CHARACTERISTICS INFLUENCING USAGE OF

MODERN CONTRACEPTION

A THESIS
PRESENTED TO THE
SCHOOL OF GRADUATE STUDIES OF

ADDIS ABABA UNIVERSITY

IN PARTIAL FULFILLMENT
OF THE REQUIREMENTS FOR THE DEGREE OF

MASTER COF PUBLIC HEALTH

BY
FIKREAB KEBEDE, MD

MAY, 1989



ADDIS ABABA UNIVERSITY
School of Graduate Studies

Characteristizs Influencing Usage of

Modern Contraception

by
Dr. Fekreab Kebede

Department of Community Health / Faculty of Medicine

Approved by the Examining Board:

br. Tadeése Alemu 252%4%£%272/ﬁ
7

Chairman, Department Graduate

Committee
Dr. Joyce Pickering {4/{/. LQJ(&. "
Advisor / E;i)
Dr. Yayehyirad Kitaw %?

Examiner /4%V

Dr. Ascher Segall M, Qﬁqﬂ,é(,

Examiner 67
Dr. Gary Peckeles légf 62?;?{;%2?27

Examiner

Dr. Adanetch Kidanemariam y /4

Examiner



Acknowledgement

It is my pleasure to acknowledge everyone who has
contributed to the successful completion of this work.

My due thanks goes to my research advisor, Dr. Joyce
Pickering of McGill-8thiopia Community Health Project, who
has devoted her time and unreserved help from the very
beginning to the end of this thesis. Her interest, valuable
advice and encouragement to make this thesis a success is most
appreciated.

I express my sincere thanks to Dr. Charles Larson for
his advice in designing the study questionnaire and for his
due help in the statistical analysis.

I am indebted to Dr. Francis Aboud Larson for making
valuable comments on the manuscript.

I extend my gratitude to Drs. Kay Watton, Gebreselassie
Okubagzhi and Agonafer Tekalegne and Atc Kassa Rorissa for
their worthwhile advice in the study.

I am also indebted to Dr. Merid Mekonnen for his
unreserved help in the preparation of the manuscript.

My appreciation also goes to the staff of Ethiopian
Family Guidance Association for providing me with current
literature and valuable suggestions.

I extend my appreciation to my colleagues and friends
at Debre Berhan for their help in the data coding of the

guestionnaire.



I would like also to acknowledge the International
Development and Research Center (IDRC) for funding the
study.

Finally, I would like to thank Gennet, Mengistu and

Woineshet for typing this thesis.

ii



TABLE OF CONTENTS

Page
Acknowledgment i
Table of Contents iit
List of Tables iv
List of Figures v
List of Abbreviations vi
summary vii
Introducticn 1
Objectives of the Study 5
Literature Review 6
Study Design and Methods 22
Results 32
Discussicn 55
Conclusion and Recommendation 62
Appendix 65
References 102
Declaration 106

iit



LIST OF TABLES

Page

The study population by sociodemographic

characteristics

Distribution of the study population by selected
reproduct.ve and contraception variables
Reasons fcr nonuse of modern contraception

by dropouts and never-users

Compariscn of users to never-users of modern

contraception hy sociodemographic variables

Comparison of users to never-users of modern
contraception by reproductive characteristics

Comparison of users to never-users of modern

contraception by selected variables

Comparison of users' to never-users'

husbands by selected variables

Comparison of users to dropouts of family

planning by selected variables

Results of multiple regression analysis of

modern contraception usage

iv

33

36

39

45

46

48

< i ¢

54



Page

1. Sampling design and selection

hierarchy 25




CER
CPR
CPS
daf
DMPA
EP
IMR
IUD
MC

MD

ocC
SD
STD
TFR
WES

WHO

1

LIST OF ABBREVIATIONS

Crude Birth Rate

Contraceptive Prevalence Rate
Contraceptive Prevalence Survey
Degree of freedom

Depot Medroxyprogesterone Acetate
Family Planning

Infant Mortality Rate
Intrauterine Device

Modern Contraception

Medical Doctor

Maternal Mortality Rate

Oral Contraceptive

Standard Deviation

Sexually Transmitted Disease
Total Fertility Rate

world Fertility Survey

World Health Organization

Chi Square

Vi



Summary

A case control study has been conducted in Tegulet and
Bulga Awraja/district, Northern Shoa Administrative Region.
The purpose of the study was to assess the various
characteristics influencing modern contraception usage among
users as compared to never-users and dropouts from family
planning clinics. A total of 848 women ages 15 - 49 were
interviewed. Among these, 41.4% were users while 42.1% and
16.5% were never-users and dropouts, respectively. 1In
addition, husbands of 150 users, 115 never users and 49
dropouts were interviewed.

Examinat.on of the various socio-demographic and
reproductive characteristics showed significant differences
in most of the variables between users and never-users.,
Compared to never-users, users were older (mean age 27.1
years versus 25.9 years), more likely tc be married (56%
versus 47%) or divorced (31% versus 25%), have a higher mean
educational level (grade 5.3 versus 4.8), are more likely to
work outside the home for cash payment (43% versus 28%),
belong to the high income class (30% versus 17%) and have

more children (2 live=-children or more) (72% versus 45%).

vii



The vast majority of users (95%) scored 3 and above in
modern contraception knowledge whereas only 51% of the
never-users scored so high, Ninety percent of the users'
husbands scored 3 and above on modern contraceptive
knowledge while only 71% of never-users' scored this high.
A higher approval of modern contraception and sex education
to school children was seen among users' husbands (99% and
88%, respectively) as compared to never-users (77% and 74%,
respectively). Husband-wife communication on family
planning was significantly higher among users (41%) than
never-users (15%).

Of the variables tested between users and dropouts very
few significant differences were demonstrated. Current
users had used modern contraception for a mean period of
23.5 months while dropouts had used it for a mean period of
17.9 months. A higher proportion of dropouts were found to
be dissatisfied with the method refill interval compared to

users (1% versus 10%).
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Multiple regression showed that of the variables measured,
the number of pregnancies a woman had had, modern
contraception knowledge and age, were the main predictors of
usage of modern contraception (R2 = 1)

Desire to have more children (40%), having no
husband/sexual partner (19%) and fear of adverse effects of
modern contraceptives (15%) were given as the major reasons
for nonuse of modern contraceptives by the never-users.

Dropouts cited the desire to have additional children
(27%), becoming pregnant (21%), fear of adverse effects of
modern contraceptives (21%), no method refill (12%) and
husband oppogition (7%) as the major reasons for
discontinuation of modern contraception.

Recommendations have been given based on the outcome of

the study.
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INTRODUCTION

People practice family planning or contraception for
various reasons. Some feel they have achieved the desired
size of their family, others practice for birth spacing and
to avoid unwanted pregnancies, and still others for health
reasons. In addition, some people use contraception to
protect themselves from sexually transmitted diseases.

Throughout the world, experts and governments agree
that population growth 1is one of the serious issues
confronting munkind at present. There is debate about the
consequences of this growth on the future availability of
basic necess-.ties, such as food and drinking water, or for
the preservation of the environment in terms of
desertification, deforestation and soil erosion. In
Ethiopia, with its marginal food supply, the population
doubling time is currently about 24 years.

However, the impact of family planning goes far beyond
the issues of population growth and economic development; it
is an important tool to improve the health status of the
population. The World Health Organization suggests that
"family planniug, through appropriate timing, spacing and
limitation of the number of pregnancies, can promote the
health and well-being of the family and also reduce the risk
of ill health and death for mothers and children"(1). It
would also reduce the number of illegal abortions and their

health hazards.
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Estimates for developing countries show that if all
births were spaced at least two years apart, infant
mortality could be reduced by 10% and the child death rate
(ages 1 to 4) by 16%. Evidence frum the Worlid Fertility
survey shows babies born less than two years after their
next older brother or sister are twice as likely to die as
babies born after at least a two year interval. The older
brother or sister is alsc more 1likely to die - one and a
half times morse likely on average - if a new infant is born
within two years of the older child's birth.

Today, c¢overnments widely support access to and
knowledge of family planning on the grounds of health
improvement, human rights and as a demcgraphic measure.
However, data from the World Fertility Survey for developing
countries indicate that, among women who wanted nc more
children and were exposed to the risk of pregnancy, over
nalf were not wusing contraception. In several African
countries, zontraception 1is hardly used at all, and the
crude birth rate, reflecting this, varies between 3% and 51
per thousand.

In 1980-81, 68% of married women of reproductive age
were using contraception in developed countries, as
contrasted to 38% in developing countries. Usage varied
from 89% in PFast Asia to 11% in Africa. Even today,
approximately 30C¢ million couples who do not want mnore

children are not using any method of family planning.



As in most of the developing countries, Ethiopia has a

high infant mortality rate, 139 per 1000 live-births.
Although the maternal mortality rate for the whole country
is not known exactly, it has been estimated for the capital,
Addis Ababa to be 5.66 per 1000 live births. The fertility
rate, 47 per 1000 population, is also very high as in most
of the developing countries.

Couples and individuals are unable to regulate their
fertility effectively due to various £factors. Lack of
access to the necessary information and services is one of
the major factors. Even when family planning is easily
2railable, social, economic, cultural, and psychological
factors further influence the use of existing methods of
fertility regulation. Therefore, if such factors
determining the practice of contraception are known in a
community or country, it may help planners and health
authorities to create' a strategy in order to increase the
service covierage by family planning, and ultimately, promote
the health status of <c¢hildren, women, and the family as a
whole.

There are very few studies done in Ethiopia regarding
the practice of contraception and its determinants. Hence,
little is known about factors contributing to the usage and
nonusage of modern contraception among the population. This
study was carried out on an urban and semiurban population
of the district, Tegulet and Bulga, in the Northern Shoa

Administrative Region. Besides the hospital and the health



center, two health stations/clinics run by health assistants
provided a family planning service consisting mainly of
contraceptive pills and condoms. However, the hospital and
the health center run by nurses trained on family planning
provide all types of modern contraceptive methods. The
hospital, in addition, performs female and male
sterilization. At all levels services are primarily c¢linic
based (as opposed to outreach) and are free of charge except
for sterilization. Users of modern contraceptive methods as
estimated in a sample survey done in 1988 were 0.96% of all
women ages 15-49 (2).

The study was conducted in order to identify the
characteristics of women in the fertile age group, 15
through 49, and their husbands with respect to their use of
modern contraception. The study looks at various possible
determinants of contraceptive use such as demographic,
socioeconomic, and reproductive characteristics, and the
knowledge of, attitude towards, and practice of modern
contraception among users, as compared to never-users and
former users. Although physical access is certainly well
accepted as one of the important factors determining
contraceptive use, this study does not address this issue,
as it was carried out in towns where family planning

services are available.



OBJECTIVES OF THE STUDY

GENERAL: To determine characteristics of women and their
husbands in relation to current status of modern

contraception practice in Tegulet and Bulga Awraja

SPECIFIC: To determine differences between current users,
never-users and dropouts of modern contraception

with respect to:

1. demographic and socioeconomic characteristics
2. reproductive characteristics of women

3 women s knowledge of modern contraception

4. women s attitude towards modern contraception
5. husdand’ s knowledge of modern contraception

6. husband™ s attitude towards modern

contraception.



LITERATURE REVIEW

In this chapter various issues will be dealt with as
they relate to MC usage. The first section deals with
health indices, (1) fertility rate, and (2) maternal, infant
and child morbidities and mortalities. Following this,
health issues as they relate to necessity of MC and use rate
of MC are discussed. The last section reviews determinants
of MC usage.
HEALTH INDICES

y P Fertility Rate

Eighty five percent of the world's births take place in
developing countries. Fertility is also high in these
countries compared to that of the developed countries. The
Crude Birth Rate (CBR) in these countries ranges from 51.2
per 1000 population in Senegal to 28.3 per 1000 population
in Sri Lanka. In contrast, it is very low for developed
countries such as USA and Japan with 16 and 13 per 1000
population, respectively (3,4). The level of fertility has
been high in Ethiopia and showed a rise of the CBR from 42.8
per 1000 population in 1970 to 47.6 per 1000 population in
1981. The Total Fertility Rate (TFR) rose from an average
of 5.8 children per woman in 1970 to 7.5 children per woman
in 1981 (5).

At the observed rate of growth, 2.97% per year, the
1985 Ethiopian population of 47.3 million will double in

about 24 years. If no formal FP intervention is taken to
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reduce fertility, the base population of 1985 is expected to
reach 95.5 million by the year 2010 and will skyrocket about
251.2 million by 2035. However, 1if extensive FP is
introduced, the population will reach about 90 million by
2010 and 165.3 million by the end of the projection period
pE 2035 [5)a. Hence, it is essential to formulate and
implement a population policy consistent with the long term
objectives of the country.

2. Maternal, Infant, and Child Morbidity and Mortality

The same developing countries with high levels of
fertility suffer 95% of the world s infant deaths and 99% of
all maternal deaths (3). The World Health Organization
(WHQ) has estimated that at least 500,000 women die each
year as a result of pregnancy and childbirth (6,7). WHO
calculates that, in certain developing countries, each time
a woman becomes pregnant, she runs a 200 times greater risk
of dying than if she had 1lived in a developed country (3).
Consequently, the Maternal Mortality Rate (MMR) for Africa
is over 436 deaths per 100,000 1live births, whereas in
developed countries like the U.S.A. it 1is 9 deaths per
100,000 live births (8). Kwast and her colleagues in their
community based study in Addis Ababa have found an MMR of
566 deaths per 100,000 lives births (9). Moreover, Yoseph
and Kifle in their review of maternal deaths in a teaching
hospital in Addis Ababa, and Tekalegne in his community
study in Addis Ababa showed an MMR of 960 and 700-900 deaths

per 100,000 live births, respectively (10,11).



In addition to those who die, many women suffer from
serious illnesses related to pregnancy, abortion, or
childbirth. A survey done in India between 1974 and 1979
showed that, for each maternal death, there were 16.5
illnesses related to pregnancy, childbirth and the
puerperium (12).

HEALTH BENEFITS OF CONTRACEPTIVE USE

Changes that might take place in reproductive behaviour
in response to FP include less frequent higher order births,
longer birth intervals, lower births below the age of 20 and
after 35, and declining fertility due to increased
contraceptive use (6,13).

Eliminating all births from women under 20 and over 35
years of age would result in prevention of 30% of births and
over half of maternal deaths (6,12). Eliminating all births
at parities above five would reduce the number of maternal
deaths by 26%. This would result in the prevention of 14%
of all births. Eliminating both groups at risk (high and
low age and high parity) reduces the number of deaths by
56%. This will also prevent 43% of all births (6,13,14).
The Nigerian data by Zaria has shown that if no other change
in the birth rate or age specific fertility rate occurs, if
no births occurred to women under age 15 or over age 30 and
over parity 5, and all pregnancies received antenatal care,

about 90% of maternal mortality would be eliminated (6).



In an analysis of the World Fertility Survey (WFS) data
from 25 developing countries, spacing of births at least 24
months apart would alone lower infant death rates by 10% and
death rates among children aged 1-4 by 16% (3,12). Trussel
and Pebley, using data from Matlab, Bangladesh, estimated a
median reduction in infant and child mortality of 24% and
13%, respectively, 1if all births were spaced at 1least 2
years apart (15).

High levels of induced abortion in much of the world
also demonstrate women s desire to avoid pregnancy. MC can
reduce the number of abortions by offering women an
alternative way to control their fertility. 1In Chile, for
example, between 1964 and 1978 contraceptive use by women
aged 15-44 increased from 3.2% to 23%. At the same time,
the number of hospitalizations due to complications of
illegal abortions fell by one-third with no change in
abortion laws. The rate of maternal mortality due to
abortion declined from 118 deaths per 100,000 livebirths to
42 deaths per 100,000 livebirths (12).

Some contraceptive methods provide benefits beyond the
control of fertility. Condoms and spermicides prevent the
spread of venereal disease. Oral Contraceptives (0C) reduce
some menstrual problems and help to protect against pelvic
inflammatory disease, cancer of the uterine lining, cancer
of the ovaries, and anemias (12). But long term
complications of continuous use of OC pills cannot be ruled

out.
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In summary, increased contraceptive use is likely to
result in lower maternal, infant, and child mortality
because of a reduction in the number of deaths per number of
births (13).: Both the number of childern born to a woman
and the interval between birth and conception can be planned
by MC use. Thus, the provision of FP programmes has the
potential for a large impact on health indices. However,
use in most of the developing world is not widespread for
many reasons.

GUN o, IV e PRy i iNCES

Difference in contraceptive use among countries and
regions are striking. According to the WFS data, current
use of family planning ranges from less than 1% of married
women of c¢hildbearing age in Mauritania to 66% in Costa
Rica. Among developed countries who participated in the
WFS, Contraceptive Prevalence Rate (CPR) among women of
reproductive age ranged from 51% in Spain to 85% in Belgium.
In about three-fourths of African countries, the CPR was
below 20% (3,4,16). In 1987, it was reported that 2% of
married women of childbearing age in Ethiopia were using
contraception (3). In two city studies in Ethiopia, Gondar
in 1981 and Addis Ababa in 1988, a CPR of 17% was reported
among women 15-49 years of age (11,17). These figures are
gquite high when compared to that of the country as a whole
(3).

Data from the WFS for developing countries indicate

that among women who wanted no more c¢hildren and were
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exposed to the risk of pregnancy, over half were not using
contraception (18).

In over 80% of the countries participated in the WFS,
about half of all users chose oral contraceptives (0C),
voluntary female sterilization, or intrauterine device
(IUD). These methods were especially prevalent in Latin
America and the Caribbean, where they were used by more than
70% of clients. Worldwide, OC was the most widely used
method in the majority of developing countries surveyed.
Male sterilization was widely favoured only in Nepal (67% of
users); and female sterilization was frequently the method
of choice in Fiji, Sri Lanka and the Dominican Republic.
Coitus Interruptus was the predominant method in Lesotho,
Haiti and the Philippines (4,16). Among the urban Nigerian
new acceptors, pills were the most popular method (69%),
followed by injectable methods, 18% (19). In Addis Ababa 0OC
was by far the preferred method (64% of users), followed by
the IUD, 19% (11).

Among Zambian MC acceptors, one year after enrollment
only 24% of the female acceptors were still attending the
clinic. The percentage of clients active at the end of the
year ranged from zero to 40% in the different clinics (20).
In contrast, a high continuation rate was observed among the
Nigerian acceptors. About 80% and 88% of 1978 and 1979
acceptors, respectively, were still attending the FP c¢linic

in 1980 (19).
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Women who discontinued modern FP in Bangkok, Thailand,
mentioned side efiects <f metnode as the main reason for
contraceptive discontinuation (43%, 67% and 49% for pill,
DMPA and 1IUD, respectively). Other important reasons
mentioned were wanting another child and rersonal reasons
(21). Grubb, in his study in eight developing countries
pointed out that 20% to 60% of users had stopped taking OC
because they were worried about its safety, and a lower or
similar percentage of nonusers, for each sample, said they
had not taken the pill for this reason (22). Therefore,
misinformation about the pill s safety lead to
discontinuation of use to at least as great an extent as it
prevents initial acceptance of the pill.

DETERMINANTS OF CONTRACEPTIVE USE

The £::z...> cnat may affect use of modern methods of
contraceptives which have been studied may be broadly
grouped into six categories. These are:

1. Health service determinants

2. Socioeconomic factors

3. Demographic factors

4., Repr-ductive factors

5. Knowledge of modern contraception

6. Attitudes towards modern contraception

1. Health Service Factors

In the area of health service, the time spent to travel
from the potential user to the clinic or FP center has been
shown to be important. Cornclius and Novak demonstrated in

five developing countries the effect of time to source upon
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use of modern contraception. In rural areas of Colombia,
only one-half as many Colombian women who must travel more
than one hour to a pill source are currently using MC when
compared to the group closest to a source (1-15 minutes
walk). In Honduras, only one-gquarter as many of the group
farthest removed from a source are using contraception,
compared with the groups closest to a source, In - both
countries, the accessibility variable, time to source, 1is
strongly associated with the use/nonuse of the pill (23).
Furthermore, the WFS showed a contraceptive use of 5-10%
higher among women who knew of an outlet less than half an
hour from their place of abode compared to those who did not
know of a place that close (4).

In the Bangkok, Thailand, study by Chumnijarakij and
colleagues, clinic discontinuation because of inconvenience
due to distance was very high; 36% for pill acceptors, 25%
for injectable DMPA acceptors and 10% for IUD acceptors
(21). Discourteous treatment given by medical personnel and
limited office hours as barriers to modern contraception
practice are cited in a Peruvian study (24). Furthermore,
Nichols and colleagues reported turning away of clients at
the initial contact to FP services due to unavailability of
methods (one in every five women). This may result in the
individuals inability or decision not to return for a
subsequent clinic visit, or possibly an unwanted pregnancy
occurring before a modern method has been adopted (25). A
considerable expenditure of time, other things being equal,

would tend to discourage regular users.
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T'he unavailability of KL’ services to certain groups of
women has created a barrier to use of modern contraception.
¥kor example, in Ghana, the FKI’ is directed solely to married
women and in ‘l'anzania physicians are not allowed to
prescribe contraceptives for unmarried individuals (26).

2. Socioeconcmic lactors

There is some evidence that women who have been
employed outside their home are meore likely to use
contraception than other women, (£,16;17,.28). A study
conducted in a Peruvian highland community revealed that
more women who use medern contraceptives work full time than
the nonusers (93% versus 58%) (24). In an urban Nigerian
study traders represent the vast majority of acceptors, 927%
(19). 1In Addis Ababa, Ethiopia, government employees and
employees of aid organizations comprised the majority of
modern contraception users, 33% and 27%, respectively (11).

Couples using modern contraceptives are Dbetter off
financially and they have more modern commodities like
televisions, record players, refrigerators, etc. than
nonusers and users of traditiconal or natural methods
(24,27). Studies in 'eru, Bas Zaire, bkgypt, and Addis Ababa
and Gondar in kthiopia, showed a positive‘relationship of
economic status with use cf a modern method of
contraception (11,17,24,27,28). In Addis Ababa, the use
among the groups with monthly income of above 200 birr was

25% compared to 14% when income was less than 200 birr (11).
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Ecological studies have shown that education of the
women 1is strongly associated with the use of modern
contraception in the WFS countries. Among WFS countries in
Africa, Asia and Latin America, the higher the 1level of
education, the larger the proportion of users of
contraception (4). Similarly in Lusaka, Zambia, in every
age group, the acceptors were considerably better educated
than Lusaka women in general (20). In Addis Ababa, higher
use (on average 22%) was found among those with an
educational level above grade 4 compared to those with
grade 3 or below (on average a CPR of 7%) (11).

Moreover, when the husband is well educated, the couple
is more 1likely to use contraception, regardless of the
wife' s level of education (4,16).

3. Demographic Factors

Modern contraception is practiced more by women in the
middle reproductive years than by older or younger women.
The WFS data showed that the level of current use reached a
peak in the age groups of 30 to 39 in Asian countries and
somewhat earlier in the Latin  American and African
countries, at ages 25 to 34 and 20 to 34, respectively
(4,16). |

Three~fourths of urban Nigerian acceptors were between
the ages of 30 and 39 (19). However, in Zambia nearly half
(46%) of the female contraceptive acceptors in 1984 were in
the 20-24 years of age group (20) and in Zimbabwe in 1985,

55% of the acceptors were under age of 25 and about three
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fourths (76%) under the age of 30 years (29). Moreover, the
CPR is highest (72%) in women aged 20-34 years in the Addis
Ababa study by Tekalegne (11). In general,it is least
common among the youngest women, gradually increasing and
peaking during the mid to late childbearing vyears, then
dropping off among tlie oldest women.

The percentage of modern contraception practice varies
according to the marital status of women. In Lusaka,
Zambia, a high proportion of contraceptive acceptors, 83-93%
in every age group reported that they were married (20).
Similarly, in Zimbabwe over 84% of the acceptors and 61% of
Nigerian post-secondary students reported themselves to be
currently merried (29,30).

According to the WFS data, nearly in every country
urban women were more likely to use modern contraception
than rural women (4,16). The CPR among currently married
urban women is 30% in Botswana, 19% in Kenya and 39% in
Zimbabwe in contrast to 15% in Botswana, 8% in Kenya and 20%
in Zimbabwe for rural dwellers (31). Similarly in the
sudan, 16% of urban women and only 3% of rural women use
modern methods of FP (32).

In some studies, no difference in religion is noted
concerning modern contraception (11,28). Zein, in his study
in north-western Ethiopia, reported Muslims being the
majority of nonusers whereas they were in the minority in

the general population (17).
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4. Reproductive Factors

The number of living children alsc appears to influence
contraceptive use. According to studies based on the WFS
data, in many of the study countries, women who had no
children living tended not to practice contraception (4,16).
From zero to low levels of use prior to the first birth, the
percentage of users increased markedly, tending to reach a
peak in some countries when there were three or four
children and tapering off thereafter (4,16,19,28,31). In
Kenya, however, the rate continues to rise as the number of
living children increases (31). In some Latin American
countries, however, the level of use among married childless
women was in excess of 30%, indicating that in that region
contraception was used to postpone the first birth (4). It
is cited that, where the use of contraception is widespread,
it is intended for spacing as well as for the limitation of
births. Significantly, in countries where the overall level
of use is particularly low, the level of use rises with the
number of living children (4,11).

In the Peruvian study by Tucker, users of modern
contraception had a slightly lower mean number of births
than nonusers, 5 and 5.5 live-births, respectively (24). 1In
contrast, the 1Indian study showed a higher number of
children among modern contraception users compared to

nonusers, 3.6 and 2.2 children, respectively (33).
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Statistical analysis of returns for 25 WFS countries in
all developing regions, demonstrated that the experience of
the death of a child reduced the propensity of couples to
use contraception. In 23 out of 25 cases women who had had
a child die were not using a method. In Jamaica, child
death reduced usage by 9.4% (4).

5. Awareness of Modern Contraception and Sources of Methods

Awareness of contraception varies markedly among
countries. The WFS conducted between 1872 and 1984 and
Contraceptive Prevalence Surveys (CPS) conducted from
1970-1985 have ravealed that of the developing countries,
knowledge was most widespread in Latin America and the
Caribbean. Among currently married women of reproductive
age in 25 countries, awareness of at least one method of
contraception znowledge averaged 90%, ranging from 23% in
Nepal to 100% in Fiji and Costa Rica (4.16}.

In the African countries women who were aware of any
modern methods in Africa ranged £rom 20% in Nigeria to 89%
in Kenya (4,16,23,24,31,34,35). In 1986, 65% of the women
in the reproductive age in CGondar, Ethiopia were aware of
the existence of modern contraceptive methods (17). A
somewhat lower figure of 49% was found in Addis Ababa (11).
Similarly, Okubagzhi noted a contraception awareness of 43%
in 1988 among women who had delivered within a previous year
in two townships and a satellite village of Gondar Region,

Ethiopia (36).
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The awareness of contraception methods in general is
found to be Iliigler in urcan than in rural women (32).
However, knowledge of traditional methods of FP is very high
among rural women in Bas Zaire (28).

Women s age 1is not clogely linked with knowledge of
contraception in umost countries. However, the very youngest
and the very oldest women were least knowledgeable in many
countries. This is true also for women with no children or
many children, compared to women with a few, say 3 or 4
(%,:31,16,37):

According to the WFS data, knowledge is most prevalent
among urban, the better educated, and <the women who are
gainfully emvloyed away from the home (14,15,16,37). In
Nepal, awareness of contraception was more than twice as
high among women with primary education as among those with
no educaticn, 94% versus 43% (4). 1In Addis Ababa, there is
a higher level of knowledge and desire for knowledge of

contraception among women with a higher level of education

{1L)s

Worldwide, oral contraceptives were the most widely
known method (4,11,38). Among male Sudanese, the pill is
widely known (88%) (32). Pills and condoms are equally well

known among male Liberian adolescents and Nigerian
postsecondary female students (30,38). Sterilization is
well known in India (35). In Gondar, Ethiopia, almost half
of the women mentioned the pill as the method they knew,

followed by tubsal ligztion (17).
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Awareness of &a source of MC also varies across
countries. In Costa Rica and Thailand, knowledge about a
contraceptive source is nearly universal with 29% of married
women 15-44 years old knowing at least one gsource of supply
(23). In Zimbabwe and Kenya where 90% and 80% of female
respondents knew a method, only 71% and 48%, respectively,
knew a supply =ource (31). Lowest figures were reported
from Somalia where 1-7% of women knew a source (16).

6. Attitudes Towards Family Planning

The reasons given for FP include spacing births,
prevention of unwanted pregnancies and limiting population.
According to the WFS data, in Africa, spacing children was
the most imrortant reason for using family planning, while
in Asia ending childbearing was the predominant reason. The
percentage of Africa contraceptive users who were spacing,
rather than limiting births ranged from 59% in Lesotho to
90% in Nigeria and 89% in Zimbabwe (16,29). In Zimbabwe,
women wers motivated to initiate contraception because of a
desire to stop childbearing were in the majority only among
40 years and older. At younger ages, a substantial majority
began contraceptive use with the intention of spacing their
births (29).

In general, approval of family planning is very high
among different countries (30,31,33,37). At the national
level in India, 81% of the currently married couples approve

of the use of modern contraceptives (33). Similarly, in
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urban Ilcorin, Nigeria, among currently married women aged
15-35 years, over 90% accept the need for FP (37). In Addis
Ababa, Ethiopia, 53% of respondents had a positive attitude
towards MC (11).

Approval of FP among males varied from country to
country but with the exception of predominantly Muslim
countries (32) is high in Africa (24). In Addis Ababa,
Ethiopia, 80% of the males approved (11).

A negative male attitude towards family planning acts
as a powerful barrier to wuse of MC. The husband s
opposition to contraceptives accounted £for 32% of the
reasons for nonuse among Senegalese women (25). In
Ethiopia, for example, until 1982 +the Ethiopian Family
Guidance Association required the husband s signed consent
in order to provide contraceptives to his wife. As a
result, 16% of the women who reguested contraceptives were
turned away for lack of spousal permission. Later, removal
of the spousal permission requirement increased c¢linic
utilization by 26% within a fow menths {357

Objections to FP methods are varied. Among the
Nigerian women in Ilorin, 25% cited health reasons and 22%
gave moral or religious reasons for nonuse (37). On the
other hand, 56% of the Hausa women in Nigeria considered the
practice of MC equivalent to murder (15). Other reasons,
such as fear of sterility and fear of side effects are also
reported to be obstacles to practice modern family planning

(22,27,30,40,41,42),
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STUDY DESIGN AND METHODS

STUDY DESIGN

The study, conducted to determine the characteristics
influencing usage of modern contraception, is a case
referent/control study. Current users of modern
contraception (MC) methods are considered here to be cases.
Two other group of women are taken to be referents or
controls for the cases. These are dropouts from family
planning (FP) c¢linics and never-users of MC. In each study
group, spouses of married women were included in the study
SUBJECTS

Source Population

Family planning c¢linics are available in only four
towns in the awraja. In addition, private drug vendors and
a public pharmacy distribute MC methods, condoms and oral
contraceptives in the same towns where FP service is
available, and in no others. The population of these four
towns where the service is available were the source for the
study population.

The inclusion criterion was a woman 15-49 years of age.
The exclusion criteria were:

- modern contraception current user or dropout who is
not available in the study area during the study
period, or

- any illness of interviewee preventing the interview

from proceeding, or
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- a woman who does not fit the definition of modern
contraceptive current user, dropout, or never user
(definition will Ecollow).

Study Populaticn

The study population comprises three categories of
people. The first category includes is women in the fertile
age group of 15-49 years and their husbands who are
currently using modern methods of contraception or family
planning, hereafter called users. The second group is
composed of women in the fertile age group of 15-49 and
their husbands who have used modern methods of contraception
or family planning in the past for at least two months but
are not using it during the study period, hereafter called
dropouts. The third group is women in the fertile age group
of 15-49 and their husbands who have never used or have used
methods of modern contraceptives or family planning for only
one month or less, hereafter called never-users.

The former two groups of women were identified with
their respective addresses from charts of FP clinics of the
Ministry of Health in the awraja. Never-users were selected
by finding any woman in the age group of 15-49 in the third
house to the right of the case. Thus, women were not
matched for age except within the broad age range of 15-49
years, If there was no such woman in that house, the
households to the right of that were visited sequentially

until a woman in the age group of 15-49 was found. As was
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mentioned previously, the current users of FP were cases in
the study, whereas, the dropouts and never-users were
referents/controls.

However, at times some women originally thought to be
dropouts or never-users were found to be current users
and/or dropouts of modern contraception/family planning
methods, respectively, when the interview was begun. In
such cases, the women vy 1 classified according to their
actual present status, and interviewed accordingly.

Selection Hierarchy

It is estimated that there were a total of 137,658
women 15-49 years of age in the whole awraja. Among these,
7,590 women, aged 15-49 live in the four towns where the
family planning clinics are available. The selection
hierarchy for the study population is summarized in
figure 1.

MEASUREMENT
Outcome

The principal outcome is each woman s current status of

modern contraception usage. Thus, the outcomes are:
(i) current users of MC
(ii) dropouts (defaulters) of MC

(iii) never-users of MC
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Population of Tequlat & Bulge Awraia

Women 15-49 Year:

37,858

%
|
|

Popelation of Debra-Cerhan, Denels,

Bnewari and Jihur Towns
Women 15-43 Year:
1,540

i

m

Modern FP Hethods Users

Never-users of Nodern
7P Methods
6619

-

All Current Users of
Modern PP Kzthods
405

A1l Drop-cuts of
Modern FF Methods
566

48

| e e e
\—No Address —“Hc Address
425

Inccoplete
Infermation —
§

Incoaplete
Information —
1

Hatched tc Users
by Neighbourhood

Current Users of Modern
PP Methods Completed
Interview
Women 251
Hushands 159

Drop-outs of RP
Clinics Completed
Interview
Women 140
Hushands 49

Sample of Never-users

of Modern FP Methods

Completed Interview
Women 157
Husbands 117

Figure 1: Bampling Design and Selection Hierarchy

*Identified from Clinic Charts and Interviews.
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To classify a woman in one of the three groups, she was
asked whether she is currently using a modern contraceptive
or not. If she was not wusing, then she would be asked
further whether she has wused it for two months or more in
the past. Thus, if she is using an MC method currently, she
would be classified as a current user, if she has used
family planning for two or more months in the past as a
dropout; if used for one month only or not all as a
never-user.

Determinants

Various characteristics of women and their husbands
(whenever available) which might have a determining effect
on contraceptive use were assessed during an interview using
a structured guestionnaire. They are classified into four
groups, each consisting of a number of different variables.

(i) demographic characteristics which were age,
residence, marital status, ethnicity, and
religion;

(ii) socioceconomic characteristics which were
educational level, income, and occupation;

(iii) reproductive history which were age reported at
first pregnancy, parity, number of live births,
and number of living children;

iv) knowledge and attitude regarding FP
which were reason for current status of modern
contraceptive usage, attitude towards FP,
knowledge of type and advantages of modern
contraception, and source of information about

MC.
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To measure these variables, a dguestionnaire was
prepared by the principal investigator. This questionnaire
had different sections of questions corresponding to the
above outcome and determinant variables. Furthermore, it
had a separate format for the three study groups and a
corresponding questionnaire for husbands of each group. The
questionnaire was prepared in English and translated into
Amharic since the study areas were predominantly Amharic
speaking. The questionnaire was pretested and modified
wherever necessary.

Each female respondent was expected toc answer 30 to 35
guestions depending on the group she belonged to and based
on answers that she had given to certain questions.
Each male spouse was expected to answer 7 to 10 gquestions.
The English version of the dquestionnaire is attached as an
appendix.

DATA COLLECTION AND MANAGEMENT

Interviewers Training and.Pretest

Thirteen health assistants, 9 males and 4 females, were
chosen from the awraja health institutions to conduct the
interview. These health assistants were chosen to be the
interviewers in the belief that the respondent would feel
more at ease giving sensitive and private information than
to non-health personnel interviewers.

The interviewers were trained for one week regarding
the study, by the principal investigator. They were briefed

on the objectives and importance of the study and trained on
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the content of each guestion of the guestionnaire. They
were also trained on interviewing technigques. They were
oriented to the importance of privacy during an interview
and confidentiality of the collected information.

In addition, an interviewer's manual was prepared in
English by the principal investigator describing the duties
and responsibilities of an interviewer. This was discussed
and agreed upon by the investigator and interviewers.

After training the interviewers, a pretest was
conducted in a pre-selected town where no family planning
service was available. The pretest was conducted by the
trained interviewers under the supervision of the principal
investigator.

Based on the pretest, certain questions were rephrased
in order to make them clearer to both the interviewer and
interviewee. In addition, strategies were devised to
follow-up missed respondents. Discussions were held
concerning the correct reporting/filling of answers and
cross-checking certain answers.

Data Collection

Before the actual collection of data was started the
principal investigator discussed the objectives and purpose
of the study with the city-council of Debre-Berhan town and
the awraja administrator. Following these discussions, the
awraja administrator wrote an official letter to the woreda

administrators of the three study areas outside of



Debre-Berhan and the mayor cf the city-council wrote to the
nine kebeles of the town. The latters mentioned the
objectives of the study and emphasized the need to
collaborate with the research team.

After this, the principal investigator contacted the
different officials of the kebeles and woredas and arranged
a minimum of three guides for each of the kebles and woreda
towns. These were in order to locate the houses of the
current users® and dropouts’ as required by the research
team. Thus, one guide was assigned for three or four
interviewers.

The actual data collection for the study started on
October 27, 1988 at one of the kebeles of Debre-Berhan town.
All interviewers collected data in the same kebele and when
a kebele was completed, moved to the next. After covering
the nine kebeles of Debre-Berhan town, the interviewers were
divided into three groups and transported to the three
woreda towns, namely, Denaba, Enewari and Jihur, to proceed
with the data collection. After completion of the three
towns, interviewers again returned to Debre-Berhan to follow
up on respondents missed previously. Overall, the data
collection lasted 27 days.

Quality Control

For the first four days of the data collection process,
the principal investigator worked closely with the
interviewers. At the end of each data collection day, the

completed gquestionnaires were handed to the principal



30

investigator and were reviewed £for errors and missing
information. Based on this, timely corrections were made
during discussions held in the mornings before the day’s
work began and whenever necessary, interviewers went back to
the respective respondent to correct the error or
deficiency.

After this initial bhase of data collection,
interviewers handed over completed questionnaire at the end
of each day to the principal investigator. Supervision in
the field was also conducted every other day and
additionally whenever necessary.

Finally, a total of 855 gquestionnaire were collected
from the four study areas. out of these, seven
questionnairz were discarded due to the fact that they were
lacking a page or wmore of information. Thus, 848
guestionnaire were accepted for analysis.

Data Coding and Analysis

After all information was collected, the data were
coded on a pre-arranged coding sheet. Three high school
teachers and three general medical practitioners (MD &) were
hired to code data in addition to the principal
investigator. The coding was done according to a coding

manual prepared by the principal investigator.



The data were analyzed using an 8PSS PC + V.20 computer
programme. First, £frequencies of the different wvariables
were determined followed by cross-tabulation and chi square
tests of selected variables with respect to the three main
study groups (current users, never-users and
dropouts). 0dds ratios, and t-test were computed for the
relationship selected variables and means, respectively.
When odds ratios were calculated, each category was compared
to the combination of all other categories of that variable.
Multiple regression was carried out to assess the relative

contribution of variables to the outcome.
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RESUB LTS
GENERAL DESCRIPTIVES
Out of the total 848 women who ccmpleted the interview,
351 (41.4%) were currently using modern contraception, 140
(16.5%) were past users (dropouts) of modern contraception
and the remaining 357 (42.1%) were never-users of modern
contraception.

Sociodemographic Characteristics of Female Respondents

Table 1 summarizes the study population by selected
sociodemographic characteristics. The interviewees ranged
from 15 to 45 years. The mean age was 26.7 yvears with a
standard deviation of +6.3 vyears. of the 848 female
respondents 78.8% (668) were from Debre Berhan town while

the rest 21.1% were from towns outside Debre Berhan.



Table 1.

The Study Population by Sociocdemographic Characteristics.

Variables No % Variakles No %

Age Education
15-19 years 116 13.90 Illiterates & 103
20-24 i 224 26.4 Completed grade 1-3 299 35.3
25-29 " 231 27:2 " ¢ 4-6 176 20.8
30-34 " 160 18.9 n " 7-8 82 9.7
35 years and over 123 14.5 n L 9-11 102 12.0

“ " 12&overl01l 11.89
Unknown & 0.1

Residence Job
Debre Berhan 668 78.8 Eomz mgkers 329 38.8
Enewari }

Jihur } 1790 21.:1 Bar i:enders 140 16.5

Deneba } Government

Unknown ¢ 0.1 employees 105 12.4
Students 81 9.6

Ethnicity Jobless 79 8.3

Amhara 762 89.9 Vendors 70 8.3
Others 44 5 e
Others 86 10.1 Monthly family income
(Birr)

Religion Less than 50 388 45.8
Orthodox Christian 824 97.2 50-149 252 '29.7
Others 24 28 50-299 126 14.6

Marital status 300 and over 74 8.7
Married 425 50.1 Unknown 8 0.5
Divorced 224 26.4
Single (never-married) 170 20.0
Widowed 29 3.4




The majority of respondents were Amharas (89.9%). The
rest 10.1% were of minorities 1like Oromes, Tigres and
Gurages. Almost all (97.2%) of the women were Orthodox
Christians while Protestant and cCatholic Christians and
Muslims constituted a small @proportion, 2.8%, of the study
population. Half of the women were currently in marriage
union (50.1%) while single (never-married) women and
divorced women comprised 20.1% and 26.5%, respectively, of
the total respondents. Widowed women were 3.4% of the study
population.

Overall 10.3% (87)of the women were illiterate while
the majority, 89.6% (760), of the women had attained various
levels of education (see table 1). Home makers comprised the
largest proportion of women by job status (38.8%). Among
women who work outside their home bar tendersmade 16.5% of
the total respondents £followed by government employees,
12.4%. Students and vendors comprised 9.6% and 8.3%,
respectively.

Almost one-half of the women (45.8%) had a monthly
family income of less than 50 birr (see table 1). Women
whose family income was 300 birr and over were only 8.7% of
the total.

Reproductive Characteristics

1. Age at Marriage. It was found that women married

for the first time as early as when they were 5 years old
and as late as 27 years of age. In this society whenever

marriage occurs among young children it is not normally
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consummated until adolescence. Overall, a total of 692 women
reported that they had ever been married. The mean
age at marriage for this population was found to be 15.7
yvears. Of the ever-married women, 26.3% (223) married
before the age of 15 vyears and 46.7% (396) married Letween
the ages of 15 to 19 years. The remaining 27% (229) married

at the age of 20 and over.

2% Pregnancy. The mean number of pregnancies
experienced by a woman in the study group was 3.0. The

distribution of the study population by the total number of
pregnancies they had is shown in table 2. As shown, 118
(13.9%) women reported that they had never been pregnant at
the time of the interview. About one-half of them (49%) had
been pregnant 1 to 3 times while 22.8% had been pregnant 4
to 5 times and 14.4% 6 times and over, The maximum number
of pregnancies reported by a single woman was 15.

The mean number of pregnancies experienced before
marriage was 0.2 pregnancies for the entire population.
Users of and dropouts from MC services had a mean number of
0.3 pregnancies prior to marriage while never users of
modern contraception had a mean number of 0.2 pregnancies
before marriage. The maximum number of premarital
pregnancies observed was o while the minimum was zero.

3. Live-births. Only one woman reported to have had

13 live births which is the maximum figure for the entire
study population. Some 130 (15.3%) women reported no live=-
births. Twelve percent (102) of the women had 6 and more
live-births (see table 2). The mean number of live~births

for the entire study population was 2.8.
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Table 2.
Distribution of the Study Population by Selected
Reproductive and Contraception Variables.

Variables No. % Variables No. %
Number of pregancies Everusers of MC by gge
at first MC usage
0 118 13.9 13 = 19 years 120 24.4
1 138 16.3 20 - 24 Ir 162 33.0
2 145 17:% 25 - 29 W 131 . .26:7
3 132 15. 6 30 years and over 18  I5.5
4 106 125
5 87 10.3 Ever users of MC by
6 and over 122 14.4 reason fQr initiation
Number of livebirth MC usage
0 130 15.3
1 159 18.8 Prevention of unwanted
2 148 1745 pregnancy 240 48.9
3 127 15.0 Birth gpacing 238 48.5
4 103 T2% 1 Others 13 2.6
5 79 9.8
6 and over 102 1200
Number of livechildren
0 153 18.0
1 172 20.3
2 160 18.9
3 140 16.5
4 106 2.5
5 55 6.5
6 and over 62 Tisin3

®
Ever users of MC were 491.

% %
Medication, prevention of STD
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4, Live-=children. The mean number of 1live children

per woman was 2.4. At the time of the interview, one woman
possessed 11 live-children which is the highest figure for
the study population. Twelve percent of the women reported
6 live-children or more and 15.3% of the study women had no
live-children (see table 2).

5. Age at first pregnancy. 0f the 730 women who had

ever been pregnant, 728 women reported their age at the time
of their first pregnancy. The ages vary from as early as 11
vears of age to age 32 with a mean age of 17.8 years for the
ever-pregnant women. In general, 8.1% (59) of these women
had been precnant for the first time when they were within
the age group of 11 to 14 years. The majority of them
became pregnint when they were 15 to 19 years of age (69.1%)
while only 22.8% were for the first time pregnant when their
age was 20 7ears or over.

6. Age at first sexual contact. Women in the study

population reported having sexual intercourse as early as at
11 years of age and as late as 32 years of age. oOut of the
837 women who responded positively to this variable almost
one-third (31.8%) of them started sexual relations during
the ages of 11 to 14 years; 61.4% started sexual relations
at the ages of 15 to 19 while only 6.8% started after the
age of 20. The mean age at first sexual intercourse for the
study population in this segment was 15.6 years, excluding

virgins.



Contraception Characteristics

1. Age at and reason for first modern contraception

usage. Table 2 shows ever users of modern contraception by
age at the first time of MC practice and the reason why they
used it at that age. The mean age for all ever users of MC
was 24.0 years. Overall, roughly one-half of the ever users
of MC started use for prevention of unwanted pregnancy
(i.e., to stop childbearing or to prevent extramarital
pregnancy) and about one-half for child-spacing (to delay
the next pregnancy).

2. Type of modern contraceptive method used. The vast

majority (94.5%) of the ever users used OC the first time
they used nodern contraception. IUD, condom, spermicide,
and irreversible methods were tried by the rest of the ever
users (5.5%). On average ever users of MC used MC methods
for 26.2 months.

3. Reason for current modern contraception use and

nonuse. Out of the 351 current users of MC 53% were using MC
to prevent unwanted pregnancy (te stop childbearing and
prevent extramarital pregnancy) while 46% were using it for
birth-spacing. Only 1% were using MC for prevention of
sexually transmitted diseases (STD) and as medication. on
the other hand, various reasons have been given by dropouts
and never users of MC for npnot practicing MC at the time of
the interview. It is shown in table 3 that desire to have
more children was the major reason by both groups for

non-use. Being pregnant and breast-feeding and fear of side



Table 3.

Reasons for Nonuse of Modern Contraception by Dropouts

and never-users of Modern Contraception Services.

Reasons Dropouts Never Users Row Total
No. %  No. & No. %
Desire more children 37 21.21 142 39.78 T78  36:3
Being pregnant or lactating 28 20.59 30 8.40 58 1.8
Fear of side-«ffects or 28 20.59 54, 15,13 82 16.6
infertility
No sexual parcner 12 8.82 67 18.77 79 160
No refill or method 16 .11.76 4 Tonrl2 20 4.1
Husband disagproval 10 T 00 10 2.80 20 4.1
Being sick 5 2.68 24 6.72 29 5.9
Do not have knowledge of MC - - 13 3.64 13 2.6
Use tradit:;onal methods - - 8 2.24 8 1.6
Against rel.gion or culture - - 5 1.40 5 1.0
®

Column Tota. 136 100.00 357 100.00 493 100.0

k.4
4 women dic not respond to the guestion.



40

effects and infertility as a consejuence of MC methods were the
next most frequent reasons for discontinuation among the
dropouts. Having mno sexual partner at the time of the
interview and fear of side effects and infertility due ¢to
methods of MC were the next most common reasons for nonuse
among the never users of MC.

5. Method refill or replacement interval and interval

satisfaction. Among the ever users of MC, the wvast majority

(98%) collected contraceptives monthly while only a few
collected it every couple of months or more. 12.4%, (61) of
the ever~users of MC were unsatisfied with the interval
while the majority (87.6%) were satisfied with their

refill /replacement interval of contraceptive methods.
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BIVARIATE ANALYSIS

Users Versus Never-users of Modern Contraception

X2 and t-tests were used to compare frequencies and

means, respectively. Between MC users and never-users the
following items showed statistically significant
differences:
1. sociodemographic characteristics with the exception of
ethnicity,
2. reproductive characteristics,
3. MC knowledge,
4., source of information about MC,
5. women s sex education approval, and
6. husbands' characteristics.
The following two items showed no statistically
significant differences:
1. ethnicity, and
2. age when received information about MC for the first
time.
A difference of only 1.2 vyears {(P<0.01) which is of 1little
clinical significance was observed in the mean age of MC
users, 27.1 years + 5.7 S.D., and never-users, 25.9 years +
6.8 4 B:Ds
There was no statistically significant association
between MC usage and ethnicity. There was a significant
association in marital status and MC usage between users and

never-users (X2

£2L.52. doE. =2, p < 0.001). Married and
divorced women were more likely to use MC while single women

were legs likely to do so (see table 4).



Table 4.
Comparison of Users to Never-users of Modern Contraception
by Sociodemographic Variables.

Variables Users Never-users Odds 95%
N(%) N(%) ratio Confidence
interval

Age (years)

15-19 26( 7.4y 76(21.3) 0.3 0,18,0.49
20-24 99(28.2) 89(24.9) 1:12 0.84,1.68
25=-29 H09(31 .1 B8L(22.7) 1:53 1:08:2:18
30-34 T1:020..27 5315, 1) 1.42 L S i
35 and over 46(13.1) 57{(16.0) .79 PR [ R 2
Marital status
Married 189(55.9) 161(46.5) 1.46 1:.07,1.98
Divorced 103(30.5) 88(25.4) 1.83 15305257
Single 46(13.6) 97(28.0) 0.40 w2l 0461
Occupation
Home makers 137(39.0) 139(38.9) 1.00 .73,1.37
Bar tenders 78(22.2) 44(12.3) 2.08 133,311
Government Bl(1&:5) 25( '7.0) 296 1.33,3.85
employees
Students 20 '5.7) Sa(15.1) .34 o LN
Jobless 28( 8.0) 43(12.0) .63 37 33507
Vendors 25( 7.1) 30( 8.4) .84 +46,1 .50
Others 12( 3.4) 22 6.2) .54 253,01
Monthly family
income (birr)
Less than 50 157(44.9) 178(50.4) .80 .59,1.09
50-149 88(25.1) ‘116(32:9) .69 .49, .97
150-299 58(16.6) 45{(12.7) 1436 B 7 A o

300 and over 47(13.4) 14( 4.0) 3.786 186,731
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A statistically significant difference (p < 0.01) was
seen in the mean educational attainment between MC users

(grade 5.3 + 4.1 8.D.) and never-users (grade 4.8 +

4.0.8.D).

A statistically significant difference existed between
users and never-users in occupation, X2 = 40.52, df = 6, p <
0.001. As shown in table 4, users of MC are more likely to
be women working in government and mass organizations and
bar tendergs compared to never-users, and were less likely to
be students, the jobless and farmers.

A strong relationship was seen in the monthly family

income and MC usage among users and never-users ng = 24,64,
af = 3, p < 0.001). Users had a proportionately higher
monthly family income (150 Birr and over) whereas

never-users were more likely to be in the low income group,
a monthly family income of less than 150 birr. Analysis of
MC usage by income with bar tenders removed showed the same
relationship between MC use and income L§2 =33.26, df = 3,
p < 0.001).

A direct relationship existed in gravidity and MC use
ng = 91.67, df = 6, p < 0.001). That is, MC users had a
significantly higher number of pregnancies (2 and more)

whereas never-users were more likely to have one or none

(see table 5).
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A statistically significant difference was seen between
users and never-users in the number of 1ive-births and 1live-
children a woman had (X2 = 85.00, df = 6, p ¢ 0.001, and X2 =
82.79, df = 6, p ¢«.001, respectively). As shown 1in table &, MC
users have proportionately higher numbers of live births and
live-children than never-users.

A statistically significant difference was seen 1in MC
information source between users and never-user (X2 = 26.63, df =
4, p < 0.001). As table 6 shows, a proporticonately higher
number of users received MC information for the first time from
health institutions compared to never users. The difference is
even more marked than noted in the table, if we consider that 142
never—-users iho reported no MC knowledge are excluded from the
analysis. In fact, only 23/357, or 6.4% of all never-users
received Mo information for the first time from health
institutions. Never-users were more likely than users to get
their information from school. This was also true 1in the
analysis with bar tenders removed, X2 = 21.62, df = 4, p < 0.001.

Thera was no statistically significant association between
age when first received MC information and current status of MC
usage among users (21.0 years + 5.4 8.D.) and never-users (20.5

years + 5.4 S.D.).



Table 5.
Comparison of Usgers tc MNever-users of Modern Contraception
by Reproductive Characteristics.

Variables Users Never-users Odds 95%
N(%) N(%) ratio Confidence
interval

Numbe of pregnencies

78(22.2) 51(14.
67(19.1) 43(12. .70 1,1%1,2.67
49(14.0) 38110 3 «82; 232
28( 8.0) 14( 3.9) 2.12 1.05,4.33
and over 31( 8.8) 15( 4.2) 2.2% 1.13,4.38

o« L 1.14,2.58

Vo wo o
N N i N “ut®
o e

0 13F 3.7 1981(28.3) .10 086; .18
1 55.(15.7.) 70(19.6) > 16 e Mg R 1
2 68(19.4) 47(13.2) 1.58 1.04,2.43
3 59(16.8) 46(12.9) 1 (e 3 BB 212
4 55(15.7) 32(9.0) 1.89 1:.16;3.,08
5 40(11.4) 28(7.8) 1.5% .88,2.59
6 and cver 61(17.4) 33(9.2) 2.07 1.2B;3:33
Number of live-births
0 18( 5.1) 107(30.0) .13 DL, 22
1 64(18.2) 75(21.0) .84 +B57,:3.,24
2 74(21.1) 48(13.4) L T2 5L : 93,2 .6
3 850189} 471(11.5) 1.43 «91,2.26
4 53(15.1) 32( 9.0} 1.:81 1.74.,2:96
5 36(10.3) 25( 7.9} 1.52 .86,2.67
6 and over 51(14.5) 29( 8:1) 192 1:16,3.:20
Number of live-children
0 26( T.4) 120(38. .16 ¢ 10 2%
1 72(20.5) 75(21. .97 .66,1.42
2
3
4
5
6
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Table 5.
Comparison of Uséez Lo Never-users of Modern Contraception
b Selected “"ariables.

Variables Users Never-users 0Odds 95%
N(%} N(%) ratio Confidence
~interval

>
MC information source
Health institution/

proiessional 69{19.%) 23(10.7) 2.04 1. 20:3, 50
Friend 214(61.0) 118(54.9) 1:.28 .90,1.84
Mass media/gathering 34( 9.7) 24(11.2) .85 .48,1.54
School 194 5.4) 36(16.7) .28 5 5 TR .
Family 15( 4.3) 14( 6.5) .64 .29,1,44
Score of MC knowledge
2 and kelow 17( 4.8) 175(49;2) .05 +03; .09
3 TT{21.:8) T0{19.7) 6 e 0L .79,1.68
4 1361:38,7) '82(23.0) 2,13 1.50,2.97
5 121(34.5) 29( 8.1) 5.93 3.75,9.43

Women' s approval of
sex eaucatio:

Approved 283(80.6) 264(73.9) 1.47 1T:0%,2:12
Neutral T30 34Ty 320 9:.0) .39 a8, 319
Disapproved 55{15.7) 6€61137.1) .90 W B

*
142 never-urners who reported no MC knowledge are excluded
frem the anilysis.



Table 7.
Comparison of Users™ to Never=-users’
Selected Variables.

Husbands by
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Variables Users Never-users Odds 95%
N(%) N(%) ratio Confidence
interval
Husband-wife
communication on FP
Yes 143(40.9) 55(15.4) 3.78 2.60;5.5
No 207(59.1) 301(84.6) .26 £38, 38
Number of methods
aware of:
None 21 4.8y 121EL.2) .14 3. 70
One 59(39.3) 44(41.1) 1.56 89,2.76
TwWo 4(27.3) 30(28.0) .09 L84, .30
Three and more 48(32.0) 21(19.6) 3.02 .58,5.80
MC knowledge score
2 and below 17{11.4) 29(29.0) .32 .15, .64
3 3L 356 Z29(25.0) 2.35 « 762 .42
4 67(45.0) 36(36.0) 1.45 .84,2.53
5 1zt 4.1)y Bl 8.0 1.3% .46,4.27
Attitude towards MC
Supported 148(98.7) 88(76.5) 22.70 .07,68.74
Against 2 T3 27:(23.5) .04 SO s 20
Sex education approval
Approved 132(88.0) 85(73.9) 2.59 .30,5.19
Neutral 6l 2.0) 15{13.6) .28 .09, .80
Disapproved 12(10.0) 15(13.0) .58 «24,1.38
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A statistically siguificant proportion of husbands of
current users approved MC (98.7%) as compared to husbands of
never-users (76.5%), §2 = 30.52, df = 1, p < 0.001 (see
table 7).

Husbands of current users of MC approved sex education
to school girls and boys aged 10 years and older more than

husbands of never-users i§2

=9,92, df = 2, p < 0.01). @ As
table 7 shows, 88% of users’™ ©partners approved of sex
education while only 73.9% of never-users’ partners
approved.

Husband-wife communication on FP was significantly
higher among users (40.9%) compared to never-users (15.4%),

X% = 55.21, if = 1, p < 0.001 (see table 7).

Users Versug Dropouts

There ere few differences between users and dropouts
in X2 ard t-tests among the independent variables
investigatad. The only statistically significant
differences were in:

1. duration of modern contraception used,

2. satisfaction with modern contraceptives refill/
replacement interval,

3. husband-wife communication on FP,

4. husbands® attitude towards modern FP, and

5. husbands® sex education approval.
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The followinc i%ems showed no statistically significant
differences jetween uzars 2nd droupouts:

1. socicdzomegraphic variables,

2. reproduccive variables,

3. MC knowledg~ variables,

4, women s appiovrl of sex education, and

6. husband s MC knov'ledge.

Tahie 8 snows current users and droputs by duration of
MC use at "he time of the interview. A significanlty higher
proportion [ dropouts used MC for a brief duration (2-6
months) whil: current users used MC for longer durations,

a year and ¢ 1 (X2

= 43.9, df=4, p < 0.001).

A statist cally significant difference bhetween users
and droputs was 1so seen in the mean contraceptive period
{p < 0.001'., Ust s used MC for an average of 29.5 months +
28.0 8.0, “hersass the dropouts used MC for an average of
17.9 povrthe £ 22.2 D.

* h glhier prop: “tion of cJropouts £from MC services
(19.22) w=>r2 feund tp e unsatisfivd with the interval of MC
method rofill or replar “ent comparec. to current users, 9.7%
(x> =7.62, @ = 1, p < 0.01). Hewaver, the difference
séems to be cf little cl: :ical signific'nce as the majority
of users end Ccropouts, 90.3% and 80.7%, respectively,
reported they were saticf a2d with the refill/replacement

interval (see teble 8).



Table 8.

I

Comparison of Users to Dropouts of FP by Selected Variable.

Variables Users Dropouts Odds 95 %
N(%) N(%) ratio Confidence
Internal
Duration of MC used
(months)
2 -6 55(15.7) 59(42.1) .26 By e dd
7 = 12 86(24.5) 34(24.3) 1.01 .63, 1.64
13 - 24 74(21 .1} 18(12.9) 1.81 1.01; 3.29
25 = 36 47(13.4) 8( 5.7) 2088 . 1Ey 602
37 and over 89{25:4) 21415.0) 1,92 2:11+ R.356
Satisfaction with method
refill/replacement
interval
Yes 317(90.:3) 113(80.7) 2.23 '1.24; 3.99
No 34( 9.7) 27(19.3) .45 Y .81
Husband-wife communi-
cation on FP
Yes 143(40.9) 42(30.2) 1.60 1.03, 2.48
No 207(59.1) 97(69.8) B3 40, .97
Husbands™ attitude
towards MC
Supported 148(98.7) 42(89.4) 8.81 1.44,46.75
Against 20 1,83} 5(10.6) g | L0889
Husband's sex education
approval
Approved 132(88.0) 40(81.6) 1.65 63 8,27
Neutral 6( 4.0) 7(14.3) bl VO, .88
Disapproved 12( 8.0) 20 8,2) 2,04 41, 20435
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A statistically significant difference 32 = 6.53, df =

1, p < 0.05) was seen in attitude towards MC between
husbands of users and dropcuts. As shown in table 8, 98.7%
of users husbands approved MC compared to 89.4% of dropouts.
Nevertheless, the majeority in both groups approved of MC
practice.

As shown in table 8, a proportionately higher percentage
of users husbands approved sex education of school children
10 years and over than dropouts' husbands, 88% versus 81.6%,
§2 s 6,96, QE =2, p< 0.05. However, the majority of
husbands approved of sex education.

There was a statistically significant difference
between users' and dropouts' hugbands in spousal
communication on FP (X2 = 4.35, df = 1, p < 0.05). As shown
in table 8, 30.2% of dropouts husbands reported to have
husband-wife communication compared to 40.9% of users'
husbands (see table 8).

MULTIVARIATE ANALYSIS

Once the bivariate correlates of MC usage were
identified, multiple regression was used to determine the
relative importance of these factors and to eliminate any
that did nct contribute significantly to explaining variance
in MC usage, once other factors were taken into account.
First, multiple regression was done with the three study

groups combined and then multiple regression was done for

users and never-users of MC only.
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Three factors emerged from this analysis as the prime
determinant of MC usage, which are, in order of importance:
total number of pregnancies experienced, MC knowledge score
of women and age of women (see table 9). Similarly, these
same variables entered in the same order when analysis was
done for users and never-users.

In the first analysis, users are classified as 1,
dropouts as 2 and never-users as 3. Thus, when the beta is
negative, that factor is directly associated with being a
user, or negatively associated with being a never-users.

In the second analysis, users remained as 1 but
never-users were changed to 2, and the same dinterpretation

applies.



Table 9.
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Results of Multiple Regression Analysis of Modern
Contraception Usage.
Beta and t-test of PredictorsE
Dependent 5
Variables R No of Women's Women's
pregnancy score of Age
MC knowledge

1.Users,

dropouts & )% * ¥

never-users « 3.8 -.33(=-3.74 .19(=-2.99) .18(2.06)
2.Users and - = * ”

Never-users .13 =-.38(-4.00) -19(~2.72) +A912.03) *

P < 0.01

* %
P <0,05

@ the t-values are given in parenthesis
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DISCUSSION

Many facters contribute to the use or nonuse of modern
contraception in the developing countries. In general, in
our study, the differences between MC users and dropouts
were few compared to the differences between MC users and
never-users. It may be that users and dropouts are
esentially the same group of women, with dropouts being
those who stop MC in order to have another child. They may
become users after their next child and present users may
become dropouts. This is seen in table 3, where 59.6% of
the dropouts gave reascns 1ike desire to have more children,
being pregnant or TJactating and no refill/method for
discontinuing MC use.

A comparison of the profiles of MC users and dropouts
showed that duration of MC usage, satisfaction with refill
interval, husbands’ report of husband-wife communication on

FP and husbands® attitude towards MC were statistically

significant. Generally, there were not statistically
significant differences in socio~demographic and
reproductive characteristics, age and source of MC

information at the first time, women's approval of sex
education and husbands® MC knowledge.

Dropouts used modern methods of contraception feor
shorter durations when compared to current users. One of
the reasons for this difference could be that dropouts might

have initiated MC for preventing extra - and/or premarital
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pregnancies while current users might be using MC to space
birth and tec 1imit childbearing by stopping reproduction.
Furthermore, desire to have more children and being pregnant
or lactating were reported by the dropouts as reasons for
discontinuation of MC practice. Dropouts expressed a fear
of side effects and infertility comparable to neverusers.

Although a nigher proportion of dropouts were
dissatisfied with the refill interval compared to users
{19.3% versus 9.7%), the vast majority of both groups were
satisfied with the interval, and the cliinical significance
of the difference is probably slight.

A difference of 10.7 percentage points 1is seen 1in
interspouse communication on FP between dropouts and users.
In addition to other factors, this may have contributed to a
higher continuation rate among users.

Even though there 1is a statistically significant
difference between users and dropouts in husbands' attitude
towards MC, the vast majority of both groups approved of MC
practice. Husbands thus play a supportive role in the use
of MC and are important for its impiementation.

A comparison of the profiles of MC users and
never-users showed statistically significant differences 1in
most of the variables such as women's age, marital status,
socioceconomic and reproductive characteristics, MC
information source, women's approval of sex education,

husband-wifa communication coh Fp and husbands®
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characteristics. Ethnicity and age when women first
received MC information showad no association with use and
never-use of MC.

A statistically significant proportion of users were in
the mid-reproductive ages (25-29 & 30-34 vyears) while
never-users were proportionally higher 1in the early (15-19
years) and late (35 years and over) reproductive ages. This
finding is similar to that of Tekalegne’s study in Addis
Ababa (11) and Brown’s and Dow’s studies in Zambia and
Zimbabwe, respectively (20,29). Fewer women in the younger
and older ages may have been sexually active than was true
of women in their twenties, and therefore, fewer at risk for
unwanted pregnancy. ©On the other hand, large numbers of the
youngest and olider groups may have been sexually active and
in need of contracepticn, but for various reascns they did
not attend FP clinics.

Tomas Dow et al. in Zimbabwe found the majority of
acceptors to be married women (29). Our finding accords
with theirs in that a slightly higher proportion of users
were married while a higher proportion of never-users were
single women. 8Single women are Tess Tlikely to be sexually
active, and social taboocs might discourage them from
practicing MC. Despite these differences, almost half of
the neverusers were married and thus exposed to the risk of

unwanted pregnancy.
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Several studies have cited a positive relationship
between women's educational status and MC usags
(11,20,28,43). In accordance with these studies, MC users
in the present study had a significantly higher mean
educaticnal level than never-users.

This study showed that women whe are working outside
the home for cash payment are more Tikely to use MC than the
jobless, students and farmers. Tekalegne and other authors
have alsc found similar results (4,11,16,17,24). The usual
reasons given for these differences are that women working
outside their homes have greater access to information about
MC and that they might need to stay non-pregnant in order to
hold their job.

Different studies have demonstrated a positive
relationship between eccnomic status and use of a modern
method of contraception (24,27,28). Morecver, two Ethiopian
studies by Tekalegne and Zein have also shown a higher CPR
among the financially better off women than the lower income
group. (11,17}, The present study, which shows a higher
monthly income in the users group and a higher proportion of
Tower income women among the never-users strengthens the
previous findings.

Our study showed a positive relaticonship between the
total number of pregnancies. T1ive-birthe and live-children a
woman had and MC usage. Several studies have showed similar

trends of MC usage (4,16,19,28,31). Women with Tlarger
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families are naturally more 1ikely to use MC to Timit family
size than women with smaller families. Presumably the women
who use it for prevention of unwanted pregnancy do not want
any more children.

In accord with the resuits from Tekalegne‘s study (11),
we found that more users received MC information from
health institutions than never-users. Never-users were more
likely than users to get this information from school.
However, the majority of women in both groups got their
information from friends. These finding shows the potential
role of health institutions and friends in the dissemination
of MC informaticon as well as their influential role 1in
initiation of MC practice. Moreover, a lower Tlevel of MC
knowledge observed among the never-users than the users
might have contributed to nonuse among the never-users.

In this study, although users were more likely than
never-users to approve of sex education 1in scheool to
children 10 vears and older, in both groups, the majority of
women and male spouses approved of it. This positive
attitude towards sex education is encouraging, and may 1in
the long run lead to better information and utilization of
MC methods.

Even though, a statistically significant difference
existed in the husbands MC knowledge between the study

groups, this is not of clinical significance as the majority



A second problem is a selection bias which of greatest
concern in two groups. These were the dropouts from FP
services where only 140 out of 566 (25%) dropouts were able
to be Tocated. It 1is possible that these located were 1in
someway different from those we cculd not TJocate. For
example, these located may be less mebile. Similarly, of
the total 425 women who were married in the study only 31§
husbands (74%) were located and interviewed. The husbands
we were unable to locate may have differed in areas such as
occupation, income, etc. from the husbands we were able to
locate. This Tlimitation must be taken 1intoc account when

Tooking at the results dealing with dropouts and husbands.
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CONCLUSL1OM AND RECOMMENDAT!ON

In the present study many differences have been
demonstrated between MC users and never-users whereas very
few exist between users and dropcocuts. ''he findings revealed
that:
1. MC usage is influenced by sociodemographic
characteristics, "That is, women who are younger and older
(ages below 25 and over 34), single, less educated, not
working outside their homes for cash payment, and belonging
to the lower income class (a monthly family income of less
than 150 birr) are underserved by the available ¥KP clinics.
2. MC usage is influenced by reproductive characteristics -
gravidity, the number of live-births and live-children.
Those with low numbers are more likely not to practice MC.
3. Besides knowledge about MC which has a positive effect
on usage, friends and health personnel play the largest role
in the disemination of MC information and in the initiation
of MC practice.
4. Husband's knowledge about MC and attitude towards MC
have an influential role in the usage of MC.
5. Huskband-wife communication on FI is positively
associated with MC usage.
6. Desire to have more children, being pregnant/lactating,
fear of side-effects and infertility following MC, and
having no husband/sexual partner have been demonstrated to

be major reasons for not using MC among the never-users.



7. Certain factors 1like the desire to have additional
children, becoming pregnant, fear of side effects of mocdern
contraceptives, lack of method refill/replacement have been
identified as reasons for dropping out from FKI' clinics.
Moreover, spousal oppesition has been shown to be an
obstacle to the continuation of MC usage.
Based on these findings we recommend that:

1. Emphasis should be placed on promoting dissemination of
MC information in health institutions, schools, mass
gatherings, etc. both to women and men.
2. Service providers should find ways to make MC =services
available to the following groups, which are not adequately
served by the existing FI’ clinics.
- wyounger, sexually active women (ages 15-24),
- older women (ages 35 and over),
- unmarried adults,
- women with low educational level,
- women who are not weorking cutside for cash payment

(housewives, the jobless, students)
- women in the lower economic class.
3. Although not addressed specifically in this study, it is
noteworthy that in Tegulet and Bulga awraja, MC is available
only to townswomen, who constitute only 6% of all women.
Thus, an important first step is to make MC available to
more women by having more rural clinics dispensing

contraceptives.
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4. Hesearch must proceed on almost every aspect of MC usage

both in urban and rural settings in order to enable us
devise programmes which will have a meaningful effect on

practice.

to

MC



APPPENDILX
UESTIONNAIRE FOH CONTRACEDPTION
A. ldentification
1. Questionnaire number
2. ldentification number of interviewer
3. Date of interview (Ethiopian Calendar)
B. lntroduction
4, 'lown
) [::] Debre-berhan
2.4 [:] Enewari
258 E:j Deneba
4. [:] Jihur
5. [::] Other, specify
5 |:‘ Kebele
6. [:I:' Adge of interviewse
7. Wwhat is your ethnicity?
L E:] Amhara
e [:] Cromo
% 33 E:j Curagie
4, [:j Tigrie
L [:j Other, specify
8. What is your religion?

Jodo
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STUDY

Day month year

Orthodox Christian
I'rotestant Christian
Catholic Christian
Muslim

Other, =specify




G

10.

11'

12'

What is your marital status?

; 1 ] Married
2. £ Single

3. ] Divorced
4. [} Separated
& . ] Widowed

what level of education did you reach?

Can't read or write

<

HT]DD

fadd,
a

Ever attended literacy campaign or grade 1

Completed literacy campaign and has
certificate, or ¢grade 2

By 1f grade 3 or above, enter the highest grade
obtained
What is your occupation?

Jobless

GCevernment employves

=0
L3
o I [:] Mass organization employee
4, [:] International corganizaticn smployes
5. [] Farmer
G [::] Public service (bar, hotel, etc)
T [:] Self-employved/vendor
s E:j Housewife
9. [:j Student
[]

10. Other, specify

What is your approximately monthly total family income
in birr?

1. Less than 50

0

Zs 50 - 149

o

#



13.

14,

15.

16.

17

18.

19.

20.

21‘

NENRRN

0.

1'

150 < 299

300 - 499

500 and above

No response

1f married, at what age were you married?

Net applicable

HD

Enter age in years

At what age have you started sexual relationship?

:

Enter age in years

How many pregnancies have vyou had?

:

Enter the number

How many live—-births have you had?

:

knter the number

How many live-children do ycu have?

i

Enter the number

How old were you when you first got pregnant?

:

Enter the number

How many pregnancies have you had before you married?
[::I::] Enter the number

Do you presently use any modern contraceptive method?

1. [:] Yes - Fill Questicnnaire 1

24 [::] No - Go to guestion 22

3. L

No response - l'erminate interview

Have you ever used any contraceptive method for longer
than one month?

[::] Not applicable
1 [ [::] Yes = fill questicnnaire 11

No - Fill Questionnaire 111
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1. Questionnaire for I’resent Mcdern Contraceptive Users

1. Questionnaire number [:j:]:]:]

122. How old were you when you first started to use modern
contraception?

[::I::] Enter age in year

123. Why did you start to use modern contraception at that

age?

I [::] I’revention ¢of unwanted pregnancy
2 [::] Child-spacing

3, E:] Medication

4. [:] Other, specify

5. [::] doni't know
124. Wwhat modern contraceptive method dec vou use currently?

1. i 4 B0

2 1up

3 Spermicide
4, Condom

tubal ligation

Juodooood

6. Hvsterectomy
s Vasectomy
B Other, specify
125. For how long have you been on this present method?
[::I::I::] knter the period in months
126. Why do you use modern contracepticn at present?
" Gy [:] I'revention of unwanted pregnancy
24 [::] Child-spacing
34 I-:I Medication



4, [:] Other, specify

5. [:] Don't know

127 - 128 for pill, spermicide, condom, and 1lUD users
only. Others go to 12Z29.

127. what is the usual interval of your refill/replacement?
0. [::] Not applicable
1s [::I::] Ynter the interval in months

128, Are you satisfied with the interval?

0. I:I Not applicable
1, el No

2 L] Somewhat

3 E:] Yes

129. Where is the main place that you get your
contraception from?

0. Not applicable (if user of cperative

method)

Family Guidance Assocciation
P'rivate clinic
'’harmacy/Drug vendor
Hospital

Health center

6. Health stsation

joooood O

s Other, specifvy

130, Wwhat do you think is the most important reason a woman
should use modern contraceptive methods?

[:] For prevention of unwanted pregnancy

2% [::] For child-spacing



131.

132,

1335

70

As medicatiocon

Kor prevention cof sexually transmitted
diseases

Other, specify

Do not know |:I
Tetal

wWhat was your =zge when you first got information about
modern contraceptive methods?

I:l: ¥nter age in years

From whom/where did you get the information about MC
mehtods?

J0 g

15 Marital /sexual partner
2 Friends

35 Family

4. Schoeol

Mass gatherings
Mass media-radic, magazines, etc
Health institution/prefessional

tthiopian Family CGuidance Association

Judoboogdn

Other, specify

Which methods of modern contraception do you know
about? (check box if aware)

Tubal ligaticn

1 - Pill
2 [:] 1Up
3. 1] Spermicide
4. e Condom
B8
]

Hystersectomy



134.

135.

136,

T E:j Vasectomy
8. [:] Ilnjectable

9. E:j Other, specify

What advantages/uses of modern contraception de you
know?

I'revention of unwanted pregnancy

Child-spacing

Urevention of sexually transmitted diseases

L]
[
3. i Medical treatment
el
D

Other, specify

Total ‘
What should a woman do if she forgets to take a
contraceptive pill for cne day?
Take ocnly the next dose
Take it as soon as she remembered it
Take it only teogether with the next dose

Discontinue to take the rest of the pill

Other, specify,

Judoo

Do not know

Do you approve of school sex sducation to children
aged 10 years and over?

i 99 [::] No

2 Yes

==
3 [::] Do not know
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1

222.

224,

Questionnaire for Dropout from Modern Contraception

Questionnaire number

Services

How old were you when you first started to use modern
contraception?

[::]:::] Enter age in years

Why did you start to use modern contraception at
that age?

'revention of unwanted pregnancy
Child-spacing
Medicaticn

Other, specify

Judot

Do not know

What modern centraceptive were ycu using before
stopping?

Pill
Lup
Spermicide

Condom

Juaan

Other, specify

For how long were you con this method when you stopped?
[::I::] Enter duraticn in mcnths

Why did you stop modern ccntraception?

y [:] Became pregnant

A [::] Currently breast feeding
3. [::] Fear of side effects

4. [::] Fear of infertility
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228.

229,

7.3

No refill/replacement
Spouse disapproved

bon't have marital/sexual partnsr at present

Jaun

Want to become pregnant

227 - 228 for pill, spermicide, condom and LUD
past-users only; others go to question 229

What was the usual interval of your method
refill/replacement?

0. Not applicable

HD

3 (g Enter the interval in months

Were you satisfied with the interval?

0, E:] Not applicable
1, 1

2. [:j Somewhat

3. L Yes

Where was the main place that you got your
contraceptive from?

¥amily Guidance Association
Private Clinic
Pharmacy/Drug Vendor
Hospital

Health Center

Health Station

1000000

Ntha= eparify




230.

231..

232,

What do you think is the most important reason a woman
should use modern contraception method?

For preventicn cof unwanted pregnancy
tor child-spacing

As medication

For preventicon of sexually transmitted
diseases

Other, specify

FVEL 4 0 R

6. Do not knew

What was your age when you first received information
about MC?

[::I::] Enter age 1in years

F¥rom whom/where did you get the informaticn about MC
methods?

i B Marital/sexual partner

Friend

Family
School
Mass gathering

Mass media

0]

Health institution/professional

Lthiopian Family Guidance Asscciation

Jaupoooodn

Other, specify

Which methods of MC do you know about (check box if
aware)

; PO G
2. L
s [::] Spermicide



234.

235,

236.

Judoon

75

Condom

Tubal ligation
Hysterectomy
Vasectomy
Injectable

Other, specify

rotal L =]

Which advantages/uses of MC de you know?

Fa

2.

Jaaan

P'reventicn of unwanted pregnancy
Child-spacing

Medical treatment

U'r>vention of sexually transmitted diseases

Other, specify

radls A

What should a woman do if she forgets to take a
contraceptive pill for one day?

1,

2.

5.

6.

Joounom

i'ake only the next dose

l'ake it as soon as she remembered it
Take it only together with the next dose
Discontinue tec take the rest of the pill

Other, specify

Do not know

Do you approve of school sex education to children

slalif

[44]

vears and over?
No
Yes

Do not know



111.

¢ [

322,

323,

324.

325.

Questiconnaire for Never-—-users

ldentification number

Not applicable

E:] Code as (0

Not applicable

E:] Code as 0

Not applicable

D Code as 0

Not applicable

[:] Code as 0

Why don't you use modern contraception method at all?
i " Being pregnant
g Being breast-feeding

Fear of side effects

Fear of infertility

Have medical problem

Spouse disapproved

Do not have sexual/marital partner
Desire to have more children
Religious/cultural reasons

10, Method not available in nearby health

institutions

11 Not aware of modern contraceptives

12, Use traditional metheds, specify

Job dobouobooon

18, Others, specitfy
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327. MNot applicable

r—_j Code as 0

328. Not applicable

[::] Code as 0

329-A Do you want to use modern contraceptive method in the
future?

No - Go to Q. 330

¥Yes = Go to . 329-B

Jan

Not decided - Co to @ 329-B

329-B From where do you want to collect your contraceptive?
Not applicable

Family Guidance Association

Private clinic

I’harmascy/drug vendor

Hospital

Health center

Health station

JUoougod

Other, specify

330. What do you think is the most important reason that a
woman might use modern contraceptive method?

1. ’revention of unwanted pregnancies
2 Child-spacing
As medication
I'revention of 51D

Other, specify

Do not know

(o]

Juaoo

e



331.

332-A

334,

10,

78

1f answered ‘no' in . 329-A, why don't you want to
use modern contraceptives in the future?

0. Not applicable {if desired toc use)
1. Fear of side effects

HFear of infertility

Don't want to take drugs daily

bon‘t feel safe/comfortable with the methods
Want to use only traditional methods

Have medical problem

Desire to have more children

Spouse disapproved

Religious/cultural reasons

Jouboboooonn

Other, specify

o you know about modern contraception methods?

i g No = ©Go to 8. 338

0

2. Yes — Go to &. 333

What was your age when you first received information
about modern contraceptien?

0k [:] Not applicable

[::I::] kEnter age in years

¥rom whom/where did you get this information?

Mass organization/gatherings

0. E:j Net applicable
Vi E:j Sexual/marital partner
2 ] Friends
3 E:] Family
4, L3 School
[ ]
[ ]

6. Mass media - radio, magazines, etc.



335.

8.

9,

J00

Health institution/worker
Ethiopian Family Cuidance Asscciation

Other, specify

Which modern methcds of contraception are you aware

of?

2

1

o)

Jgoobodooo

Not applicable
3l

1up

Spermicide
Condom

Tubal ligaticn
Hysterectomy
Vasectomy
Injectable

Other, specify

O G, M

What advantages/uses of modern contraception do you
know?

0.

i

&~

Juooo

Net applicable

Prevention of unwanted pregnancy
Child spacing

Medical treatment

I'revention of S'I'D

Other, specify

wabiE 4= —



337.

338.

what should 2 woman do if she forgot to take a pi1ll7?

0.
1,
R
3.
4

D'y

6.

Juoooon

Not applicable

Take only the next dose

lTake it as soon as she remember

‘lake the missed and the next dose together
Discontinue to take the rest of the cycle

Other, specify

Do not know

Do you approve of school sex education to children
aged 10 years and over?

1y

2.

ARagn

No
Yesg

Do not know

80



1v.

317.

38.

39.

40.

Questionnaire for Male !'artners

ldentification number

]

Do you discuss about ¥’ with your wife?

0‘
L;

2.

Jun

Not applicable
No

Yes

Do you approve of MC?

0.
1.

AR

U
o]
o
o
1
O
el
s}
Q
w
@
=
&
3

Juooooon

Not applicable

No - Go to Q. 39

Neutral - Go to Q. 40

Yes — Go to Q. 40

Not applicable

Don‘t have any knowledge about MC
Fear of side effects

Fear of infertility

Spouse disapproved
Religious/cultural reason

I'refer traditional methods

Other, specify

Do you want to use MC in the future?

0.

) 3

ARNERRN

Not applicable
No
Yes

Not decided

81



why don't you want to use MC in the future?

0. [::] Not applicable

i [:] No adequate knowledge about MC

2 L] Fear of side effects

3. [:] Fear of infertility

.3 E:j Spouse disapproves

Bl [::] Spouse is pregnant

6. [::] Spouse 1is breast-feeding

i® [::] Desire to have more children

8. [::] I'refer to use traditional methods
LA E:] Religious/cultural reason
10. [::] Method not available in the nearby clinic
5 5 1Y [:j Other, specify

'l‘otal |:I

Which methods of MC are you aware of?

Qs Not applicable
1. 1'ill

2. 1UD

- i Spermicide

4. Condom

Tubal ligation
Hysterectomy
Vasectomy

Other, specify

JUb0o00oooon

None

sove Mia—=_1



Po you want to know about MC7

4 Not applicable

1l No - Go to Q. 44

J0d

2 Yes - Go to Q. 45

Why don‘t you want to know about MC?
Not applicable

1t's only your wife's problem
Spouse disagrees

Fear of infertility

Desire to have more children

6. U'refer only traditional methods

AYNRAENYELEAN

7.

Other, specify

¥rom whom/where do you prefer to get information about
MC?

(4758 Not applicable
1« Spouse
2. Friend
2 Family

Mass gathering

Mass media - radio, magazines, etc.
Health institution/worker
I’harmacy/drug vendor

Work place

Jubooboooon

Other, specify




46.

47.

Which uses/advantages of MC do you know?

0.
1!

[ o~]

gubooon

S o e W

Do you approve of school sex education to children 10

Not applicable

I’revention of unwanted pregnancy
Birth spacing

Medical treatment

’revention of STD

Other, specify

e1

None

yvears old and over?

0.

1.

J000

Not applicable
No
Yes

Neutral
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