic 

I prefer to visit a pharmacist than to 
visit a health center 

When I visit a health center, I am 
reasonably sure that I can get the 

care outcomes I want 

When I visit a health center, I worry 
that health care workers won't 

treat me with respect 

A majority (71%) believe they are 
equally or better served by a HCW 
than a traditional practitioner 

A similar majority (68%) prefer 
visiting a Health Center over a 
pharmacist 

A majority of women (86%) are 
satisfied with the outcomes of their 
visits to Health Centers 

Though a third do note they have 
concerns about being treated 
with respect by a HCW 
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8% 

1% 

0% 

6% 

23% 

10% 

34% 

18% 

0% 5% 10% 15% 20% 25% 30% 35% 40% 

No one 

Others1 

Traditional healer 

Friends 

Health care worker 

Parents 

Husband/partner 

Myself 

Women tend to look first to their partners first for decisions on health and FP, 
with health care workers the primary advisors for only a quarter of women 

3. FP CONTEXT IN CDI 

1 “Others” include: community leader, religious leader, teacher, pharmacist, and in-laws 

Who makes most of the 
decisions about health ? Partners are the main 

source for both guidance 
on health decisions and 
contraceptive options, as 
well as the primary 
decision makers 

Who would you currently 
go to for advice or help 
about a problem with 
your health 

Who do you trust  
the most for discussing 
contraception? 

HCWs are an the main 
source of guidance on 
health and FP for only a 
quarter of women, 
surpassed by partner but 
out ranking parent, peers, 
and other authority figures 

A small portion of the 
population have no one 
they trust for discussing FP 

0% 

2% 

1% 

1% 

25% 

17% 

41% 

13% 

0% 10% 20% 30% 40% 50% 

No one 

Others1 

Traditional healer 

Friends 

Health care worker 

Parents 

Husband/partner 

Myself 

0% 

0% 

0% 

0% 

2% 

19% 

56% 

22% 

0% 10% 20% 30% 40% 50% 60% 

No one 

Others1 

Traditional healer 

Friends 

Health care worker 

Parents 

Husband/partner 

Myself 
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Ivoirian women tend to trust their own FP decision making and are open to 
non-traditional methods, suggesting an opportunity for better counseling 

3. FP CONTEXT IN CDI 

0%	 10%	 20%	 30%	 40%	 50%	 60%	 70%	 80%	 90%	 100%	

Strongly agree Agree Neutral Disagree Strongly Disagree 

I trust myself to make the best 
decisions about sex and 

pregnancies more than I trust the 
decisions of others 

Religious leaders can give me 
advice about family planning, but 

it's up to me to do what's best for 
my situation 

I think natural medicines are better 
for my body than pharmaceuticals 

More than half (57%) of 
women believe they are 
best equipped to make 
their own FP decisions 

Two thirds of women 
believe religion should not 
play a deciding role in their 
family planning 

Only a third of women 
have any preference for 
natural methods over 
pharmaceuticals 
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HCW are neither a currently used nor desired channel for learning more 
about FP, despite a large unmet demand for information 

3. FP CONTEXT IN CDI 

1 Other sources include: anonymous telephone hotline, text messages, boyfriend/husband/partner, religious worker, family/friends, pamphlet, at school, and the internet 

In the past three months, 
have you learned about 
Family Planning through… 

By which means would 
you most prefer to learn 
more about FP? 

HCWs rank low as both current and 
desired sources of information on FP, 
suggesting access is sufficient as well as 
an opportunity to augment their 
reputation as a source for learning  

While more than 80% of the population 
wish to learn more about FP, only half 
have received meaningful info over 
the past 3 months 

19% 

2% 

1% 

0% 

4% 

17% 

20% 

38% 

0% 5% 10% 15% 20% 25% 30% 35% 40% 

None / do not wish to learn 
more 

Not sure / it depends 

Other source 1 

Newspaper or magazine 

Health Care Worker 

Peer education or other 
information session  

Radio information program 

TV program 

49% 

0% 

1% 

0% 

6% 

5% 

11% 

29% 

0% 10% 20% 30% 40% 50% 60% 

None / do not wish to learn 
more 

Not sure / it depends 

Other source 1 

Newspaper or magazine 

Health Care Worker 

Peer education or other 
information session  

Radio information program 

TV program 

TV, radio, and in-person peer learning 
sessions  are all underrepresented as 
sources of information compared to 
the desire of women to learn more 
through these channels 
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Demand is highest among younger, unmarried women1 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1. These subgroups represent a sample of all significant groups. A full list will be included in the back up. All group shows above have a sample size >30 women.  

WOMEN IN DEMAND •  There is a large segment 
of women in their prime 
child-bearing years who 
wish to delay pregnancy  

•  Contraceptive usage 
across high demand 
subgroups stays close to 
the average for all 
groups 

•  With the exception of 
Yamoussoukro, there was 
significantly less demand 
variability by geography 

SECONDARY VARIABLES 

High levels of both demand and risk 

28% are ethnically foreign 

58% are between ages 20 and 34 

88% are single, never married 

44% are educated through 
secondary school and above 

57% are Christian 65% 

71% 

76% 

77% 

78% 

82% 

Widowed or divorced 

Living in Yamasoukoro 

Parents are primary decision 
makers on finances 

Wish to wait 5+ years before 
next pregnancy 

Timing of next pregnancy 
depends on (re)marriage 

Age 14-19 and single 

% Demand 

Sample avg.: 46% 

14% 22% 

12% 28% 

6% 22% 

20% 23% 

8% 29% 

4% 12% 

% sample % MMC 
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The highest at-risk groups are led by those designated by HSTP guidelines1 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1. These subgroups represent a sample of all significant groups. A full list will be included in the back up. All group shows above have a sample size >30 women.  2. Types of marriage: 
42% Traditional Only; 34% Traditional and Religious; 13% Legal, Traditional, and Religious; 8% Legal Only, 2% Religious Only 

WOMEN AT RISK •  Women wanting to limit, 
either due to age or 
number of children,  
are a large risk group 

•  Low awareness, both 
spontaneous and 
prompted, of certain 
methods of 
contraception was a 
strong indicator or risk 
within a sub-group 

SECONDARY VARIABLES 

72% 

72% 

77% 

77% 

81% 

100% 

Gave Birth to Any Children 
Before Marriage 

Are Not Aware of 
Condoms 

Plan on Never Having 
Another Pregnancy 

Are 14-19 and Single 

Gave Birth to 4+ Children 

Age >35 and Married 16% 26% 

14% 22% 

14% 27% 

5% 6% 

12% 23% 

12% 21% 

50% are Muslim2 

40% are <35 years old 

High levels of both demand and risk 

38% are between ages 20-34 

56% are illiterate 

63% are married, only traditionally 

% sample % MMC % Risk 

Sample avg. = 53% 
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Women in legal/religious marriages, the Krou ethnic  
group, and those who trust HCW are more likely to use MMC 

4. UNDERSTANDING HEALTH RISKS AND FP DEMAND 

1. These subgroups represent a sample of all significant groups. A full list will be included in the back up. All group shows above have a sample size >30 women.  2. Types of marriage: 
42% Traditional Only; 34% Traditional and Religious; 13% Legal, Traditional, and Religious; 8% Legal Only, 2% Religious Only 

1  Marital Status 
Legal/ religious 
marriage (~33%) 

Traditional marriage 
(17%) 

2  Geography 
Montagnes (31%);  
Yamoussoukro (28%) Gur (14%) 

3 Ethnicity Krou (30%) Gur (14%) 

4 Spacing preferences 5+ years (30%) 1 year (9%) 

5 Trust in HCW High trust (27%) Low trust (13%) 

6 Awareness of pill Yes (25%) No (13%) 

WOMEN’S USE DRIVERS HIGH USE LOW USE 

Particularly low use groups 
include those who are illiterate 
or informally literate (read/write 
but no schooling) (15%,), those 
who are against limiting (6%), 
and those that do not value 
accomplishments outside the 
home (13%) 
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Six segments of Ivoirian women, age 15-49: 
Major behavioral and demographic characteristics 

5. SEGMENTATION 

1 Widowed/divorced.  2 Includes Catholics.  3 Primary school and above 

(16%) 

PRE-FAMILY 
WOMEN 

(18%) 

RURAL 
PASSIVES 

(11%) 

INDEPENDENT 
MATRIARCHS 

(15%) 

STRUGGLING 
ASPIRATION

ALS 

(25%) 

FAMILY 
BUILDERS 

(16%) 

FAMILY 
LIMITERS 

MMC use 

Unmet demand 

Average age 

% Urban 

Marital status 

Religion 

Literacy 

Prior abortion 

Prior problematic 
pregnancy 

Socio-economic 
status 

Formal Education3 

19% 

70% 

19 

58% 

Single 

50% Muslim 

81% 

3% 

5% 

Well above 
average 

67% 

15% 

- 

28 

25% 

Concubinage 

61% Christian2 

56% 

20% 

26% 

Well below 
average 

39% 

19% 

- 

29 

58% 

Single, W/D1 

62% Christian2 

75% 

25% 

36% 

Above 
average 

60% 

34% 

64% 

27 

60% 

Conc., single 

65% Christian2 

67% 

34% 

52% 

Below 
average 

57% 

10% 

- 

31 

45% 

Married 

55% Muslim 

48% 

10% 

25% 

 Near 
average 

39% 

39% 

56% 

34 

58% 

Married 

50% Muslim 

55% 

14% 

31% 

Near 
average 

47% 

Share of 
population 
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Six segments of Ivoirian women, age 15-49: 
Major attitudinal characteristics 

5. SEGMENTATION 

1 On marriage.  2 Already married.  3 Having a child before marriage would make partner more likely to propose marriage. 4 Definitely or probably will limit 

PRE-FAMILY 
WOMEN 

RURAL 
PASSIVES 

INDEPENDENT 
MATRIARCHS 

STRUGGLING 
ASPIRATION

ALS 

FAMILY 
BUILDERS 

FAMILY 
LIMITERS 

Makes health 
decisions 

Ideal next 
pregnancy 

Believes FP  
is up to fate 

Certain they want 
to marry partner 

Certain partner 
wants to marry 

Believes in the 
pregnancy gamble3 

Accepts limiting4 

Wants to know more 
about FP 

Parents 
(88%) 

Depends1 
(51%) 

Partner 
(80%) 

Currently or 
ASAP (48%) 

Themselves 
(47%) 

ASAP 
(41%) 

Partner 
(47%) 

2-3yrs (20%) 
5+yrs (20%) 

Partner 
(81%) 

ASAP(40%) 
2-3yrs (22%) 

Partner 
(72%) 

None 
(39%) 

29% 

22% 

18% 

20% 

74% 

90% 

49% 

32% 

30% 

59% 

73% 

80% 

42% 

20% 

22% 

57% 

75% 

77% 

17% 

25% 

20% 

34% 

81% 

85% 

47% 

NA2 

NA2 

- 

67% 

74% 

23% 

NA2 

NA2 

- 

87% 

83% 
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Pre-Family women and girls are not yet ready for a family and seek to 
avoid pregnancy as a result 

5. SEGMENTATION 

Current MMC use1  

USE BEHAVIORS 

19% (avg. 21%) 

20% (avg. 13%) 

5% (avg. 21%) 

Condoms 

using 

discontinued 
Hormonal 

6% (avg. 15%) 

13% (avg. 6%) using 

discontinued 

XX% above average XX% below average XX% approx. average 

ATTITUDES AND BELIEFS 

Love effects control 38% (avg. 41%) 

31% (avg. 25%) 

52% (avg. 60%) Being Alone 

Being judged 

Of STIs 51% (avg. 43%) 

FP up to fate 29% (avg. 36%) 

CONTRACEPTIVE ATTRIBUTES 

67% (avg. 63%) 
Method 

preferences 

62% (avg. 60%) Duration 

Natural 

Plan ahead 59% (avg. 58%) 

Health 85% (avg. 85%) 

Prefers pharmacist  
to HC 30% (avg. 25%) 

Would visit HC more often 
if easier to access 74% (avg. 74%) 

AUTONOMY 

Values accomplishments 
outside the home  69% (avg. 62%) 

Single, never married 99% (avg. 33%) 

8% (avg. 22%) 

Health 
decisions 

88% (avg. 19%) Parents 

Themselves 

DEMAND CHARACTERISTICS 

37% (avg. 10%) Demand 
drivers 

30% (avg. 5%) Too young 

Not married 

Economics 23% (avg. 16%) 

68% (avg. 32%) 
Emotional 
response3 

72% (avg. 49%) Surprise 

Stress 

Relief 7% (avg. 30%) 

Anticipation 14% (avg. 34%) 

51% (avg. 12%) 

Ideal timing 
of next 

pregnancy 

14% (avg. 40%) Next 3 years 

Depends on 
marriage 

76% (avg. 29%) 
Demand 

89% (avg. 46%) Overall1 

Acute2  

At HSTP risk 55% (avg. 53%) 

Fear 
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Rural passives have a secure, informal family structure and general 
ambivalence towards FP 

5. SEGMENTATION 

Current MMC use1  

USE BEHAVIORS 

16% (avg. 21%) 

13% (avg. 13%) 

24% (avg. 21%) 

Condoms 

using 

discontinued 
Hormonal 

12% (avg. 15%) 

4% (avg. 6%) using 

discontinued 

XX% above average XX% below average XX% approx. average 

ATTITUDES AND BELIEFS 

Love effects control 50% (avg. 41%) 

22% (avg. 25%) 

63% (avg. 60%) Being Alone 

Being judged 

Of STIs 35% (avg. 43%) 

FP up to fate 49% (avg. 36%) 

CONTRACEPTIVE ATTRIBUTES 

48% (avg. 63%) 
Method 

preferences 

49% (avg. 60%) Duration 

Natural 

Plan ahead 41% (avg. 58%) 

Health 80% (avg. 85%) 

Prefers pharmacist  
to HC 26% (avg. 25%) 

Would visit HC more often 
if easier to access 79% (avg. 74%) 

AUTONOMY 

Values accomplishments 
outside the home  55% (avg. 62%) 

Concubinage 93% (avg. 23%) 

17% (avg. 22%) 

Health 
decisions 

80% (avg. 56%) Partner 

Themselves 

DEMAND CHARACTERISTICS 

1% (avg. 11%) 

Demand 
drivers 

2% (avg. 11%) Own health 

Child health 

21% (avg. 32%) 
Emotional 
response3 

37% (avg. 49%) Surprise 

Stress 

Relief 51% (avg. 30%) 

Anticipation 55% (avg. 34%) 

16% (avg. 6%) 

Ideal timing 
of next 

pregnancy 

33% (avg. 24%) ASAP 

Currently 
pregnant 

1% (avg. 29%) 
Demand 

5% (avg. 46%) Overall1 

Acute2  

At HSTP risk 49% (avg. 53%) 

Fear 
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Independent matriarchs are growing their families by choice 
outside of formal relationships  

5. SEGMENTATION 

Current MMC use1  

USE BEHAVIORS 

19% (avg. 21%) 

20% (avg. 13%) 

29% (avg. 21%) 

Condoms 

using 

discontinued 
Hormonal 

13% (avg. 15%) 

6% (avg. 6%) using 

discontinued 

XX% above average XX% below average XX% approx. average 

ATTITUDES AND BELIEFS 

Love effects control 43% (avg. 41%) 

32% (avg. 25%) 

64% (avg. 60%) Being Alone 

Being judged 

Of STIs 48% (avg. 43%) 

FP up to fate 42% (avg. 36%) 

CONTRACEPTIVE ATTRIBUTES 

66% (avg. 63%) 
Method 

preferences 

57% (avg. 60%) Duration 

Natural 

Plan ahead 59% (avg. 58%) 

Health 81% (avg. 85%) 

Prefers pharmacist  
to HC 32% (avg. 25%) 

Would visit HC more often 
if easier to access 73% (avg. 74%) 

AUTONOMY 

Values accomplishments 
outside the home  65% (avg. 62%) 

Single, never married 85% (avg. 33%) 

26% (avg. 19%) 

Health 
decisions 

47% (avg. 22%) Themselves 

Parents 

DEMAND CHARACTERISTICS 

4% (avg. 10%) 

Demand 
drivers 

1% (avg. 11%) Child health 

Not married 

14% (avg. 32%) 
Emotional 
response3 

34% (avg. 49%) Surprise 

Stress 

Relief 50% (avg. 30%) 

Anticipation 54% (avg. 34%) 

22% (avg. 15%) 

Ideal timing 
of next 

pregnancy 

41% (avg. 23%) ASAP 

Don’t know / 
not sure 

7% (avg. 29%) 
Demand 

10% (avg. 46%) Overall1 

Acute2  

At HSTP risk 42% (avg. 53%) 

Fear 



93 

Struggling aspirationals have experienced negative outcomes  
and are looking to pause their fertility  

5. SEGMENTATION 

Current MMC use1  

USE BEHAVIORS 

31% (avg. 21%) 

18% (avg. 13%) 

18% (avg. 21%) 

Condoms 

using 

discontinued 
Hormonal 

21% (avg. 15%) 

9% (avg. 6%) using 

discontinued 

XX% above average XX% below average XX% approx. average 

ATTITUDES AND BELIEFS 

Love effects control 40% (avg. 41%) 

22% (avg. 25%) 

60% (avg. 60%) Being Alone 

Being judged 

Of STIs 61% (avg. 43%) 

FP up to fate 17% (avg. 36%) 

CONTRACEPTIVE ATTRIBUTES 

67% (avg. 63%) 
Method 

preferences 

69% (avg. 60%) Duration 

Natural 

Plan ahead 63% (avg. 58%) 

Health 91% (avg. 85%) 

Prefers pharmacist  
to HC 10% (avg. 25%) 

Would visit HC more often 
if easier to access 68% (avg. 74%) 

AUTONOMY 

Values accomplishments 
outside the home  64% (avg. 62%) 

Concubinage 45% (avg. 23%) 

47% (avg. 56%) 

Health 
decisions 

34% (avg. 22%) Themselves 

Partner 

DEMAND CHARACTERISTICS 

62% (avg. 29%) 
Demand 

99% (avg. 46%) Overall1 

Acute2  

Fear 

43% (avg. 11%) Demand 
drivers 

50% (avg. 16%) Economics 

Child health 

Unstable rel. 17% (avg. 4%) 

55% (avg. 32%) 
Emotional 
response3 

54% (avg. 49%) Surprise 

Stress 

Relief 2% (avg. 30%) 

Anticipation 11% (avg. 34%) 

7% (avg. 24%) 

Ideal timing 
of next 

pregnancy 

30% (avg. 13%) In 4+ years 

In more than  
5 years 

At HSTP risk 40% (avg. 53%) 
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Family builders are focused on growing their families in the context 
of a ‘traditional’ mother 

5. SEGMENTATION 

Current MMC use1  

USE BEHAVIORS 

0% (avg. 21%) 

9% (avg. 13%) 

28% (avg. 21%) 

Condoms 

using 

discontinued 
Hormonal 

6% (avg. 15%) 

3% (avg. 6%) using 

discontinued 

XX% above average XX% below average XX% approx. average 

ATTITUDES AND BELIEFS 

Love effects control 48% (avg. 41%) 

27% (avg. 25%) 

65% (avg. 60%) Being Alone 

Being judged 

Of STIs 39% (avg. 43%) 

FP up to fate 47% (avg. 36%) 

CONTRACEPTIVE ATTRIBUTES 

65% (avg. 63%) 
Method 

preferences 

50% (avg. 60%) Duration 

Natural 

Plan ahead 57% (avg. 58%) 

Health 81% (avg. 85%) 

Prefers pharmacist  
to HC 32% (avg. 25%) 

Would visit HC more often 
if easier to access 74% (avg. 74%) 

AUTONOMY 

Values accomplishments 
outside the home  61% (avg. 62%) 

Married 99% (avg. 41%) 

15% (avg. 22%) 

Health 
decisions 

81% (avg. 56%) Partner 

Themselves 

DEMAND CHARACTERISTICS 

0% (avg. 29%) 
Demand 

<1% (avg. 46%) Overall1 

Acute2  

Fear 

5% (avg. 32%) 
Emotional 
response3 

37% (avg. 49%) Surprise 

Stress 

Relief 55% (avg. 30%) 

Anticipation 50% (avg. 34%) 

22% (avg. 6%) 

Ideal timing 
of next 

pregnancy 

40% (avg. 24%) ASAP 

In 2-3 years 

At HSTP risk 55% (avg. 53%) 
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Family limiters are at or near the end of their child-bearing desires 

5. SEGMENTATION 

Current MMC use1  

USE BEHAVIORS 

39% (avg. 21%) 

7% (avg. 13%) 

20% (avg. 21%) 

Condoms 

using 

discontinued 
Hormonal 

33% (avg. 15%) 

3% (avg. 6%) using 

discontinued 

XX% above average XX% below average XX% approx. average 

ATTITUDES AND BELIEFS 

Love effects control 25% (avg. 41%) 

16% (avg. 25%) 

57% (avg. 60%) Being Alone 

Being judged 

Of STIs 36% (avg. 43%) 

FP up to fate 23% (avg. 36%) 

CONTRACEPTIVE ATTRIBUTES 

68% (avg. 63%) 
Method 

preferences 

77% (avg. 60%) Duration 

Natural 

Plan ahead 75% (avg. 58%) 

Health 94% (avg. 85%) 

Prefers pharmacist  
to HC 22% (avg. 25%) 

Would visit HC more often 
if easier to access 75% (avg. 74%) 

AUTONOMY 

Values accomplishments 
outside the home  58% (avg. 62%) 

Marriage 99% (avg. 41%) 

72% (avg. 52%) 

Health 
decisions 

27% (avg. 22%) Themselves 

Husband 

DEMAND CHARACTERISTICS 

44% (avg. 29%) 
Demand 

94% (avg. 46%) Overall1 

Acute2  

Fear 

29% (avg. 16%) Demand 
drivers 

40% (avg. 11%) Own health 

Economics 

Too old 9% (avg. 2%) 

42% (avg. 32%) 
Emotional 
response3 

64% (avg. 49%) Surprise 

Stress 

Relief 8% (avg. 30%) 

Anticipation 15% (avg. 34%) 

15% (avg. 7%) 

Ideal timing 
of next 

pregnancy 

39% (avg. 14%) Never 

In 4-5 years 

At HSTP risk 69% (avg. 53%) 
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Women identified minimal health impact, ease of use, discretion, and 
control as leading FP method characteristics 

6. USE TRENDS 

% of women aware of MMC indicating importance 

IMPORTANCE OF METHOD CHARACTERISTICS 

0 10 20 30 40 50 60 70 80 90 100 

The method 
is natural 

The method 
protects against STIs 

Immediately fertile 
upon cessation 

Easy to stop at 
any moment 

The method 
is discreet 

It's easy to use 
without mistakes 

It doesn’t change 
my health 

Health impact and ease  
of use are the two most important FP 
attributes 
 
Older women were more likely to 
express preferences around specific 
method characteristics, while 
differences in preferences around 
method characteristics were not as 
pronounced by life stage  
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Older women (age 45-49) have the strongest opinions about specific 
FP method characteristics 

6. USE TRENDS 

Note: overall 
fertility in this  
age group is  
very low 

% of women indicating preference for methods that 

METHOD PREFERENCES 

65 

61 

60 

85 

75 

83 

0 10 20 30 40 50 60 70 80 90 100 

Do not need to be  
thought about when 

not sexually active 

Last a long time 

Do not require 
advance planning 

Are east to use  
without misakes 

Do not reduce 
pleasure 

Are easy to stop 
at any moment  

All women Women 40-45 

95 

95 

95 

81 

79 

76 

Strongest age-specific 
preferences for 
experiential factors (no 
effect on pleasure, no 
advanced planning) 
and duration, 
suggesting these 
women are most 
eager to ‘set it and 
forget it’ 
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Primary schooling promotes better retention across the funnel, 
though gains are less pronounced in ongoing use 

FACTORS INFLUENCING MMC ADOPTION 

Surprisingly, the 11%  
of women who identify 
as literate without 
schooling exhibit  
worse retention  
in the funnel relative 
to the ~39% of  
illiterate women,  
with their awareness  
to consideration drop  
nearly 10pp greater 
and their 
discontinuation 
an additional 13pp 
higher than illiterate 
women 

Women with  
primary schooling 

Women without 
primary schooling 

100% 99% 77% 65% 25% 

100% 95% 62% 46% 16% 

-1% 

-5% 

-22% -15% -62% 

-34% -26% -66% 

Women with at least a primary school education demonstrate 
significant gains across the funnel, with awareness approaching 

100% and large reductions in drop off from awareness to 
consideration and consideration to trial relative to those without 

formal schooling (12pp and 11pp, respectively) 

The improvement in adoption 
for educated women appears 
to stall out at ongoing use, 
with a much smaller 4pp 
reduction in discontinuation  

All women Aware1 Consider Use 
(trial) 

Use 
(current) 

% of group 
remaining 

% of women in prior 
stage dropping out 
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Summary of key issues and opportunities  

7. INITIAL RECOMMENDATIONS 

FP CONTEXT IN CDI 

§  Overall, Ivoirian 
women’s FP desires 
and behaviors are 
aligned, suggesting a 
need to target sub-
populations of unmet 
demand and/or 
unaddressed risk. 

§  In terms of socio-
demographic groups, 
adolescents and 
women approaching 
the end of fertility both 
demonstrate high 
unaddressed risk, with 
the former also having 
high unmet demand 

§  There appear to be 
gaps in both quality of 
service delivery and 
the communication of 
FP through the formal 
health system. 

a

b

c

HEALTH RISKS & FP DEMAND 

§  Unmet demand and 
unaddressed risk groups 
are better defined by 
behavioral and attitudinal 
traits than demographics. 

§  Strong perceptions of 
negative side effects 
suggest poor quality and/
or availability of accurate 
information  

§  Teenagers, specifically,  
appear to have an acute 
need for both easier 
access and psychosocial 
support from adults 

§  Women nearing the end 
of their fertility may 
benefit from targeted 
demand creation efforts, 
particularly targeting 
specific use barriers and   
showing the value of and 
options for limiting 

d

e

f 

g

SEGMENTATION 

§  Pre-family women, 
Struggling aspirationals, 
and Family Limiters are 
three promising 
segments for increasing 
MMC use 

§  Pre-family women 
would benefit most 
through engagement 
of parents and other 
adult authority figures  

§  Struggling aspirationals 
appear to need easier 
access to MMC as well 
as to have 
misconceptions on 
future fertility dispelled 

§  Family Limiters need to 
be have the acuity of 
their need increased,  
raising awareness of 
health benefits while 
dispelling myths  

h

i 

j 

§  Women trialing 
contraception are 
insufficiently aware of 
the value of continuing 
use 

§  There is a lack of 
comprehensive and 
comprehensible 
information available 
on health & side effects 

§  A large sub-population 
of women consider 
control & ease of use 
as critical and are not 
receiving sufficient 
counseling on 
appropriate options 

§  Women not actively 
considering MMC are 
insufficiently aware of 
the control many 
methods offer. 

l 

m

n

o

USE TRENDS 

k 
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Not a desired channel to change behavior or for follow-up 

Focus on  
improving 

Consideration  
and trial, 

Not simply  
‘awareness’ 

Segment 
targeted 

Highly audience-dependent 

Focus on parents  
& partners 

Completed as part of this work 

Assessment of current strategies & activities for improving FP demand 

7. INTIAL RECOMMENDATIONS 

D1. Information and awareness campaign on FP among the general population and women in rural and peri-urban areas in particular 
D1.1 Identification of factors explaining the low use of modern FP methods 
D1.2 Training and involvement of community leaders (religious, opinion leaders) in raising awareness about FP 
D1.3 Training and involvement of opinion leaders and local elected representatives in raising awareness of FP 
D1.4 Contracting with public and private media to spread messages in favor of FP 
D1.5 Integration of FP messages into awareness raising activities for social centers, cooperatives and women's groups, as well as co-
operative bodies, respectively with the ministries responsible for crafts and social affairs 
D1.6 Integration of FP messages into the programs of mutual health organizations and CSOs involved in the fight against HIV, malaria, 
malnutrition and gender-based violence. 

D2. Promoting constructive engagement of men in RH / FP. 
D2.1 Revision and dissemination of the strategy of Constructive Engagement of Men (ECH) in RH / FP of Côte d'Ivoire 
D2.2 Promotion of the husbands school experience (male RH / FP champions) in 5 districts per year 
D2.3 Integration of FP activities into agricultural group programs through the National Agency for Rural Development (ANADER) 

D3. Introduction of innovative communication strategies for adolescents and young people in school and out of school. 
D3.1 Use of mobile and internet to sensitize young people 
D3.2 Strengthening the teaching of SRH in schools in synergy with the Ministry in charge of education 
D3.3 Awareness of Adolescent and Youth through Peer Educators 
D3.4 Raising the awareness of young people in the informal and rural sectors on SRH issues  
through cultural and sports associations in synergy with the Ministry of Youth and Sports 
D3.5 Reinforcement of awareness raising activities in the field of RH / FP through the youth ambassadors' groups 
D3.6 Organization of awareness-raising caravans for adolescents and young people on the SRAJ throughout the  
country under the high patronage of an Authority of Côte d'Ivoire (First Lady, Minister of Health, etc.) 

CURRENT STRATEGIES AND ACTIONS  Prioritize based on findings  Deprioritize based on findings  

SOURCE: LISTE DES STRATÉGIES ET ACTIVITÉS DU PLAN D’ACTION POUR LE REPOSITIONNEMENT DE LA PF EN CÔTE D’IVOIRE, 2015 

Modify based on findings  
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Private need unclear 

Low demand 

Part of overall information delivery improvement 

Robust supervision in place of QA 

Lower need for  
awareness building 

Include segment-specific tools 

Small population who likely 
has access currently 

Access not a primary limiter 

Target to segments in need, 
e.g. Struggling aspirationals 

Not a preferred channel for FP info 

Unrealistic 

Assessment of current strategies & activities for improving Service Delivery (1/2) 

7. INTIAL RECOMMENDATIONS 

O1. Strengthening and extending the supply of FP / HIV / AIDS services and logistics management 
O1.1 Implementation of FP / HIV / AIDS delivery points in other RH services of public  
health facilities already offering FP (postpartum care, PAC, EPI, nutrition, HIV, etc.) 
O1.2 Integration of LARC offerings in 100% of health facilities offering only short-acting methods 
O1.3 Integration of the supply of FP / HIV and AIDS services in 100% of the health facilities 
O1.4 Integration of the supply of FP / HIV and AIDS services into the health structures of  
uniformed bodies (police, military, customs) and large enterprises 
O1.5 Integration of FP activities into the Community Health Workers (CSA) activity package  
of other programs being implemented using Sayana Press (rural and peri-urban) 
O1.6 Implementation of mobile strategies across all regions of Côte d'Ivoire 
O1.7 Strengthen strategic FP / HIV interventions across all health districts of Côte d'Ivoire 
O1.8 Organization of special FP days once a year by integrating screening tests for breast and cervical cancers. 
O1.9 Organization of a national forum on community health and the role of CHWs in FP once every two years 

CURRENT STRATEGIES AND ACTIONS 

O2A. Reinforcement of the technical training platform to improve FP quality (training and equipment) 
O2a.1 Development of a clinical training plan based on the district approach 
O2a.2 Training of providers offering only basic FP on insertion and removal of the IUD and implants 
O2a.3 Training of new providers of contraceptive technology and counseling in the public and private sectors 
O2a.4 In-service training of Contraceptive Technology Providers and In counseling once every 3 years 
O2a.5 Training of CHR and General Hospitals Providers in Tubal ligation 
O2a.6 Training of CHR, FSU and other facilities with more than 30 deliveries per month in postpartum IUD insertion/removal 
O2a.7 Training of quality assurance providers of health services and FPs in particular 
O2a.8 Strengthening FP education in health schools and faculties of medicine including service management and quality assurance 
O2a.9 Equipping health facilities with IEC / FP material 
O2a.10 Equipping health facilities with FP training and Quality Counseling Services 

Prioritize based on findings  Deprioritize based on findings  Modify based on findings  
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Focus on availability and  
psycho-social support 

Develop a plan for 100% coverage and prioritize facilities 

Cost not noted as a major barrier 
Geography has limited effect 

Assessment of current strategies & activities for improving Service Delivery (2/2) 

7. INTIAL RECOMMENDATIONS 

O2b. Promoting operational research in areas of family planning interest to develop innovative approaches 
O2b.1 Conducting research on the supply of contraceptive methods by community health workers including initiation of pills and 
injectables 
O2b.2 Conducting a study on the reasons for the regional difference in contraceptive prevalence  
O2b.3 Conducting a study on the capacity of women to pay for contraceptive products 
O2b.4 Conducting a feasibility study on integrating FP into informal health structures 

CURRENT STRATEGIES AND ACTIONS 

O3. Strengthening FP services for adolescents and youth 
O3.1 Youth specific counseling training for  25% of HFs 
O3.2 Organization of days for raising awareness and provision of integrated services for FP, HIV  
testing and care for STIs among young people in schools, universities, and recreational spaces 
O3.3 Creation of centers adapted to young people in the city of Abidjan, regional capitals and other major cities 

O4. Strengthening the supply of FP services by the private sector 
O4.1 Development and implementation of a strategy for involving the private sector in the provision of FP services 
O4.2 Implementation of social deductible by contracting services with private SPOs in all regions 
O4.3 Integration of the supply of quality FP services in associative centers offering care services to PLHIV and other key populations 
O4.4 Application of the Total Market Approach (LMO) to Family Planning at the Country Level 

O5. Securing Contraceptive Products 
O5.1 Provision of contraceptives in quantity and quality at all levels of the health pyramid and delivery points 
O5.2 Organization of regular supervision to ensure product availability 
O5.3 Training of pharmaceutical depot managers in districts and regions in logistics management of  
contraceptive products by using CHANNEL software 


