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			Abstract		

Back ground: Contraceptive use including short and long acting and permanent methods are recorded to 

help families to space and limit their size to their economic capacity. Wider access and use of long-acting 

and permanent methods of contraception are the most effective contraceptives available to contribute to 

reduction of high levels of population growth and maternal mortality and morbidity. Yet, utilization of 

LAPMs in Ethiopian is recorded to be low. 

Objective: The purpose of this study is to describe utilization of long acting and permanent family 

planning methods and identify associated factors among women of 18-49 years age group in Debre Birhan 

Town, North Shewa Zone, Amhara Region. 

Methods: A community based cross sectional study supported with qualitative method was conducted in 

four selected Kebeles of Debre Birhan town. Systematic random sampling method was used to select 

study subjects for the survey while purposive sampling was used to select study subjects for qualitative 

study. A pre-tested structured questionnaire was used to collect quantitative data and interviewer topic 

guide was used for qualitative. The survey data was entered in to Epi, Info version 3.5.4 and exported, 

cleaned and analyzed using SPSS version 21. Open code version 3.6.2 was used to categorize and code 

qualitative data. Factors associated with utilization of LAPMs were identified using logistic regression 

model and content analysis of qualitative data. 

Results: Current utilization of LAPMs among women of reproductive age was found to be 27.3%. Those 

women, who are aware of LAPMs, have positive attitude about LAPMs and those who were satisfied with 

the service were found to be used LAPMs AOR=4.21, 95%CI 1.53-11.55, AOR=1.81, 95%CI 1.12-2.94 

and AOR=1.86, 95%CI: 1.14-3.04 respectively. Myths and misconceptions about utilization of IUCD and 

implants were major barriers to the use of LAPMs.  

Conclusion: Awareness, positive attitude and satisfaction with LAPMs were factors promoting use of 

LAPMs, whereas myth and misconception in the community hinders the utilization of LAPMs. Therefore; 

sustained and appropriate information on LAPMs should be provided to raise awareness of women and the 

community. The Town health office should design educational programs that promote and reduce barriers 

to LAPMs at community level in the Town. 
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1. Introduction	

1.1. Back	ground		

As of June 2013 UN reported world population to hit 7.2 billion. The report further projected world 

population increase by almost one billion people during the next twelve years. With that the world 

population is projected to reach 8.1 billion in 2025 and 9.6 billion in 2050(1). Over the past four 

decades, the organized international family planning effort has made great progress in expanding the 

availability and use of reproductive health and family planning services(2). Family planning has 

widespread positive impacts for population health and well-being; contraceptive use not only 

decreases unintended pregnancies and reduces infant and maternal mortality and morbidity, but it is 

critical to the achievement of Millennium -Development Goals(3). 

In 2012, an estimated 645 million women in the developing world were using modern methods 42 

million more than in 2008. About half of this increase was due to population growth in developing 

world. The proportion of married women using modern contraceptives barely changed from 56% in 

2008 to 57% in 2012. Serving all women in developing countries that currently have an unmet need 

for modern methods would prevent an additional 54 million unintended pregnancies, including 21 

million unplanned births, 26 million abortions (of which 16 million would be unsafe) and seven 

million miscarriages; this would also prevent 79,000 maternal deaths and 1.1 million infant deaths. 

Special attention is needed to ensure that the contraceptive needs of vulnerable groups such as 

unmarried young women, poor women and rural women are met and that inequities in knowledge and 

access are reduced(4). Research done in America and Europe showed that the most common 

contraceptive methods currently used by respondents in all countries were the contraceptive pill and 

male condom(5).  

Recent scientific findings and new understanding about long-acting and permanent methods of 

contraception underscore their safety and effectiveness(6). The methods considered “long-acting” in 

this context are intrauterine devices (IUDs) and implants; vasectomy and female sterilization are 

considered “permanent.” Whose guidance documents are available to update national policies, 

guidelines, and principles for delivery of family planning services, which in turn should help foster 

more methods mix access to family planning services. Wider access to and use of family planning, 

especially of long-acting and permanent methods of contraception, which are the most effective 
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contraceptives available, can substantially reduce the high levels of maternal mortality and morbidity 

in developing countries, as well as unwanted pregnancies and abortion(2).  

In Ethiopia Fertility declined from 5.4, to 4.8 children per woman between 2005 - 2011 which had 

decrease by about one child and the decrement also very slow and time taking. Among currently 

married women 29% used any method of contraceptive. The most common modern method used was 

injectables, which was 21% of currently married women, and 32% of unmarried sexually active 

women. But only 3% of them were use long acting and permanent methods, IUCD, female 

sterilization and implant were used by 0.2%, 1.3% and 2.4% of women respectively(7). Another study 

in Ethiopia indicated that the most common FP method used was injections (83.1%) followed by oral 

contraceptives (17.7%) and there were no women used long-term or permanent FP methods such as 

sterilization or implants out of the current FP users (8).  

Amhara has an annual population growth rate of 2.9% and a total fertility rate of 5.4 lifetime births 

per woman.  Modern contraceptive use is still low among married women of reproductive age, but 

unmet need for FP is high, at 29.7%. The LAPMs is the least-used contraceptive method (0.2%) in 

region and in Debre Birhan Town. Myths and misconceptions around the LAPMs are pervasive, 

while knowledge of provider skills and facility readiness for LAPMs service delivery is limited (9).  
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2. Statement	of	the	problem	

Population growth is a major alarm in developing countries in sight of its effect on broader socio-

economic development. In Sub-Saharan Africa, including Ethiopia continued high fertility levels, 

along with declining mortality rates, have resulted in a wide gap between birth and death rates, and 

subsequently in high annual population growth rate. Factors contributing to high fertility include low 

socio-economic development, deeply ingrained cultural values for large family size, and low levels of 

contraception coverage: most of user used short acting family planning methods(10, 11). The 

country’s TFR increased over three decades, from about six lifetime births per woman  to 7.7 in the  

1990s,  after which  it  gradually  declined  to  4.8  by  2011(7). Although the urban total fertility rate 

(TFR) started declining as early as 1984 and was half of the rural TFR by 2000,  the decline in rural 

TFR has not only lagged  behind but has also been small, having  dropped by only one birth  in a 

decade(7).  Another problem is that couples in Ethiopia rely more on short-term methods of 

contraceptive than on long-acting and permanent methods(12). The TFR is still high, implying further 

rapid population growth in the years ahead. This will require quite concerted activity to increase the 

country’s contraceptive prevalence rate (CPR) and also shift the method mix to a greater emphasis on 

long-acting and permanent FP methods(7). According to EDHS report of 2011 28.6% of women in 

reproductive age were using contraceptive methods. The report also shows that 36.5% of Ethiopian 

women reported that they did not want any more children and 38.2% of them wanted to wait for at 

least two years to have their next child. This reflects that unmet need for contraceptives in Ethiopia is 

25 %. An increase in contraceptive use was noted between, 2005 and2011 mainly attributed to 

injectables and pills means to limit and space for two years and more(9). Those women who use short 

acting methods were still entitled to a choice of contraceptive methods. LAPM may be a good option 

for some of them, given their reproductive intentions, but they might not be using one because of lack 

of knowledge, negative attitude towards practicing of LAPM, parity ,accessibility and service 

quality(12, 13). Women who were not satisfied with short-acting methods but still wish to avoid 

pregnancy need alternative family planning choices. In developing countries, 20% to 30% of women 

who use oral contraceptives or injectables stopped within two years of starting because of side effects 

or other health concerns. Many of these women could benefit from switching to LAPMs and this 

research is concerned to identify those factors affecting the women access and utilization of 

LAPMs(14).  
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3. Rationale	of	the	Study	

Contraceptive use has increased worldwide over the last decade. Yet, Africa like many other regions 

of the developing world continues to have high unmet needs for family planning. Approximately 25 

percent of women and couples in sub-Saharan Africa who want to space or limit their births are not 

using any form of contraception. More than half of the people in Africa are younger than 25 years 

old, so unmet need is expected to increase as those individuals enter their reproductive years(14). 

Over time, the use of LAPMs has not kept pace with that of short-acting methods, such as oral 

contraceptives and injectable. Data from demographic and health surveys from four sub-Saharan 

countries show that the proportion of women currently using LAPMs is significantly lower than the 

proportion using short-acting methods. In many countries in the region, including Ethiopia, fewer 

than 5 percent of women who are using contraception are using LAPM(11). In Ethiopia few studies 

were carried out to show the utilization level of LAPMS and associated factors among women of 

reproductive age group. Some variables were not addressed and some researches also contradicted on 

some variables(8, 15). There for it is important to assess what client characteristics affect the 

utilization of LAPMs and what are myth and misconception in the community considered as barriers 

of the LAPMs utilization. Debre Brihan Town was chosen easy access to study because of shortage of 

resources.   

The findings of the study will help health managers at a higher level and Health professionals in 

particular to understand the extent of the utilization level of LAPMs. The findings will also enhance 

the capacity of planning and decision making to look for possible solutions to solve the problem in 

collaboration with concerned stake holders so as to provide future appropriate LAPMs services in the 

Woreda as well as in the other regions of the country. 
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4. Literature	review	

4.1. Use	of	long	acting	and	permanent	family	planning	methods		

In the North America health survey done 2006-2010 showed that 62% of women age 15-44 sexual 

active and fertile age groups were uses any methods of contraceptive. Among these users, the most 

highly used methods are female sterilization (17%), pills (17%), condoms (10%) and any other 

methods were 8%. As when we see the use of IUD increased 10-fold for women who had had one 

birth, from 1.2% in1995 to 10% in 2006–2010. There was a sevenfold increase in the percentage of 

women who had had two or more births over this time period who were using an IUD, from 0.9% in 

1995 to 7.1% in 2006–2010(16). A study conducted in Europe showed that LAPMs were cost effective 

than short acting family planning methods however the uptake were very low(17). A study conducted 

in Iran showed that among current user of modern contraceptive 27.2% of women were used 

LAPMs(18). 

Long acting and permanent family planning was the least known modern method. Only 3 percent of 

all women and of all men interviewed have heard of this method, but married women in general were 

aware about LAMPs, 63.9% had heard about LAPMs in general, out of this, 80.7%, 55.3% and 39.8% 

had heard about implants, IUCD and female sterilization respectively. In Ethiopia the use of modern 

methods among currently married women28.6% among these user 21% were using injectable and only 

3% were used long acting and permanent methods of family planning methods (7, 19, 20). Study 

conducted in Mekele showed that over the prevalence rate of long acting and permanent family 

planning methods is use was 12.3%. The majority of women used implants (87%) followed by IUCD 

(13%). There were no married women who underwent female sterilization(15).  

4.2. Factors	associated	with	utilization	for	LAPMs	

4.2.1. Individual Factors  

A qualitative study conducted on IUCD in the Pakistan showed that most family planning clients who 

had never used an IUCD reported a negative impression about the method, mainly because of the fear 

arising from the rumors and myths they had heard of in their community. In contrast, nearly all IUCD 

users viewed the method positively. Some of the common myth and misconceptions about IUCD, 
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shared by the prospective family planning clients and thus documented in this study were as 

follows(21):  

 “Women who haven’t had children so far, cannot use IUCD” 

 “IUCD act as an abortifacient” 

 “The IUCD might travel through the women’s body, maybe in her heart or even to her brain” 

 “IUCD will interfere with sex” 

 “The IUCD may rust in women’s body” 

 “IUCD always causes women to have an ectopic pregnancy”.  

Qualitative study conducted in Tanzania showed that males and females were both concerned about 

the side-effects which they feared could occur due to the use of FP methods. The extreme “side 

effects” mentioned were the result of myths/misconceptions within the community. Males were afraid 

to not allow their wives to use FP methods because they had heard that FP methods have side-effects 

for women(20). A study conducted in Modjo showed  potential family planning users preferred not to 

use more reliable methods due to misperceptions and concerns about their health(22). And a 

qualitative study conducted in Asia showed that women believed that female sterilization causes back 

and abdominal pain and could be disable them(23). A study conducted in Malawi showed some were 

grossly misinformed about IUCD; for example, some participants believed that the IUCD was a 

method that a woman puts on during sex and removes thereafter(24). Study conducted in Jimma 

(Ethiopia) showed that formal education had high impact on knowledge and use of contraceptive 

methods (OR = 2.07, p, 0.001), in particular among women (OR women= 2.77 vs. OR men= 1.49; p, 

0.01)(25). A research conducted in Tigray Mothers who had a high knowledge were 8 times more 

likely to use LAPM compared with those who had low knowledge (AOR = 7.8, 95% CI: 3.1, 

18.3)(15). Another finding in Malawi, participants wanted contraceptive methods that have a 

minimum of side effects and their primarily concerned were about methods that could lead to 

disruption of the menstrual cycle weight gain or weight loss, cancers, aches and pains, and cardio-

vascular problems. In addition, participants desired methods that were effective for pregnancy 

prevention, were long-acting, and allow them more time to devote to their personal lives and to the 

care of their children(24). As different studies indicated that the individual factors affected the 

utilization of family planning by 2.77% to 7.8% but the effect this factor on LAPMS not studied yet. 
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4.2.2. Socio demographic Factors 

A study conducted in North America showed that age is the main factors for the choices of family 

planning methods used by many of them. Approximately 50% of women under age 25 years use the 

pill: among these 53% of them are aged 15–19 and 47% of those aged 20–24 years.  This finding 

showed women in early of their age most women use short acting contraceptives but as the age 

increase most of them shift to long acting and permanent contraceptive methods.  At age 40–44 years, 

about only 10% of women rely on the pill for contraception. Other hormonal methods of 

contraception are used more frequently by women under age 25 years (14%) compared with women 

aged 25 years and over (5.1%). Majority Of women aged 40–44 years, one-half (51%) reported their 

contraceptive method was female sterilization but in age group 20–24 year only 3% were use it(16). 

A finding in Tanzania showed that the use  of  contraceptive  methods  among  those  with  primary  

(39.2%)  and  secondary education  was  higher  (61.5%)  than  those  who  did  not  attend education 

(16.1%)  or  completed primary  education  (26.4%). There were a  significant  association  between  

contraceptive methods used and level of education; in particular, contraceptives methods used 

increases with increased level of education (p=0.02)(26). A finding in Butajira there was a positive 

association between partner’s educational status and contraception. The odds of contraception was 

1.32 (95% CI: 1.13, 1.55) and 1.50 (95% CI: 1.12, 2.01) times higher among married women whose 

partners had primary and secondary plus level of education respectively compared to those who have 

uneducated partners(27).  A study conducted in Iran showed that demand for LAPCMs is more 

among women who had given birth to two to three children, did not want to have another child in the 

future and finally who were at the end of their reproductive period(18). Another  study in America 

showed compared to other contraceptive method users, LARC users were older, they were also more 

likely to have higher parity, a greater number of unintended pregnancies and abortions(28). Study  

done in Ethiopia was shows that the highest frequency of use LAMPS was observed in the age group 

25–29 years of age(29).  
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4.2.3. Access to service   

A study conducted in Ghana showed that increase availability of trained personnel on providing long 

acting and permanent contraceptive methods which were improved service quality and   increased the 

utilization of the LAMP.  For this change pre-service and in-service training had been given for staff 

who worked in family unit(30). A finding in Egypt showed that quality of family planning services 

had a significant positive effect on the use of IUDs from public sources (RR = 1.23; p <0.05)(31). A 

study conducted in Spain showed Contraceptive  counseling  is  one  of  the  most  important  factors  

affecting  the  choice  of  a  contraceptive  method(32).  A study conducted in Uganda showed that 

Service delivery factors included inconsistent and sporadic availability of contraceptive commodities 

(40%) and lack of an appropriate method mix methods (12%) to meet young people’s needs and 

preferences. Poor infrastructure with limited space to offer both  auditory and visual privacy during 

client consultations  (39%), lack of  appropriate  equipment  and  educational  materials  (34%),and  

storage  were obstacles mentioned that affected the utilization of contraceptives methods(33). As 

different findings indicated service quality affected the utilization of family planning methods. Study 

conducted in Uganda showed that unavailability of preferred contraceptive methods in facilities closest 

to home were barriers to access and utilization of family planning methods(33). I assumed these 

factors also may be affecting the utilization of LAMPs in my study area 

4.2.4. Attitude on LAMPs 

A finding in Malawi showed that positive attributes of LAPMs attributed that study participant’s 

increased desire in contraceptive were naturally associated with LAPMs(24). Study conducted in 

Mekele showed Concerning the level of attitudes, more than half (53.6%)of the married women had 

negative attitude towards practicing of LAPM and those who had positive attitude used more LAPMs 

than those who had negative attitude(15). Finding in Jimma showed that  positive attitude increased 

the utilization of family planning service(25).  
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Conceptual framework 

Utilization of long acting and permanent family planning methods among women of 

reproductive age group Debre Birhan Town North Shewa Zone 

  

 

 

 

 

 

  

 

 

  

 

 

 

 

Figure 1A conceptual frame work for utilization of LAPMs 

Adapted and amended based on literature previous done in the area.  
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5. Objectives	

5.1. General	Objective	

 To assess the utilization of long acting and permanent family planning methods and 

associated factors among women  of age group 18-49 years in Debre Birhan town, 

North  Shewa Zone,  Amhara region, Ethiopia 

5.2. Specific	objectives		

 To determine levels of utilization of long acting and permanent family planning 

methods. 

  To explore myth and misconception about LAPMs 

 To identify factors associated with utilization of long acting and permanent family 

planning methods 
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6. Methods		

6.1. Study	Area	
The study was conducted in Debre Birhan Town of North-Eastern, Ethiopia. Debre Birhan Town is 

found in Amhara Region, North Shewa administrative Zone. It is located 130kms northeast of Addis 

Ababa, Ethiopia. Based on the last census of 1997 EC, the population of the town is estimated at 

97,908. Debre Birhan Town is divided into 9 urban Kebeles and 5 rural Kebeles.  In the Town there 

are one governmental zonal hospital and two health centers. In the private sector one general hospital, 

one higher clinic, two medium clinics, four lower clinics and two drug venders are found in the town. 

6.2. Study	period		
 The study was conducted from February - June 2014  

6.3. Study	design			
Community-based cross sectional study supported with qualitative methods was conducted in North 

Shewa Zone of the Amhara Regional State, in Debre Birhan Town.  

6.4. Source	population		
The source populations were all women found in the Debre Brihan Town age of 18-49 years.  

6.5. Study	population		
All selected women of age 18-49 years old in Debre Brihan Town.  

6.5.1. Inclusion criteria 

 Households with women of age 18-49 years’ old. 

6.5.2. Exclusion criteria  

 Seriously ill woman’s who cannot talk and support them self. 

6.6. Variables		

6.6.1. Dependent variable  

Utilization of long acting and permanent family planning methods  
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6.6.2. Independent variable  

Women characteristics: Socio- demographic characteristic such as: Age, occupation, marital status, 

educational level and religion; parity, myths and misconceptions, partner influence, choice of method, 

satisfaction with information given, method accepted, knowledge on contraceptive and attitude  

towards LAPMS of method. 

6.7. Sampling	Methods	and	Procedure	

6.7.1. Sample size quantitative data   

The required sample size for household interview was determined by using the following assumptions 

to estimate sample size of single population proportion. 

n =  
(���)

�

�
�(���)

��  

Assumptions:  

Desired precision (d) = 3%  

Prevalence (P) of utilization for long acting and permanent contraceptive methods in Ethiopia is 12.3 

%(15).    

Confidence level= 95%, which means α set at 0.05 and Zα/2 = 1.96 (value of Ζ at α 0.05 or critical 

value for normal distribution at 95% C.I.). The calculated sample size was 461. Added a 10 % non-

response rate gave the required minimum sample size of 507. 
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6.7.2. Sampling procedure  

 Two stage sampling procedures were employed to identifying the study subjects. In the first stage the 

four Kebeles were randomly selected among nine Kebeles in total in the town. In the second stage 

after proportional allocation of the sample for the respective Kebeles household, systematic sampling 

technique was applied to identifying the required sample after determining the eligible groups in the 

respective Kebele households.  

 

 

 

 

  

 

 

 

   

 

 

 

 

 

Figure 2figure which show the sampling procedure 

Qualitative sampling procedure 

Using purposive sampling method five in-depth interviews until saturation of information with 

women of reproductive age group who give rich information was held. 

 

Debre Birhan Town 

02 Kebele  

1331 

n = 175 

Kebele 04  

1116 HHs 

n = 147 

Kebele 5 

710 HHs 

n = 93 

Kebele 07  

700 HHS 

n = 92  

 

      n = 507  



14 
 

6.8. Data	collection	

6.8.1.  Data collection instruments 

A structured and pre- tested interview based questionnaire with both open ended and closed ended 

questions were used to collect the data. The questionnaires comprises Socio-economic and 

demographic, past contraception history, Knowledge on LAMPs, attitude toward LAPMs, counseling 

status and Information specific to the use of LAMPs. The questionnaire was adapted from reviewing 

different literatures and scientific facts. Questionnaire was first prepared in English and translated to 

Amharic by principal investigator and reviewed by peer public health professional to make it 

understandable by the study subjects and to check whether the translation was consistent with the 

English version. The questionnaire was back translated to English by another person. Before the 

actual data collection, the questionnaire was pre tested in 5 %( 26 women) at similar setting near in 

the study setting one week before the scheduled data collection day. Based on the pretest, necessary 

modification was made. Four public health officer students, as data collectors and two health officers 

as supervisors were recruited and trained on objective of the study, data collection tools and interview 

techniques for two days by the principal investigator. 

Qualitative 

In depth interview was done with the women to explore myth, misconception, perception and the 

reasons of why the use or not use LAMPs. The study participants were selected through purposive 

sampling method. The probes for the in depth interviews were developed with the help of available 

literature. One person was assigned for field note taking and tape recording while the principal 

investigator facilitated the interview. Interviewer guide lines were used for facilitate the in depth 

interview.  

6.9. Operational	definition		
LAPMs- Three contraceptive methods are categorized as long acting or permanent those are used by 

women of reproductive age group: intrauterine devices (IUDs), implants and female sterilization.  

Very Good Knowledge: - those who scored 80 % and above distinct features of LAPMs from 

knowledge questions. 



15 
 

Good knowledge: - those who scored 60 up to 79% distinct features of LAPMs from knowledge 

questions. 

Poor knowledge: - those who scored less than 60% features of any of the LAPMs from knowledge 

questions 

Positive Attitude - those who scores above mean to the correct answers from attitude measuring 

LAPMs questions.  

Negative Attitude - those who score mean and below mean to the correct answers from attitude 

measuring LAPMs questions. 

6.10. Data	Processing	and	Analysis		
The quantitative data were entered in to EPI version 3.5.4 and exported, cleaned and analyzed using 

SPSS version 21. Frequencies and percentages of different variables were computed for description 

as appropriate. Odds ratio with 95% confidence interval were computed to determine the degree of 

association between the dependent and independent variables, multivariate analysis was used for 

better prediction of determinants and to reduce bias due to confounders. Those variables with P value 

< 0.05 were entered in to multivariate analysis. Data from the in depth interview were translated and 

transcribed to English and categorized and coded accordingly to main thematic areas using Open code 

software version 3.6.2. ` 

6.11. Quality	control		

A Questionnaire was translated from English to Amharic and back to English as well to reconfirm 

consistency and pre-tested at similar setting far away from the study setting one week before the 

scheduled data collection day. Data collectors were trained to be familiar with the objective and the 

methodology of the research and to standardize their interviewing technique and to ask question in 

consistent manner. The principal investigator was closely supervising the performance of the data 

collectors in the field on a daily basis and Completeness of the questions checked at filed level. 

6.12. Ethical	Considerations		
The data collection was carried out after getting approval for the project proposal from the IRB 

(Ethical review board of the medical faculty of AAU. Official permission and letter were obtained 

from North Shewa Zone Health department. Verbal consent was obtained from individual 

participants. All the participants in the questionnaire survey were told about their participation could 
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be on a voluntary basis and their information was kept confidential and the name of the participants 

was not taken. 

6.13. Dissemination	of	Results		
The finding of the research will be submitted to the School of Public Health and North Shewa Zone 

Health Department, Debre Brihan town health bureau and the study result will be told to participants. 

The results will be presented at SPH organized seminars and appropriate conferences. Besides, the 

findings will be published and disseminated through different journals and scientific publications. 
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7. Results		

A total of 507 households were selected from 4 Kebeles and included in the study. A total of 499 

participated with a response rate of 98.42%. 

7.1. Socio-demographic	characteristics	of	respondents	
Two hundred three (40.7%) of the respondents were aged thirty five and above followed by one 

hundred eighty eight of them with in age group of 25-34 (37.7%) with mean age of participants was + 

(SD) 31.69 + (8) years old. Three hundred twelve (62.5%) of the respondent have family size of four 

and above and the majority of the respondent were Orthodox Christian by religion 464 (93%) and 

Amhara by ethnicity 462 (92.6%). One hundred sixty nine (33.9%) of them attended secondary 

education while 77 (15.4%) of them had no formal education while One hundred fifty (36.9%) of the 

respondents’ husband attended college and above but only 32(7.9%) of them had no formal 

education.  Two hundred thirty eight (47.7%) of respondents were house wife and 186 (45.7%) of the 

respondents; husband were government employees. Four hundred seven (81.6%) of respondent were 

currently married and 253 (50.7%) of the respondents had monthly income above the median. From 

the qualitative finding participants’ characteristic shows that all key informant women were orthodox 

by religion, Amhara by ethnicity and married. The age ranges of participants were 25 to 45.  The 

educational levels of key informants were primary education 

(See Table1) 
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Table 1 Socio demographic characteristics of the respondents, Debre Brihan Town, Amhara, 
Ethiopia May, 2014. 

Variable  Frequency   Percentage 

Age  

Mean + SD 

18-24 

25-34 

35
+
 

 

31.69 + 8 

108 

188 

203 

 

 

21.6 

37.7 

40.7 

Family size  

1-3 

>4 

 

187 

312 

 

37.5 

62.5 

Religion 

Orthodox 

Others  

 

464 

  35 

 

93 

  7 

Ethnicity 

Amhara  

Others 

 

462 

  37 

 

92.6 

  7.4 

Educational status  

No education   

Primary 

Secondary 

College and above 

 

  77 

137 

169 

116 

 

15.4 

27.5 

33.9 

23.2 

Husband education status(n=407) 

No education 

Primary  

Secondary 

College and above 

 

 32 

 90 

135 

150 

 

 7.9 

22.0 

32.2 

36.9 

Occupation of respondent 

Gov. employee 

Merchant  

House wife  

student 

Daily labourer  

Others 

 

110 

  44 

238 

  35 

  45 

  27 

 

22 

  8.8 

47.7 

  7 

  9 

  5.5 
Main occupation of husband(n=407) 

Gov. employee 

Merchant  

Daily labourer  

Others  

 

197 

  65 

110 

  37 

 

48.4 

15.5 

27 

9.1 

Marital status  

Married  

Single 

Divorced 

Widowed 

 

407 

42 

30 

20 

 

81.6 

8.4 

6 

4 

Monthly income 

>1200 
<=1200 

 

246 

253 

 

49.3 

50.7 
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7.2. Obstetric	characteristics	of	the	respondents	
Majority of the respondents 374(74.9%) were found to have married below the age of twenty five 

with the mean age of + (SD) 20 + 3.65 years old. At their first birth 282 (56.6%) of the respondents 

were twenty four or below years old with mean age of + SD 22.55 + 3.98 years old and 99 (19.8%) of 

the participants have never given birth yet. One hundred seventy (34.1%) of the respondents had three 

and more pregnancy. 

Thirty six (7.2%) of them encountered abortions which were more than half 20 (55.6%) of the 

abortion took place in health institution and 31 (86.1%) of them had unsaved abortion. Three hundred 

ninety nine (80%) of the respondents were found to have at least one live child and 104 (20.8%) of 

the respondents had only one pregnancy. Two hundred forty nine (49.9%) of the respondents were 

want to have child for future. Thirty nine (7.8%) of the participants have experienced child death, 

which 31(79.5%) of the respondents had one died and 11 (28.2%), 10 (25.6%) and 18 (46.2%) of 

death occurred immediately after delivery, under one year and above one year respectively. 

Details of the variables are summarized in table 2 
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Table 2 Obstetric characteristic of respondents, Debre Brihan Town Amhara, Ethiopia, May 

2014 

	
 

 

 

 

 

 

 

 

 

 

 

 

 

Variable  Frequency  Percentage (%) 

Age at time of first marriage (n=499) 
Mean + SD 
18-24 
25-34  
Not  married yet  

 
20 + 3.65 
374 
  82 
  43 

 
 
74.9 
16.5 
8.6 

Age at time of First birth(n=499) 
Mean + SD 
18-24 
25-34 
Not gave birth yet 

 
22.55 + 3.98 
282 
118 
  99 

 
 
56.6 
23.6 
19.8 

Number pregnancies  
One  
Two 
Three and above  
None  

 
104 
135 
170 
  90 

 
20.8 
27.1 
34.1 
18 

Encounter abortion 
Yes  
No  

 
36 
463 

 
7.2 
92.8 

Place abortion is takes(n=36) 
Home  
Health institution 

 
16 
20 

 
44.4 
55.6 

Type abortion encountered(n=36) 
Save abortion 
Unsaved abortion  

 
5 
31 

 
13.9 
86.1 

Having live children  
Yes  
No 

 
399 
100 

 
80 
20 

Live children 
1-2 
3 and above  
Have no child 

 
248 
151 
100 

 
49.7 
30.3 
20 

Want more children for future 
Yes  
No  

 
249 
250 

 
49.9 
50.1 

Passed away child 
Yes  
No  

 
39 
460 

 
7.8 
92.2 

Number children passed away(n=39) 
One  
Two 
Three  

 
31 
6 
2 

 
79.5 
15.4 
5.1 

Age when child passed away(n=39) 
Immediate after delivery  
Under on year 
Above on one years 

 
11 
10 
18 

 
28.2 
25.6 
46.2 
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7.3. Knowledge	of	respondents	on	LAPMs	of	Debre	Brihan	Town,	2014	
Four hundred fifty nine (92%) of the respondents knew at least one method of modern family 

planning method. Injection is the most known method and vasectomy is the least known method 

among modern family planning methods which was 437(92.5%) and 170(37%) respectively. Four 

hundred forty (88.2) of the respondents known at least one method of long acting and permanent 

family planning methods among them the most knon was implant 430(97.7%) and the least known 

vasectomy 173(39.3%). As shown in the following chart the mentioned use of long acting and 

permanent family planning methods by the respondent were for limiting family size 397(90.2%), 

followed by used for child spacing 383 (87%). 

 

Figure3Benefit of LAPMs, Debre Brihan Town, Amhara, Ethiopia May, 2014 

Three hundred eighty five (87.5%) of the women were aware of that IUCD can prevent pregnancies 

for 10 years and 273(62%) of them said IUCD is not good for female at risk of getting sexual 

transmitted infection. In this study 145(23%), 112(25.5%) and 116(26.4%) of the women were said 

that IUCD had effect on sexual intercourse and desire, IUCD does not results in immediate reversible 

after removal and IUCD can causes cancer respectively.  This was supported by qualitative data  

“IUCD causes uterine cancer; it is bad if stayed in uterus for long period of time, and affects sexual 

intercourse and desire” 25 years’ old married respondent.   
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Four hundred five (92%) of women were aware of that implant can prevent pregnancy for 3-5 years 

and 339(77%) of the respondents knew that implants required minor surgery during insertion and 

removal, while 343(78%) of them were believed implants is immediately reversible. Two hundred 

ninety five (67%) of them knew that female sterilization needed an operation to be performed and 

343(79.8%) of the respondents were aware LAPMs are not causes of ectopic pregnancy. Two 

hundred twenty one (44.3%) of the women were have good knowledge, followed by very good 

knowledge 153 (30.7%) towards LAPM whereas the remaining 125 (25.1%) of them had poor 

knowledge 

Details of the variables are summarized in table 3 

Table 3 Knowledge of respondents on LAPMs, Debre Brihan Town, Amhara, Ethiopia, May, 

2014 

     
         Variables  

                    Yes              No  

Frequency  % Frequenc
y 

% 

Known any modern FP methods  459 92 40 8 
Methods known(n=459)  
Pills  
IUCD 
Injectable 
Female sterilization 
Male Sterilization 
Implant 
Lactation Amenorrhea 
Male condom 

 
420 
407 
437 
202 
170 
420 
215 
292 

 
92.5 
88.7 
95.2 
44.2 
37 
91.5 
46.8 
63.6 

 
39 
52 
22 
257 
289 
39 
244 
167 

 
8.5 
11.3 
4.8 
55.8 
63 
8.5 
53.8 
36.4 

Known LAPMS contraceptive methods  440 88.2 59 11.8 

LAPMs known(n=440) 
Intra utérine contraceptive devise 
Implant 
Female sterilization  
Vasectomy 

 
415 
430 
205 
173 

 
94.3 
97.7 
46.6 
39.3 

 
25 
10 
235 
267 

 
5.7 
2.3 
53.4 
60.7 

IUCD prevent pregnancies more than 10 years  385 87.5 55 12.5 
IUCD appropriate for females at high risk of getting 
STIs 

167 38 273 62 

IUCD does not interference with sexual intercourse 
or desire 

295 67 145 
 

23 

IUCD is immediately reversible 328 74.5 112 25.5 
IUCD can not  cause cancer 324 73.6 116 26.4 
Implants prevent pregnancies 3-5 years 405 92 35 8 
Implants require minor surgical during insertion 
and removal 

339 77 101 23 

Implants is immediately reversible 343 78 97 22 
Female sterilization need an operation to be 
performed 

295 67 145 33 

LAPMs do not causes ectopic pregnancy 343 78 97 22 
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7.4. Attitude	of	respondents	on	utilization	of	LAPMs		
Three hundred ninety nine (80%) of the women accepted utilization of LAPMs. The most common 

reason for non-acceptors of LAPMs was fear of side effect and religious opposition. The respondents 

stated that 318(78.1%) their husbands of were in support the utilization of LAPMs while only 

89(21.9%) of them opposed the utilization. Two hundred twenty six (45.3%) of  the respondents 

agreed the insertion and removal of implant is not highly pain full while 184(36.9%) and 140(28.1%) 

of the respondents agreed that Insertion of IUCD causes to lose privacy and Using IUCD and implants 

will prevents from doing heavy work respectively.  

 Myth and misconception  

Findings from qualitative data reveal that.  

“Our people are daily labourer, work overloaded, so that it is protecting us from moving and 

working freely”  

On utilization of IUCD one of the participants stated that 

 “Different women in the community talk something frustrating about utilizations of IUCD. Some of 

them say it causes uterine cancer; it is bad if stayed in uterus for long period of time, affects sexual 

intercourse and desire and those women who used cannot give birth”. 

Based on utilization the third participants shared her ideas as follows: 

 “IUCD may further enter into surrounding tissue and causes damage uterus of mother which may 

lead to infertility” 

One hundred seventy nine (35.8%) of them agreed IUCD and implant cause infertility. One hundred 

seventy four (34.8%) of the respondents agreed Operation for female sterilization is not dangerous. 

213(42.7%) and 161(32.2%) of the respondents agreed that Nulliparous woman should have used an 

IUCD and IUCDs will fit in my uterus respectively. Concerning the level of attitudes, more than half 

262(52.5%) of the women had negative attitude towards practicing of LAPMs and 262(47.2%) of 

them had positive attitude towards LAPMs. Details of the variables are summarized in table 4 
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Table 4 Attitude of respondents on utilization of LAPMs, Debre Brihan Town, Amhara, 
Ethiopia, May, 2014 

	
 

 

 

 

 

 

 

 

 

 

 

 

 

 

             
Variable 

Disagree  Not sure         Agree  

Freque
ncy  

% Frequ
ency 

% Frequ
ency 

% 

The insertion  and removal   implant is not highly 

pain full 

185 37.1 88 17.6 226 45.3 

Insertion of IUCD   does not causes  to lose  privacy  184 36.9 124 24.8 191 38.3 

Using IUCD  will not prevents  from doing  heavy 

work  

140 28.1 130 26.1 229 45.8 

Operation for female sterilization is not  dangerous  133 26.7 192 38.5 174 34.8 

IUCD and implant does not  cause infertility 179  35.8 152 30.5 168 33.7 

The IUCD will  not get stuck in my uterus 152 30.5 196 39.3 151 30.3 

Nulliparous woman should have used an IUCD 134 26.9 152 30.4 213 42.7 

IUCDs will fit in my uterus 147 29.5 191 38.3 161 32.2 
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7.5. Practice	of	respondents	on	long	acting	and	permanent	contraceptive		
One hundred seventy five (35.1%) of the women were ever used of LAPMs. Most of them used 

implant 149(85.1%) and the rest of them 25(13.7%) and 2(1.2%) used IUCD and female sterilization 

respectively. One hundred thirty six (27.3%) of the respondents were using LAPMs currently, most of 

them were  using implant (86.0%) with the mean + (SD) starting age of 27.87 + 5.87 and the most 

used age group was 25-34  which was 73(53.7%). 

 

Figure 4 Type LAPMs used among current user Debre Brihan Town, Amhara, Ethiopia May, 
2014 

Reason given for stopping use from ever used women of LAPMs was shifting to other methods and 

wants to have a child. Above half of the user 71(52.2%) got the service from health center followed 

by the hospital user 38(27.9%) and most of the user120 (88.2%) got the service free of payment. 

Eighty three (61.0%) of the current user used LAPMs for spacing purpose and 53(39.0%) of them 

used limiting their family size. The main reasons were mentioned by respondents not using LAPMs 

were using an others methods, fear of side effect, I have no husbands and wants to have a child 

205(56.47%), 77(21.21%), 54(14.9%) and 40(11.02) respectively. (See Table 5) 
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Figure 5Reason for not using LAPMs Debre Brihan Town, Amhara, Ethiopia, May 2014 

Table 5 Practice of respondents LAPMs, Debre Brihan Town, Amhara, Ethiopia May, 2014 

Variables  Frequency  Percentage (%) 

Ever used LAPMs 
Yes 
No  

 
175 
324 

 
35.1 
64.9 

Ever used 
Implant            
Intra utérine contraceptive devices               
Female sterilization 

 
149 
  24 
    2 

 
85.14 
13.71 
  1.15 

Currently using LAPMs 
Yes  
No  

 
136 
363 

 
27.3 
62.7 

When  started 
Mean + SD 
18-24 
25-34 
35

+
 

 
27.87 + 5.87 
42 
73 
21 

 
 
30.9 
53.7 
15.4 

Institution service delivery(n= 136) 
Hospital    
Health center   
NGO clinic 

 
38 
71 
27 

 
27.9 
52.2 
19.9 

Ways of get the service(n=136) 
Free     
Payment 

 
120 
16 

 
88.24 
11.76 

Makes you to use(n=136) 
Have enough child         
Want to space             
Advice from health professional 

 
46 
83 
7 

 
33.82 
61.03 
  5.15 

 

 

21.20% 

5.50% 

56.50% 

8.30% 
11% 

14.90% 
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7.6 Perceived	 service	 quality	 of	 respondents	 on	 long	 acting	 and	 permanent	

contraceptive	methods	of	Debre	Brihan	Town,	2014 

Two hundred twelve (63.28%) of the respondents those visited health facilities for getting family 

planning service were treated very well by others staff. Two hundred seventeen (64.78%) and 

222(66.3%) of the respondents got the service within 15 minutes and they said no waiting time to get 

the service respectively. One hundred sixty (47.8%) of the respondents asked whether they had or no 

had a problem with the method they used while 117(34.9%) of the women had problem with the 

method that they used. One hundred sixty five (49.3%) of the respondents problem were understood 

by the providers while 203(60.6%) of them suggested what to do and 119(59.4%) of the women 

Satisfied with the advice or treatment were given to them. This is supported by qualitative findings. 

“If there is a problem after starting utilization of a contraceptive method, they give a treatment based 

on the type of problem and even give an appointment for further investigation and solution.” Married 

women 30 years old age orthodox in religion 

Access to service  

Out of five four of the participants explained their perception: 

“The health workers provide necessary information about the benefit and side effect of each 

contraceptive method. If there is a problem after starting utilization of a contraceptive method, they 

give a treatment based on the type of problem and even give an appointment for further investigation 

and solution.” Married women 26 years old age orthodox in religion  

Details of the variables are summarized in table 6 
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Table 6 perceived service quality of respondents towards service delivery during their visit 
health facility for family planning, Debre Brihan Town, Amhara, Ethiopia, May 2014. 

(n=335) 

Variables  Frequency  Percentage (%) 
Treated by the other staff 

Very well  
Well  
Not very well/ poorly  

 
212 
101 
22 

 
63.28 
30.15 
6.57 

 Wait time 
<15 minutes   
16-30 minutes   
31-45 minutes  
>46 minutes   
Don't know 

 
217 
61 
28 
22 
7 

 
64.78 
18.21 
8.36 
6.57 
2.1 

   
Ask  problem with the method  

Yes  
No  

 
160 
175 

 
47.8 
52.3 

Had a problem with  method 
Yes  
No  

 
117 
218 

 
34.9 
65.1 

Understand the nature of  problem 
Yes  
No  

 
165 
170 

 
49.3 
50.7 

Provider suggest what to do 
Yes  
No  

 
203 
132 

 
60.6 
39.4 

Satisfied with the advice or treatment   
Yes  
No  

 
199 
136 

 
59.4 
40.6 
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7.7. Factors	 Associated	 with	 utilization	 of	 LAPMs	 among	 women	 of	

reproductive	age	group	Debre Brihan Town, Amhara, Ethiopia, May 2014		

7.7.1. Selected socio-democratic factors associated with utilization of LAPMs among women 

of reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

Crude analyses of socio-demographic variables on binary logistic regression showed that family size, 

respondents’ age and monthly income were significantly associated with utilization LAPMs at p<0.05 

but occupation of respondents, husband occupation, religion, ethnicity and education status all did not 

show statistical association with utilization of LAPMs. Respondents aged group of 24-34yrs were 

COR 1.76 (95%CI 1.23-2.75) times more likely use LAPMs as compared to those respondents whose 

aged 35 or more years old. Women with family size four and above were more than one and half 

times more likely to use LAPMs as compared to those women who had family size 3 or more COR 

1.56, (95%CI=1.02-2.38).  Women who had family monthly income above 1200 were COR 1.56 

(95%CI: 1.05-2.32) times more likely to use LAPMs as compared to those women who family 

monthly income below 1200. 
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Table 7Selected socio-democratic factors associated with utilization of LAPMs among women of 
reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

  
Variables  

Utilization of LAPMs   
COR (95%CI) 
 Yes  No  

Age  
15-24 
25-34 
=>35 

 
26 
64 
46 

 
82 
124 
157 

 
1.08(.62-1.87) 
1.76(1.23-2.75)* 
1 

Family size  
=>4 
1-3 

 
95 
41 

 
217 
146 

 
1.56(1.02-2.38)* 
1 

Religion 
Orthodox 
Others 

 
124 
12 

 
340 
23 

 
1.43(.69-2.96) 
1 

Ethnicity 
Amhara  
Others 

 
123 
13 

 
339 
24 

 
1.49(.74-3.02) 
1 

Educational status 
College and above 
Secondary 
Primary 
No education   

 
30 
43 
40 
23  

 
86 
126 
97 
54  

 
.82(.43-1.56)  
.80(.44-1.46) 
.97(.53-1.78) 
1 

Occupation of respondent 
Gov. employee 
Merchant  
House wife  
Daily labourer  
Others 

 
34 
14 
69 
13 
6 

 
76 
30 
204 
32 
21 

 
1.56(.58-4.23) 
1.63(.54-4.94) 
1.18(.46-3.05) 
1.42(.47-4.33) 
1 

Monthly income 
  >1200 
<=1200 

 
78 
58 

 
168 
195 

 
1.56(1.05-2.32)* 
1 

 

7.7.2. Selected obstetric factors associated with utilization of LAPMs among women of 

reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014  

Among the obstetric variables; age at first marriage, age at first birth, having live children and 

number of pregnancy were significantly associated with utilization of long acting and permanent 

family planning methods at P<0.05. On the other hand, having history of abortions, want have 

children for future and having passed away child were not significantly related with utilization of 

LAPMs.  

Women aged groups 15-24yrs and 25-34yrs at first marriage were COR 5.57 (95%CI1.68-18.33) and 

5.20(95%1.47-18.48) times respectively more likely to use LAPMs as compared to those women who 
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not married yet. Furthermore women at first birth aged groups 15-24, and 25-34 were COR 2.62 

(95%CI 1.41-4.87) and COR 2.77(95%CI 1.40-5.51) times respectively more likely to use LAPMs as 

compared to those women whose not give birth yet. Women those had pregnancy 2 and 3 or more 

were COR 3.27(95%CI: 1.65-6.48) and COR 2.47 (95%CI: 1.26-4.84) times respectively more likely 

to use LAPMs as compared to women those who had no pregnancy yet. Women who had 1-2 and 3 

or more live children were COR 2.71 (95%CI: 1.45-5.08) and COR 2.69 (95%CI: 1.39-5.22) times 

respectively more likely to use LAPMs as compared to those women who had no child. 

Table 8 Selected obstetric factors associated with utilization of LAPMs among women of 
reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

	
Variables		

Utilization	of	LAPMs	 	
COR	(95%CI)	Yes  No  

Age at time of marriage 
15-24 
25-34 
Yet not married  

 
110 
23 
3 

 
264 
59 

       40                                       

 
5.57(1.68-18.33)* 
5.20(1.47-18.48)* 
1 

Age at time of First birth 
15-34 
25-35 
Not gave birth yet  

 
85 
37                                       
81                                                                          

 
197   
14 
 85                                     

 
2.62(1.41-4.87)* 
2.77(1.40-5.51)* 
1 

 Number pregnancies  
One  
Two 
Three and above  
None 

 
25 
48 
50 
13 

 
79 
87 

120 
     77 

 
1.87(.89-3.93) 
3.27(1.65-6.48)* 
2.47(1.26-4.84)* 
1 

Encounter abortion 
Yes  
No 

 
12 
12 

 
24 

    339      

 
.73(.355-1.51) 
1 

Live children 
1-2 
3 and above  
Have no child 

 
76 
46 
14 

 
172 
105 

     86 

 
2.71(1.45-5.08)* 
2.69(1.39-5.22)* 
1 

 Want to have child 
Yes  
No   

 
64 
72 

 
185 

  178 

 
.855(.58-1.27) 
1 

Passed away child 
Yes  
No 

 
12 
124 

 
27 

  336 

 
.83(.41-1.69) 
1 
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7.7.3. Selected knowledge and attitude factors associated with utilization of LAPMs among 

women of reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

Regarding knowledge and attitude of the respondents, those women who had high and moderate 

knowledge of LAPMs, accept the utilization of LAPMs, getting support from husband and positive 

attitude toward LAPMs were significantly associated with utilization of LAPMs.  

Women who had very good and good knowledge were COR 2.4 (95%CI: 1.33-4.32) and COR 2.33 

(95%CI: 1.34-4.02) times respectively more likely to use LAPMs as compared to those women who 

had poor knowledge. Women who accept utilization of LAPMs were COR 8.89(95%CI: 3.53-22.41) 

times more likely to use LAPMs as compared to those women who didn’t support the utilization of 

LAPMs. Women who had husbands support for use of LAPMs were COR  5.34(95%CI 2.57-10.98) 

times more likely to use LAPMs as compared to those women whose husbands did not support use of 

LAPMs. Women who had positive attitude towards LAPMs were COR 2.13 (95%CI: 1.54-3.47) 

times more likely to use LAPMs as compared to those women who had negative attitude towards 

LAPMs. 

Table 9Selected knowledge and attitude factors associated with utilization of LAPMs among 
women of reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

		
Variables	 
	

Utilization	of	LAPMs	 	
COR	(95%CI)	Yes  No  

Knowledge  
Very good knowledgeable  
Good knowledge  
poor knowledge 

 
48 
68 
20 

 
105 
153 
105 

 
2.4(1.33-4.32)* 
2.33(1.34-4.02)* 
1 

Accept the utilization of LAPMs 
Yes  
No 

 
131 
   5 

 
271 
92 

 
8.89(3.53-22.41)* 
1 

Husband opinion about utilization of 
LAPMs 

Support  
Oppose  

 
 
119 
   9 

 
 
199 
80 

 
 
5.34(2.57-10.98)* 
1 

Attitude  
Positive attitude  
Negative attitude  

 
85 
51 

 
152 
211 

 
2.13(1.54-3.47)* 
1 
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7.7.4. Selected perceived service quality factors associated with utilization of LAPMs among 

women of reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

Crude analyses of perceived service quality variables on binary logistic regression showed that, 

satisfied with the advice or treatment that received for a problem were significantly associated with 

utilization of LAPMs. However way of treating by other staff, waiting time to get the service, having 

problem with methods they used and provider ability understand the nature of the problems of the 

clients didn’t  show significantly associated with utilization of LAPMs. 

Women who satisfied with the advice or treatment given were COR 1.80 (95%CI: 1.14-2.83) times 

more likely to use LAPMs compared to those women who did not satisfied with treatment and advice 

given for their problem. 

Table 10Selected perceived service quality factors associated with utilization of LAPMs among 
women of reproductive age group Debre Brihan Town, Amhara, Ethiopia, May 2014 

Variables  
 
 

Utilization of LAPMs COR (95%CI) 

Yes  No  

waiting time reasonable or too long  
No waiting time  
Reasonable/ short  
Too long  

 
91                                  131 
34                                   44 
24                                   11 

 
1.56(.71-3.25) 
1.69(.73-3.91) 
1 

Had a problem with  method 
Yes  

No 

 
46                                    71 
90                                    128 

 
.92(.58-1.46) 
1 

Ask  problem with the method  
Yes  
No  

 
63                                  97 
73                                 102 

 
.91(.59-1.41) 
1 

Provider try to understand the 
nature of  problem 

Yes  
No 

 
 
72                                  93 
64                                106 

 
 
1.28(.83-1.99) 
1 

Provider suggest what to do 
Yes  
No 

 
80                                 123 
56                                   76 

 
.88(.57-1.38) 
1 

Satisfied with the advice or 
treatment that  received for a 
problem 

Yes  
No 

 
 
 
92                                    107 
44                                      92 

 
 
 
1.56(1.05-2.32)* 
1 
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7.8. 		Determinants for Utilization of long acting and permanent family planning methods	
 Multivariate analysis involving all associated variables was performed to identify independent 

predictors’ for utilization of long acting and permanent family planning methods. Age of women 

being 25–34 years old, women accept utilization of LAPMs, attitude of women toward utilization of 

LAPMs and satisfaction of the women by the treatment and advice for the problem they have with 

used methods independently showed significant association.  

The details are summarized on the table 7. 

Women aged groups 24-35 were AOR 2.23(95CI 1.18-4.18) times more likely to utilize LAPMs as 

compared those women who aged 35 or more.  Women who have positive attitude towards LAPMs 

were more than one and half times as likely to use LAPMs as compared those women who had  

negative attitude towards LAPMs (AOR=1.87, 95%CI 1.13-3.07). Clients who satisfied with 

treatment and advice given to their problem were more than one and half times likely to use LAPMs 

as compared than those clients who were not satisfied with treatment and advice given  for them 

(AOR=1.81 95%CI 1.1-2.99). Myth and misconception in the community barriers for utilization 

LAPMs were implant and IUCD prevent from doing daily activities and cause infertility and IUCD 

can damages uterus and causes cancer.  
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Table 11 Determinants for Utilization of LAPMs among women of Reproductive Age Group, 
Debre Brihan Town, Amhara Region, Ethiopia May 2014. 

Variables Utilization of 
LAPMs 

COR (95% CI) AOR (95% CI)** P. value 

 Yes  No     
Age  

15-24 

25-34 

=>35 

 

26   

64    

46                                                                                            

           

82 

124 

157 

 

1.08(.62-1.87) 

1.76(1.23-2.75)* 

1 

 

2.33(.89-6.05) 

2.23(1.18-4.18)** 
1 

 

.08 

.014 

Family size  

=>4 

1-3 

  

95  

41    

 

217 

146 

 

1.56(1.02-2.38)* 
1 

 

1.24(.49-1.76) 
1 

 

.82 

Monthly income 

  >1200 

<=1200 

 

78 

58 

 

168 

195 

 

1.56(1.05-2.32)* 
1 

 

.95(.69-2.23) 
1 

 

.47 

Age at time of  first marriage 

15-24 

25-34 

Yet not married 

 

110 

23 

3 

 

264 

59 

40 

 

5.57(1.68-18.33)* 

5.20(1.47-18.48)* 

1 

 

2.68(.59-12.13) 

3.84(.68-12.57 

1 

 

.20 

.13 

Age at time of First birth 

15-34 

25-35 

Not gave birth yet 

 

85 

37 

14 

 

197 

81 

85 

 

2.62(1.41-4.87)* 

2.77(1.40-5.51)* 

1 

 

.99(.18-5.34) 

.83(.15-4.69) 

1 

 

.99 

.83 

Number pregnancies  

One  

Two 

Three and above  

None 

 

25 

48 

50 

23 

 

79 

87 

120 

77 

 

1.87(.89-3.93) 

3.27(1.65-6.48)* 

2.47(1.26-4.84)* 

1 

 

.41(.03-4.94) 

.55(.04-7.78) 

.78(.04-14.56) 

1 

 

.48 

.66 

.86 

Live children 

1-2 

3 and above  

Have no child 

 

76 

46 

14 

 

172 

105 

86 

 

2.71(1.45-5.08)* 

2.69(1.39-5.22)* 

1 

 

2.74(.22-34.62) 

2.41(.14-41.43) 

1 

 

.44 

.55 

Knowledge of respondents   

Highly knowledgeable  

Moderate knowledge  

Low  knowledge 

 

48 

68 

20 

 

105 

153 

105 

 

2.40(1.33-4.32)* 

2.33(1.34-4.02)* 

1 

 

1.21(.60-2.46) 

1.30(.67-2.52) 

1 

 

.57 

.43 

Accept  utilization of LAPMs 
Yes  
No  

 
 
131 
5 

 
 
271 
92 

 
 
8.89(3.53-22.41) 
1 

 
 
4.21(1.53-11.55)** 
1 

 
 
.005 

Attitude of respondents 

Positive attitude  

Negative attitude 

 

85 

51 

 

152 

211 

 

2.13(1.54-3.47)* 

1 

 

1.81(1.12-2..94)** 

1 

 

.016 

Satisfied with the advice & 

treatment  given  

Yes  

No 

 

 

92 

44 

 

 

107 

92 

 

 

1.56(1.05-2.32)* 

1 

 

 

1.86(1.14-3.04)** 

1 

 

 

.013 
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* Statistically associated at p<0.05 ** Adjusted for socio-demographic, obstetric, knowledge, attitude, 

practice and perceived service quality variables those showed significant association during bivariate 

analysis. 
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8. Discussion		

The overall prevalence of long acting and permanent family planning methods was 27.3% (95%CI 

23.4 -31.2). This is very high when compared to research done in Bale and Mekele which were 8.72% 

and 12.3% respectively. This difference could be in study setting, time of the study, the deployments 

of urban health extension worker which strengthen the awareness of LAPMs at community level, 

currently different Medias were promoting utilization of LAPMs and the government attention 

towards these methods increases the utilization. But this is consistent with research done in Iran 

which was 27.7% (15, 18, 29). The majority of the women used implant 117 (86.03%) followed by 

IUD 16 (11.76) and only 3(2.21%) of the women were used female sterilization. This is consistent  

EDHS 2011 findings which was utilization of LAPMs in urban areas found to be  0.9% for IUD 3.8% 

for implants and 0.5% female sterilization(19). But it is inconsistent research done in Guatemala, 

majority of women were used female sterilization and IUCD than implant which was  female 

sterilization, IUCD and  implants 16%, 8% and 6% respectively(34).  The deference could be study 

setting, study design and study time.   

The Main reasons for using LAPMs in this study area were found to be for spacing 61.0 % and for 

limiting 39.0%.  This is in similar research done in Mekelle and bale which showed that spacing 54% 

and limiting 40.6% Bale town and child spacing (65%) and limitation for number of children (17%) 

in Mekele town (15, 29). Current utilization of LAPMs found to be higher for implant 117(86.03%). 

This is in line with study done in Mekele and Debre Markos majority of women were used implants 

among current user of LAPMs which 87% and 81.2%(15, 19). The major source of LAPMs for the 

women was a public health facility (80.1%). This finding is consistent with EDHS report of 

2011(80%), Butajira (80.8%) and Mekele 83% the majority of women were got the methods from 

public health facility (15, 19, 27). IUCD were the most extensively used LAPMs around the world in 

this study found to be very low IUD utilization. IUD can provide effective protection for up to 10 

years and might be used as alternative to sterilization for women who may regret after tubal ligation 

(15, 23, 34-36).  The reasons for non-use of IUD in the town were fear of side effect, loss of privacy 

during insertion and prevent from doing daily activities which was supported from qualitative 

finding. It was expressed that some of the key informants were not using IUCD due to the fear of 

difficulties mothers might face during heavy daily activities, interfere sexual intercourse and desired 
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and it causes uterine cancer and infertility are the reason mentioned. These were also in line with 

qualitative studies done India and Nigeria (21, 23, 34).    

The main reasons for not using LAMPs in town were due to using of other methods which was 

56.47% most of them used injection and pills, 21.21% of them were fear of side effect, 17.35% of 

them disapproved by their husband and 8.26% of them faced religious opposition. This was in line 

research done in Modjo and Mekele(15, 22).  

Four hundred fifty nine (92%) of women in Debre Brihan Town knew at least one modern method of 

contraception. 95.2% of the respondents were knew injection followed by implants and IUCD which 

were 91.5% and 88.7% respectively. This is consistent with finding of EDHS 2011 and research done 

in Butajira and Debere Markos which were 97% and 99% respectively.  This study also showed that 

88.2% of women had had awareness about LAPMs and 97.7%,   94.3% and 46.6% had awareness 

about implants, IUCD, and female sterilization respectively.  This was higher when compared to 

research done in Mekele 63.9% of women had heard about LAPMs and EDHS 20100 findings (15, 

19). This might be due the recently employed urban health extension worker performance that could 

be improved the awareness, the attention of government to LAPMs and also the promotion of 

different Medias about LAPMs that might have increased the awareness of LAPMs.  

Multiple logistic regression analyses showed that those women who were in age group of 25-34 were  

2.16 times more likely to practice LAPM as compared to those women who were in age group of 35 

or more (AOR=2.16, 95%CI 1.16-4.03). This is consistent with study done in rural Ethiopian, the 

majority user of implanon were women in age group of 24-35 years with average age of 28.3(37). But 

this was not consistent with a study done in Mekele Adgirat and Debere Markos where most user 

were in age 35 years or more (15, 38, 39). This difference could be due to difference in study setting, 

categorization of age categories and time gap of the study. Those women who accept the utilization of 

LAPMSs were 4.21 times more likely to practice long acting and permanent family methods as 

compared with those women who didn’t accept the utilization of LAPMs (AOR=4.21, (95%CI 1.53-

11.55). This is in line research done in Ethiopia and Pakistan. The women who were willing to use 

long-term FP methods were 2.5 times more likely to use the methods than not willing to use(8). A 

woman’s perception that her in-laws support family planning use is important for the formation of her 

intention to use a contraceptive method(40). Those women who had positive attitude towards long 

acting and permanent family planning methods were 1.87 times more likely to utilize LAPMs as 
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compared those women who had negative attitude towards long acting and permanent family 

planning methods (AOR=1.81, (95%CI 1.12-2.94). This is consistent with researches done in 

Pakistan and Democratic Republic of Congo. Majority were self-motivated and played an important 

role in decision making to use contraceptive methods and most women had a good perception about 

FP were had good desire to use family planning(40, 41).  

Those women who were satisfied with any family planning service provided were 1.82 times more 

likely to practice LAPMs as compared to those women who were dissatisfied with any family 

planning service provided(AOR=1.86,  95%CI:1.14-3.04). Similarly, study in Butajira and Pakistan 

showed that service provider incompetence were one of the factors as barriers to use family planning 

methods(27, 40). Myth and misconception in the town, IUCD and implants prevent from doing heavy 

work and cause infertility and IUCD causes uterine cancer were hindering the utilization of long 

acting and permanent family planning methods. This is in line with qualitative research done in 

Pakistan and Nigeria (21, 42). Others factors like educational status, numbers of live children, 

knowledge of women and husband support were not predictors for utilization of LAPMs in this study 

which were predictors in others study. This could be due to different study setting and different in 

time.   
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9. Conclusion	

This study showed that the utilization of LAPMs in the town was higher as compared to study done in 

Mekele and Debre Markos. More than half of women had negative attitude towards practicing long 

acting and permanent family planning methods. Factors promoting the utilization of LAPMS were 

acceptance of the women to use long acting and permanent contraceptive methods, attitudes of 

women towards LAPMs, satisfaction of women with any family planning service provided and 

women age were major independent predictors showed strong association with utilization of LAPMs. 

Common myth and misconception barriers to the utilization of LAPMs in the community: IUCD and 

implants are affect the daily activities by preventing free movement during up and downs for earning, 

interfere with sexual intercourse and desire and particularly IUCD causes cancer and infertility.  
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10. Recommendation		
 

 For Regional Health office  

The regional health office should work to increase the awareness of community and change 

attitude of women towards long acting and permanent family planning methods.  

 For woreda health bureau and regional health office  

The health workers who deliver family planning service should provide adequate treatment and 

counseling for women those have problem with methods they use.  

 For health extension worker   

Health extension worker and other health worker should work to reduce myth and misconception 

in the community.   

11. Strength	and	limitation		

Strength  

 The study tried to generate as rich information as possible by employing data both from 

quantitative and qualitative methods of data collection.  

 Most of the questionnaires were adapted from validated instrument and pre-test in the same local 

context.  

 Low non response rate. 

 The study subjects were selected using random sampling technique help to avoid selection bias. 

Limitation  

  This is a cross-sectional study which is impossible to establish temporal relationship. 

 There were sensitive questions that might cause social desirability bias. 

 The study is conducted only in the town, which does not represent the great majority of the rural 

community around Debre Brihan town 
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Annex-I	Structured	questionnaire	for	quantitative	study	part	

English Questionnaires 

Hello! My name is................................ And I am working in a study conducted by Mr. Wondwosen 

Asegidew, from Addis Ababa University, School of Public Health. There is a study to be conducted 

here in Debre Birhan town and if you are willing, you may participate. You will not have any risk in 

participating except losing part of your time. Moreover, you can get the chance to know more on 

contraception and contribute your part in future improvement of the service in your area. I would like 

to ask you some questions about modern contraception, specifically we will discuss more on long 

acting and permanent contraception like IUCD, Implant, Voluntary sterilization (Female Sterilization 

and Vasectomy). The main aim of this study is to assess the knowledge, attitude and the utilization of 

the above-mentioned methods in Debre Birhan Town women's of reproductive age group. It would 

help in improving the accessibility and quality of family planning service in the future. All the 

information you give will be kept confidential and we won’t use your names. Moreover, you are not 

forced to answer to all questions and you can have some break time during the interview if you want. 

Can we proceed to the question? Is there something not clear that I should clarify? 

Yes    No  

Name of interviewer_______________________ 

Date_____/_____/_____ 

Interview code no ________ 

Signature of data collector___________ 

Place of data collection_____________________ 

For multiple choice questions circle the possible answer(s). 

Part one: Socio-demographic and economic characteristics of respondents on long acting and 

permanent contraceptive methods of Debre Birhan Town, 2013.  

No  Questions Response 

01.   What is your age?  

 

_________yrs. 

02.   Family size of respondent ____ 

03.  What is your religion? 1.Orthodox                            2.Muslim 

3.Protestant                           4.Catholic 
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5.Others,specify 

04.  What is your ethnicity? 1 Amhara.                               3. Tigre                             

2. Oromo     4.Others specify 

05.  Can you read and write? 1. Yes              2. No ________o7 

06.  If QN 05 is yes, what is the highest grade 

you attend?  

00. Informal 

01. Formal write the grade_____________  

07.  Your husband can read and write?  1. Yes       2. No _________09 

08.  If QN 07 is yes, what is the highest grade 

your husband attends? 

 

00. Informal  

01. Formal Write the grade___________ 

09.   The main occupation of respondent? 1. Government employee 

2. NGO employee 

3.  Private Business  merchant 

4.  House wife             

5. Student    6.  Daily labourer 

7. other, specify___________ 

10.  The main occupation of respondent 

husband? 

1. Government employee`  

2.  NGO employee 

3. Private Business  merchant) 

4. Student 

5. Daily laborer 

6. guard  

7. Other, specify……………………. 

11.  Marital status of respondent  1. Married      2. Single       3. Divorced 

4. Widowed     5. Separated  

12.  What is your monthly income? 

(Include all family incomes)   

Write in birr  

 Part two: Obstetric history of respondents on long acting and permanent contraceptive methods of 

Debre Birhan Town, 2013 

No  Questions Response 
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13.   What was your age at time of marriage? --------yrs. 

14.  What was your age at time of First birth? --------yrs. 

15.  How many pregnancies do you have? 1.1                        3.3and above 

2.2                        4 .None 

16.  Do you encounter abortion? 1. Yes      2. No 

17.  If yes to Q.16 how many abortions did 

you encountered?  

________ 

18.  If yes to Q.16 where the abortion is takes 

place? 

a. Home  

b. Health institution  

19.  If yes to Q.16 what is the type abortion 

encountered?  

a. Save  

b. Unsaved  

20.  How many live children do you have? Total….     M…,     F…. 

21.  Do you want to have more children in the 

future? 

1.yes          2.No 

22.  If yes to Q.21 how many children you 

want to have? 

Enter no__     

 

23.  Do you have passed away child? 1.yes               2.no 

24.  If yes to Q.23 How many children was 

passed away? 

____________ 

25.  If yes to Q.23what was the age when the 

child passed away?  

a. Immediate after delivery  

b. Under on year 

c. Above on one years  

Part three: Knowledge of respondents on long acting and permanent contraceptive methods of Debre 

Birhan Town, 2013 

S. No    Questions Response 

26.  Do you know any modern family planning 

methods?  

1. Yes      2. No  

27.  If yes QN.26 which method do you know? 

(circle all  mentioned by the respondent) 

1. Pills  

2. IUCD  
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3. Injectables  

4. Female sterilization 

5.  Male Sterilization  

6. Implant  

7. Lactation Amenorrhea  

8. Male condom  

9. Others (specify)__________ 

28.  Do you know about LAPMS contraceptive     

methods (methods used for many years or 

permanently just after having it once) 

1.Yes 

2.No  

29.   If yes QN 28Which method of Long acting 

and permanent contraceptive methods do 

you know?(circle all  mentioned by the 

respondent) 

1. Intra uterine contraceptive device 

2. Implant 

3. Tubal Legation 

4. Vasectomy 

30.  If yes to Q 28 what uses of LAPMs do you 

know? (Tick all mentioned) 

1. Helps for prevention of unwanted pregnancies 

2. Prevention of possible maternal and child 

death and ill health. 

3. Limiting in family size 

4. Child spacing 

5. Others__________________ 

 By the following questions I want to know 

knowledge of respondents on LAPMs 

 

31.  Does IUCD can prevent pregnancies for 

more than 10 years? 

1.Yes  

2.No  

32.  Do you think IUCD appropriate for females 

at high risk of getting STIs? 

1.Yes  

2.No 

33.  IUCD don’t interference with sexual 

intercourse or desire? 

1.Yes  

2.No 

34.  Do you think IUCD is immediately 

reversible?(become pregnant quickly when 

removed) 

1.Yes  

2.No 
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35.  IUCD Does not can cause cancer? 1.Yes        2.No 

36.  Do you think Implant can prevent 

pregnancies for 3-5 years? 

1.Yes        2.No 

37.  Do Implants require minor surgical 

procedure during insertion and removal? 

1.Yes        2.No 

38.   Do you think Implants is immediately 

reversible? 

1.Yes        2.No 

39.  Does Female sterilization need an operation 

to be performed? 

1.Yes        2.No 

40.  LAPMs do not cause ectopic pregnancy? 1.Yes        2.No 

Part four: Attitude of respondents on long acting and permanent contraceptive methods of Debre 

Birhan Town, 2013   

41.  Do you accept the utilization of LAPMs? 1. Yes        2.No                          39. 

42.  If no QN37 what is/are your reason? 1. Fear of side effect 

2. Husband opposition  

3. Religious Prohibition  

4. Inconvenience of use 

5. Family opposition  

6. Contraceptive failure 

7. Others (specify it) 

43.  What is your husband opinion about 

utilization of LAPMs? 

1. Support    3.  I don’t know    

2. Oppose 

 

No   By the following questions I want to know 

the respondents Attitude towards LAPMs.  

Strongly 

disagree 

disagree  Not sure  agree  Strongly 

agree  

44.  The insertion  and removal   implant is 

highly pain full 

1 2 3 4 5 
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45.  Insertion of IUCD causes  to lose  privacy  1 2 3 4 5 

46.  Using IUCD  prevents  from doing  heavy 

work  

1 2 3 4 5 

47.  Operation for female sterilization is 

dangerous  

1 2 3 4 5 

48.  IUCD and implant cause infertility 1 2 3 4 5 

49.  The IUCD will get stuck in my uterus 1 2 3 4 5 

50.  Nulliparous woman should not have used an 

IUCD 

1 2 3 4 5 

51.  IUCDs will not fit in my uterus 1 2 3 4 5 

Part five: Practice of respondents on long acting and permanent contraceptive methods of Debre 

Birhan Town, 2013. 

No  Questions Response 

52.  Have you ever used LAPMs? 1. Yes           2.  No -----------54 

53.  If yes Q.N 52Which Method are you using? 1. Implant            

2. Intra utérine contraceptive devices               

3. Vasectomy  

4. Female sterilization 

54.  Are you Currently using LAPMs 1. Yes         2. No -------------57 

55.  If yes Q.N 54Which Method are you using? 1. Implant            

2. Intra uterine contraceptive devices              

3. Vasectomy  

4. Female sterilization 

56.  If yes to Q No. 54 when do You start? Enter the starting age………… 

57.  If Q. NO. No 54 what are the reason to 

stopping LAPMs. 

1. Fear of side effect  

2. Partner disapprove 

3. Medical problem 
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4. I shift to  other methods 

5. I want to have a child 

6. religious opposition   

7. Others (specify) …………………………. 

58.  If yes to Q No. 54 where did you get the 

service? 

1. Hospital           5. Health post  

2. Health center   6. Others, specify 

3.  NGO clinic 

4. Private clinic  

59.  If yes to Q No. 54 how do you get the 

service? 

1.free                 2.payment 

60.  If it is by payment  to Q No. 59  is the 

service affordable 

1. Yes               2. no 

61.  If yes to Q No. 54 what makes you to use? 1. Have enough child         

2. Pressure from my husband 

3. Want to space             

 4. Advice from health professional 

62.  If you don’t practice any of 

Long acting and permanent contraceptive 

methods what is / are the 

Reason? 

1. Fear of side effect  

2. Service unavailable  

3. Partner disapprove 

4. Medical problem 

5. I use other methods (mention it) 

6. others 

Part six: Questions on perceived service quality of respondents on long acting and permanent 

contraceptive methods of Debre Birhan Town, 2013 

63.  During your visit to the health facility how were you 

treated by the other staff? 

1. Very well  

2. Well  

3. Not very well/ poorly  

4. There was no other staff  

64.   How long did you wait to get service at the facility?  

 

1. <15 minutes   

2. 16-30 minutes   

3. 31-45 minutes  

4. 46-60 minutes   
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5. 61-90 minutes   

6. 91-120 minutes  

7. >120 minutes  

8. Don't know 

65.  Do you feel that your waiting time was reasonable or 

too long?  

 

1. No waiting time  

2. Reasonable/ short  

3. Too long  

4. Don’t know 

66.  Did the provider ask if you were having a problem 

with the method that you used? 

1. Yes                   2. No  

67.  Have you had a problem with your method?,  that 

you wanted to discuss  with your provider 

1. Yes  

2. No  

68.  Did the provider try to understand the nature of your 

problem? 

1. Yes  

2. No 

69.  Did the provider suggest what you should do (action 

you should take) to resolve the problem? 

1. Yes  

2. No  

70.  Were you satisfied with the advice or treatment that 

you received for your problem? 

1. Yes  

2. No  
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Annex-II In- depth interview guide for women 

I want to thank you for taking the time to meet with me today 

We are interested in what is the extent of utilization of long acting and permanent contraceptive use 

among women of reproductive age group attending health facilities and factors that drives you to use 

or not to use these contraceptive methods. I would like to ask you a few questions and would be very 

thankful if you would spend a little time talking with me. I will not write down your name, and 

everything you tell me will be kept strictly confidential. Your participation is voluntary, and you are 

not obliged to answer any questions you do not want to answer. 

Are there any questions about what I have just explained?  

Do I have your permission to continue?  Yes__________ No_______________ 

ID NO ______________ 

Date: …………………… 

Name of the Kebele: ……………………………………………………… 

Level of education key informant ……………………………………………. 

A. Myth and misconception  

1. Which family planning do you know?  

2. Which LAPMs do you know? 

3. Which side effect do you think happens by taking LAPMs?  

4. What opinions the communities have about LAPMs? (IUCD, implants, tubal ligation, and 

vasectomy?  

 

5. Why do you think most women not using LAMPs? 

 

B. Perceived service quality  

1. Is there an alternative option of family planning methods at the health facility that you and 

community visit? 

2. How do you look the counseling that the service provider given to clients? 

3. What is/are the perception of you and community about the ability and skills of service provider 

at the health facility you and community served? 

 

 



55 
 

4. Which facility do you think able to provide LAPMs? 

5. What do you think should be done at health facility to improve LAPMS utilization? 

Annex-I Client  Interview Amharic Translated  

አዲስ አበባ ዩኒቨርስቲ የጤና ሳይንስ ኮሌጂ የጤና አጠባበቅ ትምሀርት ቤትምህት ቤት 

የጥናት መረጃ መስጫ  

መግብያ 

ጤና ይስጥልኝ ስሜ                           ይባላል እኔ የምሰራበት ትናት የሚሰራው በአቶ ወንድወሰን አሰግደው ፣ ከአዲስ 

አበባ ዩኒቨርስቲ የህብረተሰብ ጤና ትምሀርት ቤት ነው፡፡ በአማራ ክልል ሰሜን ሸዋ ዞን ደብረ ብረሀን  ከተማ ለረጅም ጊዜና 

በቀሚነት ስለ ሚያገለግሉ የቤተሰብ መጣኔ    ዘዴዎች ለማጥናት በተዋቀረው ቡድን ውስጥ አባል ነኝ፡፡ በጥናታችን ውስጥ 

በጤና አገልግሎት መስጪያ ተቋማት ውስጥ ለአገልግሎት የሚመጡትን ተጠቃሚዎች በመጠየቅ የቤተሰብ ምጣኔ አገልግሎትን 

ጥራት ማጥናትን አካተናል፡፡ዕርሶ የሚሰጡን መረጃ ከሌሎች የመረጃ ምንጮች ጋር ተዳምሮ በሚሰጠን ውጤት መሠረት 

ከሚመለከቱት የጤና ባለስልጣናት፣ ከጤና ጥበቃ፣ ሰሜን ሸዋ ዞን የጤና መምሪያና ከአማራ የጤና ቢሮ ጋር በመወያየት 

በአካባቢው የቤተሰብ ምጣኔAገልግሎት የሚሻሻልበትን ሁኔታ ለማመቻቸት ታልሞ የተዘጋጀ ጥናት ነው፡፡ 

የስምምነት ቅጽ 

ተመራማሪው  የጥናቱን  ዓላማ  በሚገባ አስረድተውኛል፡፡  በተጨማሪም  በጥናቱ  ያለመሳተፍና በማንኛውም ጊዜ ለማቋረጥ ያለኝን መብት 

ገልጽውልኛል፡፡ በዚህም መሠረት በጥናቱ ለመሳተፍ ሙሉ ፈቃደኛ መሆኔን አረጋግጣለሁ፡፡ 

ተጠያቂው ተስማምቷል?                   አዎ                                           አልተስማማም   

የጠያቂው ፊርማ                                ቀን                                                                                                 

የተጠያቂው ፊርማ                                        ቀን                                           

የጠያቂው ስም/ቁጥር/                                                               -   

1.  የጤና ድርጅቱ ስም                                            

2.  ወረዳ                                            

3.  ክልል                                            

4. ቃለ መጠየቁ የተደረገበት ጊዜ                                            (ቀን/ወር/ዓ.ም)                                           

ከምርጫዎቹ ትክክለኛውን መልስ ያክብቡ ወይም ይፃፉ. 

ክፍል አንድ፡ የማህበራዊና ዲሞግራፊያዊ ሁኔታዎች  

ቁጥር ጥያቄ መልስ  

01.   ዕድሜዎ ስንት ነው? _________yrs 
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02.   የመላሹ የቤተሰብ ብዛት ____ 

03.  ሃይማኖትሽ ምንድ ነው? 1. ኦርቶዶክስ ክርስቲያን    2. ሙሲሊም 

3. ፕሮቴስታንስ             4. ካቶሊክ          

5.  ሌላ(ይገለፅ)                    

04.  ቤህረሰብሽ  ምንድ ነዉ? 1. አማራ                             3. ትግሬ 

2. ኦሮሞ                            4. ሌላ(ይገለፅ) 

05.  ማንበብ እና መጻፍ ትችያለሽ? 1. አዎ     2. አልችልም                     07. 

06.  መልሶ ለቁ.05ኛ አዎ ከሆን ከፍተና የተማርሽው 

የትምህርት ደረጃ ስንት ነው? 

1. መደበኛ ያልሆነ    2. መደበኛ ከሆን ክፍሉን ይጻፉት              

. 

07.  ባለቤትሽ ማንበና መጻፍ ይችላል? 1. አዎ     2.  አልችልም                     09. 

08.  መልሶ ለቁ.07ኛ አዎ ከሆን ከፍተና የተማረው 

የትምህርት ደረጃ ስንት ነው? 

1. መደበኛ ያልሆነ    2. መደበኛ ከሆን ክፍሉን ይጻፉት             .              

09.  ዋና የመላሻ የስራ ሁኔታ? 1. የቤት እመቤት 

2. የመንግስት ሰራተኛ 

3. የቀን ሰራተኛ 

4. ነጋዴ 

5. ተማሪ 

6. ስራ የሌላት 

7. ሌላ ካለ(ይገለፅ)                             .  

10.  ዋና የባለቤቶ የስራ ሁኔታ? 1. የመንግስት ሰራተኛ 

2. የቀን ሰራተኛ 

3. ነጋዴ 

4. ተማሪ 

5. ስራ የሌለው 

6. ሌላ ካለ(ይገለፅ)                                        . 

11.  የጋቢቻ ሁኔታ 1.ያገባች       4.የሞተባት 

2. ያላገች        

3.የፈታቸ  

12.  የወር ገቢሽ ስንት ነው በብር ይጻፉ……………….. 

 ክፍል ሁለት፡  የስነ- ተዋልዶ ታርክ  

ቁጥር   ጥያቄ ምልስ  

13.    ስታገቢ እድሜሽ ስንት ነበር? --------አመት 

14.  የመጀመሪያ ልጂሽን ስትወልጂ እድሜሽ ስንት ነበር? --------አመት 

15.  ስንት ጊዜ አርግዘሻል? 1. አንድ                       3.ሶስት እና ከዛ በላይ 
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2. ሁለት                      4. አርግዤ አላውቅም  

16.  ውርጃ አጋጥሞሽ ያውቃል? 1. አዎ     2. አይደለም 

17.  ለ16ኛ ጥያቄ መልሶ አዎ ከሆን፤ ስንት ጊዜ? ________ 

18.  ለ16ኛ ጥያቄ መልሶ አዎ ከሆን፤ ውርጃው የተካሄደው 

የት ነው  

1. ቤት       2. ጤና ተቃም 

19.  ለ16ኛ ጥያቄ መልሶ አዎ ከሆን፤ ያጋጠመሰሽ ውርጃ 

ምን አይነት ነው 

1. የቀደ        2. በራሱ ጊዜ የተከሰተ 

20.  በህይወት ያሉ ስንት ልጆች አሎት? ጠቅላላ            ወንድ            ሴት           . 

21.  ለወደፊት ልጂ መውለድ ትፈልጊያለሽ? 1. አዎ     2. አይደለም 

22.  ለ 21ኛ ጥያቄ መልሶ አዎ ከሆነ፡ ስንት ልጅ? ቁጥሩን ይጻፉ         .       

 

23.  በሞት የተለየሽ ልጅ አለሽ? 1. አዎ               2.አደለም…………………….26  

24.  ለ23ኛ ጥያቄ መልሶ አዎ ከሆነ ስንት ልጆች ነበር 

የሞቱብሽ? 

____________ 

25.  ለ23 ጥያቄ መልሶ አዎ ከሆነልጂሽ በሞት ሲለይሽ 

እድሜው ስንት ነበር  

1. ወዲያውኑ እንደተወለድ 

2. ከአንድ አመት በትች 

3. ከአንድ አመት በላይ 

ክፍል ሶስት፡ የተጠቃሚዎች እውቀት ስለ ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ  ዘዴዎች፡፡  

ቁጥር     ጥያቄ  ምላሽ 
26. የምታውቂው ዘመናዊ የቤተሰብ ምጣኔ ዘዴ አለ?   1.አዎ              2.አላውቅም                         
27. መልስ ለጥ.ቁ. 26ኛ አዎ ከሆነ የትኛውን አይነት የቤተሰብ ዘዴ 

ታውቂለሽ?   
1. የሚዋጥ ፒል     
2. በማህፀን ውስጥ የሚቀመጥ   
3. በመርፌ የሚሰጥ  
4. በቀዶ ጥገና የሚሰራ ዘላቂ(የሴት). 
5. በቀዶ ጥገና የሚሰራ ዘላቂ(የወንድ)          

6. በክንድ ውስጥ የሚቀበር 
7. በማጥባት እርግዝናን መከላከል 
8. የወንድ ኮንደም  
9. ሌላ(ይጥቀሱ) .                                        

28.  ስለ ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ  
ዘዴዎች ያውቃሉ;  

1.አዎ 
2.አላውቅም 

29. ለ 28ኛ ጥያቄ መልሶ አዎ ከሆነ የትናዉን አይነት የረጅም ጊዜና 
በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ ዘዴዎች 
ያውቃሉ(የተጠቀሱትን ያክብቡ) 

1. በማህፀን ውስጥ የሚቀመጥ 
2. በክንድ ውስጥ የሚቀበር 
3. በቀዶ ጥገና የሚሰራ ዘላቂ(የሴት) 
4. በቀዶ ጥገና የሚሰራ ዘላቂ(የወንድ)         

30. ለ28ኛ ጥያቄ መልሶ አዎ ከሆነ ስለ ረጅም ጊዜና በቀሚነት 
የሚያገለግሉ የቤተሰብ መጣኔ  ዘዴዎች   ጥቀም ምን ያውቃሉ 

6. አላስፈላጊ እርግዝናን ለመከላከል  
7. የእናቶችንና የህፃናትን ሞትና ሕመምን ለመከላከል. 
8. የቤተሰብን ቁጥር ለመመጠን 
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(የተጠቀሱትን ያክብቡ) 
 
 

9. አራርቆ ለመውለድ  

10. ሌላ ካለ ይትቀሱ__________________  

በሚቀጥሉት ጥያቄዎች ስለረጅም ጊዜና በቀሚነት የሚያገለግሉ 
የቤተሰብ መጣኔ  ዘዴዎች የመላሾችን እውቀት ማወቅ 
እፈልጋለሁ:: 

 

31. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ    ዘዴ እርግዝናን 

ለአስር አመት በላይ  ይከላከላል?` 

1. አዎ           2. አደለም 

32. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ ዘዴ ለአባላዘር በሽታ 

ለተጋለጡ ሴቶች ትክክለኛ ምርጫ ነው ብለሽ ታሲቢያለሽ? 

1. አዎ 

2. አደለም 
33. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ ዘዴ በግብረ ሥጋ 

ግንኙት ወይም ፍላጎት ላይ ተጽኖ  የለሽ ብለሽ ታሲቢያለሽ? 

1. አዎ 

2. አደለም 
34. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ  ዘዴ ከወጣ 

ወዲያውኑ ማርገዝ ይቻላል ብለሽ ታሲቢያለሽ? 

1. አዎ 

2. አደለም 
35. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ ዘዴ ካንስር  

አያጣም? 

1. አዎ       2. አደለም 

36. በክንድ ውስጥ የሚቀበር የመከላከያ ዘዴ ከ3-5 አመት እርግዝናን 

ይከላከላል ብለሽ ታሲቢያለሽ? 

1. አዎ           2. አደለም 

37. በክንድ ውስጥ የሚቀበር የመከላከያ ዘዴ ለመጠቀም ሲገባና ሲወጣ 

ቀላል ቀዶ ጥገና ያስፈልገዋልን? 
1. አዎ 

2. አደለም 
38.  በክንድ ውስጥ የሚቀበር የመከላከያ ዘዴ ከወጣ ወዲያውኑ ማርገዝ 

ይቻላል ብለሽ ታሲቢያለሽ? 
1. አዎ           2. አደለም 

39.  ለሴቶች የሚሰራ የዘላቂ የወሊድ የመከላኬ ዘዴ ቀዶ ጥገና ይፈልጋለ 

ብለሽ ታሲቢያለሽ? 

1. አዎ       2. አደለም 

40. ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ ዘዴዎች 

ከማህጸን ውጭ የሆነ እርግዝና ያመጣሉ ብለሽ ታሲቢያለሽ? 

1. አዎ 

2. አደለም 

ክፍል አራት፡ የተጠቃሚዎች አመለካከት ስለ ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ    ዘዴዎች፡፡  

41. ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ  
ዘዴዎች መጠቀምን ትደግፊያለሽ? 

1. አዎ        2. አልደግፍም. 

42.  ለጥ.ቁ. 41ኛ መልስዎ አልደግፍም ከሆን 
ምክንያትሽ/ምክንያትሽ ምንድ ነው? 

1. የጎንዮሽ ጉዳቶችን በመፍራት 

2. ባለቤቴ ስለተቃወመ 

3. በሐያማኖት ስለተከለከለ 

4. ለአጠቃቀም ስለማያመች 

5. የቤተሰብ ተቃውሞ 

6. የመከላከያ ዘዴዎች ውጤታማ አለመሆን 

7. ሌላ ካለ (ይጥቀሱ)                                                 

43.  ስለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ  

ዘዴዎችን ለመጠቀም የባለቤትሽ አስተሰብ ምንድነው? 

1. ይደግፋል        2.  ይቃወማል        3.  አላውቅም 



59 
 

No  በሚቀጥሉት ጥያቄዎች ስለረጅም ጊዜና በቀሚነት 
የሚያገለግሉ የቤተሰብ ምጣኔ  ዘዴዎች የመላሾችን 
አመለካከት ማወቅ እፈልጋለሁ; 

በጣም 

አልስማም  

አልስማ

ም 

እርግተኛ 

ኤደለሁም  

እስማማ

ለሁ 

በጣም 

እስማማለሁ  

44. ክንድ ውስጥ መቅበር እና ማዉጣት በጣም ህመም አለው  1 2 3 4 5 

45. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ     ወደ ማህፀን 

ውስጥ ማስገባቱ ነጻነቴን እንዳጣ ያደርገኛል፡ ; 

1 2 3 4 5 

46. በማህፀን ውስጥ የሚቀመጥ የቤተሰብ መጣኔ    መጠቀም  ከባድ 

ስራዎችን ከመስራት ያግዳል፡ :  

1 2 3 4 5 

47. በቀዶ ጥገና የሚሰራ ዘላቂ የሴት የቤተሰብ መጣኔ    ቀዶ ጥገናው 

አደገኛ ነው፡ : 

1 2 3 4 5 

48. በማህፀን ውስጥ የሚቀመጠው አና በክንድ ውስጥ የሚቀበረው 
የቤተሰብ መጣኔ ዘዴዎች  መሐንነትን ያመጣሉ 

1 2 3 4 5 

49. በማህፀን ውስጥ የሚቀመጠው የመከላከያ ዘዴ ማህጸኔ 
ውስጥ ይጣበቃል፡፡ 

1 2 3 4 5 

50. ያልወለዱ ሴቶች በመሐጸን ውሥጥ የሚቀመጠውን 
የቤተሰብ መጣኔ   ዘዴ መጠቀም የለባቸውም፡: 

1 2 3 4 5 

51. በመሐጸን ውሥጥ የሚቀመጠውን የቤተሰብ መጣኔ   ዘዴ 
ከማህጸኔ ጋር አይመጣጠንም፡፡ 

1 2 3 4 5 

ክፍል አምስት፡ የአጠቃቀም ሁኔታ ስለረጅም ጊዜና በቀሚነት ስለ ሚያገለግሉ የቤተሰብ መጣኔ    ዘዴዎች፡፡ 

ቁትር  ጥያቄ ምላሽ 

52. ለረጅም ጊዜና በቀሚነት ስለ ሚያገለግሉ የቤተሰብ መጣኔ    
ዘዴ ተጠቅመሽ ታውቂ ነበር? 

1. አዎ     2. አይደለም                          54. 

53. መልሶዎ ለተ.ቁ. 52ኛ አዎ ከሆን የትኛውን ዘዴ ነው  
የተጠቀምሽው? 

1. በክንድ ውስጥ የሚቀበር 
2. በማህፀን ውስጥ የሚቀመጥ 
3. በቀዶ ጥገና የሚሰራ ዘላቂ(የወንድ) 
4. በቀዶ ጥገና የሚሰራ ዘላቂ(የሴት)         

54. በአሁኑ ጊዜ ለረጅም ጊዜ ወይም በቀሚነት የሚያገለግሉ 
የቤተሰብ መጣኔ ዘዴ እየተጠቀምሽነው?” 

1. አዎ      

2. አይደለም ………………………..57                   
55. መልሶ ለተ.ቁ. 54ኛ አዎ ከሆን የትኛውን  ዘዴ ነው  

የተጠቀምሽው? 

1. በክንድ ውስጥ የሚቀበር 
2. በማህፀን ውስጥ የሚቀመጥ 
3. በቀዶ ጥገና የሚሰራ ዘላቂ(የወንድ) 

4. በቀዶ ጥገና የሚሰራ ዘላቂ(የሴት)         
56. መልሶ ለተ.ቁ. 54ኛ አዎ ከሆን መቼ ነው የጀመርሽው? የጀመሩበትን ዕድሜ ይጻፉ                  . 

57. መልሶ ለተ.ቁ. 54ኛ አይደለም ከሆነ ያቆሙበት ምክንያት 
ምንድ ነው? 

1. የጎንዮሽ ጉዳት በመፍራት  
2. ባለቤቴ ውድቅ ስላረገብኝ 
3. የጤና ችግር 
4. ወደ ሌላ ዘዴ ቀየርኩ 
5. ልጂ እንዲኖረኝ ስለረለኩ 
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6. ሀይማኖቴ ስለሚቃወመው 
7. ልላ ካለ (ይጻፉ)                                   .  

58. ለ 54ኛ ጥያቄ መልሶ አዎ ከሆነ አገልግሎቱን ከየት ነው 
ያገኘሽው? 

1. ሆሲፒታል 
2. ጤና ጣቢያ  
3. መንግስታዊ ካልሆኑ ድርጂት ክሊኒክ 
4.  ከግል ክሊኒክ  
5. ከጤና ኬላ ሌላ  
6. ካለ ይግለጹ                                     . 

59. ለ 54ኛ ጥያቄ መልሶ አዎ ከሆነ አገልግሎቱን እንዴት ነው 
ያገኘሽው 

1. ነፃ     
2. በክፍያ 

60. ለ 59ኛ ጥያቄ በክፍያ ከሆን ክፍያው የተመጣጣነ ነው 1. አዎ          2. አይደለም 

61. ለ 54ኛ ጥያቄ መልሶ አዎ ከሆነ እንዲጠቀሙ ያደጎት 
ምንድነው? 

1. በቂ ልጆች ስላለኝ         
2. በላለቤቴ ጊፊት 
3. አራርቆ ለመዉለድ             
 4. የጤና ባለሙያዎች ምክር  

62. ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ    
ዘዴዎች ካተጠቀምሽ ምክኒያትዎ ምንድ ነው? 

1. የጎንዮሽ ጉዳትን በመፍራት  
2. አገልሎትን ስላላገኘሁ  
3. ባለቤቴ ስላልተቀበለው 
4. የጤና ችግር 
5. ልላ የመከላኬ ዘዴ ስለምጠቀም 
(ይጥቀሱ)……………………………………………………………...  
6. ልላ ካለ (ይጥቀሱ)                                         . 

 

ክፍል ሥድት፡ ስለ ለረጅም ጊዜና በቀሚነት የሚያገለግሉ የቤተሰብ መጣኔ ዘዴዎች በተመለከተ የተገልጋዮች ግምታዊ አመለካከት  
በአገልግሎት ጥራት ላይ፡፡ 

63. ሐኪም ቤት በሄድሽበት ጊዜ ሌሎች የሐኪም ቤት ሰራተኞች እዴት 

ነበር ያስተናገዱሽ? 
5. በጣም ጥረሩ 
6. ጥረሩ  
7. ጥረሩ ያልሆነ/ደካማ  
8. ልሎች ሰራተኞች የሉም  

64. በጤና ድርጀት ውስጥ አልግሎቱን ለማግኘት ምን ያህል ጊዜ ነበር 

የጠበቁት?  
 

9. <15 ደቂቃ 
10. 16-30 ደቂቃ  
11. 31-45ደቂቃ 
12. 46-60 ደቂቃ 
13. 61-90 ደቂቃ 
14. 91-120 ደቂቃ 
15. >120 ደቂቃ 

16. አላውቀውም  
65. የጠበቅሽው ሰዓት ምክኒያታዊ ነዉ ብለሽ ታሲቢያለሽ ወይስ በጣም 

ረዢም?  
 

5. ምንም ሰዓት አልጠበኩም  
6. ምከወኒያታዊ ነዉ/አጭር  
7. በጣም ረጂም  
8. አላውቀውም 

66. የምትጠቀሚዉ የመከላከያ ዘዴ ችግር አስከትሎብሽ እንደሆን 
አገልግሎትን የሰጠሽ ሰዉ ጠይቀዉሻል? 

1. አዎ                  2. አልጠየቁኝም/አይ  



61 
 

67. ከምትጠቀሚዉ ዘዴ ጋር ችግር አለብሽ?, ከአገልግሎት ሰጪዎች ጋር 
መነጋገር የምትረልጊበት 

1. አዎ           2. የለም  

68. አገልግሎት የሚሰጡሽ የችግርሽን ሁኔታ ለመረዳት ሞክረዋል? 1. አዎ           2. የለም 

69. አገልግሎት ሰጭዎቹ ምን ማድረግ እንዳለብሽ ጠቁመውሻል? 1. አዎ           2. የለም 

70. ለችግርሽ ያገኘሽው ምክር ወይም ህክምና አርክቶሻል? 1. አዎ           2. የለም 

 

Annex-II Key informant interview guide for service providers from health facilities 

ጤና ይስጥልኝ, ሥሜ��__________________.ይባላል እኔ የመጣሁት ከአዲስ አበባ ዩኒቨር የጤና ሳይንስ ኮሌጅ ከሕብረተሰብ ጤና 

ትምህት ቤት ነው፡፡ 

እድሜያቸዉ በመዉለድ ክልል ውስጥ ያሉ ሴቶች ምን ያሁሉ ወደ ጤና አገልግሎት ሰጪ ድርጅቶች ቀርበዉ ለረጅም ጊዜ እና 

በቋሚነት የእርግዝና መከላከያ ምን ያህል እንደሚጠቀሙ ለመጠቀም ያነሳሳቸው ወይም እነዚሁን የእርግዝና መከላከያ መንገድ 

እንዳይጠቀሙ የሚያደርጋቸው ምክኒያት ለማወቅ ፍልገናል፡፡ ይሄንን በተመለከተ ጢቂት ጥያቄዎችን ልጤቃችሁ ሥለፈለኩ ከእኔ 

ጋር በመረጋገር ጥቂት ጊዜ ቢያሳልፉ በቅዲሚያ በጣም አመሰግናለሁ፡፡ ስሞዎንም ሆነ ማንኛውንም የሚነግሩኝን ነገር 

አልፅፈውም፡፡እንዲሁም ነሚስጥር ይዘዋለሁ፡፡ተሳትፎው በፍቃደኝነት ላይ የተመሰረተ ነው፡፡ እንዲሁም ለተተየቁት ጥያቄ መልስ 

መስጥት በማፈልጉት ላይ እንዲመልሱ አይገደዱም፡፡  

መቀመል እችላለሁ? 

መለያ ቁጥር ______________ 

ቀን: …………………… 

የጤና አገልግሎት ሰጪ ድርጅት ስም: ……………………………………………………… 

የጤና አገልግሎት ሰጪ ድርጅት ደረጃ፡……………………………………………. 

የጤና አገልግሎት ሰጪው የአገልግሎት ሰጪው ባለሙ፡………………………………………………… 

ፆታ፡…………………………… 

ዕድሜ፡…………………………………. 

ዋነና ጥያቄዎች  

ሀ/ አሉባልታ ና የተሳሳተ አስተሳሰብ 

 1 የትኛዉን የቤተሰብ ምጣኔ ዘዴ አይነት ታዉቂያለሽ? 
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2 ለረጂም ጊዜ ና ለቀቋሚነት ከሚያገለግሉ የቤተሰብ ምጣኔ ዘዴ የትኛዉን ታዉቂያለሽ? 

3 ለረጂም ጊዜ ና ለቀቋሚነት ከሚያገለግሉ የቤተሰብ ምጣኔ ዘዴቺ የጎኒዎሽ ጉዳት አላቸዉ? 

4 ህብረተሰቡ ለረጂም ጊዜ ና ለቀቋሚነት ከሚያገለግሉ የቤተሰብ ምጣኔ ዘዴቺ ምን አስተሳብ አለዉ? 

5 ለምንድ ነዉ ብዙ ሴቶች ለረጂም ጊዜ ና ለቀቋሚነት ከሚያገለግሉ የቤተሰብ ምጣኔ ዘዴቺ የማይጠቀሙት? 

ለ? ሴቶቹ በስራ ጥራት ላይ ያላቸዉ አመለካከት 

1 የተለያዩ የቤተሰብ ምጣኔ ዘዴዎችን በጤና ተቋማት አንቺም ሆንሽ ሕብረተሰቡ የማግኘት ዕድሉ የላችሁ? 

2 የጤና ባለሙያዎችን የምክርአገልግሌት እንዴት ትመለከችዋለሽ? 

3 አንቺም ሆንሽ ሕብረተሰቡ በምትጠቀሙበት የጤና ድርት  የባለሞያዎቺን ብቃት እንዴት ትመለከቺዋለሽ? 

4 የትኛዉ  የጤና ድርጂት ነዉ ለረጂም ጊዜ ና ለቀቋሚነት ከሚያገለግሉ የቤተሰብ ምጣኔ ዘዴቺን ሊሰጥ የሚቺለዉ? 

5 ለረጂም ጊዜ ና ለቀቋሚነት ከሚያገለግሉ የቤተሰብ ምጣኔ ዘዴቺን አጠቀቃቀም ለማሻሻል ምን ቢደረግ ይሻላል ትያለሽ? 
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