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Abstract

Background: The prevalence of unintended pregnancy is high among HIV-positive women.
Although there is higher motivation among HIV-positive women to avoid unintended pregnancy
and desire for use of highly effective contraception, long acting and permanent contraceptive
methods usage remained loreventing unintended pregnancy among women living with HIV

is an important component of prevention of mother-to —child transmission (PMTCT), yet only a
little is known about LAPMs use among women who are on ART in Gondar town, North West
Ethiopia.

Objective: To determine long acting and permanent contraceptive methods utilization and
associated factors among female antiretroviral therapy attendees in Gondar town, North West
Ethiopia, 2014

Method: Institution based cross-sectional study was conducted by interviewing 480 women of
reproductive age (15—-49years) that were selected using systematic random sampling technique
from a list of ART attendees in government health facilities. Structured and pretested Interviewer
administered questionnaire was used to obtain information from the respondents. Descriptive,
bivariate, and multivariate methods were used to analyze utilization of LAPMs and the factors
associated with LAPMs utilization.

Result: Two hundred fifty six (85.0%) of the sexually active women were using some modern
form of contraception. The current utilization rate of LAPMs (alone or with condom) was
62(24.1%). Women who had high knowledg€®R=2.59, 95% CI [1.04, 6.45]and ever had
been pregnant since the commencement of AROR= 2.68, 95%CI [1.21, 5.9B had an
increased odds of using LAPMMoreover, those women who had discussion about family
planning with health care provideAQDR=2.69, 95% CI [1.18, 6.15were more likely to use
LAPMs.

Conclusion and recommendationThe finding discloses that the general usage of contraceptive
amongst sexually active women on ART was high though specific usage of LAPMs was found to
be low. Based on the finding, there is a need to improve the implementation of integrated Family
Planning service with ART service and improve counseling service that emphasized on LAPMs
use.

Vi



1. Introduction

1.1. Background of the study

Human Immune deficiency virus(HIV) infection and Acquired Immune deficiency
Syndrome(AIDS) affects populations globally and it is one of the leading causes of death among
women of reproductive age(1). The introduction of antiretroviral therapy decreases the mortality
rate of people living with HIV/AIDS from 2.3 million in 2005 to 1.6 million in 2012. In
2012,more than 35.3 (32.2-38.8) million people were living with the virus globally and 2.3
million new HIV infections were also recorded(2).

Sub-Saharan Africa has continued to bear the greatest burden of the HIV/AIDS epidemic,
accounting for 69% of the people living with HIV worldwide. The other most affected regions of
the world are the Caribbean, Eastern Europe and Central Asia, where 1.0% of adults were living
with HIV in 2011(3). Ethiopia is among countries that are most severely affected by HIV/AIDS
pandemic. According to EDHS 2011 report, an average adult HIV(15-49) prevalence of the
country is 1.5%(4).Women have a higher HIV prevalence (1.9 percent) than men (1.0

percent).The prevalence of HIV in Amhara region is 1.6%(4).

In 2011, 330 000 [280 000-390 000] children were newly infected with HIV globally. More than
90% of the children who acquired HIV infection in 2011 live in sub-Saharan Africa (3). In order
to achieve the global goal of reducing the number of children newly infected with HIV by 2015 a
scale-up of prevention strategies, including primary HIV prevention for women and access to
contraception and other family planning services should be enhanced (2).Family planning (FP) is
a strategy to prevent vertical transmission of HIV from mother to child. The effective use of
family planning (FP) plays an important role by preventing unintended pregnancies among
women with HIV, thus reducing infant HIV infections and the number of children needing HIV
treatment, care, and support. FP intervention will also reduce the need for antiretroviral drugs for
PMTCT(5). It is estimated that each year, contraceptive use prevents an estimated 577,200
unplanned pregnancies among HIV-positive women in sub-Saharan Africa, resulting in an
estimated 173,000 HIV-positive births averted (6).



Helping women with HIV to meet their own family size and child spacing goal is one of the four
elements of a comprehensive approach to prevent mother to-child transmission (PMTCT) of
HIV(5). Although many countries are planning to implement the new WHO policies, family
planning is still a critical component for meeting the needs of all HIV positive women(6).
Ethiopia has adopted the WHO 4-pronged PMTCT strategy as a key entry point to HIV care for
women, men and families(7). 1)Primary prevention of HIV among women of child bearing age;
2) Prevention of unintended pregnancies among women living with HIV; 3)Prevention of HIV
from a women living with HIV to her infant; 4) Provision of appropriate treatment, care and
support to women living with HIV and their children and families. Family planning counseling

and service provision is one of PMTCT program package in Ethiopia(7).

Long-acting methods like the IUD and implant which are reversible method and permanent
methods like sterilization are highly effective contraceptive methods. LAPMs are vital to the
overall success of reproductive health and family planning programs. LAPMs are also an option
for women and couples who are living with HIV/AIDS and want to prevent unintended

pregnancies. IUDs, implants, and female sterilization can all be used by women with HIV/AIDS

(8).



1.2. Statement of the problem

Prevention of mother-to-child transmission (PMTCT) of HIV has been a global priority since the
late 1990’s(9).Although great progress has been made in preventing vertical transmission of
HIV, nearly half a million children(430,000) globally were newly infected in 2008. Of which
90% were as a result of mother-to-child transmission(9). In Sub-Saharan Africa approximately
60% of adults living with HIV are women (1). Over 90% of infection in children is acquired
through mother-to-child transmission (MTCT) during pregnancy, labor, delivery, or breast
feeding and as more women contract the virus, the number of children infected has been
growing(1). Unintended pregnancies are high among HIV-positive women. In a number of
African countries, the rates of unintended pregnancy among women living with HIV range from
51% to 84%(10).

The level of contraceptive use is somewhat higher in the more developed regions (67 %) than in
the less developed regions (62 %)(11). Sub-Saharan Africa has the lowest level of contraceptive
prevalence, with only 22% of women of reproductive age who are married or in union using
contraception and they are located mainly in Western Africa and in the Horn of Africa(11). Thus,
in developed countries as a whole, contraceptive prevalence was highest for the pill (16 %) and
the male condom (14 %). In developing countries the methods with the highest prevalence were
female sterilization (22 %) and the IUD (17 %), accounting for 60% of overall contraceptive use.
(11). In Ethiopia, 27 % of currently married women were using some modern contraceptive

method. The most commonly used method was injectable(21%)(4).

Globally, the most common contraceptive methods used by HIV positive women were condom
and diaphragm (12) .Reports from some Africa countries showed that only a few number of HIV
positive women were using LAPMs, relying instead on condoms and injectables(5).In Ethiopia, a
study reported that only 2.4% of HIV positive women from Northern Ethiopia used implant(13).
Another study undertaken in Addis Ababa reported that rates of LAPMs use were 14.4% among
women on ART (14)and 14.3 % in Western part of Ethiopia(15).



Currently, safe and effective contraceptive choices are available for women and couples who
need protection against unwanted pregnancy[8e Long-acting methods like the IUD and
implants and permanent methods like sterilization are convenient for users, effectively prevent
pregnancy and not dependent on users’ adherence. Additionally, continuation does not require
repeated contact with health care providers. These factors make LAPMs more effective than
short-acting methods in preventing pregnancies among typical users. These methods have also an
advantage of cost effectiveness for programs over time, can result in substantial cost saving for
governments, and contribute directly to reaching national and international health goals (8).
Despite these advantages of LAPMs, the increased motivation of HIV-positive women to avoid
unintended pregnancy and the desire for use of highly effective contraception, the utilization of

LAPMs among these groups of people is typically low(5).

Although a great progress has been achieved in prevention of vertical transmission of HIV/AIDS
and improving the life of PLWHA through ART, less attention was given for the prevention of

unintended pregnancies among HIV positive women as a strategy to PMTCT. This result in high
rate of unintended pregnancies among women with HIV, new infant HIV infections and increase
the number of pregnant women and children needing HIV treatment, care, and support. LAPMs

use is part of an important, but often overlooked, strategy for preventing unintended pregnancy.

Limited information is available about LAPMs utilization and factors associated with the
utilization of it in a segment of population who visited ART clinics in Ethiopia, particularly in
Ambhara region, Gondar town. The study will contribute in filling the existing information gap
hence suggest proper intervention measures for LAPMs use which in turn reduce unintended

pregnancy among HIV positive women and infant HIV infection.



1.3. Significance of the study

The finding of this study could inform about LAPMs utilization rate and associated factors
among HIV positive that have paramount significance in reducing mother to child transmission
of HIV as they can avoid unintended pregnancy, reduce pregnancy related maternal and child

mortality and improve their health.

The result of this study can be used by the people who are working on programs that target on
PLWHA in order to improve family planning service provided. Policy-makers and program
managers will promote an enabling environment through evidence-based policies and guidelines,
improve the provision of family planning services, and the education of HIV positive women
once the evidence gap is filled. This study could serve as base line information for further study
on LAPMs utilization and associated factors among HIV positive women. It also provides
evidence-based information that can be used in the future for national strategic plan for

elimination of mother to child transmission of HIV.



2. Literature review

2.1. Utilization of Long Acting and Permanent Contraceptive Method

More than 350million couples worldwide have limited or no access to effective and affordable
FP, especially to LAPMs(8).For the world as a whole, female sterilization is the most commonly
used method of contraception followed by IUCD(11).

A study done in South Africa on contraceptive use among HIV positive women showed 96% of
the study participants were currently using contraceptives. Of these 61.3% were using
condoms(alone or combined with other methods), 20.0% injectable, 19.7% abstinence,4.5%
intrauterine contraceptive device (IUCD), 2.2% pills and 0.7% coitus interruptus (16) . On the
other hand, in another study done in Cape town, South Africa, the vast majority of women both
HIV positive and HIV negative were using short acting methods, primarily the 3-monthly
injectable(DMPA), no IUD and small percentage(6.4%) of participants reported they had
undergone female sterilization. A small percentage of women (3.8% HIV positive and1.7% HIV
negative) were using condoms in addition to a hormonal method of contraception or

sterilization(17).

Similarly, in a study conducted in southwestern Uganda on contraceptive use and associated
factors among women enrolling into HIV care showed 52% of the study participants were using
injectable, 30% condom and 9% oral contraceptive. Use of highly effective contraceptive
methods(lUCD and female sterilization) was reported for 0.7% of the study subjects(18).In
contrast in other study conducted in Mbarara,Uganda,84% of participant reported using barrier
contraceptive methods, primarily the male condom. Almost 30% reported using hormonal
contraceptive methods, with injection being the most common hormonal method and only 5%

reported having undergone surgical sterilization(19).

In a study conducted in Zimbabwe on the reason for low utilization of long acting contraceptive
method showed that the majority of the respondents (67%) did not intend to have another child,
though the majorities (68%) were not on any family planning method whilst 32% were on a
family planning method. None of the respondents were using permanent method of family

planning whilst condoms are used by 17% of the respondents. The main long acting



contraceptives, Jadelle and intrauterine contraceptive device were used by 4% of the

respondents(20) .

In a study conducted in Addis Ababa, Ethiopia on fertility desire and family planning need
among HIV positive men and women on ART unit showed that 246(53.5%) of the respondents
were using different forms of FP. The most preferred method of FP was condom and injectables
72.9% and 21.2% respectively whilst implant and IUD had the lowest utilization rate(21).
Similarly in another study done in Addis Ababa on unmet reproductive health care needs and
occurrence of unintended pregnancy among HIV positive women in ART units showed more
than half (60%) of the respondents were using condom. Injectables and pills were the other
methods mostly used next to condom; 74 (39%), 28 (15%), respectively. On the other hand,
4.3% were using IUD, 8.5% Norplant and permanent method was the least used method
(1.6%)(14).

A study conducted on utilization of modern contraceptives among HIV positive reproductive age
women in Tigray, Northern Ethiopia reported less than half,167 (46.3%) of respondents were
currently using a modern contraceptive method. The most commonly used method, 100 (59.9%)
was dual contraceptives. Overall, 29.3% of the respondents reported using hormonal methods
only (injectables, pill, and Norplant; 22.7%, 4.2%, and 2.4% respectively). I[UDs were not
reported by any respondent(13). In another study conducted in Gimbie town, Western Ethiopia
showed that 224(56.7%) of the respondent were using modern contraceptive .With regards to the
specific contraceptives, pills 20(8.9%), Injectables 25(11.2%), IUCD 6(2.7%), implants
21(9.4%), condom 77(34.4%), vasectomy 3(1.3%), female sterilization 5(2.2%),and 67(30%) use
dual protection(15).

2.2. Factors associated with LAPMs utilization

In a study conducted in Uganda among sexually active PLWHA showed that spouse approval
[AOR=9] and knowledge of family planning methods [AOR=4]were strongly associated with
family planning use whereas age ,educational status, FP counseling and HIV sero-positivity
were not significantly associated with family planning use (22).In contrast, in another study
conducted in Uganda showed that age, marital status, educational status, monthly income ,and

number of children were independently associated with increased odds of contraception use(18).



Similarly, in study done in Johannesburg amongst HIV positive women showed that age,
income, employed, and number of living children were significantly associated with hormonal

contraceptive use(injectable, pill, implant and IUCD)(23).

A cross sectional study conducted on contraceptive utilization and associated factors among HIV
positive women in Tigray ,North part of Ethiopia showed that Women who were urban
dwellers]AOR=2.55] , completed primary education [AOR= 2.27] , having one or more living
children [AOR=6.34]and those openly discussed about contraceptive methods with their
husbands or sexual partners [AOR=6.34] were more likely to use contraceptive .There was no
significant association between age ,educational status, occupation and other variables and
contraceptive use(24).In contrast, age ,occupation ,educational status and currently on HAART
were significantly associated with modern contraceptive use among HIV positive women (13).
Another study conducted in Mekele, Northern part of Ethiopia showed that knowledge about
LAPMs (AOR=7.8) and number of pregnancy the woman[AOR = 2.7] had significant
association with the use LAPMs(25).

A cross sectional study conducted on demand for long acting and permanent contraceptive
methods and factors for non use among married women in Goba town, South East Ethiopia
showed ever use of LAPMs of contraceptives [AOR=17.43], the number of times discussion on
LAPMs with their husband/partner [AOR=4.6], intention to use LAPMs in the future
[AOR=3.99] and number of pregnancy [AOR=3.67] were found to have significant association
with the use of LAPMs of contraceptives. Statistically significant association was not seen
between age of women , number of children alive ,educational status, religion, income of the

family and other variables and utilization of LAPMs of contraceptives (26) .

2.3. Reasons for not using LAPMs

In study conducted in Zimbabwe, the major reasons mentioned for not utilizing long acting
contraception among women living with HIV were fear of side effects, limited knowledge, didn’t
have a sexual partner ,never use family planning methods before, planning to have children,
unavailable at the post test-support services clinic since the set-up of the clinic is not ideal for the
provision of these services and the cost to access the services is not affordable for most of the
respondents (20). In study done in Cape Town, the vast majority of women were using short

acting methods. HIV positive women reported that they would not use IUD because they were

8



not sure of its safety related with their current health status. The other reason why women do not

want to use IUD and female sterilization was procedure related (17).

In study conducted in Mekele ,the main reason cited by the married women for not using LAPM
was the use of another method of contraceptive, developing side effect, not allowed by husband,

medical problem and the non availability of service(25).

Most of the studies were done on contraceptive use and associated factors among HIV positive
women, but the utilization of LAPMs and associated factors among this target population were

not assessed.



3. Objectives
3.1. General objective-
» To determine long acting and permanent contraceptive methods utilization and

associated factors among female antiretroviral therapy attendees in GondaNdwthin

West Ethiopia 2014
3.2. Specific objective

» To determine the prevalence of LAPMs utilization among HIV positive women who are

on ART
» To identify factors associated with the utilization of LAPMs among HIV positive women

who are on ART

10



4. Methodology

4.1. Study area and Study period

The study was conducted in Gondar town. Gondar town is one of the 23 districts in North
Gondar zone, which is found in North West part of Ethiopia and located at 180 km from Babhri
dar the capital city of Amhara regional state and 750km from Addis Ababa. According to 2007
census, the town had total population of 207,044 of whom 98,120 were men and 108,924
women. The town is established on 40.27 Kir5.55 sq mi) and divided in to 24 kebelles. The
majority of the inhabitants were orthodox Christians (84.2%), Muslim (11.8%) and 1.1% were
ProtestantThere are one governmental hospital and eight health centers in Gondar town. Among
these, one hospital and four health centers provide ART service. Each of health institutions had
family planning units which provide family planning service separately. There are no private
clinics which provide ART service in the town. In Gondar town, about 12408 people are
currently on ART and about 37815 people are family planning user among the general

population at September 2014(27). The study was conducted from August 2013 to June 2014.
4.2. Study design
» Institution based cross-sectional study design was used.
4.3. Population
4.3.1. Source population

»> All HIV positive women of reproductive age (15-49years) attending ART units in

Gondar health institutions.

4.3.2 Study population
» Non pregnant HIV positive women of reproductive age (15-49years) attending ART

units in Gondar health institutions at the time of the study.
4.4. Inclusion and exclusion criteria

4.4.1. Inclusion criteria
» Women of reproductive age (15-49 years old) attending ART units in Gondar health

institutions

11



4.4.2 .Exclusion criteria
» Critically ill clients
» Women who are unable to hear and/or speak
» Women with mental illness

» Unwilling to participate

4.5. Sample size calculation

Sample size was determined by the single population proportion formula with the following
assumptions: prevalence of LAPMs utilization (p) to be 14.4% from the study conducted in
Addis Ababa, Ethiopia among HIV Infected women in ART Units (26) with a margin of error of
3%, and 95% confidence level. Based on evidences obtained from the respective Gondar city
health bureau and Gondar university hospital, the source population was 4234.So population
correction was used to get the corrected finite sample size that was 468.To compensate for non
response rate 10% of the sample was added=46; finally a total of 515 HIV positive women were
sampled for the study.

B (Z%)2 P(1-P)

n= 2

Where: z=standard score corresponding to 95% CI=1.96
p= 14.4%
d=Margin of error/ precision = 3%
n=(1.96§0.144)(1-0.144) 526

(0.0%3)
Mf= 1+T711/
N
Nr = %
4234
N -467.8

12



4.6. Sampling procedure

One hospital and four health centers were included in the study since these are the only health
institutions which provide ART service in Gondar towihe sample for each health institution

was allocated proportionally to the number of clients on ART at each institution. Respondents
were selected by systematic random sampling method from the existing sampling frame of
clients list. Every 8 women who came to each health institution were selected respectively. If
the selected participant not available or fulfill the exclusion criteria, then the next client was
included in the study. “ K” was calculated by dividing expected total number of women coming
for the ART follow up within a month prior to data collection in the five facilities (by referring

the client’s registration book) by the total sample size.

All HIV positive women who were on ART in ART serviproviding health institutions of Goar
town from March to April 2014

A 4 A A A 4 y

Gondar hospite(2500 Azezo healtt Maraki healtt Poly healtt Tseda healt
center (497) center (44) center(1109) center (84)
n= 515 allocated \ | /
. n=30¢ n=61 n=5 n=13¢ n=1(
Proportionally

| /

Systematic random sampling

480 study subjects
selected

Figure 1. Schematic presentation of the sampling procedure used in the study, Gondar town,
North West Ethiopia, 2014

4.7. Data collection procedures

Instrument: Interviewer administered questionnaire was adopted with modification from related
studies (4, 20, 26)and translated to the local Amharic language. The questionnaire was composed
of five parts (socio-demographic and economic characteristics, ART status, sexual &

reproductive characteristics, knowledge, current contraceptive utilization, and associated

13



factors). It mostly contains closed ended questions and few open-ended ones. A structured
Amharic version questionnaire was used for data collection after pre-testing on 5% of the same
source population other than the sampled population who were found in the selected two health
institutions. An exit Interviews was carried out during the regular working hours by the trained
female nurses who were working in the five health institutions other than ART units for one

month and fifteen days.

4.8. Data Quality control

The questionnaire was translated from English to Amharic and back translated to English by
other translator to check for consistency. Prior to the actual data collection, questionnaire was
pretested on 5% of the same source population who are not part of the actualasareple

before the commencement of the main research. The supervisor and data collectors were trained
for two days. The training was focus on the objective, methodology and the data collection tool
of the survey that the data collectors were able to conduct data collection efficiently and

effectively, standardize their interviewing technique and interview in consistent manner.

During the actual data collection process, supervisor checked the data collectors on the heath
institutions randomly for consistency and completeness of each questionnaire. Filled
guestionnaires were checked daily by principal investigator. The principal investigator was
establish close and regular contact with the supervisor and data collector to follow up the

progress; problems encountered and gives them feedback on issues they were not clear.

The collected data were cleaned for inconsistencies. All of the entered data were re-checked by
comparing the entered data with the actual questionnaire. Frequencies were used to check for
missed values. Any errors identified at that time were corrected after revision of the original data

using the code numbers.

4.9. Data Analysis
After data collection, each questionnaire was given a unique code by the principal investigator.
The principal investigator entered the data using Epi-info version 3.5.4 then exports it to SPSS

version 21 for cleaning and analysis.

Frequencies and percentage of different variables were computed as appropriate. Bivariate

analysis was used to determine the association between different factors and the outcome
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variable. Odds ratio with 95% confidence interval was computed to assess the presence and
degree of association between the dependent and independent variables.

The variables with a p- value as high as 0.2 in the bivariate analysis and not significant but
evidence from literature review indicating possible association were considered in multiple

logistic regression to control for confounding variables.

Age of respondent, number of living children, monthly income, and duration on ART was

recoded to make the variables categorical.

4.10. Study variables

Dependent variables - Utilization of LAPMs
Independent variables:-

» Socio- demographic and economic characteristisuch as: Age, educational level,
marital status, occupation and income

» Reproductive characteristics have a child ,number of living children ,desire for another
child and pregnancy history

» Client characteristics. knowledge about LAPMs ,heard about LAPMs, discussion with
husband or sexual partner about family planning methods and partner opinion

» Service characteristics discussion with health provider/HEW about family planning
methods

» ART status: duration on ART

4.11. Operational definition of variables
ART attendees: Women who had at least one visit to the selected ART treatment unit for
receiving ART.

Dual method utilization of any hormonal or permanent modern contraceptive method along

with male condom

Current use of contraceptive methodreferred to respondents who responded positively for use

of contraceptive methods at time of the interview to delay or avoid pregnancy.

Currently sexually active: Women who had been sexually active within the past 6 month
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LAPMs: - methods that provide pregnancy protection for more than one year per application.

They include the intrauterine device (IUD), implants, female sterilization.

IUDs and implants are long-acting temporary (reversible) methods; when removed, return to

Fertility is prompt.
Female sterilizationis thePermanent methods of contraception
Measurement

Knowledge about LAPMs was measured among those who reported they had heard about
LAPMs. Each question had three mutually exclusive response options: ‘yes,’ ‘no,” and ‘I do not
know.” Each correct answer earned one point. Women’s knowledge was estimated by the total
number of correct answers to 16 items on knowledge with a minimum score of 0 and maximum
of 16.To measure the knowledge it was categorized based on the percent of knowledge of the
distinct characteristics of LAPMs as: “high” —those who knew 67% and above, “moderate” those

who knew 33-66% and “low” those who knew less than 33%.

4.12. Ethical Considerations

Prior to data collection, ethical clearance was obtained from the Research Ethics Committee
(REC) of school of Public Health, College of Health Science of AAU. Written permission letter
was obtained from Gondar city health bureau, Gondar university hospital and other concerned
bodies in the study area. During data collection, each respondent was informed about the
purpose, scope and expected outcome of the research, and appropriate informed written
consent was taken from the respondents. Anyone who was not willing to participate was
excluded from the study; and during the interview, respondents who are interested to avoid
specific questions or discontinue the interview were allowed to do so. In order to establish
anonymous linkage, only the codes, not the names of the respondents, were registered on the
guestionnaire. During the training of data collectors and supervisor, ethical issues were

addressed as important component of the research.

4.13. Dissemination of Results
The finding of the study will be submitted to Addis Ababa University College of Health Science,
School of Public Health, Gondar city health bureau and Gondar university hospital. The result
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will be presented at the School of Public Health in partial fulfilment of masters of degree in
public health and in different seminars, meetings and workshops. Publication on subject related

peer-reviewed scientific journals will also be considered.
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5. Result
5.1. Socio-demographic characteristics of HIV positive women

A total of 480 women of age 15-49 participated with a response rate of 93.2%. The mean age of
the respondents was 31.2+5.7 (SD) years. Approximately, 287(60.0 %) of the participants were
in the age group of 25 to 34years. Majority 421(87.7%) of respondents were Orthodox Christians
and 256(53.3%) were married. In terms of educational status, 156(32.5%) had primary level

education. With regard to occupation, 230(47.9%) were self employee and 221(46.0%) of the

respondents had monthly income less than or equal to 500 ETB. The average monthly income of
the respondents was 1015.5088.8(SD) ETB. (Table 1)
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Table 1: Socio-demographic and economic characteristics of HIV positive reproductive age
women attending ART units in Gondar health institution, Northwest Ethiopia, 2014. (n= 480)

Variables Frequency Percent
Age
15-24 43 9.0
25-34 287 59.8
>35 158 31.3
Mean + SD 31.%5:8
Religion
Orthodox 421 87.7
Others 59 12.3
Marital status
Single 34 7.1
Married 256 53.3
Divorced 75 15.6
Widowed 75 15.6
Separated 40 8.3
Educational status
No schooling 143 29.8
Primary 156 325
Secondary 141 29.4
Tertiary 40 8.3
Occupational status
Self employee 230 47.9
Employee in formal sector 50 10.4
Unemployed 200 41.7
Monthly House hold income
0-500 221 46.0
501-1500 171 35.6
1501-2500 47 9.8
>2501 41 8.5
Mean +SD 1015.54038.8
Total 480 100

*=Muslim, Protestant, Catholic

19



5.2. ART status, sexual & reproductive health characteristics of HIV positive women

Of the 480 respondents, 302(62.9%) had sexual encounter six month prior to the data collection
time. Majority 400(83.3%) of the respondents had a child, 242 (60.5%) of which were having
two or more children and more than half 254(52.9%) of the study participant didn’t want to have
another child in the future. Approximately 185(39.0%) of respondents became pregnant while
receiving ART, 109(58.9%) of which were unintended. Three hundred forty seven (72.3%) the

participants had been on ART for more than one year. (Table 2)

Table 2: ART status and sexual & reproductive health characteristics of HIV positive woman
attending ART units in Gondar health institution, North West Ethiopia, 2014. (n=480)

Variable Frequency Percent

Currently Sexually active

Yes 30z 62.¢
No 17¢ 37.1
Have a child

Yes 40C 83.2
No 80 16.7
Number of living children

(n=400)

One chilc 15¢ 39.5
two and more chil 24z 60.5

Desire to have a chilc

Yes 22¢ 47.1
No 254 52.¢
Pregnancy since on ART

Yes 185 38.t
No 29t 61.
Recent pregnancy(n=18%)

Planne: 76 414
Unplanne 10¢ 589
Duration on ART

<12 montl 13z 27.7
>12montt 347 72.C
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5.3. Current contraceptive use and service characteristics among HIV positive sexually
active women

Two hundred fifty six (85.0%) of the sexually active women were using some modern form of
contraception while 46 (15.0%) were not using any form of contraceptive at the time of
interview. The most commonly used method, 86(33.6%) was condom followed by dual method
74(28.8%). The current utilization rate of LAPMs (alone or with condom) was 62(24.1%) and

the average year of practicing LAPM was 2.2(median=2).

L APMs&condom
13%

pill&condom
2%

injectable&condo
m
14%

Figure 2.Contraceptive methods used by sexually active women attending ART units in Gondar
health institution, North West Ethiopia, 2014

From the LAPM users majority 50(80.6%) of respondents were using implant followed by IUCD
7(11.3%) and female sterilization 5(8.1%). Majority 42(67.7%) of study participants obtained the
service from governmental health centers. Forty one (66.1%) of the respondents started using
LAPMs while receiving ART. More than half 163(67.9%) of study participants didn’t intend to
use LAPMs in the future. The main reason cited by the women for LAPMs choice was having
enough child 27(44.6%) and want to space 25(38.5%).
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More than half 158(59.2%) of the respondents had discussion about family planning with their
husband/ sexual partner in the past six month. The decision of using any contraceptive methods
was mainly made by both partners together for 134(84.8%) of the respondents. More than half
191(63.2%) of participants had discussion about family planning methods with health care
provider in the past six month and majority 151(79.1%) were told about the side effects of each
method and the solutions 153(80.1%)mong the women who did not desires having more
children, only 34(25.0%) were currently using LAPMs. (Table 3)
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Table 3: LAPMs use and service characteristics among women attending ART units in Gondar
health institution, North West Ethiopia, 2014

Variable Frequency Percent
Type of LAPMs use(n=62)

Implant 50 80.¢
IUCD 7 11.2
Female sterilizatic 5 8.1
Source of LAPMS (n=62

Govt.Hospital 12 19.¢
Govt. Health center 42 67.7
Govt .Health po: 1 1.€
Family guiding associatic 7 112
Start using LAPMs(n=62)

Before HIV diagnosis 8 13
After HIV diagnosi: 13 21
Initiation of ART 41 66.1
Desire to use LAPMs(n=24)

Yes 77 32.1
No 165 67.¢
Reason for LAPMs choice(n=62)

Have enough childre 27 41t
Want to space my childre 25 38.t
Advice from a health professiol 14 21.t
Other reasor 3 4.7

Discuss with husband or sexual partner
about FP(n=267)

Yes 15€ 59.2
No 10¢ 40.¢
Partner opinion about FP use(n=15¢

Decided togeth: 134 84.¢
Decided alon 24 15.2

Discussion with health provider/HEW
about FP(n=302)

Yes 191 63.2
No 111 36.¢
Health provider told about side effects

(n=191)

Yes 151 79.1
No 40 20.¢
Health provider told about solution (n=191)

Yes 15z 80.1
No 38 19.¢

*= Knowing HIV status, have problem with other methods
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The major reasons mentioned for not using LAPMs were fear of side effects& inconvenience
143(47.4%), fear of drug interaction 64(21.1%),desire to have a child 47(15.6%) and use of
another method 42(14.0%).

fear of side effect & inconvenienc 47.4

fear o f drug interaction 21.1
desire to have a chil
use of another method
Lack of information

less frequent se

others

Figure 3. Reasons for not using LAPMs among women attending ART units in Gondar health
institution, North West Ethiopia, 2014

Others = Partner disapprove, provider recommend other method, method was out of stock,

service was not available, don’t think can conceive
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5.4. General knowledge of respondents on LAPMs

Regarding respondent’s awareness about LAPMs, 296(98%) had heard about LAPMs. Among
this, 296(100%) had heard about implants. Media (Radio and Television) and health institutions
were the major source of information for 179(61.0%) and 178(60.1%) respondents, respectively.
Concerning the general use of LAPMs, 231(78.0%) of participant mentioned that LAPMs were

useful for child spacing. One hundred ten participants (37.2%) had low knowledge about

LAPMs.

Table 4:- General knowledge about LAPMs among women attending ART units in Gondar
health institution, North West Ethiopia, 2014(n=296)

Variable Frequency Percent
Ever heard about LAPMs

Yes 296 98.0
No 6 2.0
Type of method ever heard

Implant 296 100
IUCD 276 93.2
Tuba ligation 97 32.8
vasectomy 61 20.6
Source of information

Health institution 178 60.1
HEWSs 29 9.8
Family 12 4.1
Friends 58 19.6
Media 179 61.0
Other* 9 3.1
General use of LAPM:

Prevent unwanted pregnancy 146 49.3
Prevent maternal and child mortality and morbid 74 25.0
Limiting family size 116 39.2
Child spacing 231 78.0
Knowledge about LAPMs(n=302)

Low 110 37.2
Moderate 91 30.7
High 95 32.1

* = Training, Education
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5.5. Knowledge of respondents about implant, IUCD and female sterilization among
women who attend ART units in Gondar health institution

Majority 177(59.8%) of the respondents knew that LAPMs are highly effati@areshort acting
methods in preventing unwanted pregnancy .One hundred forty four (48.6%) of women were not
sure of that IUCD can prevent pregnancies for 10years. Two hundred twelve (71.6%) of
respondents knew that immediate pregnancies after removal of IUCD. Majority 277(76.7%) of
the respondents knew that implant can prevent pregnancy for 3 — 5 years, 254(85.8%) of
participants aware of that implants result in immediate pregnancy after removal and require
minor surgical procedure 207(69.9%). Majority 225(76.0%) of the respondents were not aware

that pregnancy is not possible after tubal ligation is done for female sterilization.
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Table 5: Knowledge about implant, [IUCD and female sterilization among women attending ART
units in Gondar health institution, North West Ethiopia, 2014 (n=296)

Knowledge statement Yes No | don't know
% % %
LAPMs are highly effectiv than short acting method 59.¢ 23.C 7.0%
preventing unwanted pregnancy
IUCD can prevent pregnancies for more than 10 39.t 11.¢ 48.€
IUCD is not appropriate for female at high risk of getting - 11.¢ 18.2 69.¢
IUCD has no interference wisexual intercourse or des 35.1 8.4 56.£
Breastfeeding women can use the 30.7 10.t 58.¢
IUCD is immediately reversible(become pregnant quickly w 71.€ 3.C 25.2
removed)
IUCD can be used by HIV positive worr 42.¢ 9.1 48.:
IUCD can cause canc 12.2 22.: 65.5
Implant can prevent pregnancie-5 year: 76.7 4.4 18.€
Implants require minor surgical procedure during insertion 69.¢ 4.7 25.2
removal
Implants is immediately reversible(become pregnant qu 85.¢ 0.z 13.¢
when removed)
Do youthink Implants can be used by HIV positive wonr 58.£ 6.€ 34.¢
Female sterilization needs an operation to be perfc 15.2 2.7 82.1
Women can have Female sterilization to avoid having any  22.( 2.C 76.C
children
Sterilization is a more effectivmethod of Contraception thi 19.¢ 0.7 79.¢

the injection to avoid unwanted pregnancy
Do you think Sterilization can be used by HIV positive won  18.€ 1.4 80.1

5.6. Factors associated with LAPMSs utilization

5.6.1. Socio-demographic characteristics and LAPMs use

Crude analysis of socio-demographic variables on binary logistic regression showed that age,
marital status, education status, occupation and monthly household income of the respondents

were not significantly associated with LAPMs utilization.
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Table 6: Bivariate analyses of socio-demographic characteristics and LAPMs use among female
ART attendees in health institution of Gondar town, NW Ethiopia, 2014(n=302)

Variable LAPMs utilization Crude

Yes (% NO (%) OR
Age(years)
15-34 50(22.3) 174(77.7) 1.58[0.79, 3.15]
>35 12(15.4) 66(84.6) 1
Marital status
Single * 8(14.5) 47(85.5) 1
Married 54(21.9) 193(78.1) 1.64[0.73,3.69]
Educational status
No schooling 18(20.9) 68(79.1) 1
Primary 25(24.3) 78(75.7) 1.21[0.61,2.41]
Secondary and above 19(16.8) 94(83.2) 0.76[0.37,1.56]
Occupation
Self employee 23(18.4) 102(81.6) 2.02[0.84,4.83]
Employee in formal sector 10(31.3) 22(68.8) 1.11[0.60,2.04]
Unemployed 29(20.0) 116(80.0) 1
Monthly house hold
income(ETB)
<500 15(14.7) 87(85.3) 1
501-1500 31(24.0) 98(76.0) 1.84[0.93,3.62]
1501-2500 9(25.0) 27(75.0) 1.93[0.76,4.91]
>2501 7(20.0) 28(80.0) 1.45[0.54,3.91]

*Single= included never married, divorced, separated and widowed
* Statistically significant factor

5.6.2. ART status, client and service characteristics

Among client and service characteristics, ever had been pregnant since the commencement of
ART, had discussion with partner and health care provider/HEW were significantly associated
with LAPMs utilization at p<0.05. Women who had been pregnant since the commencement of
ART were more likely use LAPMs than those who were [@DR= 3.08, 95%CI [1.67,
5.68]Women knowledge about LAPMs were associated with LAPMs utilizatMamen who

had high knowledge were 2.6 times more likely to use LAPMs as compared with those who had
low knowledg¢COR=2.65, 95% CI: 1.31,5.33Moreover, women on ART who had discussion
about family planning with their husband or partner wtenes more likely use LAPMs than

those who did not discu§€OR=1.97 ,95% CI [1.04, 3.74]and also those women who had
discussion with health care provider use LAPMs 3 times more likely than those who didn’t
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discus§ COR=2.93,95% CI [ 1.48, 5.78}espectivelyHowever, having a child, desire to have a
child, number of living children, ever heard about LAPMs, partner opinion about contraceptive
use and duration on ART were not significantly associated with LAPMs utilization.

Table 7:-Bivariate analyses of factors associated with LAPMs use among female ART attendees
in Gondar health institution, North West Ethiopia, 2014. (h=302)

Variable LAPMs utilization Crude
OR

Yes %) No (%),
Have a child
Yes 59(22.2) 207(77.8)  3.14[0.93, 10.59]
No 3(8.3) 33(91.7) 1
Number of living
children
1 18(18.9) 77(81.1) 1
>2 41(24.0) 130(76.0) 1.35[0.73,2.51]
Ever had been pregnant
Yes 45(28.8) 111(71.2) 3.08[1.67,5.68]*
No 17(11.6) 129(88.4) 1
Desire to have a child
Yes 28(16.9) 138(83.1) 1
No 34(25.0) 102(75.0) 1.64[0.94,2.88]
Duration on ART
<12 month 19(24.4) 59(75.6) 0.74(0.40,1.36)
>12 month 43(19.2) 181(80.8) 1
Discuss with partner
about FP
Yes 40(25.3) 118(74.7) 1.97[1.04, 3.74
No 16(14.7) 93(85.3) 1
Partner opinion
Decide together 35(26.1) 99(73.9)  1.34[0.47,3.87]
Decide alone 5(20.8) 19(79.2) 1

Discuss with health
provider /HEW about FP

Yes 50(26.2) 141(73.8) 2.93[1.48, 5.78]*
No 12(10.8) 99(89.2) 1

Heard about LAPMs

Yes 61(20.6) 235(79.4)  1.30[0.15,11.32]
No 1(16.7) 5(83.3) 1

Knowledge about

LAPMs

Low 15(13.6) 95(86.4) 1

Moderate 18(19.8) 73(80.2) 1.56[0.74, 3.31]
High 28(29.5) 67(70.5) 2.65[1.31,5.33]*
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5.6.3. Multivariate analysis of LAPMs use and factors

A multivariate analysis was performed to identify independent predictors of LAPMs utilization.
Factors with p-values 0.2 and those factors not significant but evidence from literature review
indicating possible association with LAPMs use were considered in the logistic regression
model.

Consequently, ever had been pregnant since the commencement of ART, had discussion with
health care provider and knowledge about LAPMs showed significant association. Women who
had been pregnant since the commencement of ART were more than two times more likely to
use LAPMs than those who had #AOR=2.68, 95% CI [1.21, 5.93]Those women who had
discussion about family planning with health care provider/HEW were more than two times
more likely to use LAPMs than those who did not discA€3R=2.69, 95% CI [1.18, 6.15]In

addition ,women who had high knowledge about LAPMs were more than 2 times more likely to
practice LAPMs as compared with those who had low knowl¢A@&R= 2.59, 95% CI [1.04,

6.45].
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Table 8: Multivariate analyses of variables associated with LAPMs use among female ART
attendees in Gondar health institution, North West Ethiopia, 2014. (n=302)

Variable LAPMs utilization COR AOR

Yes(%) No(%)
Age
15-34 50(22.3) 174(77.7) 1.58[0.79,3.15] 1.20[0.52,2.80]
>35 12(15.4) 66(84.6) 1 1
Marital status
Single 8(14.5) 47(85.5) 1 1
Married 54(21.9) 193(78.1) 1.64[0.73,3.69] 3.23[0.60,17.24]
Educational status
No schooling 18(20.9) 68(79.1) 1 1
Primary 25(24.3) 78(75.7) 1.21[0.61,2.41] 1.07[0.45,2.53]
Secondary and above 19(16.8) 94(83.2) 0.76[0.37,1.56] 0.57[0.21,1.54]
Occupation
Self employee 23(18.4) 102(81.6) 2.02[0.84,4.83] 1.00[0.47,2.14]
Employee in formal sector 10(31.3) 22(68.8) 1.11[0.60,2.04] 1.94[0.64,5.91]
Unemployed 29(20.0) 116(80.0) 1
Ever being pregnant
Yes 45(28.8) 111(71.2) 3.08[1.67,5.68]* 2.68[1.21,5.93]*
No 17(11.6) 129(88.4) 1 1
Discuss with partner
about FP
Yes 40(25.3) 118(74.7) 1.97[1.04, 3.74 1.70[0.79,3.67]
No 16(14.7) 93(85.3) 1 1

Discuss with health care
provider /HEW about FP

Yes 50(26.2) 141(73.8) 2.93[1.48,5.78]* 2.69[1.18,6.15]*
No 12(10.8) 99(89.2) 1 1

Knowledge about

LAPMs

Low 15(13.6) 95(86.4) 1 1

Moderate 18(19.8) 73(80.2) 1.56[0.74, 3.31] 1.07[0.42,2.74]
High 28(29.5) 67(70.5) 2.65[1.31,5.33]* 2.59[1.04,6.45]*
Number of living

children

1 18(18.9) 77(81.1) 1 1

>2 41(24.0) 130(76.0) 1.35[0.73,2.51] 1.24[0.56,2.75]
Desire to have a child

Yes 28(16.9) 138(83.1) 1 1

No 34(25.0) 102(75.0) 1.64[0.94,2.88] 1.42[0.67,3.02]
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6. Discussion

This study attempted to assess utilization of LAPMs and associated factors among female ART
attendees who are in their reproductive age. Overall, less than a quarter 62(24.1%) of
respondents in this study reported LAPMs use. Ever had been pregnant since the commencement
of ART, had discussion with health care provider/HEW and knowledge about LAPMs showed

significant association.

The reported prevalence of LAPMs use was higher in our study than the LAPMs prevalence rate
for general population in Amhara region (4). The higher uptake of LAPMs might be due to the
fact that women attending ART units have an opportunity to discuss and also improve their

awareness through time on LAPMs utilization due to frequent counseling service.

Similarly, LAPMs use was higher in our finding than the studies conducted in Uganda which
was 0.7%, 5.0% and 9.0% respectively (18, 19, 22). This could be due to that one study done in
Uganda used retrospective study design and study period difference. The current finding is also
higher than findings from Addis Ababa (14.4%)(14) and Tigray, Northern
Ethiopia(2.4%)(13).This might be due to variation in time reference given for being sexually

active and study period.

In this study, among LAPMs user about 16.5% of women utilize implant and few number of
respondents (2.3%) use IUCD and (1.7%) female sterilization which is broadly in line with study
done in Addis Ababa(14)and Gimbie, South West Ethiopia(15). However, this finding is not
consistent with the study conducted in Tigay, Northern Ethiopia that reported no utilization of
female sterilization in (13). This might be due to the fact that about half of modern contraceptive
users (49.7%) got the service within the ART clinic so female sterilization might not be provided

in that service area(13).

Among respondents who reported use of contraception, condoms were the most used (33.6%)
followed by dual contraception (28.8%).This finding is different from EDHS report in Amhara
region, irrespective of HIV status(4). This variation might be women on ART exposed to
frequent counseling which promote the utilization of condoms to prevent HIV transmission and
the easier access of condom in ART units makes condom utilization rate high in this study

population. This finding is congruent with the findings from Gimbie, South West Ethiopia(15).
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In this study, the utilization of contraceptive methods was dominated by short acting family
planning methods. It highlights that the need to promote the utilization of LAPMs among this
target group.

Those women who had discussion with health care provider/HEW about family planning
methods were associated with LAPMs use. This finding is consistent with the study done in
Johannesburg, South Africa(23). This might be related to the fact that when health care
provider/HEW had discussion with clients about contraceptive methods, it will help them to
know the available methods including LAPMs, their advantage and disadvantage. So these help

them to make an informed choice and avoid unnecessary perception or fear.

Women reported having been pregnant after the initiation of ART had increased odds of using
LAPMs. This might be due to that entry to ANC may represent an opportune time to assess
women’s reproductive intentions for spacing or limiting future pregnancies and postpartum
family planning options. It is also opportune time to provide IUD or TL immediately following a
birth and also implant before going home from the facility. Additionally, entry into prevention of
mother-to-child transmission of HIV (PMTCT) program is a great opportunity for integrating

family planning services, including LAPMs(28).

This study revealed that women who had high knowledge about LAPMs were more likely to
practice LAPMs as compared with those who had low knowledge which is consistent with a
study done in Mekele, Northern Ethiopia(25).This might be having good access to information

and knowledge about LAPMs helps to have positive attitude towards LAPMs utilization.
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7. Limitation of the study

» The cross-sectional study design makes it difficult to determine the direction of
causality(temporal relation between exposure and outcome)

» There is a risk of social desirability bias where by HIV positive women may over-report
their contraceptive use because of pressure from health workers and community members
to practice protected sex and avoid unwanted pregnancy.

» Lack of adequate literatures generally on the LAPMs use and HIV positive women ,

which prevents further elaborating the discussion
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8. Conclusion and Recommendation

8.1 Conclusion

» The finding discloses that the general usage of contraceptive amongst sexually active
women on ART was high though specific usage of LAPMs was found to be low.

» Ever had pregnancy since the commencement of ART, occupation, had discussion about
family planning with health care provider/HEW and knowledge about LAPMs were
independent factors for LAPMs utilization.

» The main reasons for non-use of LAPMs were fear of side effects& inconvenience, and
fear that contraception may create complication with ART drugs.

» Low knowledge among respondents highlights the need for increasing knowledge and

awareness of these underutilized methods.
8.2. Recommendation
Program level

* Improve the implementation of integrated family planning service with ART service in

order to decrease unplanned pregnancies amongst HIV- positive women
* Alot need to be done to improve the knowledge of HIV positive women about LAPMs
Researcher
* Mixed study should be conducted to identify some of the factors for LAPMs use

* Further study should be conducted to produce better evidence focusing on service

delivering institutions
Service provider

* Promoting dual protection (condom plus highly effective methods such as LAPMSs) as
way of ensuring a reliable contraceptive method to provide extra protection against

pregnancy beyond that which condom use alone provide.

» Increased emphasis should be given to improve LAPMs uptake during counseling service

to HIV positive women.
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10. Annexes

10.1.Annex I: Conceptual framework

Socio demographic and Client characteristics
economic characteristics
> knowledge about
> Age LAPMs and
» Educaton = opF--------- >
> Occupation » Had discussion with
» Marital s_tatus partner
» Monthly income
» Partner opinio
| Y
|
|
|
v

Reproductive characteristic

» Have a child

» Number of children

» Desire for another
child

> Pregnancy history Y~

Utilization of Long
Acting and Permanent
Contraceptive method

Other factor Service characteristics

> Duration on ART > discussion with health

provider/HEW
Figure 4: -Conceptual framework: Long acting and permanent contraceptive methods utilization
and associated factors among female antiretroviral therapy attendees in Gondar town
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10.2. Annex IlI: Structured questionnaire for Client Exit Interview
English version

Instructions to interviewer: Introduce yourself and explain the purpose of your visit.

SECTION 1 : Interviewer visits and identification

Interviewer visit

Interviewer

Name

Date

Signature

RESULT CODES
1=Completed 2=Partly completed
3= Respondent not found 4=Respondent refused

5= Other (specify)

Supervisor Principal investigatc
Name Name

Date Date

Signature Signature

01. Health Facility (Name):

02. Type of Facility Where Interview Took Place
1. Health Center 2. Hospital

03.Client chart number or MRN
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Good morning/afternoon. My name

| am working for Addis Ababa University. | am a member of a research group working in Gondar

town. | would like to ask you some questions about modern contraception specifically we will

discuss more on long acting and permanent contraception. The main aim of this study is {o assess

long acting and permanent contraceptive methods utilization and associated factors amon

antiretroviral therapy attendees in Gondar town(health institution). Your truth full answers

g female

for all

of our questions will be very important to improve the family planning services in the future. All

the information you give will be kept confidential and we won't use your names. You maly also

stop the interview at any time. If you decide that you do not want to participate in the study,
decide at any time in the future you do not want to participate; it will not affect the servic
receive at the clinic now or in the future. We appreciate if you try to answer all the quest
you agree to be interviewed, the interviews will takel5 minutes.

Do you have any questions?

May | begin the interview now?

1.Respondent Agree to be interviewed (signature)
2.Respondent do not agree to be interviewed ( signature)
Thank you

or that
BS you

ons. If
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Section 2: Socio-demographic and economic characteristics

No

Question

Respons

101

What is your age

E—

10z

What is your religion

2.Muslir
4.Catholic

1.0rthodox
3.Protestant
5.0thers,specify

10¢

What is your marital statu

3.Divor
4 Widowed

1.Single
2.Married
5.Separated

104

Educationastatus

1. llliterate (can’t read or writ
2. Read and write
3 .primary

4. Secondary
5. Technical/vocational

6.Higher

10t

Occupation of respondel

1.Studer

2.Private Business /merchant
3.Government employee
4.House wife

5.Daily laborer

6.Farmer

7.0ther,specify

10¢

Total monthly income of Famil

Enter the amount in birr

Section 3: ART status and sexual & reproductive characteristics of respondents

No | Questiol Respons: Skip

201 | For how long have you been taking AF month or ye

20z | Do you have a child to whom you have given bi l.yes 2. No—»20:

202 | How many living children of your own do you has | -—------

204 | Do you want to have child in the futui l.yes 2.

20t | Haveyou ever ha sex in passix month? l.yes 2.1

20€ | Have you ever been pregnant since the commencem l.yes 2. No —p
ART? 301

207 | Wasyour recent pregnanc 1. Planned  2.Unplann:
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Section 4: Current contraceptive utilization and associated factors

No | Question Respons Skip
301 | Are you currently usir lYes 2.N No —»30¢
Long acting and permanent
contraceptive method?
30Z | Which Method are you usin 1. Implant
2. Intrauterine contraceptive devices
3. Female sterilisation
302 | What makes you use the curr 1. Have enough children
method (LAPMs)? 2. Pressure from my husband
3. Want to space my children
4. Advice from a health professional
5.Advice from others
6. Other reason
304 | Where did you get the servic 1. Govt.Hospital
2.Govt. Health center
3. Govt .Health post
4.Family guiding association
5. Private hospital
6. Private clinic 7. NGO
8.0thers, specify
30% | For how long have you been using
current method without
stopping?(LAPMSs)
30€ | When did you staiusing the currer 1. Before HIV diagnosis 2.After HIV diagno
method? 3.initiation of ART
307 | How do you get the servic 1.Free 2.P: If frees—p
311
30¢€ | Is the service affordabl
1. Yes 2. No
30¢ | If you are not using LAPMs, wh: 1. Fear of side effects
are the reasons ? 2. Partner disapproves 3. Cost of method is rjot
affordable
4. The Service is not available at all
5. No appropriate provider was around
6. Provider recommended another method
7. The method was out of stock at the time of
the visit
8.Not sure of its safety related with their current
health status
9. Not currently sexually active
10. IUD & Implant could move around freely in
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the body once inserted and could be lost a
day of removal 11. Planning to have a child in
the next three years 12.0Others

31C | Do you think you will use LAPMs ii
the future? l.Yes 2.No
311 | Are you currently usin No_,.373
any other family planning method? | 1.Yes 2.No
31Z | Which Method are you using?(circle | 1. Injectables 2. Pill 3.Female cont
mention )
4.Diaphram/Foam/Jelly  5.Standard days
method
6.Lactational Amenorrhea 7.Withdrawal
8.Male condom
9.0ther modern method 10.Other traditional
method
313 | Have you discussed with your husb: No— 14
or sexual partner about family planningl.Yes 2.No
methods in the past six month?
314 | What was your partner’s opinic 1.Forced you to choose a method he wa
2.You and your partner decided together
3. Didn'’t participate in the decision
4. | decided alone
315 | Did any health provider/HEW at ti No—»401
health facility discuss with you about | 1.Yes 2.No
family planning methods in the past sjx
month?
316 | Were you ever told by a health 1.Yes 2.\
family planning worker about side
effects or problems you might have
with the method?
317 | Were you told what to do if you 1.Yes 2.\

experienced side effects or problems
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Section 5: General Knowledge of respondents about LAPMs

No Question Respons Skip
401 Have you heard about LAPM: 1.Yes No—»enc
2.No
40z | Whichmethod of Long acting ar 1. Intra uterine contraceptive dev
permanent contraceptive methods do2. Implant
you know?(circle all mentioned by | 3. Tubalegation
the respondent) 4. Vasectomy
40: | What is your source of informatiol 1.Health institution
(circle all mentioned by the 2.HEWSs
respondent) 3.Family
4.Friends
5.Mass media( TV, Radio, etc
6.NGO
7.0thers ------
404 | What general uses of LAPMs do y| 1.Helps for prevention of unwant
know? (circle all mentioned by thepregnancies
respondent) 2.Prevention of possible maternal and child

death and ill health
3. Limiting family size
4. Child spacing

5. Others
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Section 6: knowledge about implant, IUCD and female sterilization

No Question Respons

501 LAPMs are highlyeffective than short acting method| 1. Yes 2. No 3. 1don’t kno
preventing unwanted pregnancy

50z Intra Uterine Contraceptive Device can prev| 1.Yes 2.No 3.I1don’tknc
pregnancies for more than 10 years

503 Intra Uterine Contracejve Device is not appropriate f| 1. Yes 2. No 3. 1don't knc
female at high risk of getting STls

504 Intra Uterine Contraceptive Device has no interfer¢| 1. Yes 2. No 3. 1don’t knc
with sexual intercourse or desire

50E Breastfeedinowomen can use the IL 1.Yes 2.No 3.ldontknc

50€ Intra Uterine Contraceptive Device is immedial| 1. Yes 2.No 3.1don't knc
reversible(become pregnant quickly when removed)

507 The intrauterine contraceptive device can be usedV | 1. Yes 2. No 3. 1don't knc
positive women?

50¢ Intra Uterine Contraceptive Device can cause Ci 1.Yes 2.No 3.ldon'tknc

50¢ Implant can prevent pregnancie-5 year: 1.Yes 2.No 3.ldon'tknc

51C Implants require minor surgical procedure durir| 1. Yes 2.No 3.1don't knc
insertion and removal

511 Implants is immediately reversible(become preg 1.Yes 2.No 3.ldon'tknc
quickly when removed)

51z Do you think Implants can be used by HIV posit 1.Yes 2.No 3.ldon'tknc
women?

513 Female sterilization needs an operation to be perfc 1.Yes 2.No 3.ldon'tknc

514 Women can have Female sterilization to avoid ha 1.Yes 2.No 3.ldon'tknc
any more children

51k Sterilization is a more effective method of Contracep | 1. Yes  2.No 3. | don’t knc
than the injection to avoid unwanted pregnancy

51€ Do you think Sterilization can be used by HIV posil| 1. Yes  2.No 3. 1don't knc

women?

THANK YOU
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10.3. Annex Ill. Amharic version questionnaire
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adAMLe H&LPTF AIL7Lmdbav aG FHOTE  °RLeFT7 ao19°19° 100010
My AN 01T oot APPTMLPL T TEEPTF PULAMT FARATS G ovAn
077G 09T POAAN 9°TM% A1NTNTF ADLST ATTANA ®AT 715 hAd.::

NHY aomeP @.OT N7 AhG ACONLPT AaoAP T P29L.01070 T1C hLAGI°::

aoaol PNLNTTT TEL A18oAN h8125.9°: NLLAE: @NT NTGE AdovhiA
M5 09° 0P+ ao®N7 LTFAN ANISE UBS @NTI° ALIN9°:: NTGE 0T
AAgvL AN MO0 T @A P11 PTLLCONL T AFSGTI° 1IC PAT°: CULeT T 17
PMG AMNTNTI® WBOTATIATI:: 1IC 17 UN79° TLEPT Ar5amANNT
ASNLT AT TPEEPTEI h 15 Lbd 1AL ALPNGI::

PeE AN T?
PO aoomPe} aolaoC ATANU-?

+tmee@m AFA aomBd 0TI PAN (&.€77)

tTmee® AFA aomB hdt+nao-9° (¢.C)

aao( 750U

48



AEA 2: CTTUNE-PS PAI°-6:8P Vv PT AL Ctav(\lrl: TLELPT
+PC TeELDT ao\NT
101 AL 0N 1.7 q.9°
102 Y eoNG TP IO m.? 1.6CTF200 2.00-0A9° 3. TCEONF 7T 40PAh
5.0A (708)
103 CTI°VCT U7 1.ANTTICH9° 297010 AG ovZ& ATAAU-
3.1% 2.8 4.250L8
5.00-¢ AG -ka'Lh 6.he g
104 e U-p7? 1. 1294 2.1.98:(P7A)
3.Pa0 320t +HPMé 4 .90 hoot
5.2¢7 O 6. 14 7.0
(7708)
105 mPAa P00 PoC N N
-?
106 eONF U's3?
1. £A0 2. 21 3.014FF
4.04, ?9°Hat+ 5. ¢HALET
NG 3: N0 AT 000, oo 4G 0T TPAL AL Ctao(itk TPEPT
+TC TeLPT ao\NT oL £'1.5
201 0. hT.hL.0, &Y' ov@.0%
nCovd. 9°7 CVA LM PSTH? | - C/havt
202 AL OALPA? 1. hP 2. PAI9° | PATI9° —204
203 07t AETT OALPA?
204 M4 T NS AIBSCT LALAIN? | 1.hD
2. ANLADII®
205 NN 0L0T T ML 0D 1. AP
P71t ALCIPA? 2.4NLC79°
207 0L hT.AL0., oY ao@OL | 1. AP 2.AA@-PI° ano-+9° ——301
h€and. E9°C ACMa. L. PN?
207 ePCN LN ACTHGP? 1.904L 2.P0FPL

49




NN 4: enne meémmdé P He +MPoLrt AG AHHOTE 9L e

®TC | TPeLPT ao (T L 2415
301 | NAU-T LH PLE9° LHG %0 (HA) 1.hA® 2.h8LAU-9° hLLAU-I°
POA.L aoPMMLe HL Moy, — 309
10172
302 | PHE@T AL H& Mol 127 1.0n72 .07 ?99.¢0C
(10017 v £an) 2.077v0%7 O.0T ¢°0.4aoT
3. P29007% 07 “INEMC
303 | PLE9° NG B0 POAL aobMMé L 1. 160974 ALT W18.547
H& +MmPoL. A18.0P+ £LL71T NAZINLAT 2.0000t 241
NI eT IO Im.? 3.44-CP Aao@.AL 4. MG Ohoo-f
(1007 v £an) °nc 5200 A@. °AC 6.00
(7208)
304 | A1A20E7 O 1. POLeTTH? 1. hao 70t POT A
2. hao 7 0vtmS M9
3. hoo 720k MS hA
4. 000N ao9°s e
5. h7A UOTHAN 6. 4 ad'Lh
7.007° N3P CAP'T LCELT 8.0
(708)
305 | 9°7 PUA 1LH ST AINDNED(
L0771 BLT) aom+9® hEand.?
306 | aoF NC AIA0ET aomeI° 1.haT Al M. 9°Cavié- NéT 2.00T
P eaog.? al 0, 9°Cové- NVjA 3.904
AT AL ooV LET OE9EC
307 | A1AYNET BILT 1 POLLeTTH? 1.0%9 2.00¢ nyg—»
311
308 | e f@- oMV} Y- LAN? 1.hP 2.h8LNJ° —>
311
309 | PLE9° NG B0 PAL aobMMé L 1.0m.5¢ AL P10 TIC A72L2CN

HE AmPol, aAP'r CitmebanNt
NI e IOILTIM.?
(10017 v £an)

INAVS

2.000E DAATPLMATY

3.047070 P2LhéN@. TIHN @.&
ALY

4 Lool Tk HE MG NN L.
NAT1277%

5. A1\ 7 PULAT MG Ohoo-@
NAaovS’ 4.

6. MG OQAgo-2m. ALA HL
ONaolmAT

7.faolPhet HE NLLh0T LH dAAP
8.AU7 havNF PMS U OC
9>k 1. N¢ hAAONh-

9.2 0.2 1Tt AATINLCT

50




10. NA7L POLPNCD. AS N°TV07
a.NT PoParma. HE NO@.7T @.0T
NN?LPAPLN AS A.M4d NATLTA
11.0°0¢TA"T 3 havd AL
Pao@AL AL NANT 12.04A

310 | L4 PLE9° IHG SMPDAL 1.A2 2.AAP9°
aPMMmée UL +mPol LIPSH?
311 | NAU-7 1 AA POAON 9Ny 1.hP 2.h8LAU-9° hLLAU-I° 4
AT M Pl 1 PH? —» 313
312 | PHE@7 ALt N Mol 12? 1.0o0C4, P7LAT 2.07.PTP TA
(P-H100-T7 v £an) 3.P0PT h329°  4.hl471 ATANA
5.9#mé- HL 6.0 ACTHS?
aoplAhA\ 7L07L7% PHC 446
& 8.PMILT hrLg°
9.A4A HooGP HL 10. AA NVAP HL
313 | 1A4-+ agat od+ haantt+ ¢ 1.hA2 2.A\@-+9° aAN@O-PI—yp
NALHAN  9°N: A1NT07 T 314
+ofetm. Lo.PN?
314 | eaan-f van 9°7 INC? 1.40 PLA1D.7 H& AZLMPI®
PO LEA 2.0,24 AIONSAT
3.00.A% AL ANTATENI° 4.NFCT
" PO T
314 | 0A4-+ hgh @ Pm.S 1.hP 2.hf 49 hfa49° _,)
NAgo-2(PMS hatvE707 OAgo-g 401
)NALAHON 9N, AN DA
AL LA ParPh?
316 | ¢M.G NAoo-L@- PON.L aoPMML P 1.AL 2.AA 714190
HeQDE Py ennta-17 +3%% TICT
170 P I N?
317 | ¢m.G QAao-2@ FICE NLL )T | 1.AL 2.AA 714190

WM 9°7 T4 WSAT QT A?

51



NN 5:-FMPELT NALEI® TG P91 COAE aodNMELe HL&LT NANT®. MmPAA

A+
EPC | TPELT AN L 215
401 1.hAL 2.hA®-P9° hO-PI° __,
NALEI° 1LHS N KMyt aogh, A

NA?7L21070 PN &
afMMéLe H&PT NIt~
£m.PN?

402 | CFEET ALY PLEIC ULNS 1.007L PoL+0C 2.0°7007 @.O0T
209 AL aoPMMLL £, dao P
H&DF P.$A?(CH1NAT7 3.229v07 N INEMC 4.°07L PHC
Ui £hl) 467 719°Nd
403 | PonlB 9°imel 9OFLM.? 1.2MS AN P7L0m & CEAT
2.2m.S Annt707 0Ago-g
3.0+AN 4405
4,00l BaolAN(EANACT L4580 )
500703 B LAV LCEAT
6.0A(704)
404 | DALE9® LS 0 0yt 1.2 1401 ACTHGT aohAhi

NATLLINTA POAL:
aFMMLE L POLLET M7
TPIT 27007

2.PA5PT7 WG PVASTT 9o
A8 U9° NNiZ7 aohAhA
3.0 +AN7 NH ao@N?
4.06-CH av@AL  5.0A(70E)

52




NEA 6:-FMEELLT ML NWATLPNCO.:NTV07 ONT NAZLPaoMm®.AF8, U-9°
NAT7V07 =07 TINEMC WANTFO. Ad.bT

RTC | TLLPT ao\OT

501 | AZE9° LHS 0 0% 29901070 POA.L | 1.4 T 2. vnt 3. ACIMT
adMMéLP HLGWPT hhsC 1LH H&QPT hLLAUI°
NHAA CATLATT ACTHS £hAhAA-?

502 | N°7007 @.OT PoLPaoma. PO 1.A0. 1 2. vht 3. ACIMT
adMMif HE (AT)ACTHST hi10 hLLAU-9°
hao (1AL aohAhA LTAA?

503 | N?7v07% a.nt oY baoma. | 1. A0 7T 2. v 3. ACIM%
HE&(AT)AANANC NN 24T AP | h@LAU-9°
T ALINTIAT?

504 | 7007 @0T PolPoom@. HE&(AT) | 1.AdNT 2. Uik 3. ACIMT
07N 0D TR AL 9°9° 1S | hGRAUIC
hPLCNI°?

505 | P9°2mN AS T 077007 @.0T 1.A0. 2. v 3. ACIM%
Pl Pooma.? He (AT)oomeb9® hLLAU-I°
TTAAT?

506 | N7v07 @0T 7leoomat HL&(AT) | 1.AdN T 2. vt 3. ACIM%
MO AS ICTH LTAAN? hL.LAU-I°

507 | hiiglh OC 91.94- AT 177007 @0 | 1A 2. Uvht 3. ACIMT
Polbaoma.y He (A-T)oom+b9® SFAA? | hLLAU-9°

508 | N°707 0T P7lPoom@.  HL& (AT) | 1.AdbT 2. Uik 3. ACIMT
170C ALooM FAN? h8LAU-9°

509 | MA7& @.0T PoLeNLm. H& ACTHS? h | 1.AmF 2. va 3. ACIM%
3-5 hav hAhAA h2.LAU-I°

510 | M7& @0T PoLPNL@. HE AN £A 1.A0. 1 2. Uht 3. ACIMT
L TG LOLAIPA? heLAU-I°

511 Nn7¢ O.O0T P2LP04@.7 HE& “IN@Nt | 1. A0 2. vht 3. ACIMT
AS TICTH SFAN? hLLAU-I°

512 | hiiglh 2C P91.94 0BT O7e @0t | 1. 2. Uht 3. ACIMT
POLPNL@T  HL aome9® LTAN? h2LAU-I°

513 | 29007 07 “INEMC PAN £A L 1.A0. 1 2. vht 3. ACIMT
TG POLATIPA? hLLAU-9°

514 | ?29007 -E07 “INEMC AE AT8LOAL | 1.4 2. v 3. ACIM%
£LCIN h8LAU-9°

515 | 27007 £ “INEMC  NooCé. hLama. | 1.AdrT 2. v 3. ACIM%
HE C1AA CATLAT ACTHST ShANAA? | AL LAU-9°

516 | hi@lit 2C 971.9¢- WP Po7007 07 | 1. AT 2. vt 3. ACIMT
MHEMC N7 aom+I° FAAN? h@LAU-9°

hao(\ 71590\ U-

53




54



55



56



57



58



59



