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ABSTRACT

Background: Mentally ill patients may have problem in accessing information and methods
of contraception due to different factors at individual, social and service delivery levels.
Therefore reproductive health needs of women with mental health problems with respect to
family planning and motherhood are one way of supporting family system and providing this
support is likely to help prevent adverse effects of mental iliness on women and their child.
Objective: To assess knowledge, utilization and associated factors of modern family planning
method among women with psychiatric diagnosis attending psychiatric outpatient services at
Amanuel mental specialized hospital Addis Ababa, Ethiopia 2018.

Method: Institution based cross-sectional study design was conducted to assess knowledge,
utilization and associated factors of modern family planning method among women with
psychiatric diagnosis attending psychiatric outpatient services and 413 study subjects were
selected using systematic random sampling technique. Bivariate and multivariate analysis was
carried out to determine the association between an independent variable with the outcome
variable among study participants during the period of the study at Amanuel mental
specialized hospital in Addis Ababa, Ethiopia.

Result: All over about 63.9% of respondents scored above the mean value are
knowledgeable. The major determinant Factors identified to modern family planning knowledge
were higher educational level (>12 grade) [AOR (3.96(1.73-8.9)], salary employed [AOR (95%
Cl =3.97(1.9-8.2)], urban resident [AOR (95% CI) = 4.3 (2.4-7.66)]. About 19.4.% of the
participants were used injectable, 1.5% pill, 1.7% of respondents used emergency pill as
contraceptive to prevent unintended.

Conclusion: In this study, 63.9 % of women with psychiatric illness are knowledgeable and
40.3% of them currently use a modern family planning method. Male condoms and injectable
were the most known type of method. Moreover, injectable was the most common currently
used method. Healthcare provider should be strengthening family planning counseling to
enhance knowledge and utilization of modern family planning at mental health clinic and
community level.

Key words: knowledge, utilization, modern family planning, associated factors, mental
illness, Addis Ababa
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1. INTRODUCTION
1.1 Background
Family planning is hailed as one of the great public health achievements of the last century,
and worldwide acceptance has risen to three-fifths of exposed couples. Appropriate utilization
of family planning method significantly decrease maternal mortality and morbidity associated
with unintended pregnancy. But, utilization of modern contraception is constrained by limited
access and weak service delivery, and the burden of unintended pregnancy is still large in
many countries(1). Therefore, Contraceptive knowledge is one of the crucial factors that
influence the use of contraceptives. So women who are knowledgeable about contraceptive

use are more likely to use it(2).

Ethiopia’s population policy specifically aims to reduce TFR from 7.7 to 4.0 and to increase
contraceptive use from 4.0% to 44.0% between 1990 and 2015(3).Integrating family planning

services with other health services may be an effective way to reduce unmet need(4).

Family planning (FP) service should be addressed for those all women, men and/or couples
with the necessary information for the free choice and effective use of contraceptive methods
that better adapt to their individual conditions(5). But,psychiatric patients may have difficulty
in accessing information and family planning methods so patients with mental disorder family

need an information and service for counseling and contraception utilization(6).

Ethiopia’s national mental health strategy mandates the integration of mental health services
into the primary health care system, like MCH services and it emphasizes self-care and use of
HEWSs for promotion and prevention activities to increase awareness, reduce stigma, and
increase use of mental health services(7). Hence Psychiatric disorders are an important
factors which affect the quality of life such as employment rates, interpersonal and intra
familial communications, marriage, child-bearing, parental skills, reproductive behavior and

many other social cognitive areas in different ways(8).

Depression and anxiety can have adverse reproductive health outcomes, including an
increased risk of unwanted pregnancy and it will have negative impact on individual and
community, so effective contraception can be an important strategy to maintain and improve

health and wellbeing(9). Women with unintended pregnancy will have low physical and
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mental health, low self-care, poor health, high level of substance addiction, and depression
during pregnancy. Additionally, fetus will be delivered by unskilled attendant, delivered as
low birth weight, increased rate of hospitalization, and poor growth and inadequate
immunization adversely leads to maternal and child death(10).

Mentally ill women who are taking antipsychotic medication become pregnant and
pregnancies outcome involves many complications such as placental abnormalities and
abruption, fetal or neonatal death, stillbirth, ante partum hemorrhage, preterm labor and fetal
distress, and their infants are more likely to be small for gestational age, low birth weight and
at higher risk of sudden infant death syndrome(11). Therefore, reproductive health service for
mentally ill women like sex education, provision of family planning, and prevention of
sexually transmitted infections are very important to prevent several complications(12).
Additionally, improving reproductive health needs of women with mental health problems
with respect to family planning and motherhood is one way of supporting the whole family
system and providing this support is likely also to help prevent adverse effects of mental ill
health in the mother on her child(13).
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1.2 Statement of Problem

According to global statistics around 19 million women in developing countries and more
than 15 million in Asia will have unsafe abortion in every year, it is estimated that each year
about 500,000 women in developing countries die due to pregnancy complications(14). socio
economic factors, behavioral change and lack of reproductive health services are contributing
factors to the increase unintended pregnancy and leads to several maternal complications
specially lack of knowledge and access to contraceptive methods and reproductive health
service will have profound impact on every mother who do not want to have children(15).

Women with severe mental illness are having babies at an increasing rate, but continue to face
a number of challenges across the prenatal period (12). The prevalence of unplanned
pregnancies are high among psychiatric patients, due to the frequent lack of insight, lack of
planning and behavioral control and potential medication interaction between hormonal
contraceptives and some psychotropic drugs reducing contraceptive effectiveness(5). Women
with psychiatric illness more likely have unwanted pregnancies, less likely to follow
antenatal care while pregnant and more likely to smoke during pregnancy and face many

complication(16).

Research shows that at least one quarter of adults admitted to UK adult acute inpatient
settings are likely to have dependent children and that between 50-66% of people with severe
mental illness may be living with children under the age of 18(17). Dispersion of parent-child
attachment is strongly associated with parental substance abuse, poverty, and homelessness all
of which often accompany severe mental illness and further complicate the difficult lives of
parents caring for minor children(18). poor parenting outcomes in maternal psychiatric illness
are strongly associated with socio-economic inequalities(19).

Women diagnosed with illnesses including schizophrenia, schizoaffective disorder, bipolar
disorder, and major affective disorders sometimes become parent without adequate support
from psychiatric and behavioral health providers which leads to child dependency(20). Babies
born to women with untreated depression are at risk of prematurity, low birth weight, and
intrauterine growth restriction. The negative consequences of untreated maternal depression

might also affect childhood development(21).
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Family planning in women with schizophrenic spectrum disorders, as compared to non-
mentally ill women they report at least unprotected intercourse while not desiring pregnancy;
have less knowledge about contraception and perceive deferent obstacles to obtain or using
birth control(22).

Most women with mental illness have low social economic means which can affect
negatively on utilization of contraception and service related factors, individual factors,
religious and cultural based organizations may also discourage family planning knowledge
and utilization(23). Additionally, advocating contraceptive consultation as a part of treatment
program is only a common sense but the fact that there is still a need to evaluate and should

be recognized a huge gap particularly in psychiatric practice settings(24).

Generally, the reproductive behaviors of women with psychiatric illness regarding family
planning service have not been systematically investigated in Ethiopia even if it has a great
impact in determining physiological, psychosocial and emotional wellbeing. Therefore,
family planning knowledge and utilization are one aspects of physical and psychological
health that should be addressed in women seeking mental health services.
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1.3 Significance of Study
There is higher number of mentally ill women who have unintended pregnancy and suffering
many complication due to different factors. Limited scientific report in Ethiopia concerning
Knowledge, utilization and associated factors of modern family planning method among
women with psychiatric diagnosis could be found in the literature. Hence it was deemed
prudent to investigate a little attention is given to the prevention of unintended pregnancy as a
strategy to prevent obstetrical complication regarding an unwanted pregnancy among
mentally ill women. Therefore, the present study is aimed to fill such gaps. The result of this
research will also be used to help the care and support given to mentally ill women by
considering their desire for bearing children. The result of this research will be used as an
input for the programmers and policy makers to Strengthen and improvement of family
planning services. Moreover, the finding of this research will be used as a supplementary data
in midwifery and other health professional as a baseline data for their clinical practice and

further similar studies.
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2. LITERATURE REVIEW

2.1 knowledge of family planning among psychiatric patients

According to research done in the university of Texas Sterilization (48.4%) was the most
common method of long acting birth control known by women diagnosed with bipolar
disorder, followed by DMPA (21.6%), levengestrol intrauterine system (16.5%) and
CuT380A (13.4%)(25).

A research conducted on Sexual Knowledge, Attitudes, and Practices of Young Female
Psychiatric Patients in Virginia shown that, average number of respondents claimed to have
heard of more than seven of 14 methods (rhythm, condom, withdrawal, diaphragm, pill, jelly,
suppository, foam, sponge, IUD or coil, douche, vasectomy, tubal ligation, promensual pills,
celibacy or abstention(26).

A study done in turkey patients with schizophrenia group had less information on all
contraceptive methods but depressive and bipolar disorder patients' level of knowledge was
similar to normal population. The best-known methods were oral contraceptives, intrauterine
devices (IUD), and condom and tube ligation. Patients had little information onparenteral

contraceptives(6).

In Nigerian study found that contraceptive knowledge in women, attending psychiatric
outpatient was 88%. The most known method were condom (68%),injectables (64%), pills
(56%),1UD (37%),safe periods (23%),abstinence (19%),sterilization (16%) and traditional
4%(27).

In Kenya Nairobi Ninety nine (99%) of the women knew at least one method and most known
contraceptives were pills (97.4%), injectables (96.4%), male condoms (94.1%), IUD (93.5%),
implants (92.5%), female condoms (86.6%), female sterilization (85.6%), rhythm method
(77.5%), male sterilization (74.8%) and emergency Contraceptive pills (72.5%)(28).

2.2 utilization of family planning among psychiatric patients

A study in US of Women with frequent mental distress reported 86% of them using
contraception, but contraceptive type varied by mental distress and income(25). Other
research done in US university of Washington around 19.3% of the study sample had

documentation of having a contraceptive method from this 22.1% of women with mental
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illness only, 14.6% of women with substance use disorder only, 18.2% of women with both

diagnoses and 17.7% of women with neither diagnosis(29).

Recent studies on mentally ill women have documented that higher rates of contraceptive
nonuse, misuse, and discontinuation was noted for COCs and condoms but also demonstrated
for DMPA, 1UDs, and implants among women with depressive, anxiety, and related stress and
distress symptoms(9).

Similar studies in Psychosocial Care Service in Fortaleza, state of Cearashowed only (13.7%)
of the women were used family planning method, while the others were at the risk of
unplanned pregnancy. Around (91.4%) of the women were married and used contraceptive
methods and those who received family planning care was significantly low, corresponding to
(5.9%) and (13.7%), respectively. Among those using methods, (62.9%) used oral hormonal
contraceptives (31.4%) used condom and (5.7%)used injectable contraceptives(5).

A study in England 1% of the women aged 16-49 reported using injectable contraceptives
with higher (2%) levels of use among 18-34-year-olds; 28.8% of the subjects with psychosis
recorded as using(30).

A research conducted in Chicago among women with schizophrenic spectrum disorders and
non-mentally ill control subjects the most commonly used birth control method for both
groups was tubal ligation, followed by condoms. And no women in the study were using

levonorgestrel implants(22).

Similar research conducted in turkey showed that of bipolar disorder patients 60.5%, of
depressives 75.5%, of schizophrenics 68.6% reported use of contraception during the last

intercourse(6).

According to research done in Nigeria 27% were currently using a method and 51% had never
used at all. The gap in family planning need was 61%. The most ever used method was male
condom (37%), injectable (22%), pills (22%), IUD (7%) and safe period (7%) and abstenance
(5%). The methods that were currently being used in were condom (10%), injectable (6%),
and pills (2%)(27).

Based on a research which was conducted in Kenya, the contraceptive utilization for the
sampled women was 42.2% (n=129). Modern methods were used by 41.2% while 1% of the
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women used traditional methods. The most popular methods by descending order were
injectables 9.2%, implants 8.5%, pills 7.8%, 1UD 6.5%, female sterilization 4.6% and male
condoms 2.6%. Among the respondents 53.6% (n=164) have ever used contraception. The
methods that were previously used in order of prevalence were injectables 19.3%, pills 16%,
IUD 5.2%, implants 5.2%, male condoms 4.2% and rhythm 1.6%. Lactational Aminoria
method (LAM) and male sterilization were ever used by only 0.3% of the women for each
method. One percent of the women had ever used methods classified as others(28).

2.3 factors associated with knowledge and utilization of family planning among

psychiatric patients

2.3.1 Socio demographic factors
A research done in US showed among lower income women who use reversible
contraception, those with frequent mental distress had lower odds of using highly [adjusted
odds ratio (aOR)=0.5, 95% CI:. 0.4-0.8] and moderately (aOR=0.6, 95% CI: 0.4-0.9)

effective methods than less effective methods(25).

According to the study done on knowledge and contraceptive utilization in Kenya among
psychiatric patients showed that, utilization of contraceptive was in decreasing order most
among married (57.5%), widowed (45.5%), divorced (43.5), single (30.9%) and lastly
separated (28.6% women). More of the employed (self employed 49.5%, salaried 48.7%)
used contraception than the non employed (35.3%)(28).

Women who are living in urban area (52%) are much more likely utilizing modern family
planning method than their rural (33%) to use any method of contraception. contraceptive
prevalence rate were 56 percent in Addis Ababa. However, over all contraceptive prevalence
were 36% in Ethiopia. Similarly women with more than a secondary education (55 %) were
more likely utilize family planning method than women with no education (31%) (31).
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2.3.2 Service related factors

A study done in Chicago sources of birth control and knowledge, only (34.1%) of the
women with schizophrenic spectrum disorders reported that discussing family planning
issues with a mental health professional and have gotten family planning service from nearby
health facility but the rest were not discussed due to inaccessibility of family planning
method and lack of integration with other health services(22).

A Study done in turkey showed that counseling about family planning from health
professionals was significantly less in BPD and schizophrenic patients compared to normal
populations and depressive patients due to disease factor and negligence of mental health
profession so their first source of information was friends and neighbors in all groups but
information from media was the most frequent used source in the BPD group. Information
from health professionals was significantly less in BPD and schizophrenic patients compared

to controls and depressive patients(6).

According to research conducted in Kenya among psychiatric patient around 68.1% of
respondents have been counseled for FP utilization by clinician and 10.8% (n=33) of the
sampled women had been visited by a field worker and discussed about contraception and a
further 23.5% (n=72) were told about contraceptives when they attended clinics in the same
period. Additionally majority of women (89.1%) knew that they could obtain contraception
from government hospital and (5.3%) from health centre. Only (3.5%) knew they could get
contraceptives from pharmacies/ chemists and (2.1%) of women knew private
hospital/clinics as sources of contraception. Sixty seven point two percent (67.2%) of the
women obtained the method from government hospital, 20.3% from private hospitals or

clinics, 8.5% from pharmacy or chemist and 2.3% from government health centre(28).

2.3.3 Community factors

A study done in Nigeria among contraceptive users, 48% discussed family planning issues
with spouses and the most common reasons for nonuse were fear of side effects perceived by
the community (39.7%), indecision to use (3%) and spousal opposition (1.6%), religious and
cultural inhibitions (15.4%), and other unlisted factorsalso were mentioned not to utilized
family planning method (30.8%)(27).
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2.3.4. Reproductive history

A study on utilization of family planning among psychiatric patients in US small proportion
of women (2.1%) with frequent mental distress reported not using contraception
because they were breastfeeding or postpartum and around 17% women with frequent
mental distress were that the woman did not think she could get pregnant or thought she or
her partner was too old for her to get pregnant and some mentally ill women ambivalent
about pregnancy was also mentioned as a reason for not using contraception by 13%of
women with frequent mental distress (25).

A study on family planning utilization among psychiatric patient in Nigeria showed the most
common reasons for nonuse were desire for more children (33.3%) and similarly the most
common reasons for use were termination of child bearing (18.5%), spacing (29.6%) and
limiting the number of children (14.8%). The reasons for discontinuation following previous
use were pregnancy (9.1%) and termination of sexual activity (9.1%)(27). Women with no
living children (30 percent) and those with five or more children (28 percent) are the least

likely to use any method of contraception(31).
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3. OBJECTIVES

3.1 General Objective

» To assess knowledge, utilization and associated factors of modern family planning
method among women with psychiatric diagnosis attending psychiatric outpatient
services at Amanuel mental specialized hospital Addis Ababa, Ethiopia 2018

3.2 Specific Objectives

» To determine knowledge of modern family planning method among women with
psychiatric diagnosis attending psychiatric outpatient services

» To determine utilization of modern family planning method among women with
psychiatric diagnosis attending psychiatric outpatient services

» To identify factors associated with knowledge of modern family planning method
among women with psychiatric diagnosis attending psychiatric outpatient services

» To identify factors associated with utilization of modern family planning method

among women with psychiatric diagnosis attending psychiatric outpatient services
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4, METHODS
4.1 Study Area

The study was conducted at Amanuel mental specialized hospital, which is found in Addis
Ababa. It is the major referral hospital for psychiatric patients in Ethiopia who come from all
over the country. Amanuel mental specialized hospital offers behavioral change
communication, STD prevention, laboratory service comprehensive care, family planning,
dental services, diagnostic investigations, and inpatient and outpatient psychiatric services.
Patient management is multidisciplinary. There are ten departments have been provided the
outpatient psychiatric service specifically eight adult psychiatric outpatient departments
(OPD), non-psychotic case team and addiction case team.
There are around 1165 professionals and administrative workers were found in Amanuel
hospital. According to reports on HMIS, total number of women in reproductive age group
(18-49) who were mentally ill and visited Amanuel hospital from September to June 2009 E.C
was 74168. But in 2010 E.C, the first quarter annual report of Amanuel hospital to Addis
Ababa health office reported that 32500 of mentally ill who are in reproductive age group
have gotten the service and almost half of them are to follow up. The average number of
female psychiatric patients who have gotten services and appointed in Amanuel hospital from
November 10 to December 10 /2017 was 4180.
4.2 Study Design and Period
Quantitative Institution based cross-sectional study design was conducted from February 30,
2018 to march 30, 2018.
4.3 Source of Population
All the reproductive age women, with psychiatric diagnosis attending in Amanuel mental
specialized hospital during study period.
4.4 Study Population
Randomly selected women with psychiatric diagnosis attending Amanuel mental specialized
hospital in the outpatient department during the study period.
4.5 Inclusion and Exclusion Criteria
45.1 Inclusion Criteria
» Women of reproductive age with a psychiatric illness
> Willingness to participate
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» Women who have full insight

4.5.2 Exclusion Criteria

» Presence of acute physical or psychiatric illness

4.6 Sample Size Determination
The sample size was determined by using single population proportion sample size
calculation formula and the proportion taken from study done in Kenya found modern family
planning prevalence rate among psychiatric patients attending outpatient clinic to be 57.5%.
(28)Hence the value of P above was taken as 0.57%.The calculation is shown below,

N= (ZA/2)*> X P X (1-P)
D2

Where;
n=required sample size
Z= the standard normal deviation at 95% confidence interval; =1.96
P= contraceptive prevalence rate for Psychiatric outpatients
d= margin of error that can be tolerated, 5% (0.05)
Therefore,
N= (1.96)* X0.57X (1-0.57)
(0.05)?
=375.5~376

By considering the non-repose rate adding 10% of the sample, which is, 37 and the final

sample size were413.

4.7 Sampling Technique
The systematic random sampling technique was applied for those who met the inclusion

criteria and give consent to participate during the period of the study.
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Figure 2 Schematic representation of sampling technique

4.8 Data Collection Procedures
Data collection mainly were taking place in ten psychiatric outpatient departments from
Monday to Friday on working time of the hospital during the study period while patients
attend their scheduled outpatient clinic. Then data collectors were introduced themselves,
explained the study and consent document. They were invited them for participation. Those

interested were screened for inclusion criteria. If they met the inclusion criteria, the study and
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consent procedure was explained to them in more detail. All the staff in the outpatient clinic
was sensitized about the study. The desired number of psychiatric clients from each case team
was determined based on proportional to population size for each case team.

Around 413 study units were taken by using a systematic random sampling method. The
interval between selected elements from the list was calculated by dividing the total number
of mentally ill women attendees to the total sample size which will be K=4180/413~10. The
starting point was selected randomly from 1-10. The data collectors/psychiatric professional
were collected the data in collaboration with the assigned psychiatric nurse every 10" woman

they attended for possible participation in the study.

4.9 Data Collection Instrument
Questionnaires were adopted from similar study done in Kenya with accepted reliability and
validity, which has four sections respectively on socio-demographic characteristics,
knowledge about modern family planning, reproduction and utilization of family planning and

associated factors.

4.10 Variables
4.10.1 Independent Variables
> Reproductive history of respondent(desire to have child, no of alive child)
» Psychiatric diagnosis
» Demographic characteristic of respondents (education, residential, employment,
Family planning counseling for by staff health personnel
Family planning counseling by field worker(health extension worker)

Knowledge of modern family planning

Y V V

Religious and cultural factors
» Sexual partner influence
4.10.2 Dependent Variables
» Knowledge of modern family planning
» Utilization of modern family planning method
4.11 Data Quality Assurance
One day training was given for five data collectors with an academic background of BSC

degree in psychiatry and two coordinators who were working inside the study hospitals as a
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supervisor. The insight assessment training part was provided by trained psychiatric
professionals who are working in Amanuel hospital and assigned as supervisor. The tool
training was focused on introducing the data collection tools, the initial and end of the data
collection period, how to access, insight and approach each item in the instrument, wisely
using of time, data handling, and timely collection and reorganization of the collected data
from respective data collectors and submission on due time. An English version of the
questionnaire translated to Amharic and retranslated to its original language by third persons
to cheek consistency. It conducted before the actual data collection period. The pre test was
done on about 5 % of the sample and a face-to-face interview was conducted in Black lion
psychiatric outpatient clinic, Addis Ababa. The purpose was to determine how long the
interview might be expected to last and how questions might be rephrased to make them more
user friendly. The researcher was identified areas of difficulties and discussed them with
expert supervisors for solutions. Data completeness was checked, cleaned and compiled by

the investigator on a daily basis.

4.12 Data Processing and Analysis
The data were cleaned for inconsistencies, missing values and amendment was considered as
needed, coded, and the data were entered into the Epi-data version 3.1 then were exported to
SPSS (Statistical Package for Social Science) version 22 for analysis. The analysis part
consists of descriptive statistics, percentage, mean, frequency, and bivariate and multivariate
logistic regression was carried out to determine the association between an independent
variable with the outcome variable among study participants. The adjusted odds ratios were
used to interpret the strength of the association at 95% confidence interval. Statistical test of
association was considered significance at P value of< 0.05. Results were presented in the
form of figures, tables, graphs and charts.

4.13 Operational Definitions
Modern Family planning utilization: Ever use of modern contraceptive when the study
subjects are exposed to sexual intercourse to prevent an intended pregnancy.
Modern contraceptives: -includes male and female condoms, injectables (DepoMedroxy
Progesterone Acetate (DMPA), oral contraceptive pills, diaphragm, implants, intrauterine

contraceptive devices (IUCD), female tubal ligation, and male partner sterilization.
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Knowledgeable about contraceptives: -response to knowledge questions were first scored
and a cumulative/total score weight mean was calculated. Then the respondents who score
above and below the mean value classified as knowledgeable and not knowledgeable
respectively.
4.14 Ethical Consideration

Ethical clearance was sought from Addis Ababa University, college of health science school
of allied health sciences, department of nursing and midwifery ethical review Committee.
After this, supporting letter was written by Amanuel mental specialized hospital to conduct
this research in the hospital. After explaining about the purpose and the possible benefit of the
study verbal consent was obtained from the study participants. Confidentiality of information
was maintained and no identifiers were on the study instruments except serial numbers.
Participation was voluntary, non discriminatory and no material benefit was given. Refusal to
participate was not lead to loss of any service. Patients requiring emergency treatment,

contraception or counseling were referred to relevant sections.
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4.15 Dissemination of the Result plan
Results of this study will be presented and communicated to the Addis Ababa university
College of health science school of allied health sciences department of nursing and
midwifery, Study settings, Regional health bureau, Federal Ministry of Health, local
institutions and other concerned bodies through presentation hard and soft copy. Efforts will
be made to present the results on international and national scientific conferences, and peer

reviewed journal publications will also have considered.
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5. RESULT
5.1 Socio-demographic characteristics of respondents

In this study, 413 women with different psychiatric diagnosis had interviewed. All questions
in the questionnaires responded with a 100 % response rate. As it is shown in table 1 the age
of study participants are ranging from 18-40 years. Respondents’ age mean, and standard
deviation was 28.99 +4.82, respectively. Regarding marital status of women with psychiatric
diagnosis 246(59.6%) married and the rest 167(40.4%) were unmarried. The distribution of
respondents based on their religion were 199 (48.2%) orthodox, 148 (35%) Muslim,
59(14.3%) Protestant and Catholics7 (1.7%).A respondents’ education levell81 (43.8%)
attended elementary school, attended secondary and above are 151(36.6%) and 81(19.6%)

respectively.
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Table 1 socio-demographic characteristic of respondents among women with psychiatric

diagnosis in Amanuel mental specialized hospital, Addis Ababa

Variable Frequency Percentage (%)
Age

18-24 75 18.2
25-30 202 48.9
31-36 94 22.8
>36 42 10.2
Religion

Orthodox 199 48.2
Muslim 148 35.8
Protestant 59 14.3
Catholic 7 1.7
Marital status

Married 246 59.6
Unmarried 167 40.4
Level of education

Primary(1-8) grade 181 43.8
Secondary(9-12 )grade 151 36.6
Higher (>12 grade 81 19.6
Resident

Urban 201 48.7
Rural 212 51.3
Income

<1200 46 11.1
>=1200 291 70.5
Employment

None 178 43.1
Self employed 132 32.0
Salary employed 103 24.9
Reason for non-employment

IlIness 173 41.9
Other 240 58.1
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5.2 Reproductive history of women with psychiatric illness in Amanuel mental
specialized hospital

Among the women sampled, 42.1% (n=174) had ever given birth, but parenting
responsibilities are present in 94.8% of those living with their children. Out of 174 mothers
who faced bad reproductive outcomes for the women included own child deaths 12.6 %
(n=22), miscarriages/abortion 3.1% (n=13). Among the respondents 4.1% (n=17) were
pregnant. Around 70.6% (n=12) of the pregnancies were not intentional. The rest included
11.8% women who would have preferred to get pregnant later and 88.2% who did not intend
to ever get pregnant in the future.
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Table 2 the reproductive history of women with different psychiatric illness inAmanuel
mental specialized hospital, Addis Ababa.

Variable Frequency (N)  Percentage (%)

Have you ever given birth? N=413

Yes 174 42.1
No 239 57.9
Do you have a child who is now living with you
N=174
Yes 165 94.8
No 9 5.2
Number of children live with you N=174
one 68 39.1
Two 34 19.5
Three and above 72 41.4

Do you have any child who are alive but not live
with you N=174

Yes 9 5.2
No 165 94.8
Do you have a child who was born alive, but later
died N=174
Yes 22 12.6
No 152 87.4
Are you pregnant? N=413
Yes 17 41
No 396 95.9
Gestational age N=17
1-3 month 12 70.6
4-6 month 5 29.4
Did you want when you get pregnant at that time?
Yes 5 29.4
No 12 70.6

Did you want to have babies later on or did not want
any child's future? N=17

Later 2 11.8

No more 15 88.2
Have you ever aborted or ended in still birth N=413

Yes 13 3.1

No 400 96.9
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5.3 Types of previous psychiatric diagnoses of women in Amanuel mental specialized
hospital
The previous psychiatric diagnosis of the women was taken from patient chart and the result
shows as 37% psychotic disorder, 17.9% mood disorder with psychosis feature, 16.2% major
depressive disorder,12.1% generalized anxiety disorder, 7.7% bipolar disorder, 4.4%
schizophrenia, 3.4% PTSD, 1% of women diagnosed with postpartum psychosis and 0.2%
substance induced psychosis.

Table 3the previous psychiatric diagnosis of respondents in Amanuel mental specialized
hospital, Addis Ababa

Psychiatric diagnosis Frequency (N=413) Percentage (%)
Psychotic disorder 153 37.0

Mood disorder with psychosis 74 17.9

Major depressive disorder 67 16.2
Generalized anxiety disorder 50 12.1

Bipolar disorder 32 7.7
Schizophrenia 18 4.4

PTSD 14 3.4
Postpartum psychosis 4 1.0

Substance induced psychosis 1 0.2
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5.4 Knowledge of modern family planning method among women with different
psychiatric diagnosis
5.4.1 Source of family planning information
Out of 413 sampled women nearly 99.8%, respondents heard information about the modern
family planning method. The main source of modern family planning information was friends
(51.6 %), book and magazine (13.3%), health professional (12.8%), schoolteacher (10.7%),
family (6.8%) and radio/TV (4.6 %) respectively. Only 0.2% of the participants had never
heard of a contraceptive method. These findings described by the figure as follows.

5.4.2 Place of known source of modern family planning method by those women
with different psychiatric diagnosis
Regarding the knowledge of having modern contraceptive resources among women with
psychiatric diagnosis, around 412(99.8%) of respondents were mentioned source of modern

family planning method as follows.

Table 4 known modern family planning method resource by women with different psychiatric
illness in Amanuel mental specialized hospital Addis Ababa

Known family planning method resource Frequency, N =412  Percentage (%)

Health center, clinic, pharmacy and hospital 161 391
Health center and hospital 69 16.7
Health center and pharmacy 59 14.3
Health center and clinic 47 11.4
Pharmacy 29 7.0
Health center 22 53
Clinic 15 3.6
Clinic and pharmacy 4 1.0
Hospital 3 0.7
Clinic and hospital 3 0.7

Regarding the level of knowledge a series of knowledge, questions on the modern family
planning method had interviewed to those women with different psychiatric diagnosis. To
generate the summarized level of knowledge, the response to each question first scored and a

cumulative or total score weighted mean was calculated. Then the respondents who scored
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mean and above the mean value classified as knowledgeable and those who scored below
mean not knowledgeable respectively. The respondent’s knowledge of different type of
modern contraceptive methods out of N=413 sampled women with psychiatric problem was
99.8% (412) male condom and injectable, 411(99.5%) pills, 410(99.3%) implant, 407(98.5%)
emergency pill, 339(82.1%) IUCD, 281(68%) female sterilization, 278(67.3% female
condom, and 272(65.9%) male sterilization. All over about 63.9% of respondents scored

above the mean value are knowledgeable.

knowledge of different type of modern family planning

Emergency pill | | | | | 98.50%

Female condom | | | | 67.30%
Male condom | | | | 99.80%
Pill | | | | | 99.50%
Implant | | | | | 99.30%
Injectables | | | | | 99.80%

IUCD | | | | | 82.10%
Male sterilization (vasectomy) | | | | 65.90%
Female sterilization (tubal ligation) | ! ! ! 68%
0% 20% 40% 60% 80% 100% 120%

Figure 3 knowledge of different type of modern family planning among women with

psychiatric diagnosis in Amanuel mental specialized hospital, Addis Ababa

5.5 Utilization of modern family planning method among women with different
psychiatric diagnosis

Of the total sampled women with psychiatric illness (40.2%) of the respondents were using

modern family planning methods at the time of the study. From this, only 17.7% of the

respondents were on a long acting family planning method, which is implanted. About 19.4.%

of the participants were used injectable, 1.5% pill, 1.7% of respondents used emergency pill

as contraceptive to prevent unintended pregnancy. The rest 247 (59.8%) of respondents were
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not used any type of family planning method due to different reason among those which was
mentioned as reason not to used family planning were 29.1% due to desire to have children,
30% fear of side effect, 23.1% do not have sexual exposure, 6.9% because of pregnancy,
5.7% spouse not willing and the rest 1.6% due to lack of family planning access when they

needed was responded.

Pill Emergency pill
1.50% 1.70%
Injectable
19.40%
Implant

17.70%

Figure 4 the utilization of modern family planning method among women with different

psychiatric diagnosis.

5.5.1 Source currently used modern family planning method
Regarding source of current family planning method out of 166 women 36.7% of respondents
obtained the method from health center, 31.9% from clinic, 21.7% from hospitals and the rest
9.6% of them from pharmacy.

5.5.2 Counselling about modern family planning method
Family planning counseling had given by different health care provider at the time of visiting
a health facility for the care of themselves by clinicians and field worker (health extension
worker) about family planning. From the sample, 90.6 % (374) of respondents ever visited a
health facility for the care of themselves. In the last one year, out of sampled women, 91.8%
(n=379) of sampled the women had been visited by a field worker and talked to them about
modern family planning methods. Similarly, 36.1% (n=149) of sampled were told about

family planning when they attended health care services as shown in the figure below.

27|Page



Additionally, out of user (N=166) who was currently using modern family planning method
116 (69.9%) of women had been told side effect or problem that could have with a current
method, 96(57.8%) of respondents told also what to do after experiencing side effects of
current method and finally 70.5%(117) of responders told other option of modern family

planning method which could access easily.

Table 5 Table counseling on modern family planning method about side effect, action and

option of methods in Amanuel mental specialized hospital, Addis Ababa.

Counseling about family planning (N=166) Frequency %

Told about side effects 116 69.9
Told what to do if side effects happened 96 57.8
Told about another option method 117 70.5

5.6 Factors associated with knowledge of family planning among women with
psychiatric illness

Binary logistic regression was done to identify significant factors with the knowledge of
modern family planning method, then those factors, which showed p-value of less than 0.25
during bivariate analysis, had taken to multivariate analysis.
Bivariate analysis shows the following findings with a 95% confidence interval (CI) were
employed. From the soci-demographic variables marital status, resident, educational status,
employment, reason for non-employment and psychiatric diagnosis had shown a significant
association with knowledge on modern family planning methods. The multiple logistic
regression analysis with 95% confidence interval showed the following outcome. Resident,
level of education and employment status of women with psychiatric problem independently
associated with knowledge about modern family planning. A women with a mental illness
who were salary employed 3.97 times more knowledgeable than women with mental illness
who did not have employment [AOR (95% CI =3.97(1.9-8.2)] and this association is found
to be statistically significant (p<0.001).
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Moreover, women with mental illness who are living in urban area were 4.3 times more
knowledgeable than women who are living in rural areas [AOR (95% CI) = 4.3 (2.4-7.66)]
and was significantly associated (p< 0.001). Finally, women with a mental illness, those
levels of education are higher (>12grade) were 3.96 times more knowledgeable than women
with mental illness whose level of education was primary (1-8 grade) [AOR (3.96(1.73-8.9)]

and an association was found to be statistically significant (P<0.001).
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Table 6 Factors associated with knowledge of family planning among women with psychiatric

illness at Amanuel mental specialized hospital, Addis Ababa

Knowledgeable

Not
knowledgeable

COR (95%CI )

(AOR 95%CI)

marital status
Married

Unmarried
Education level
Primary (1-8

Secondary(9-12)

Higher(>12)
Resident
Urban

Rural
Employment
None

Self employed
Salary employed
Reason for
unemployment
IlIness

Other
psychiatric
illness

MDD

Mood disorder
with psychosis
Psychotic
disorder
Generalized
anxiety disorder
PTSD
Schizophrenia
postpartum
psychosis
Bipolar disorder

Frequency (%)
180(43.6)

84(20.3)

100(24.2)
93(22.5%)
71(17.2)

169(40.9)
95(23)

91(22)
83(20.1)
90(21.8)

42(10.2)
124(30)

47(11.4)

52(12.6)
79(19.1)

34(8.2)

10(2.4)
11(2.7)

3(0.7)
28(6.8)

Frequency(%)
66(16)

83(20.1)

81(19.6)
58(14)
10(2.4)

32(7.7)
117(28.3)

87(21.1)

49(11.9)
13(3.1)

131(31.7)
116(28.1)

20(4.8)

22(5.3)
74(17.9)

16(3.9)

4(1)
7(1.7)

1(0.2)
4(1.0)

2.7(1.78-4.1)**
1.00

1.00

1.99(0.8-20)
5.7(2.8-11.8)**

6.5(4.1-10.3)**
1.00

1.00

1.6(1.02-2.5)**
6.6(3.4-12.7)**

1.00
2.6(1.7-4.00)**

1.00

1.0(0.48-2.10)
0.45(0.25-0.8)*

0.9(0.41.99)

1.10(0.29-3.79)
0.60(0.23-1.98)

1.30(0.12-13.0)
2.90(0.9-9.60)

1(0.36-2.88)
1.00

1.00

1.2(0.73-2.1)
3.96(1.73-8.9)**

4.3(2.4-7.66)**
1.00

1.00

0.79(0.4-1.40)
3.97(1.9-8.20)**

1.00
1.50(0.5-4.30)

1.00
1.0(0.44-2.30)
0.76(0.3-1.50)

0.89(0.36-2.10)

1.30(0.30-5.60)
0.84(0.25-2.80)

0.79(0.6-9.70)
1.39(0.35-5.40)

Note: 1.00=reference, *=significant at p-value <0.05, **= significant at p-value <0.001
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5.7 Factors associated with the utilization of modern family planning among women
with psychiatric illness

Binary logistic regression has done to identify significant factor with modern family planning,
utilization then those factors, which showed p-value of less than 0.25 during bivariate
analysis, taken to multivariate analysis. The bivariate analysis showed that social,
demographic variables like educational status, marital status, resident, employment, reason for
unemployed, psychiatric illness, and counseling about the modern family planning method by
staff and health extension were assumed statistically associated. As shown in the bivariate
analysis, some of the factors were associated with the utilization of modern family planning
method and those factors further statically treated to find the independently associated
variables using multiple logistic regression. The factors identified and used were marital
status, employment, level of education, resident, and counseling by staff about modern family
planning
According to the multiple logistic regressions at 95% C.I, educational level, resident,
employment and counseling about family planning by staff found to be independently
associated with utilization of modern family planning method. A woman with a mental illness
whose level of education, higher (>12 grade) were 6.6 times more likely to utilize modern FP
than a woman with a mental illness whose level of education is primary (1-8 grade) [AOR
(95% C. 16.6 (3.03—14.4)] and the association were significant (p<0.001). Regarding place of
resident women with a mental illness living in urban area, were 7.8 time more likely to utilize
modern FP method than those who were living in rural area [AOR 7.8(3.9-15.58)] with
statistically significance (p<001). Additionally, women with mental illness who were salary
employed is 7.4 times more likely to utilize modern family planning method than who did not
have employment [AOR 7.4(3.4-16.2)] with a significant association (p<0.001).Finally,
women with a mental illness told about modern family planning method by a clinician or staff
were 2.45 times more likely utilize modern FP method than women who did not tell about
modern family planning [AOR (2.45 (1.37-4.37)] with a significant association (p<0.001).
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Table 7 Factors associated with the utilization of modern family planning among women with
psychiatric illness at Amanuel mental specialized hospital, Addis Ababa

using modern FP COR AOR (95% CiI)
Frequency (%) (95%CI)
Yes No
Marital status
Married 133(32.2)  113(27.4)  4.80(3.5-7.80)** 3.18(1.10-9.56)*
Unmarried 33(8) 134(32.4) 1.00 1.00
Education level
Primary (1-8) 45(10.9) 136(32.9) 1.00 1.00
Secondary (9-12) 60(14.5)  91(22) 1.99(1.25-3.2)** 1.68(0.88-3.2)
Higher(>12 grade) 61(14.8) 20(4.8) 9.20(5.0-16.90)**  6.60(3.03-14.4)**
Resident
Urban 133(32.2)  68(16.5) 10.60(6.6-17.0)**  7.80(3.9-15.58)**
Rural 33(8) 179(43.3) 1.00 1.00
Employment
None 27(6.5) 151(36.6) 1.00 1.00
Self employed 70(16.9) 62(15) 6.30(3.7-10.67)**  4.40(2.2-8.5)**
Salary employed 69(16.7) 34(8.2) 11.30(6.3-20.3)**  7.40(3.4-16.2)**
Reason for unemployment
IlIness 42(10.2) 131(31.7) 1.00 1.00
Other 124(30) 116(28.1)  3.30(2.2-5.10)** 0.36(0.11-1.16)
Number of alive child
One 30(17.2) 38(21.8) 1.00 1.00
Two 6(3.4) 28(16.1) 0.27(0.10-0.70)**  0.3(0.1-1.2)
Three & more 54(31) 18(10.3) 3.80(1.85-7.80)**  1.2(0.4-3.3)
MDD 34(8.2) 33(8) 1.00
Mood disorder with psychosis  33(8) 41(9.9) 0.78(0.4-1.5)
Psychatic disorder 41(9.9) 112(27.1)  0.4(0.19-0.64)** 0.86(0.38-1.93)
Generalized anxiety disorder ~ 20(4.8) 30(7.3) 0.64(0.30-1.40)
PTSD 8(1.9) 6(1.5) 1.3(0.4-4)
Schizophorenia 4(1.0) 14(3.4) 0.28(0.08-0.9)* 0.31(0.06-1.54)
postpartum psychosis 2(0.5) 2(0.5) 0.98(0.1-0.73)
Bipolar disorder 24(5.8) 8(1.9) 2.9(1.15-7.4)* 1.52(0.42-5.4)
Knowledge modern FP
Knowledgeable 130(31.5)  134(32.4)  3.0(1.95-4.75)** 0.7(0.37-1.35)
Not knowledgeable 36(8.7) 113(27.4) 1.00 1.00
Counseled by HEW
Yes 162(39.2)  217(52.5 5.60(1.9-16)** 3.58(0.9-14.2)
No 4(1) 30(7.3) 1.00 1.00
Counseled by staff
Yes 77(18.6) 72(17.4) 2.10(1.4-3.20)** 2.45(1.37-4.37)**
No 89(21.5) 175(42.4) 1.00 1.00

Note: 1.00=reference, *=significant at p-value <0.05, **=significant at p-value <0.001
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6. DISCUSSION
6.1 Knowledge of modern family planning method among women with psychiatric

illness
This study assessed the knowledge and utilization of modern family planning method among
women with different psychiatric illness. According to this study around 63.9% of sampled
participants had knowledge about modern family planning method which is lower than the
findings from the study done in Nigeria (27) which was (88%), and this finding were also
lower with study findings from Kenya (28) where 99% was knowledgeable who were
mentioned at least one method. This variation could be due to the difference in the
operationalization of variable or methodological difference, hence in this study mean scored

was used to classify whether they were knowledgeable or not.

In this study, the commonest type of known modern family planning method were male
condom and injectable(99.8%), pills (99.5%), implant(99.3%), emergency pill(98.5%),
IUCD(82.1%), female sterilization(68%), female condom (67.3%), and male sterilization
(65.9%) which was comparable with a study done in Kenya which pills (97.4%), injectables
(96.4%), male condoms (94.1%), 1UD (93.5%), implants (92.5%), female condoms (86.6%),
female sterilization (85.6%), male sterilization (74.8%) and emergency Contraceptive pills
(72.5%) (28).But higher than the study done in Nigeria, which condom (68%), injectables
(64%), pills (56%),IUD (37%), (19%),sterilization (16%) and (27). This might be due to

study area difference and gap of study in between in which that was done in 2012.

Different factors identified to be associated with knowledge of modern family planning
method. Women with a mental illness those living in urban area had statistically significant
association with knowledge of modern family planning [AOR (4.3(2.48-7.66)], (P<0.001).
And this finding was consistent with a study done in Kenya where most knowledgeable lived
in town followed by city and then rural residents(28). This might be explained by urban
women are better than rural women in terms of educational, economic status and have more
access to family planning information than rural women. In the same way a women with
psychiatric illness with higher level of education (>12 grade) were [AOR (3.96(1.75-8.9)]
significantly associated with knowledge of modern family planning method than those who
were primarily educated. This finding is also consistent with the study done in Kenya, which
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was found that higher education level were among the factors associated with knowledge of
women with a mental illness than whose level of education is primary and secondary(28).
This might be because educated women with psychiatric illness have a better understanding of
family planning education than less educated women. Additionally, educated women might
obtain information from different sources like; books, leaflets and magazines, and might have
a better chance of exposure to family planning education through mass media than their

counter parts.

Lastly, a woman with psychiatric illness who was employed statistically associated with
knowledge of modern family planning method than who did not employ (P<0.001).This might
be due to acquiring information by health extension workers and through continuous

advertisement of modern family planning through media (TV and radio) in their workplace.

6.2 Utilization of modern family planning method among women with psychiatric
illness
Regarding utilization of modern family planning among women with psychiatric illness in
this study were 40.2%, which was comparable with studies done in Kenya, which was
41.2%(28)but this is higher as compared with a study done in Nigeria (27%) the difference
might be due to small sample size in Nigerian study.
Contraceptive prevalence (CPR) rate is the percentage of currently married women
using a modern family planning method(31). Those found to be 32.2% in the study. The
figure is slightly lower compared 36% of EDHS 2016. As well, it is lower than the
contraceptive prevalence in Addis Ababa, which was 56%. This difference might be due to
lack of integration with reproductive health care service in a psychiatric clinic and disease
condition(31).

In this study, the most utilized family planning methods were injectable (19.4%), implant
(17.7%) emergency pill (1.7%) and pill (1.5%) to prevent unintended pregnancy. But it
contradict with a study done in Chicago among women with schizophrenic spectrum disorders
and non-mentally ill control subjects the most commonly used birth control method for both
groups was tubal ligation (22).This is variation might be due to knowledge difference

towards permanent family planning method in the study subjects. Moreover, this figure
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slightly different from a study done in Kenyan women with psychiatric illness in which the
commonest utilized methods by descending order were injectables 9.2%, implants 8.5%, pills
7.8%, IUD 6.5%, female sterilization 4.6% and male condoms 2.6% (28).This is because
women with a psychiatric illness in this study have low knowledge towards permanent
methods of family planning specifically female sterilization and long term one which is IUCD

as compared with that of Kenyan women with psychiatric illness not to be utilized(28).

A factor, which affects utilization of modern family planning identified to be associated with
utilization of modern family planning method. Women with psychiatric illness with higher
level of education (>12 grade) had statistically significant association on utilization of modern
family planning [AOR 6.6(3.03—14.4)] than women whose level of education were primary
(grade 1-8). This finding is consistent with (EDHS 2016) which women with more than a
secondary education were more likely utilize family planning method than women with no
education(31).The possible reason might be that educated women with psychiatric illness
have better knowledge of family planning and translated their knowledge to utilization of
modern family planning. In the same way, women with psychiatric illness who salary
employed were statistically associated on utilization of modern family planning [AOR7.4
(3.4-16.2)] than who did not have employment. This figure supported with a study done in
Kenya which salaried used family planning than the non employed(28).This is might be
because of that salary employed women with psychiatric illness have more knowledge on
adverse effects of frequent birth out come. Additionally, women with psychiatric illness who
married was strongly associated with utilization of modern family planning method [AOR
(3.18(1.1-9.56)] than who did not married which is also supported with similar study done in
Kenya which married women were more likely used modern family planning method than
other marital category(28). This might be due to mothers who married highly engaged to
sexual practice than unmarried.

Women with a psychiatric illness those living in urban area were strongly associated with
utilization of modern family planning [AOR 7.8(3.9-15.58)], (P<0.001) than women with
psychiatric illness living in rural area this finding is consistence with EDHS 2016 in which
women who were live in urban area more likely used modern family planning(31).The

possible reason might be explained by urban women are better than rural women in terms of
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educational, economic status and have more access to family planning service than women

who resides in rural area.

Finally, in these study women with psychiatric illness who counseled by clinician (staff health
personnel) strongly associated with utilization of modern family planning [AOR (2.45(1.37-
4.37))] (P<0.001) than who did not counseled. This finding also supported with a study done
in Kenya counseling by staff at a health facility in the last one year had significant association
on utilization of modern family planning methods (28).This could be explained as women
with psychiatric illness who ever visited by health care provider have a better opportunity to
access appropriate information and services, which ultimately increase family planning

utilization.
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7. STRENGTH OF THE STUDY AND LIMITATION OF THE

STUDY
7.1 Strength of the study

» This study has focused on those populations at risk of many reproductive health
problems where adequate information and studies are lacking. This might certainly fill
some of the knowledge gaps and serve as supplementary data for future studies.
Adequate sample size was employed with a high response rate.

7.2 Limitation of the study

» Cross- sectional study design used in the present study so, that we cannot formulate a
cause and effect relationship.

» The study might not be free from error. It may introduce social desirability and recall
bias.

> In addition, the study was not supplemented with any qualitative data.

Y

The study result may not generalize to all women with psychiatric illness in Ethiopia.

» The study was not supplemented with any qualitative data.
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8. CONCLUSION
8.1 Knowledge of modern family planning among women with psychiatric illness

The study found that knowledge among respondents regarding modern contraceptives were
63.9 %. Thus, it could be concluded that majority of reproductive age women in the study
area had knowledge of modern contraceptives. Male condoms and injectable were the most
known type of method. However, this widespread knowledge did not influence use of modern
family planning method.

Additionally, resident, level of education and employment status of women were the
significant predictor for knowledge of modern family planning method among the women
with psychiatric illness.

8.2 utilization of modern family planning among women with psychiatric illness

In this study among women with psychiatric illness (40.2%) of the respondents were using
modern family planning methods. From this, only 17.7% of the respondents were on a long
acting family planning method, which is implant. Injectable were the most common currently
used method.

Marital status, educational status, resident, status of employment and counseling by health
care provider on modern family planning method were the significant predictor for utilization

of modern family planning method among the women with psychiatric illness.
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9. RECOMMENDATION

Based on the findings of the study, the following recommendations are made for

consideration by policy makers and health care practitioners.

1. For health care provider
» Healthcare provider should be strengthening family planning counselling to
enhance knowledge and utilization at mental health clinic and community
level.
2. For Government and stakeholders in the study area
» Current health education efforts should be strengthened to stepping-up family
planning knowledge and utilization by focusing on uneducated and rural
women with psychiatric illness
3. For Researchers
> Further research should be conducted in the different hospital in which has a
mental clinic in different parts of the country to come up with findings that are
more representative. In addition, the issues need to be assessed from different

community group’s perspectives
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11. ANNEXES

111 Annex |: English version information Sheet
Information Sheet to assess Knowledge, utilization and associated factors of modern family
planning method among women with psychiatric diagnosis attending psychiatric outpatient
services at Amanuel mental specialized hospital Addis Ababa, Ethiopia
Name of the Principal Investigator: Abdu Seid
Name of the Organization: Addis Ababa university school of nursing and midwifery
Name of the sponsor: Addis Ababa university school of nursing and midwifery
Introduction
This information sheet is prepared by the investigator whose main aim is to assess
Knowledge, utilization and associated factors of modern family planning method among
women with psychiatric diagnosis attending psychiatric outpatient services at Amanuel
mental specialized hospital Addis Ababa, Ethiopia .The investigator is MSc student from
Addis Ababa university school of nursing and midwifery.
Purpose of the study:
The purpose of this research is to assess Knowledge, utilization and associated factors of
modern family planning method among women with psychiatric diagnosis attending
psychiatric outpatient services at Amanuel mental specialized hospital Addis Ababa, Ethiopia.
In addition, this study finding will helps us to increase utilization of contraceptive by
identifying factors associated with contraceptive utilization.
Study Procedure:
If you agree to participate in the study, you will be expected to answer a couple of questions
about contraception and how you wish family planning service should be provided for
mentally ill women. The entire session will take about 25-30 minutes.
Risk and/or Discomfort:
There is no known risk of participating in this study. However, you may feel a little
discomfort to discuss contraception, which some people normally regard as a private issue.

And wasting your time about 25-30 minutes but this may not be too much.
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Benefits:

You may not directly benefit from participating in this study, however information obtained
from this study may be used to improve provision of contraception for mentally ill women
who need the service

Incentives: You will not be provided any incentives to take part in this project.
Confidentiality and Anonymity:

Anything discussed between you and research assistants will be confidential. All recorded
information will not be seen by other people outside the study and kept locked. However, the
information may be seen by study supervisors, but your privacy and confidentiality will still
be guaranteed as your name will not be recorded, instead unique study identification numbers
(code) will be used which cannot be linked to you.

Right to Refuse or Withdraw:

Your participation in this study is on a voluntary basis. You are free to decline participation or
withdraw from study participation and anytime. The services you receive will not be affected
by your decision on whether to participate in the study or not.

Persons to contact: If you have any question you can contact any of the following
individuals and you may ask at any time you want.

Abdu Seid Addis Ababa University School of Allied health science
Mobile: + 251 920489779

Email:abdus3536@gmail.com
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11.2 Annex I1: English version of questionnaires
Data collection form for Addis Ababa University, MSc research project on Knowledge,
utilization and associated factors of modern family planning method among women with
psychiatric diagnosis attending psychiatric outpatient services at Amanuel mental specialized
hospital Addis Ababa, Ethiopia.

Part I- Socio-demographic characteristics

S.no Questions with possible answers Remark
001 Participants ID no:
002 Previous psychiatric diagnosis.................. Chart review
003 What is your age in year?

Year .oooveieieiiininnn...
004 Duration of year that you had mental illness

Year...............
005 Level of education

1. can’tread and write
2. Primary( 1-8 grade)
3. Secondary (9-12 grade)
4. Higher (>12 grade)

006 Marital status of the respondent
1. Single

2. Married
3. Divorced
4. Widowed
5. Separated

007 Religion

1. Orthodox
2. Muslim
3. Catholic
4

Protestant
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5. Others (specCify).......c.o........

008

Employment

1. None

2. Self employed

3. Salary employment

009

Reason for non employment
1. lllness
2. retirement
3. other

010

Do you have an income?
1. Yes
2. No

IfNogotoQ
no 012

011

Monthly income in Ethiopian Birr ..........

Part Il Reproductive history

012

Have you ever given birth?
1. Yes
2. No

If no skip to
019

013

Do you have any children to whom you have given birth who are
now living with you?

1. Yes

2. No

014

How many children live with you? .......................

015

Do you have any children who are alive but do not live with
you?

1. Yes

2. No

016

If yes how many children who are alive but do not live with

you? ..........

017

Do you have any children who was born alive but later died?
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1. Yes
2. No

018

If yes how many child were died

019

Are you pregnant now?
1. Yes
2. No

3. Unsure

If no go
to Q.22

020

How many months pregnant are you?

021

When you got pregnant, did you want to get pregnant at that
time?

1. Yes

2. No

022

Did you want to have a baby later on or did you not want any
(more) children?
1. Later

2. No more

023

Have you ever had a pregnancy that miscarried, was aborted,
or ended in a stillbirth?

1. Yes

2. No

Part 111 Knowledge about modern contraceptive

012 Have you ever heard of modern family planning method?
1. Yes
2. No
013 From whom or where, have you heard the information about

contraceptives?( More than one answer is possible)

1. School teacher

2. family
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Friends

Health professionals
Books/ magazines
Radio /Tv

Other

N o g W

014

Which of the following have you known to be contraceptive
Methods? (more than one answer possible)

1. Pill

Injectable

Implant

IUCD

Male condom

Female condom

Female sterilization

male sterilization

© 0o N o g Bk~ wDN

Emergency contraceptive

015

Do you know where to get contraceptive methods if you want?
1. Yes
2. No

016

Please name all contraceptive sources you know. More than one

answer is possible. You can answer more than one.

Utilization of modern family planning method

029

Are you currently using anything to delay or avoid pregnancy?
1. Yes
2. No

If no go Q.
036
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030

If yes, what contraceptive are you utilizing?
1. Pill
2. Injectable

Implant

IUCD

Male Condom

Female condom

Female sterilization

© N o g &~ W

male sterilization

9. Emergency contraceptive

031

\When you first started using current method, where did you get it at
that time?

1. Health center

2. Private clinic

3. Hospital

4. Pharmacy

5. Other specify

032

At that time, were you told about side effects or problems you
might have with the method?

1. Yes

2. No

033

Were you ever told by a health or family planning worker about
side effects or problems you might have with the method?

1. Yes

2. No

034

Were you told what to do if you experienced side effects or
problems?

1. Yes

2. No
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035

When you obtained current method, were you told about other
methods of family planning that you could use

1. Yes

2. No

036

If not using, contraception is there any reasons for not using
contraception.
1. Spouse not willing
Lack of access to contraceptives
. Want to have a child/children

2

3

4. Fear of side effects
5. Don’t want to take many drugs
6. Don’t have sexual partner

7. Because | am pregnant now

8. Cultural and religious inhibition

037

In the last 12 months, were you visited by a fieldworker who
talked to you about family planning?

1. Yes

2. No

038

In the last 12 months, have you visited a health facility for care for
yourself (or your children)?

1. Yes

2. No

039

Did any staff member at the health facility speak to you about
family planning methods?

1. Yes

2. No

040

Does faith (religion) influence your use of contraceptive?
1. Yes
2. No
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41 Does culture influence your use of contraceptive methods?
1. Yes
2. No

42 Does your sexual partner influence you in utilizing of
contraceptive?

1. Yes

2. No
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11.3 Annex I11: Amharic version information Sheet
PATICE PI°CI°C (PGT) “1NE-6 LG NY°9° - avpsh), P

PI°CYIPC T L4 hAll CON:.

MA Vri ChAIC NEAAA VTN w81 TR0 005 LA-TavAAT PRI°CYavg®
LAVTO AT QANwSP PoA Lovhahf CATo: hAo-b 1, AP P VPTF@T AT
T8 9N e 8N

PPG vl N9 W15 A QL avlan

AR ov-Ag°: AL.0ANN LLACA L CICA T AT “1LPLEL MG ALTN T9°VCT
neA

@Y. P LV “1NLLLT O F bo CTHIE@ (ASNANN RLACAE P1CA 77
AT C1LPLLS TIVCT NFA PLVLIPLT MINTCH) 1716 A0 a,::
PPl PT 247 (lAS0 ANO W7 WA Vrhd PAIPC VBTN POT A
w1 APoNS. PA. HovAATT PRYPE Vw9 CANVT @ AT NAHSP PoA L
oA e PAT O AP, AP P VT 7 AG 357 9°R7. 01717 ovf0N::
PIPCIC TEENE %477 PHY PG PST 9ATNMAVrAA  PAC NEAACL
POLIA o081 FAP00S-CA-tovAdT PRI CVonY® CANVT @ A4 AAHoOGP
PoA. L ovhAn e CAT @ Ao-PT; AP P VT WS 13577 9°N7 01717 onSA0N
A7 PG @.m 9 PO AP L ANANNTT A“IMThC A7 A0, A, P
AT ATCEV9° ALT MOAT QooPF PIATNAA ::Ch0C 18T (LY 75T AL
A6 FNTToo- AT 07N wld S TG AT GPRT a1 9%
N&CTIP2F “UNT LNNP TN :lovbmAI® 1751 oolE NPT haoa L
aoAne TP LT P CToNET LERLT T Clmlk AT ACNPI° P TmPdT7
PLEPT Navavpn PoU-40047 LPSTA :: AhOE PoUFA AITTT 9T
@A AT (LY PGT NowA-+G P 9°79° R TIC P10 2979° A7 9°TANT9°
AA@OA.L avhAhf AA Ao, IC e fPT °F T QA1 LATL o PP hL4AT
LUYGA :: TICTT W57 Moo HANCP nl.0am7? PI° IC A'190C LV 9°779° “10-T
ALLAY® :: 1P PTANTI® LLPT AP LTA LPTA: TIC 17
POy H2- 10 25-30 £E.P AF ooV’ LUT PUA PULAA hLLAI°::
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rPTT

HY 75T NwA1GP 1A PPI° ALTTI:: PICTT DY TG CoL1T @, ool
PO AP L ANIADNTT ATTATTAN LLOGA::

“7hha

Y PG Mood- G2 9°779° R LT “1ha ALATI°:: PICTT NP5k Novd- 16 P
057 NG5 102 : “Lam.C AdoomP hHY PG PoLVY avld® *1.07LPrt
AaomP FA comPEe PoLNL L@, ANLY- NEA 017704 AAov- T NAPT NACAP
AT NICA oA P984, “TIF @9 @. Ll “1L07PePrt AL Tm0d
LUSA:: Y TS PoL000N@ ACAPT Polavalt “TI5 9> oavl% TSN
N“WLC Colbavp AT “NWLS 109°L ALYT (AP P22.aPC RTPC (hE)
AN Paop 187 PG Tovl"14 WG WEENNLm, o6, AT79° RLI009°
217G PADATE @LI° AWléDtT PUIVAA aoAlT PG AL av-1G ) 8,0 A L7
NG F LY AL Plav( ol Moo 571 AL AAATG hé.aF 017775 0. 9° (9T
PGAT PO @A RTGVI° avavpN LU LLNAYT@ T TLEPT hdavav\n
LAa:: Y PG T MAeATe¢® oLy (hLA> i1 (lova. PeEPT7
NAavaANP 171171 V75 @.9° PG RIANT AL o1 AL b, TORT I U
PO emT PG WIADNNT RLTCI°:: POLITETF - AL PG H6.P “175 o-9°
P eE A2 hiLy 0 J-F a7 AL M“L8.A0F L1 “11.21C LA :
1% Q8L avlan @

NAh 0920489779

NCY'r oC A4

AR 0911050543
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11.4 Annex IV Amharic version questionnaire
PATICE ool P o
NEA-A7L “TNEP AT ADTLeP V)
T8 | PPRAG Cav AN IOCH P 7400, ¢
001 | ¢t+AJd avA P RPC.
002 | QN (4t PJavavl PhI°EC Yaog® K1 T VAN
n"1e-r
003 |AL222 0P T 1o,
004 | PALIC Vapov- R anld P 977 PN LI, 10
005 | PT9°UCTLLE
1. PATTUT (VI AT o096 CUVTHTA)
2. NI1R5LLE(1-6 NEA)
3. AT RLE(7-12 NFA)
4. NETELELB(>12 nEA)
006 | Q14240 2NFV-8 )
1. .eA0
2. P10°F
3. AT LI
4. PTAC AOC O A LT
5 P1TAfee
007 |ve"IS T
1. ACHAnOnCo-t: e7
2. AOAY°S
3. htan
4. TCEONI T
5. AANALIAR( )
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008 PALVBD

1. 0é AT

2. N9A 0é- o118 LC

3. PoC RPN

009 0e- PATTI° DA 0L TP 90187 1o

1. Yoo9°-§ qavrin
2. (lmd.7 AhoMy-
3. AA

010 P 9°7 8 hA-2T
1. h?

2. Pa9°
011 PoC 0.2 07T @ MAACEeAC..............

012 ARET oA Lo Po-F A,
1. h?®

2. PA9°

013 NAVT QAT DACAL ICPULT % ABPT haP T
1. h®
2. PA9

014 A2 QT NACOP IC P71.9% 07 A hOPT

015 VLo LA 7IC V7 NACOL IC P71 L5 4% AET A 2T
1. AP

2. PAY®
016 APNPINVLOT LA TICTTNACOAL ICP™) LT 4 AP

017 | Lot TodLm LIL (134 P9 ALT AMPT
1. A

2. Page
018 | A® hP10V Lo+ TOA L@ WLILNAAC LA ZT-ON-1

019 NAV-+ AAT ACTHST Ad,
1. h®
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2. PA9”
020 AP NA ACTNT - 9°7 LA oC U A,

021 ACTNS - DtnA-F (F7A “1CIM 2T 401201 101G,
1. h?

2. PA9°

022 0L.4 T AP Povm-AL AT AAPTTT ?
1. h?

2. P9

023 anw 041 et @ L9° 1 CTHPAL AR AQ,
1. h®

2. PAY°
024 NAHoGP A L avhah f HE 2T A9°-to- Po-FA.
1. h?®

2. Py

025 AL WY R.762CO0 7 11 0Pt o-

nav9°yC
an-ra

HET XA

am.s Qpov- ¢
nao Y41
Neo15F (Y7
A

No as~wbdeE

56|Page



026

hrh-ta-t Poa. L oohah f HEPT a0 O 507
LOPA(MATL 1AL oo LFAA)

A7h0A

oo Céo v PULONL L7 T EN
7L eol.40C

N7 1P avp(h L .0, %)

P77 hIRI°

PO D7 2Y°

COT CT00°7 1C “INPPMC

P78 PHC G av@-om), $8587 1N POC
LT Pod & aovhAh e

O NGO~ WDNPRE

©

027

PoA.L ovDANL HELTT (LE.AF NPT 2907 T A1L77TA-
Po-FA7

1. h?
2. fa9°

028

029

AL A T LR T1UT T LTAN(DR7L: 1AL oo A0 LTFAA)

NAV+ A% T ACTNG R75 L4.mC @ LI° ACTHG T A“IHIPT
Prlmeb oo P L avhAD P HE, AQ,
1. h?

2. PA9°

030

A2 Q1 AU+ A% T Pol.mP oo PPA L avAn P h LT
T 10

ATH(A

oo Céo v PULONL 27 T CN
nnze eo1.¢0C

N7RF PP avp(h L. ¢.0.5)

P78 0729°

AT h729°

PA-1- 277007 OC “10PPmC

P78 CHC 6 avm-st), P47 1N PMC
L7 Pon L aoohAn e

©ooNOk~wDhPE
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031 | NAVTO%T9°79° A L1 P A L2 aonnAN £P 77 L. P oo- P 19° N7 9
T 2901107 L 0A Lav AN LTAN)
1. P FACAIELE.FLENAALY

P L ovnANLTINTA-OANT A V-

AP AEZTATLTTNAI LA
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