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ABSTRACT
Background: - Demand for long acting contraceptive methods is one of the key factors for total

fertility rate and reproductive health issues. Report globaly and in Africa including Ethiopia,
about 210 million women become pregnant worldwide and one-third of pregnancies ends in
miscarriage and stillbirth. Based on the reportsin 2012 contraceptive use prevented 218 millions
of unplanned pregnancies in developing countries in turn, 55 millions of unplanned births, 138
millions of abortions, 25 million miscarriages and 118,000 maternal deaths.

The Sub-Sahara Africa region’s unmet need for family planning is the highest in the world (48.8
million women) and half of the married women of reproductive age (MWRA) want to space or
l[imit the number of children they have. However, only 2.7 million MWRA use long-acting
contraception. A comparison of results from the past EDHS surveys reveds that the largest
increase was observed in the use of short acting(from 3% to 23%),where as the increment of long
acting methods were very low(Implanon increase from1% to 8% and IUD to 2%) until 2016
Objective: The aim of this study was to assess demand for long acting reversible contraceptive
and associate factors among married women in Sebeta town, Oromia Regiona State, South West
Ethiopia.

Method: A community based cross sectional study was conducted, from December 2018 —
February 2019. Multi stage sampling technigue (Town-kebele-Got-House hold) was used to select
518 study participants. Pre tested structured Amharic version questionnaire was used to collect the
data through face to face interview. Data was entered in to Epi Info and analyzed by using SPSS
version 21. Bivariate and multivariate analyses were applied to identify factors associated to
demand for long acting contraceptive methods by using logistic regression model. Odds ratio with
95% CI was used to assess the association between the independent variables and demand for
long acting contraceptive methods.

Result:- The tota demand for LARCs was 262 (51.1%). Of which 149(29.04%) of the
respondents, had unmet need for LARCs and 113(22.03%) of the respondents were met need.
Being merchant in occupations (AOR=2.1,95%CI=[1.14,3.45]), college and above educational
level [AOR=3.13;95%CIl;8.44,11.631], women married at age greater than or equal to 18years
[AOR=2.37;95%CIl;1.18,4.76], having three or four children(AOR = 10.32, 95% ClI =
[2.98,59.45]), time to desire for child after two years [AOR = 4.05; 95% CI: 1.74,9.45], heard
about LARCs method in the last three months [AOR = 7.95; 95% CI: 4.41,14.36] and joint
decision maker[AOR=5.66,95% CI. 1.39,22.97]. were factors significantly associated with
demand for LARC:s.

Conclusions: The study showed that more than half of respondents had demand for LARC.
Variables such as being merchants in occupation, college and above educationa level, age at first
marriage, number of alive children, time to desire for child after 2 years, decision maker, and
heard about LARCs in the last three months were significantly associated with having higher
demand for LARC:s.

Recommendation:- Based on this study the demand and unmet need for LARC was found high,
so it is better to increase contraceptive utilization. The government should promote education of
women beyond secondary school. Strengthening information about LARC and empowering

women to participate in decision making are very important.

Vil



1. INTRODUCTION

1.1 Background
Family planning is defined as the ability of individuals and couples to await and attain their

desired number of children and the spacing and timing of their births. Family planning broadly
grouped into two categories. These are long term( long-acting and permanent methods
(intrauterine devices, implants, and sterilization)) and short term method (pills, spermicidal,
Injectables, male and female condoms, foam tablet and cervical cup)(1).

In order to promote women’s reproductive health and prevent the risk of unwanted pregnancies,
the use of effective contraceptive methods is paramount important. Intrauterine devices and
contraceptive implants are the most effective reversible contraceptive methods and it provides
effective contraception for an extended period of time without requiring the user’s action with low
burden to the users after initiation and allow arapid return to fertility after their removal and they
are cost effective(2).

Demand for long-acting contraceptive methods is one of the key factors to protect women and
couples against unwanted pregnancies. However, the proportion of women using these methods
was lower than the proportion who desires to use the methods. Increasing demand for these
methods will improve utilization of the methods; in turn, it will decline total fertility rate. If
demand is not met, on the other hand, the number of unwanted pregnancy and abortion is more
likely to increase(2).

According to World Health Organization (WHO): report globally and in Africaincluding
Ethiopia, unplanned pregnancies as well as unsafe abortion continue to be a main problem of
reproductive health. About 210 million women become pregnant worldwide and one-third of

pregnancies ends in miscarriage and stillbirth(3).

Based on thereportsin 2012 contraceptive use prevented 218 millions of unplanned pregnancies
in developing countries in turn, 55 millions of unplanned births, 138 millions of abortions, 25
million miscarriages and 118,000 materna deaths(4).

Worldwide, the demand for modern family planning methods among married or in-union women
increased from 75 per cent in 2000 to 78 per cent in 2017 and the demand for long acting was
increase from 20percent to 45 percent. In Africa the demand was lower, with 41% in 2000 and 56%
in 2017,where as the demand for long acting reversible contraceptive increase from 23 percent to
33.2 percent in same year(5). Large differences are observed across sub- regions aswell. In 2000,
Eastern Asia, Northern Europe, Western Europe, Northern America and Australia/New Zealand

the demand for modern methods of family planning is more than 80 per cent, while the demand

for long acting reversible contraceptive was | ess than 40 percent(5).

In sub-Saharan Africa, 25 percent of women had an “unmet need for long acting reversible
contraceptive,” meaning that they would prefer to stop having children or delay their next birth,
but are not using contraceptive. And the met need and unmet need for long acting reversible
contraceptive vary greatly. In Southern Africa the long acting reversible contraceptive use rate
was 8 percent and unmet need was 16 percent. In Sub-Saharan Africatotal demand for long

acting reversible contraceptive method as Regions, is 28% in 2016(6).



When examined in relation to contraceptive prevalence, there is gap between demand and
utilization of family planning in countries such as Kenya, Madagascar, Malawi, and Zambia,
decline in unmet need has corresponded with an increase a convergence of demand and supply of
family planning. In contrast, in other countries, such as Eritrea, Ghana, Mali, and Senegal, the gap
has remained wide and consistent(7).

According to EDHS, the total demand for family planning among currently married women age
15-49 has increased over time, from 45% in 2000, to 58% in 2016 and the demand for long acting
reversible contraceptive has also increased over the same period, rising from 26% in 2000, to 32%
in 2016(met need for long acting reversible contraceptive method increase from 1% to 10% and
unmet need for long acting reversible contraceptive method decrease from 25% to 22%) in
2016(8).

The Ethiopian Ministry of Health (EMOH) has made a specia attention and effort to expansion of
mixed method services for long acting reversible contraceptive method aim provide 20% of
family planning(1).

Increase the demand for these methods can decline fertility rate in the course of spacing and
limiting family size in turn help to improve maternal and family health and socioeconomic
development of a country. The aim of this study was to assess demand for long acting
contraceptives and associated factors among married women of reproductive age group in Sebeta

town.



1.2. Statement of the problem
The Sub-Saharan Africaregion’s unmet need for family planning is the highest in the world (48.8

million women) and half of the married women of reproductive age (MWRA) want to space or
[imit the number of children they have.

However, less than one in seven MWRA (14.7 million) are using a modern method of
contraception, of which only 2.7 million MWRA use long-acting contraception (9).

A comparison of results from the past EDHS surveys reveds that the largest increase was
observed in the use of short acting(from 3% to 23%),where as the increment of long acting

methods were very low(Implanon increase from1% to 8% and 1UD to 2%) until 2016(8).

The prevalence of demand for long acting contraceptives study done in Debre Tabor(17%,) Goba
town( 18%) are similar, whereas different in Debre-markos town which was 52.4%(10-13).
Majority of study done on demand for long acting contraceptive were institutional based and they
recommend community based study to address women those who didn't go to health facility(12,
13).

To answer the reason why large gap happed between the study of demand for long acting
contraceptive done in Debre-tabor, Goba and Debre-Markos, to address women not went to HF
and add variable information heard within the last three months. In addition to this in Sebeta town
there is no study conducted that determined the magnitude of demand for LARC and identified
the factors that influence it among married women of reproductive age group. This study will
significantly contribute to identify the demand for long acting reversible contraceptive services
and associated factors among married women of reproductive age group, especially for the studied
Woredaincluding zone.



1.3 Rational of the study
Using family planning to meet the need for spacing and limiting births has the potential to prevent

thousands of cases of maternal mortality over the next decade. The risk that awoman will dieas a
result of pregnancy, childbirth, or unsafe abortion is approximately one in 16 in sub-Saharan
Africa. In each of 16 sub-Saharan countries studied, between 72,000 and 1.1 million child deaths
are expected to be averted over the next decade if all women who want to space or limit their
births succeed(14).

In Ethiopia few studies were carried out to show the demand for long acting reversible
contraceptive and associated factors among married women; however, there was no study done on
unmet need and demand for long acting contraceptive methods among married women in Sebeta
town which was published.

There for it is important to assess what client characteristics affect the demand for long acting
reversible contraceptive and what are myth and misconception in community considered as
barriers of the LARCs for demand.

The finding of this study helps to modify the way of planning, and implementation of provision of
long acting reversible contraceptive to increase its demand among married women. May help all
program managers in Woreda health office in Sebeta town and Oromia Liyu zone Health Bureau
including, stakeholders working on family planning service to act on identified by this study for

low demand for long acting reversible contraceptive.



2. LITERATURE REVIEW

2.1 Introduction
Voluntary family planning has been widely adopted throughout the world. More than half of all

couples in the developing world now use a modern method of contraception for healthy timing,
gpacing, and limiting of births to achieve their desired family size. Few other public heath
measures have demonstrated so great a life-saving, health, and economic impact for such a low
cost. Family planning has saved the lives of millions of mothers and their children and has
improved the well-being of families and communities. The success of family planning has not
been consistent across countries or even within countries. In some countries, the level of
contraceptive use has remained low or risen slowly over the years. Even in countries where
modern-method use is relatively widespread, there are populations without access to family
planning services(15).

2.2. Utilization of modern contraceptive
Contraceptive use is highest in China (83%); whereas the lowest contraceptive use prevalence in

Asiawas in Afghanistan. Five countries in Eastern Africa (Kenya, Malawi, Rwanda, Zambia and
Zimbabwe) also had contraceptive prevalence levels of 50 percent or more in 2015. In contrast, 17
countries of Africa had contraceptive prevalence levels below 20 per cent. This group includes the
populous country of Nigeria, where contraceptive use was at less than half the level in Ethiopia
(16 percent and 36 percent, respectively). Less than 10 per cent of married women of reproductive
age were using contraception in Chad, Guinea and South Sudan in 2015(16).

The study finding from Zimbabwe showed that, none of the respondents was using permanent
method of contraception while condom was used by 17% of the respondents. The main long acting
contraceptives. the Implant and intrauterine were used by 4% of the respondents(17).

IUD use is much more common in southeast Asia while condom use is most prevalent in sub-
Saharan Africa, most likely in part because of the high levels of concern about HIV in that
region(18).

The regional variation in modern contraception prevaence rate where Addis Ababa, Amhara and
some parts of Gambela and Benshangul Gumuz regions have high contraceptive prevalence. When
the results were sub-divided by zone, the central and southwestern parts of the country had high
prevalence of modern contraceptive use. The eastern and southern part of the country had lower
prevalence of modern contraception use(19).

According to EDHS 2016, contraceptive prevalence Rate of the four regions: Oromia, Tigray,
Amhara and SNNP revealed current use modern contraceptive method was 35% in Tigray, 40% in
Amhara, 28% in Oromia and 40% in SNNP respectively and as country CPR was 35%.
Contribution of LARCs is low compared to other modern contraceptive method to national
CPR(8).

According to study done in Bati town, Amhara region shows that from all respondents 70.9% of
women used short term method, out of these inject able 90%, pills 8.5%, condom 1.5%. Whereas
29.1% were using LARCs consisting (82% implants and 18% IUCD(20).



2.3. Demand for long acting reversible contraceptive method
Health survey done in North America 2006-2010 showed that 62% of women age 15-44 age

groups and sexual active were used any methods of contraceptive. Among these users, the most
highly used methods were female sterilization 17%, pill 17%, condom 10% and other methods
were 8 %(21)

According study done in Iran in 2014, 27.2 percent of respondents were using LARCs at the time
of survey. Among those who use temporary methods, 8.6 percent said that they wanted to have
another child in the next two years, and 20 percent wanted to have another child with in 2 years.
Thus, the percent of women who use temporary methods and don’t want to have another child is
equal to 61.5 percent. If this percent is added to the percentage of women who use permanent
methods (9.8 percent), the total demand for LARCs was 71.35 percent and the difference between
the usage and demand for LARCs is equal to 43.65(22).

According to EDHS, 2016 data shows that 22 percent of currently married women have an unmet
need for family planning services, 13 percent for spacing and 9 percent for limiting. As mentioned
above, 36 percent of married women are currently using a contraceptive method and nearly six in
ten currently married women in Ethiopia 58% have a demand for family planning(8).

According to study conducted in Debre Markos Town in 2014 more than half (52.4%) of
respondents had demand for LARCSs; of which 32.9% had an unmet need for LARCs 16.4% for
spacing & 16.6% for limiting). About 19.5% were using the long acting reversible methods 11.0%
for spacing & 8.5% for limiting. Among the total demand only 37.1% were satisfied whereas
majority 62.9% was unsatisfied for the demand of LARCs in which they required it for spacing or
limiting. The top reasons mentioned not used LARCs were; fear of side effects 58.4%,
respondents opposed 41.3%, health concerns 37.0%, preferring short term36.3% and religious
prohibition 24.2% (10).

According to study conducted in Bahir Dar Town in 2015, the total demand for long acting
contraceptive methods was 36.7 %. Of which, 28.4 % was met need and 58.3 % was unmet need
for long acting contraceptive methods. Women who had four or more children were four times
more likely to have the demand for LARCs as compared to those who had one child or had no
child at all. Desire to give birth was found to be a strong predictor of demand for LARCs. Women
who had desire to give birth after two years were six times more likely to have demand for LARCs
than Women who had no birth intension were eight times more likely to have demand for LARCs

as compared to those who intended to have birth within two years(23).

2.4. Factors Affecting Demand for Long Acting Contraceptive Methods
According to study conducted in east London, South Africa, the knowledge of Implanon use

among the participants was poor. Most of the participants did not know if one easily become
pregnant after the discontinuation of Implanon 68.1%, and they believe that- Implanon is not
better than other methods of contraception 81.5%. More than 64.3% of participants doubted the
efficacy of Implanon, where as 81% of the participants not sure as Implanon cannot cause

permanent infertility(24).

According to study conducted in Ibadan, South West Nigeria women with secondary or higher
education and resided in urban showed higher demand and use of long acting contraception than

less educated. Only10 percent of women with no education use contraception, while 53 percent of
6



women with secondary education use contraceptive. The demand of LARCs is higher among
women with higher levels of education (high school and diploma) women who have less
perception of the costs of contraception, more children ever born and no desire for childbearing.
Particularly more educated women generally go for implant compared to other methods.
Specificaly, women with tertiary education choose implant and IUCD above Injectables

contraceptives(25).

Partner support through discussion about family planning has been found to be factors affecting

the use of family planning services(25).

There was significant variation observed in current use of contraceptive among women of
reproductive age in Nigeria by religion, however, this study shows that it is significantly lowest
among Muslim women. The study also found that current use of contraceptive varied significantly
among women across all categories of association between ethnicity and religion thereby
justifying their predictor effect on current use of contraceptive. The odd for Catholics women and
Other Christians are significantly higher compare with Musim women, but is not significant for
women of other religion. This is the cultural belief of most of these women that God has placed
Children in the womb of awoman and until they are given birth do not stop(26).

Also, Idlam permits polygamy and the women believed that they can gain much of their
husband’s attention when they are often pregnant for him. This explains the findings in Ethiopia
that women who had polygamous marriage were by half less likely to use modern contraceptive
methods than women in monogamous marriage(26).

According to EDHS, 2011, 98% participants heard about modern contraceptive method. More
than nine women in every ten have heard about the pill and Injectables. More than nine men in
every ten know about the male condom as well as about the pill and Injectables. LAM is the least
known modern method. Only 3 percent of all women and of al men interviewed have heard of this
method(27).

According to study done in Bombe District, Southern Ethiopia shows that the utilization
prevalence of LARCs was varied with age range of respondents. For every one year increase in
age, the likelihood of having the LARCs of contraception use was increased. In other ways, while
effects of other variables in the model held constant, participants age from 35-49 had more
demand to use long acting and permanent contraceptives than women whose age ranges from 15
to 34(28).

According to study conducted in Goba Town, Bale zone in 2012 showed that their
husband/partner approves partners using LARCs (67.6%) than decision made by both partners
64.6%(11). According to study done in Debre-Tabor town in 2015 showed that respondents who
have more frequent discussions with their husbands or partners had 3.89 times higher demand than
those who have discussion once or twice about long acting contraceptive methods(12).

According to study conducted in Gesuba Town, southern Ethiopia in 2015, 76.3%of participants
have information about LARCs of contraceptive, out of which 96.7% of them mentioned about

implant and 68.5% about intrauterine contraceptive device(29).



Thirteen point six percent of the respondents mentioned Health professions as a source of
information. The purpose of using LARCs, 51.8% used to limit family size, whereas, 51.0% will
prevent unwanted pregnancy. Generally, 54.8% of the respondents had a negative attitude towards
LARCs of contraceptive, whereas, 45.2% of them had a positive attitude. In addition 8.3% of them
mentioned husband disapproval, 30 9.2% medical reason, and 33.3% of them mentioned need for
pregnancy as the reason and aso women less than 30 years old were about three times more likely

to accept LARCs as compared with those with age greater than or equal to 30 years(29).

According to study conducted in the Bench — Magjizone in 2017, south west Ethiopia stated that
59.25% of participants know as IUCD cannot interferes sexual intercourse and 74.85% of the
study participants had knowledge about the Implant prevents pregnancy for 3-5 years but 17.91%
participants did not know as IUCD can prevent pregnancy for 12 years. Mgority of participants
aware about modern family planning. Of these respondents 98.15% of about long acting family
planning methods were heard message through mass media and 44.1% heard from health
professional. 65.02% of married women had positive attitude towards LARCs, where as 34.9% of
married women had negative attitude towards LARC(30).



2.5. Conceptual framework
Conceptual frame work has been developed for this paper after a reviewing of the relevant

literatures. As shown in the figure socio-demographic factors, individual behaviora factors,
predisposing factors and reproductive history of the mother have a link with demand for long

acting contraceptive methods.

Independent variable Dependent variable Independent variable
V
Reproductive history Individual factors
V »
Age at first marriage Problem with previous
respondents Demand for long acting contraceptive
Age at first pregnancy reversible contraceptive Myths and misconception
method

Number of pregnancy occurred |~ | < | Fear of side effect
Number of children ever born Discussion with partner
Number of children alive

| y

v >

Socio-demographic factors:

Age of the respondents

Ethnicity of the

respondents . .
P Predisposing factors

Religion of the respondents .
Information/awareness

Educational status of
respondents Source of information

Occupational status of
respondents

Husband occupational
status

Figure 1 Analytical conceptual framework of factorsassociated with demand for long acting
contraceptives method.



2.6 Research Questions
1. What isthe demand for long acting reversible contraceptives among married women of

reproductive age in Sebetatown, Southwest, Ethiopia.
2. What factors influence the demand for long acting reversible contraceptive among married

women of reproductive agein Sebetatown, Southwest, Ethiopia

10



3. OBJECTIVE

3.1. General Objective
The general objective of this study was to assess demand for long acting reversible contraceptive

methods and associated factors among married women of reproductive age in Sebeta
town ,Southwest, Ethiopia, 2019

3.2. Specific objective
To assess demand for long acting reversible contraceptive among married women

of reproductive age in Sebeta town, Southwest, Ethiopia.
To assess factors associated with the demand for long acting reversible
contraceptive method (LARCS) among married women of reproductive age in

Sebeta town, Southwest, Ethiopia.
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4. METHODOLOGY

4.1. Study Area
The study was conducted in Sebeta town. Sebeta town was located at 25Km Southwest of

Addis Ababa. The town was divided in to ten kebeles (small administrative regions). Based on
the 2007 population and housing census, the total population size of the town was 75,680 of
which 37,704 were male and 37,976 were females and the total numbers of households in the
town were 27,300(31).
However, the town has recent years seen a strong annual growth rate, and population countsin
Nov, 2018 are growing closer to 178,264. According to information from the town’s health
office there are four government Health center, and one hundred forty one private clinics. Out
of these three government Health centers and seventy private clinics providing reproductive
health servicesincluding LARCs.
4.2. Study period:- Study period was conducted from December 2018 — February 2019.
4.3. Study design: Community based cross sectional design was used.
4.4. Source population: All women married in the reproductive age who wereliving in
Sebeta Town, Southwest, Ethiopia
4.5. Study population: Selected married women in the reproductive age group
who lived in the Sebetatown and fecund.

4.6. Inclusion and Exclusion

4.6.1 Inclusion criteria- Urban married women.
4.6.2 Exclusion criteria - Couple with sterility .
- Married women with hearing and communication impairment.

- Married women those who are serioudly ill.

- Not volunteer to participate in the study .

4.7.Sample size determination
The sample size was calculated for the demand of LARCs using (single population sample

calculation formula) using EPI info version 7 assuming that 24.4% of proportion of demand for
long acting method user from a previous study done in Batu town, Eastern Shoa Zone Oromia
regiona state (13) 95% level of confidence, 1.5 design effect and 4.75% margin of error.

The calculated sample size was 471.Considering 10% non-response rate; the final required sample
Size was 518.

The calculated sample size for second objective by using double population formula by using p2
from demand for long acting method for non user study done in Goba town14%(11) was 497
Considering a 10% non-response rate.

Since the sample size of first objective was larger than the second objective, the first sample size
was selected which was = 518.

12



4.8. Sampling technique or procedures
Multi stage sampling procedures were used to identify the study subjects(Oromia Liyu zone-

Sebeta town-kebeles-Households). Totally 6 kebeles were selected by using ssmple random
sampling from ten kebeles. Then population proportional alocation technique was used to select
number of households from each kebeles based on their population size. Married women of
reproductive age for interview were selected using:- systematic random sampling technique.
Households were selected every 35th interval (i.e. by dividing the total households(H) to the
sample size (h)) using the first selected household as reference. The first household was selected
from house number listed 1- 35 started from kebele one by lottery method. There was no more

than one married women within reproductive age in a household.
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Sampling procedurein Summary form

OromiaLiyu Zone

A 4

Sebeta Town( ten kebeles)

A 4
Six kebeles are randomly selected from total kebelesin Sebetatown and the selected
kebeles total HH = 18200

Kebele 1 Kebele 2 Kebele 3 Kebele4 Kebele5 Kebele 6

3200 3500 2800 2300 3300 3100

\ 4 \ 4 A 4 A A 4 A 4

Sample size is determined by using population proportion allocation formula

91 100 65 94 88
2N

Systematic random sampling technique

518 Participants

Figure 2: Sampling procedur e of factors affecting demand for long acting family planning
among women

14



4.9. Data collection procedures
The data was collected by using questionnaires to assess the status of current demand for long

acting reversible contraceptives. Data was collected by face to face interview using structured and
pre tested questionnaires in appropriate place. Twelve private health workers were collected data
and three health officers as supervisors. To decrease non response rate during interview when the
respondent was not found in the house at least two visit were done before dropping the
participants. The supervisors’ and principal investigator were closely supervised the performance

of the data collectorsin thefield on adaily basis.

4.10. Data Quality management
The questionnaires was adapted from different studies considering the local situation of the study

area. Questionnaires were prepared first in English language then translated to local language
(Amharic) for data collection. To check whether the translation consistent with the English version
the questionnaire was back transated to English to keep consistency of the questionnaires.

The two days of training was given for twelve private health workers as data collectors and three
health officers as supervisors. The training was based on main issues like the clarity of the
wording to make sure that the respondents interpreted al questions in a similar way; eliminating
probable causes of ambiguity and confusion, research ethics, sampling, data collection tools, and
interview techniques to familiar with and standardize their interviewing technique and to ask
guestion in consistent manner.

Then, the questionnaire was pretested by using 27 respondents in similar setting which was out of
the selected kebeles, one week before the data collection. Then necessary corrections were made
before the actual data collection. The filled questionnaires were checked for cleanness and

completeness daily by supervisors and principal investigators.

4.11. Data processing and analysis
Data was cleaned for completeness, consistencies, coded and entered in to Epi info version7 and

then export to SPSS version 21 for analysis. Descriptive statistics, including frequencies and
proportions were used to summarize the variables.

Both bi-variable and multivariable logistic regression analyses were carried out.

Bivariate analysis was conducted primarily to check the variables which had an association with
the dependent variable individually. Then variables with a p-value of lessthan 0.05 in the bivariate
analyses were entered into the multivariate logistic regression analysis. Both Crude Odds Ratio
(COR) and Adjusted Odds Ratio (AOR) with 95% confidence intervals were assessed to identify
factorsinfluencing demand for LARCs methods.

4.12. Study Variable
4.12.1.Dependent:

Demand for long acting reversible contraceptive

4.12.2. Independent variable
Socio-demographic factors:
Reproductive history

Individual factors
Predisposing factors
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4.13. Operational definition

Long acting reversible contraceptive :- In this study such as Intra-Uterine
contraceptive Device (IUCD) and Implanol were categorized as long acting reversible
methods.

Demand for long acting reversible contraceptives : Both women who were using
long acting reversible contraceptive methods (met need) and women who desired to
use but not used due to any reason (unmet need)

Unmet need for long acting reversible contraceptive:- women who had the desired to
use Implanol or IUCD for delay or limit pregnancy but did not use the methods due to
any reason .

Unmet need for spacing:- A women who does not want to have pregnancy soon after
delivery or want to space for two years but not using any of LARC.

Unmet need for limiting: - A women who want to decrease their number of children,
but not using any of LARCs.

Met need for long acting reversible contraceptive:- Women who use Implanol or
IUCD.

Reproductive age women: WWomen age between 15-49 years.

Sterility: When a couple unable to conceive after having had unprotected intercourse
at least for ayear.

Myths/misper ception:- False perception/rumor/ about LARC in community.

4.14. Ethical Considerations
Ethical clearance was obtained from Research and Ethics Committee of School of Public Health

Addis Ababa University College of Health Sciences. Formal letter of support was written by the
school to Sebeta town administration and Health Office. Sebeta town also wrote a support |etter to
each selected kebele administration of Sebeta town. The purpose of the study was discussed with
local authorities and with respondents before data collection. Explanation was given to
participants on their voluntarily participation and informed consent from each respondent was
taken.

The rights of the respondent not to participate in the research were respected and written consent
was taken to take information. Respondents were granted from any risk as of this research
participation but may not benefit directly, but the information gathered is helpful to improve the
family planning service provision by encouraging demand responsive program.

The privacy of the respondent was kept by interviewing woman in separate place where the
participant feels free to express her feelings and ideas. Information of respondent in the research
was not given to anyone else without the prior permission from the respondent if required was
ensured and data was stored in afile, without the name of study participants. Individual participant
data was coded on each respective guestionnaire and accessed only by research team members and

not disclose to others.

16



4.15. Dissemination of results
The findings of the study will be submitted to, School of Public Health, Addis Ababa University.

It will also communicated to al relevant organizations and bodies who can make use of the study
finding like Oromia Liyu Zone Health Bureau and Sebeta Town Health Office. Effort will be

made to present in international and national conferences and to publish on peer reviewed journals.
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5. RESULTS
5.1. Socio demogr aphic characteristics of respondents

A tota of 513 married women in the reproductive age were participated in the study with the
response rate of 99%. The mean age of the study participants was 29.035 and SD + 5.1 years.
Magority of the study subjects were Oromo in ethnicity 230 (44.8%) followed by Gurage
128(25%). Magjority of the respondents 242(47.2%) were Orthodox Christian followers and
followed by Muslim religion 185(36.1). Concerning educational status 57(11%) of the respondents
had no formal education, whereas 273(53.2%) had secondary and above education. Three hundred
ninety (76%) of respondents were housewife followed by merchants 77(15%) . Three hundred
forty five (67.3%) of the respondents husband occupation were merchants followed by
governmental employees 108(21.1%)(Table 1)

Table 1 Socio-demographic characteristics of study participantsin Sebeta town, Southwest,
Ethiopia, 2019, (n=513)

Variables Frequency Per cent

Respondents age in years

15-19 16 31
20-24 54 10.5
25-29 220 42.9
30-34 110 21.4
35-39 65 12.7
40-44 27 5.3
45-49 21 4.1
Ethnicity
Oromo 230 44.8
Amhara 92 17.9
Gurage 128 25.0
Silte 43 8.4
Others 20 39
Religion
Orthodox 242 47.2
Muslim 185 36.1
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Protestant 86 16.8

Respondents Occupational status

House wife 390 76
Employee 33 6.4
Private business/merchant 77 15.0
Private employee 13 25

Husbands Occupation

Employee 108 21.1
Private business/merchant 345 67.3
Daily laborer 20 39
Driver 35 6.8
Private employee 5 1.0

Respondents Educational status

No formal education 57 111
Primary school 183 35.7
Secondary school 194 37.8
College/University 79 154

5.2. Reproductive history of the respondents
One hundred thirty one (25.5%) of the respondents were married before 18 years while the
remaining 382 (74.5%) were married at the age of 18 years and above. The median age of their
first marriage was 21 years.

Sixty-four(12.5%) of the respondents had their first pregnancy before 18years while 429(83.6%)
of the respondents had their first pregnancy at 18years and above. Their median age was 22 and
their mean age was 21years with SD + of 3.343years at their first pregnancy. One hundred forty
five (30.5%) of the respondents had their first birth before 20 years old while 330(69.5%) of the
respondents were at the age of 20 years and above of their first birth. Currently 20 (4%) of the
participants didn't have children while 173(33.7%) had three and more alive children. Forty eight
(9.4%) of respondents were pregnant during the study period. Out of these, 22 (45.8%) were
wanted pregnancies, while 8 (16.7%) were not wanted at all. From study participants 62(14.8%)
desired to have a child within two years, whereas317 (75.7%) of the participants desired to have a
child after two years(Table2).
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Table 2 Reproductive history of married women in thereproductive agein Sebeta town,
Southwest, Ethiopia, 2019,(n=513)

Variables Frequency Per cent

Age at first marriage

Agelessthan <18 131 255
Age greater than equal to >18 382 74.5
Ever been pregnancy
No 20 4
Yes 493 96
Ageat first pregnancy occurred
Age <18 64 125
Age >18 429 83.6
Ageat first birth
Agelessthan 20 145 30.5
Age greater than 20 330 69.5
Children ever born
No 20 4
Yes 493 96

Number of alive children currently

0 28 5.5

1-2 312 60.8
3-4 143 27.9

>5 30 5.8

Desire for more child
No 74 15
Yes 419 85
When to have next child

Within two years <2yrs 62 14.8
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After two years >2yrs 317 75.7
| don't decide 40 9.5

Current pregnancy

No 465 90.6
Yes 48 9.4

Status of current pregnancy

Wanted 22 45.8
Wanted later 18 375
Not wanted at all 8 16.7

5.3. Modern contraceptive utilization among married women of reproductive age
From the total respondents, 380 (74.1%) have used modern contraceptive methods whereas
133(25.9%) not used . In the study area, the most used family planning methods was Injectables
203 (39.6%) and the least used was condom 5(1%) [Figure 3].

1.00%

H Condom
| Pills

M Injectable
M Implanon
mIUD

® Not used modern contraceptive

Figure 3 Piechart presentation of modern contraceptive users among married women in
Sebeta town, Southwest, Ethiopia,2019.

5.3. Demand for long acting contraceptive methods

Demand for long acting reversible contraceptive methods in the study area was 51.1%. This was
the current use of long acting reversible contraceptive methods (met need) and the method desired
but not used due to any reason (unmet need). Long acting reversible contraceptive users (met need)
were 113 (22.03%) and unmet need for long acting reversible contraceptives were 150 (29.04%).
At the time of data collection, from total unmet need for long acting reversible contraceptive
133(89.3%) were used short acting contraceptive method and 16(10.7%) of the respondents were
not used any type of family planning [Table 3].
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Table 3 Demand for LARCsamong married women of reproductive age in Sebeta town,
Southwest Ethiopia,2019,(n=513)

Variables Frequency Percent

Demand to long acting reversible contraceptive
No 251 48.9
Yes 262 511
Current utilizing of LARCs
No 149 29.04
Yes 84 22.03

Reason for not to use LARCs

Fear of side effect 55 36.9
Husband opposed 25 16.8
Heard from others asit is not good 21 141
Want to become pregnant 20 134
Previous inconvenient 15 10.1
Infrequent sex 13 8.7
Method type preferred

lUD 29 7.6

Implanon 55 14.43

5.4. Current utilization of long acting rever sible contraceptive
The current utilization rate of long acting reversible contraceptive method among the study
participants was 113 (22.03%). Of these, 74 (14.43%)were using Implanol and 39 (7.6%) intra
uterine contraceptive device (IUCD). The utilization of long acting reversible contraceptive
methods varied with the age of respondents. The high proportion of users for spacing were
observed in the age group of 25-29 and 30-34 years and the lowest were in age group of 45-49.
The proportion of users for limiting was higher in age group of 35-39 and 40-44.[Figure 4].
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25 -
20 A
15 -

10

B Used for spacing

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

B Used for limiting

Figure 4 Graphic presentation of current long acting contraceptive users by age groups and
purpose of utilization in Sebeta town, Southwest, Ethiopia,2019.

5.5. Unmet need for long acting reversible contraceptive methods

Total unmet need for long acting reversible contraceptive methods was found 149(29%). Of these,

(69.5% for spacing and 30.5% for limiting. Unmet need for long acting reversible contraceptive

methods for spacing was higher in the age group of 20-34 years and for limiting it was high in the

age group of 35-44 years[Figure 5].

70 -
60
50 +
40 -
30 4
20 -

10 +

70

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

B Unmet need for spacing

B Unmet need for limiting

Figure5 Graphic presentation of unmet need for long acting contraceptive method and
purpose by agegroups in Sebeta town, Southwest, Ethiopia,2019
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The major reasons of unmet need for long acting reversible contraceptive method were:- fear of
side effect, husband opposed, heard from others as it is not good and want to become pregnant
[Figure 6].

0

40.00% ",.36'90/0-

35.00% -“’H,.

30.00% 4" -

25.00% | -

20.00% 1 .

15.00% + -

10.00% -

5.00% 4 -

0.00% -+ . : : . '

Fear of side effect Husband opposed Myths and Want to become Previous Infrequent sex
misperception pregnant inconveniency

Figure 6 Reason reported for not using LARCs by married women of reproductive agein
Sebeta town, Southwest, Ethiopia, 2019.

5.7. Discussion with partners, and sour ces of information about LARCs
Two hundred two (55%) of the respondents heard about long acting reversible contraceptive
method, where as 231(45%) of the respondents not heard in the last three months. 350 (92.1%) of
respondents have discussed about contraceptive methods with their husband in the last twelve
months and 30(7.9%) of the respondents didn't discuss with their husband. From the total
discussion 282(80.6%) decision were given by both partners, self 54(15.4%) and 14(4%) decision
were given by husbands. [Table 4].

Table 4 Awareness and discussion with partnersabout LARC among married women in the
reproductive agein Sebeta town, Southwest,Ethiopia,2019

Variables Frequency Percent

Heard about LARCs in the last three months
Yes 282 55
No 231 45
Discussion with partner
No 30 7.9
Yes 350 92.1

Who make decision

Husband 14 4
Joint decision 282 80.6
Self 54 154
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Among the source of information, the major source was media and health professiona 103(36.5%)
followed by media only100(35.5%)[Figure 7]

35.5 36.5
40
30 -I ;
1 16.7 =
20 - :
1 R 31 24
01 -3 & o
0 'I':.- T T T T T r
Media HEW Health Mediaand Mediaand Health
profession health HEW profession
profession and HEW

Figure 7 Graphic presentation of source of information respondents heard LARCsamong
married women in Sebeta town, Southwest, Ethiopia.

5.9. Factor s associated with demand for long acting contr aceptive method
5.9.1. BIVARIATE ANALYSIS

The bivariate analysis was done to identify factors affecting demand for LARCs by
considering factors those shows association on other similar studies and potential association
with the dependent variable in this study. The results of the bivariate analysis shows that age
category from 25-29 [COR: 2.082(1.19, 3.62)], 30-34[COR: 2.875(1.55, 5.34)], 35-39[COR:
2.313(1.15,4.64)],0occupation being private business /merchants [COR: 2.27(1.36, 3.78)],
Secondary level of education [COR: 2.32(1.26, 4.29)], College/University [COR: 4.5(2.17,
9.34)], Age a first marriage [COR: 2.63(1.74,3.98)], Age at first pregnancy [COR:
2.89(1.64,5.13)], Number of children currently alive 3-4[COR: 6.81(2.25,20.62)], Time of
desire for child after two years [COR: 6.68(3.77,11.83)], Don't decide [COR: 2.69(1.33,5.45)],
Current contraceptive user [COR: 1342 (7.64, 23.58)], Spousal discussion [COR:
4.87(2.241,10.571)], Joint decison maker [COR: 9.099(2.474,33.46)], Self decison maker
[COR: 6.233(1.551,25.05)], and heard about LARC in the last three months [COR:
8.234(5.528,12.26)], significantly associated with demand for LARCs[Table5]..

Table 5 Bivariate analysis for factors affecting demand for long acting reversible
contraceptive among married Women in Sebeta town, 2019(n=513)

Independent variable Demand for COR 95 CI PV
LARCs
Yes No
Age of therespondents
15-24 24 46 1 -
25-29 126 116 2.082(1.19,3.62)  0.01
30-34 69 46 2.875(1.55,5.34) 0.001
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35-39

40-49

Respondent occupation
House wife

Employee

Private business/merchant
Private employee

Level of Education

No formal education
Primary education
Secondary education
College/university
Ageat first marriage
<18years

>18years

Ageat first pregnancy
< 18years

>18 years

Time of desirefor child
Within two years

After two years

| don't decide

Current contraceptive user

No
Yes
Spousal discussion
No

Yes

35

178

21

51

12

20

78

108

56

218

20

238

17

216

29

16

264

10

237

29

14

204

12

26

37

105

86

23

87

164

191

71

135

45

117

134

23

112

2.313(1.15,4.64)

1.1(.403,2.97)

2.021(.967,4.22)
2.27(1.36,3.78)

2.59(.785,8.58)

1.37(.74,2.55)
2.32(1.26,4.29)

4.5(2.17,9.34)

2.63(1.74,3.98)

2.89(1.64,5.13)

6.68(3.77,11.83)

2.69(1.33,5.45)

13.42(7.64,23.58)

4.87(2.241,10.57)

0.018

.858

0.061

0.002

A17

0.313

0.007

0.000

0.000

0.000

0.000

0.006

0.001
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Decision maker

Husband 5 9 1
Joint decision 201 81 9.099(2.474,33.4) 0.001
Sdlf 34 20 6.233(1.551,25.0) 0.01

Heard about LARC in the
last three months

No 174 57 1

Yes 205 76 8.234(5.528,12.2) 0.003

59.2. MULTIVARIABLE ANALYSIS
In the bivariate analysis variables those shows association at 0.05 level of significance was
transferred in to multivariable analysis to control confounding variables and test the
association of each variable with the dependent variable. Based on the result of multivariable
analysis Age of women category, occupational status, level of education, age at first marriage,
age at first pregnancy, number of children alive, Time of desire for child, current contraceptive
users, spousal discussion, Decision maker and heard about the methods within the last three
months were found to be positively associated with demand for long acting contraceptive
methods.
The odds of demand for long acting contraceptive among women who were merchants were
2.1 times higher compare to house wives (AOR = 2.1,95% CI =[1.14,3.45]).
The odds of demand for long acting contraceptive among women with education college and
above level were 3.13 times higher than women with no formal education (AOR = 3.13, 95%
Cl =[8.44, 11.63]). Moreover the odds of demand for long acting contraceptive among women
who were married first at 18 and above years old were 2.37 times higher than women who
first married at the age less than 18 years(AOR = 2.37,95% Cl =[1.18,4.76]).
The odds of demand for long acting contraceptive anong women having three or four children
were 8.5 times higher than those women who hadn't children(AOR = 8.5, 95% CI =
[2.56,15.54]).
The odds of demand for long acting contraceptive among women who were desired to have
child after two years were 4.05 times higher than women who were desired child within two
years (AOR = 4.05,95% Cl =[1.74,9.45]).
The odds of demand for long acting contraceptive among women who were decided with their
husband or partners were almost 5.66 times higher than women their husbands decided alone
(AOR =5.66, 95% CI =[1.39,22.97]).
The odds of demand for long acting contraceptive among women who were heard about long
acting contraceptives were almost 8 times higher than women who were not heard [AOR = 7.95;
95% Cl: 4.41, 14.36]. [Table 6].
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Table 6 Multivariable analysisfor factors associated with Demand for LARCs among
married women of reproductive age in Sebeta town, Southwest, Ethiopia, 2019(n=513)

Independent variable Demand for COR 95% CI AOR 95% CI P-
LARCs value
yes No

Respondent occupation

House wife 178 204 1 1

Employee 21 12 2.021(.967,4.221) .76(.22,2.61) 0.66

Private businesssmerchant 51 26 2.265(1.357,3.78) 2.1(1.14,3.45) 0.027

Private employee 12 9 2.265(1.357,3.78) 1.8(.76,4.32) 0.18

Level of education

No formal education 20 37 1 1

Primary education 78 105  1.374(.741,2.549) 1.64(.625,4.308) 315

Secondary education 108 86  2.323(1.258,1.25) 1.18(.43,3.22) 0.74

College/university 56 23 450(2.173,9.338) 3.13(8.44,11.631)  .0088

Ageat first marriage

<18years 44 87 1 1

>18 years 218 164  2.63(1.74,398)  2.37(1.18,4.76) 0.016

Number of children currently

alive

0 5 24 1 1

1-2 168 143 2.44(0.9,7.53) 3.5(2.68,10.65) 0.001

34 76 67 0.4(3.44,31.45)  8.5(2.56,15.54) 0.001

>5 13 17 459(1.27,16.53)  6.192(.86,44.46) .070

Time of desirefor child

Within two years 17 71 1 1

After two years 216 135 6.68(3.77,11.83)  4.05(1.74,9.45) 0.001

| don't decide 29 45  2.69(1.335.45)  7.15(1.85,27.66) 0.004

Decision maker

Husband 5 9 1 1
Joint decision 201 81 9.099(2.47,33.46) 5.66(1.39,22.97) 0.015
Self 34 20 6.233(1.55,25.0)  5.17(1.12,23.99) 0.036
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Heard about LARC in the last

three months

No 174 57 1 1

Yes 205 76 8.234(5.53,12.27) 7.95(4.41,14.36) 0.000
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6. DISCUSSION
This study found that demand for LARC of respondents was 51.1%, of which 29% had an unmet

need for LARCs (69.5% for spacing and 30.5% for limiting). This finding was higher than a
cross-sectional study done at Goba Town and Debre Tabor town that showed the demand for
LARC were 18% and 17% respectively(11, 12). This might be because of the high information
access and relatively higher level of education and better awareness on the LARCs options. It
might be also because of the relatively high access for the service and might be due to study time,
study setting and study area differences and also better awareness and promotion on the methods
especialy through mass media, than the time of the previous studies that increase the use of
LARCs.

It is dmost comparable with study done in Debre -markos town 52.4% . But the utilization of
LARCs methods was 22.1% which was higher than study done in Debre-markos which was 19.5%,
where as unmet need for LARC(29%) was lower than the study done in Debre-markos which was
32.9%(10).This may be due to the difference of products and information access. This study was
lower than study conducted in Iran which was 71% (22). This high discrepancy might be due to
the study setting, sample size, socio cultural and awareness of the participants on the methods.

The unmet need of LARCs (29.1%) of this study was lower than study done in Congo which was
52%(32) . The reason for this may be due to the differences in time, socio-cultural, geographical
and study settings.

In multivariate logistic regression analysis, occupational status of respondents, educational level,
age at first marriage, number of children alive, time to desire for child, decision maker and heard
about LARCs in the last three months had significant association with the demand of long acting
reversible contraceptive.

The odds of demand for long acting reversible contraceptive among merchant women were 2.1
times higher than among women who were house wives. Which was similar with study done in
Batu town(13). This finding was different from the study done in Dendi district west Ethiopia
where the odds of demand for long acting reversible contraceptive anong merchant women were
0.24 times or 76% |less among women who were house wives(33). The difference might be due to
sample size, study design, study area and aso study time gap between the two studies i.e.
merchants in this study might have better awareness and attitude to use these methods than
merchants in the Dendi district town in which the study done was six years ago.

Women educational status was identified as one of the maor associated factors for demand for
long acting reversible contraceptive methods. The result of the study indicated that the odds of
demand for long acting reversible contraceptive among women attending college and above was
3.13 times higher than among women who did not have formal education. This result was in line
with the result of study done in Batu town which showed that, the odds of demand for long acting
reversible contraceptive among women who attended above secondary school was 3.8 times
higher than among women who were illiterate(13). This might be due to the fact that better
educated women have better access to hedth care information, have greater autonomy to make
decisions and have greater ability to use quality health care services and also higher education

allows women to better understanding the benefits and the side effects of LARC.
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The odds of demand for long acting reversible contraceptive among women married at age
greater than or equal to 18years was 2.37 times higher than women married at age less than 18
years. This result was in line with the result of study done in Uganda(34). The possible
explanation might be due to women age less than 18years, they hadn't enough information about
long acting reversible contraceptive method when compared with women who were age at
marriage greater or equal to 18 years. And also might be due to majority of women less than
18years prefer short acting contraceptive method.

The odds of demand for long acting reversible contraceptive among women having three or four
children was 8.5 times higher than those women who hadn't children. It was similar with the
finding of the study done in Batu town and Dendi District which indicated that; the odds of
demand for long acting reversible contraceptive among women who had five or more children was
6 and 5.9 times higher than women who had no child and 1-2 children respectively(13, 33). The
reason might be due to the more children the women have the more likely they wanted to space or
[imit their number of children they had and more likely use LARCs.

Our study showed that the odds of demand for long acting reversible contraceptive among
women who wanted to have a child after two years were 4.05 times higher than among women
who have wanted children within two years. This was similar with study done in Debre Birhan
Didtrict that, the odds of demand for long acting reversible contraceptive among women who
wanted to have a child after two years was 5.6 times higher than among women who wanted
children within two years(35). This might be due to the fact known of long acting reversible
contraceptives provide effective and efficient contraception for an extended period of time
without requiring the user’s action with low burden on the users.

The odds of demand for long acting reversible contraceptive anmong women who were decided
with their husband or partners were 8.6 times higher than women whom their husbands decided
alone. This finding was almost in line with the study done in Debre Tabor and Dendi District(12,
33). This told us partners joint decision making support to build the women confidence to take
long acting reversible contraceptives. And also empowering women to participate in any decision
making might be improve the demand for long acting reversible contraceptive.

The study showed that, the odds of demand for long acting reversible contraceptive among
women who were heard about long acting reversible contraceptives was 5.9 times higher than
among women who were not heard. It is Similar with study conducted in Debre - markos where
the odds of demand for long acting reversible contraceptive among women who have heard of at
least one LARCs method were about 6 times more likely to have demand for long acting
reversible contraceptive than those who didn’t heard(10). And also It is Similar with study
conducted in Rwanda where the odds of demand for long acting reversible contraceptive among
women who received information about LARCs method were higher than women did not
received information(14). This might be increasing the awareness of long acting reversible

contraceptive improve the demand for long acting reversible contraceptive.
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7. STRENGTH OF THE STUDY
The study was community based study .

The questionnaires were adopted from validated instrument and pre-test in the same local
context too.

Study subjects were selected using multistage sampling technique help to avoid selection
bias with high response rate.

8. LIMITATION OF THE STUDY
Study is conducted only in the town, which does not including rural community. So, it

might be difficult to generalize the result to the general population.

The study design is cross sectional; therefore it may be difficult to establish temporal
relationship.

The study assessed only client perspective. Other perspectives such as Professional
counseling, availability of adequate supply, and availability of trained professionas were
not accessed that have an influence on women’s demand for long acting reversible

contraceptive.

9.CONCLUSION
The study showed that more than half (51.1%) of respondents had demand for LARC; of which 22%

were met need and 29.1% were an unmet need.
Occupational status, level of education, age at first marriage, number of alive children, time of
desire for child after 2 years, decision maker, and heard about LARCs in the last three months

were significantly associated with having higher demand for LARCs.

10. RECOMMENDATIONS

To Sebeta Health Bureau and Administration
Demand and unmet need for LARC was found high so it is better to utilize the opportunity
to provide the service to meet the need.
The government should continue to promote education of women beyond secondary
school, since formal education significantly increases the demand for long acting
reversible contraceptive methods.
Since merchant women had high demand, focus more on the utilization of LARCs.
More information should be given for women less than 18 years, in order to increase
demand for LARCs.
It is better to discuss strategies to keep girlsin school to prevent early marriage.
Encourage, open communication and decision making among couples about fertility
intentions, desired family size, and family planning.
The local government should empowering women to participate in decision making.
Strengthening the IEC to decrease myths and disseminating correct and detailed
information about LARC iscritical.
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Participants who have ever heard about LARC in last three months were found high
demand for LARC compared to those who have not heard. So, it is better to promote the
information on LARC and disseminate the information using mass media, health
professionals and other communication channels.

To Research Institutes and researchers

. In order to clearly understanding influencing factors further study needs to be conducted
using mixed(Quantitative and qualitative) methods by including both urban and rura
married women residents including husbands’ perception and acceptance toward LARC

use by their couples.
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12. Appendix

12.1 Information and consent form English version
1. Nameof Kebde --------—--—---
2. Questionnaire identification number ------------------

Introduction: My name s -----------==-==--=-mcemnmmumev ; | work in thisregion. | am a member of the
research team of School Addis Ababa University Medical Faculty School of Public Health. |
would like to inform you that you and | would have a short discussion concerning this study.
Before we go to our discussion, | will ask you to listen carefully to what | am going to read to you
about the purpose and general condition of the study and tell me whether you agree or disagree to
participate in this study. | am interviewing married women of reproductive age group who are
living in this Kebele about assessment of unmet need for family planning. Y ou are selected to be
one of the participantsin the study. The study will be conducted through interview. The
information you give usis confidential and will be used only for study purpose. A code number
will identify every participant and no names will be used. If areport of result is published, only
summarized information of the total group will appear. The interview is voluntary and you have
the right to participate or not to participate at any time during the interview. Y our refusal will not
have any effect on services that you or any members of your family receive. However, your
participation isimportant to fulfill the study and design family planning services for usersin your
district and similar setups.

Consent

Areyou willing to participate in the study? 1. Yes 2. No

Thank you

If the study subject agrees to participate in the study, start the interview.

Interviewer signature certifies that the informed consent has been given verbally.

Name ---=-=-=-mememememmem oo Signature -----------------
Date ----------- Month ---------------- 2013
Resullt: completed ------------------- Refused ----------------------
Partially completed ------------------- Others (specify) ------------
Checked by supervisor = Name ----------========mmmmmmmmmm oo Signature --------------- Date

12.2 Structured questionnaires English version

Addis Ababa University Medical Faculty School of Public Health to assess the demand for long
acting reversible contraceptive and associated factors among married women of reproductive age
group(15-49) in Sebetatown Oromialiyu zone, Oromiaregion.

| dentification
Question number | Questions Response Skip to question
001 Questionnaire code
002 Date of interview
003 Name of zone
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004 Name of woreda
o ——
o0 —R—
007 S W
o0 e —————

Part I. Demographic and socio-economic Characteristics

Question | Questions Response Skip to
number question
101 How old are you?
1. oo years
102 What is your religion? 1.0rthodox
2.Muslim
3.Protestant
4.0thers(specify)
103 To which ethnic group do you 1.0romo
belong?
2.Amhara
3.Gurage
4.0thers(specify)
104 What is your current educational 1. No formal education
status? )
2. Primary school
3.Secondary high school
4. College/University
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105

What is your current occupation? 1. House wife

2. Employee

6. Others

3.Private businessmerchant
4. Daily laborer

5.private employee

106

What is the main occupation of the 1. Employee

family head/spouse? 2.Private business/merchant
3. Daily laborer

4. Driver

6. Other

5. Private employee

Part 11 Reproductive health Characteristics

Question | Questions Response Skip to
number question
201 At what age did you first married? 1o age of year
202 Have you ever been pregnant? 1. Yes
2.No
203 How many times pregnancies occurred in your life
Enter NO = ------------
204 If answer to question number 202 is yes, how old were
you when you first got pregnant?
1 - year
2.1 didn't remember
205 Now | would like to ask you about all the births you 1.Yes
have had during your life. Have you ever give birth? > N
.No
206 If answer to question number 205 is yes, how old were | 1. ----------- year

you when you born your first child?
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207 How many birth have you had during your lifetime? | Enter total number ---
208 Number of living children? NQ ----------mmmmm--
209 Do you have a desire to have children in the future 1Yes
2.No
210 If yes, to question Q209, when do you want to havea | 1.Within the next two
child years
2.Atleast after 2 years
3.1 don’t know
211 Are you currently pregnant? 1. Yes
2.No
212 If the answer isyesto Q211, Isthe pregnancy? 1.Wanted now
2. Wanted later
3.Not wanted at all
213 If the answer isyesto Q211, After the child you have | 1. Yes
expecting now, would you like to another child or not N
.No
to have any more children?(for pregnant women)
214 If the answer to question 213 isyes, how longwould | 1. < 2years
you like to wait before the birth of another child?
2. > 2years

3. Not yet decided

Part 111 Related contraceptives

301

Are you currently using any modern contraceptive
method ?

1.Yes

2.No

302

If yes, Q=301 what was the method?

1.condom
2.Rill
3.Injectables
4.1UD

5.Implant
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6.TL
7.V asectomy
8.Diaphragm

9.Jaddle

303 Do you have demand for long acting contraceptive | 1.Yes

2.No

304 If yes Q 303, are you utilizing now 1.Yes

2.No

305 If yesto Q 304, which method 1.Implanon
2.1UD

3.Jaddle

306 Purpose of utilization 1. For spacing
2.For limiting

3.For spacing and limiting

307 If No to Q304, what was the reason 1. Fear of side effect
2.Husband opposed

3.Heard from others asit is

not good
4. Want to become pregnant
5.Previous inconvenient

6.Infrequent sex

308 Do you intended to use LARCswithin aperiod of | 1. Yes
12 months starting from the birth that occurred. 2 N
.No
309 If the answer to question 308 is yes, the reason 1. For spacing
intending to use? o
2. For limiting

3. For spacing and limiting




310 If the answer to question 307 isno , would you tell | 1.Fear of the side effect
me the main reason?
2. | am pregnant
3.1 want to become pregnant
4. Religious prohibition
5. Previous use inconvenient
6. Heard from others asit is
not good
7. Use calendar method
8. Myths and misperception
9. Breast feeding
311 From where do you get the family planning? 1. Government Hospital
2. Private Hospital
2.Hedlth center
4.Private clinic
5. Pharmacy
312 Have Y ou had a problem with the method you are | 1.Yes
using now?
2.No
313 Did you ever told by health worker about theside | 1. Yes
effect or problems you might have with the ’ N
.No
method?
314 If the answer isyesto Q313, Did you ever wantto | 1.Yes
discuss the problem with your provider? oN
.No
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315 If the answer is yesto Q314, Did the provider 1Yes
suggest what you should do (action you should 2 No
take) to solve the problem?

225 If the answer is yesto Q315, Were you satisfied 1Yes
with the advice ?

2.No

Part 1V Related (knowledge/awar eness, culture, privacy and attitude)

Question | Questions Response Skip to
number guestion
401 Do you know at least one LARCS? 1lYes
2.No
402 If the answer is yesto Q401, Which L.Implant
LARC do you know?
21UD
3.Female sterilization
4.\ asectomy
5. Jaddle
403 ISLARC important? 1. Yes
2.No
404 What do you think about theimportance | 1.For spacing
of long acting contraceptive? o
2.For limiting
3. Prevent mother and child
death
405 Have you heard about LARC in the last 1. Yes
three months?
2.No
406 If the answer yesto Q 304 which of the 1. Media
following is the most preferred source to 2.HEW
get LARCSs services information? 3. Health Professional
4. Peers
5.0ther(specify)
407 Have you discussed with your partner 1Yes
about which method to use?
2.No
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408 If the answer isyesto Q407, Who isthe 1.Husband
decision maker? '
2.Decide together
3. Sdf
409 Did you have enough privacy during your | 1.Yes
exam
2.No
410 Do you believe that the information that 1Yes
you shared about yourself with the IN
.No
provider will be kept confidential
3.1'don’t know
411 Do you have heard myths about LARCs 1.Yes
from the community
2. No
412 Which long acting contraceptive Name -------------
413 Based on Q412, what is that problem?
Tell -
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12.3 Information and consent form Amharic version
ASO ANQ 22 0COLEPmMS AL270 AT ?PMS AmA 0P TV CT LT

TG T avl § aofy B,

av] 1 ¢

MS LA PATT A Th oo LAAA AL P AL0T TG T P 90 L.
NAPFTATNAASTCI DAL ANA RLOCAE e VNLZtTAN MG FPVCT 0L+ T @
NACTLS NAAACTL AR HT ANFN+TTALEPLE ¢ LHaN oMy H&PT A TIPG +
N+PPL@MLET @APAAATT: : NPT HF? @ar AvNLtaronT £ at 270 afF
POATAN @Dy AN FGT N PC FLLH CATTCTT TITTTT oA h FA:

OCO P9A MY a8 NANT ¢ ool B 9°% ¢F 2 C + 8 9C 070 M7 Qast av) 4+
noeAnEtT ems TAMNANTF:hmS POPEACTL Av-HT ¢ mS LC 2C Navw @ ¢ F
NANAN@? AN N AT AT LA ANTT b F AQEFFEF FAPe +HPE 76T
7 @.: :

F+ a0, P TS ET GATNNTI 0 ANLETOTA: 2 ATE PN TSk LAY +L0T
N5l 1LHE ATMRLT PATT oo F 1 A2QFA: : NHUP oowl + (I TG+ A oY + G avpe
.PLT Py T Al DIMAU:

+ M @+ AL A ho h At agagge
 MP & M. & C T mmwmmmmmmmemnmmmmmeeennoe ¢

Y R ol

490 oM € T LLT O L H ~-mmmmmmmmmmmmmm e (7 /oc /9 .9°)
hoPcaPE Fhhafar oohh hA ORI LR G : ¢

12.4 Structured questionnaires Amharic version
TeENASA AN CLOANATL I MT AL7TA AT AT AT P OFAN PN AnSd P
AL RECT P AFHDE ¢ eme P 6C Il

hedh?7& —¢m@ApP 79 F

T . T aPA (1 oL PrPPTADTLE
hi g

001 P Tee h&

002 TeeCtmePOT b7

003 PHT QP

004 P@LA QP

005 ee0n QP

006 TP AP

007 0t &TC

008 e 0LtAa-NAH T
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h&d k7 & TWICES ANTI.PP -3 aomeP
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5. MA

103
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lace

2. h T

3.1

4.0 & m

5. M4

104

e vt 3T Otaeant?

1e a4+ horn it

20 a7 0t (&t T

320 T

4.0 ¢7 A &tTq

594 0 ¢+ T

6.4 A

105

CFTUPCT LLET Atavant?

LA &+ € ne9°
215 ¢ ¥
3.2 ¢ %

ShAPS hH nAg

106

CAANT R OC v 7
O +avh bt ?

leawrqn+t aétq

229A 0 ¢ [1Ta e

4.0 ¢7 A &tTG
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5. fé.C

5¢9d a&td

6.0 A
hedA vat: a1 -+PALZ FCh
T ¢ TP ¢ an\ @®L P MM
AA&
201 avg avg. 4 31 (L6 &avi (7 T 1. ------- 9 gorp
1Ne?
202 ACIa0T JadLan? 1Lho
2h 0 P9
203 NH 6 &t A7+ IH ACTHS
+hat0a £Pa°?
NEPC -—-----------
204 ATP®d 202000 AP 1= o goit
NP IOHTIH A &all 07+
1Ne?
205 AA mPAaA P OAL U1 F 1 @ 1A 9
P Ime P OALN FO2AT?
2.hA P9
206 ATPE 2056mANT AP 1 ¢ go-f
NPT :EOHTUIN h&all 4Tt
2.h A P9
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208 NP+ et AETH 07T ¢ Fa?
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12.5 Definition of demand for long acting contraceptive method

Curﬂrently marrined women

U

Using for spacing

H

U

Using for limiting

H

Total met Need

|

Not using any method

Not usina anv method

|

Pregnant or Amenorrhea

L

I

I

Not pregnant or Amenorrhea

Intended Mistimed Unwanted
Need for Need for
spacing limitino

Fecund In fecund
Want want want

later

no

soon
more

Total Unmet need

Demand = Tota Unmet need + Met need
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