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ABSTRACT
Background: High fertility and rapid population growth have an impact on the overall socio- economic

development of the country in general and maternal and child health in particular. Maternal and child
mortality are two of the magor health problems challenging health care organizations, especialy in
developing countries. The major role of family planning is reduction of maternal morbidity and mortality

by reducing the number of unwanted pregnancies that might otherwise end in abortion.

Objective: To asses determinants of modern contraceptive utilization among currently married women of

age between 15 to 49 years in Hadiya zone Misha woreda, SNNPR, Ethiopia

Methods: A community based cross-sectiona survey was conducted from April 1-30/2014. Multistage
Stratified sampling technique was employed for the study. Simple random sampling was used to select
kebeles and households were selected by systematic sampling techniques. The collected data was entered
and analyzed using SPSS version 16.0 statistical packages. Crude and adjusted odds ratios from bi-
variant and multi-variant analyses were used to measure association between modern contraceptive use
and independent variables. P-value less 0.05 and 95% confidence interval was used to identify potential
associated factors.

Results: - In this study 591(98.8%) currently married women of reproductive age group were
participated. Almost al of the women who participated in the study 576(97.5%) heard of about modern
contraceptive (MC). The current contraceptive prevalence rate in the woreda was found to be
208(23.8%). Among background characteristics, those positively associated with MC utilization during
multivariate logistic analysis were urban residents 1.967 times more likely to utilize MC than their
counter part [AOR: 1.967 with 95% CI: (1.028, 3.763)]; Women of primary education were 5.139 times
more likely to utilize MC compared to illiterate [AOR: 5.139 with 95% ClI: (1.07, 21.885)] and having
good knowledge of MC 3.685 times more likely to use compared to poor knowledge of MC [AOR: 3.685
with 95% ClI: (2.396-5.670)].

Conclusions and Recommendations. It is concluded from this study that MC utilization is
positively associated with urban residence, primary and secondary school achievement of women, having
radio, family income of 381-520 birr, and good knowledge of contraceptive methods were significantly
associated with contraceptive utilization. The fear of side effects was one of the major reasons for the
discontinuation and non-use of contraception among the study participants. Based on these findings,
empowering and encouraging women education, Improve household economic activities, further

gualitative and anal ytic study were recommended.



1. INTRODUCTION

1.1 Background
High fertility and rapid population growth have an impact on the overall socio- economic development of

the country in general and maternal and child health in particular. Maternal and child mortality are two of
the major health problems challenging health care organizations, especially in developing countries. The
majority of maternal deaths are the direct result of complications encountered during Pregnancy and unsafe
abortion (1). The World Health Organization Report(WHO) noted that every minute, at least one woman
dies from complications related to pregnancy or child birth that means 287,000 women a year, in addition,
for every woman dies in child birth, five direct complications account for most of maternal death:

hemorrhage, infection, unsafe abortion, eclampsia and obstructed |abour(2).

Ethiopian currently (2012) serving for 56/100,000 maternal deaths a day on average. One of the reasons for
thisis the lack of skilled health care personnel attending births. The (EDHS 2011) identified that only 10%
of births in Ethiopia where attended by an appropriately skilled person; however, there is aso evidence
suggest that up to 100,000 maternal death could be avoided each year if women who did not want children
used effective contraception (3).

Family planning assists “families in achieving the number of children desired with appropriate spacing and
timing, ensuring optimal growth and development of each family member” (4, 5). Failure to plan a
pregnancy can adversely affect the health of the mother, the child and the families as a whole. Family
planning can aso protect women from high risk pregnancies, unsafe abortion, reproductive tract infection
(RTI), sexually transmitted infection (STIs), including HIV/AIDS (4).The international conference on
population and development (ICPD) defined voluntary family planning services as a fundamental human

right as well as a couple’ s right.

The world health organization (WHO) estimated in 2012 that 287,000 maternal deaths occurred in 2010;
sub-Sahara Africa (56 %) and southern Asia (29 %) accounted for the global burden of maternal deaths
(6).0One of the targets of Ethiopian ministry of health, with respect to improving maternal and child health,
is to increase contraceptive prevaence rate(CPR) from 32%to 60% by 2015. In order to achieve this target,

the Ministry has given priority to the provision of family planning services in the community(7)



1.2 STETMENT OF THE PROBLEM
With 87 million people, Ethiopia is the second most populous nation in sub-Saharan Africa, with a

continuing fast growing population of 2.7% per year (6).The maternal mortality ratio (MMR) is 676 per
100,000 aged 15 to 49,with an estimated 32% of al maternal death attributed to un safe abortions(7). A
study conducted in Northwest Ethiopia in 2005 indicated that prevalence rate of spontaneous and induced
abortions where estimated at 14.3% and 4.8% of all pregnancies respectively (8).Despite the recent increase
in contraceptive use, in sub-Saharan Africa still characterized by high levels of fertility and a considerable
unmet need for contraception (9).The total fertility rate in Ethiopia is 4.8 births per women and is
considerably higher in the rural than the urban areas. Every day at least 1,600 women die worldwide from
complication of pregnancy and child birth, 90% of which occurring in Asia and Sub Saharan Africa. The
maternal mortality ratio (MMR), which is a measure of the obstetrics risk associated with each pregnancy, is
estimated to be 400 per 100,000 live births globally, which is one in 92 deaths. It is high in sub-Saharan
Africa 900 per 100,000 live births, lifetime risk of 1 in 22 comparing these with MMR of 9 and Lifetime risk
of maternal death 1 in 7,300 for the developed country. This indicates that pregnancy in sub Saharan Africa
is 100 times more likely to take life of a woman than pregnancy in developed country. Family planning is
carried as one of the strategies for reducing the population growth rate as well as maternal mortality and
child mortality (8, 9, and 10).

Throughout the world many women are taped in a dangerous cycle of repeated unwanted pregnancy and
unsafe often illegal abortion. Although the importance of linking abortion care and F/p services seems

obvious, two types of care rarely work together in developing world service delivery system (10).

Unsafe abortion is a critical public health problem in Ethiopia with a low modern contraceptive prevalence
rate and a high fertility rate; untold number of Ethiopian women is faced with unwanted pregnancy. Unsafe
abortion causes 50,000-100,000 deaths each year in some countries. Complication of unsafe abortion in
majority of maternal deaths and in afew they are leading cause of death for awoman of reproductive age.
The world health organization estimated that as many as 20 million abortions in each year are unsafe and 10

to 50% of women who undergo unsafe abortion need medical care for complication (10, 11, 12)

Family planning services are unique in providing the means for couples to space or limit their births, as well

as to stabilize the world’s population. They also have a role in the reduction of maternal morbidity and
mortality by their ability in reducing the number of unwanted pregnancies that might otherwise end in
abortion, the use of F/P service by women is an effective means of avoiding many of these fertility related
health risk and it enables family to achieve their fertility goal (10, 13).



The rapid population growth, if uncontrolled by proper population policy, will exacerbate the existing
unemployment problem, environmental degradation, food shortage and considerable pressure on the
countries welfare system education and health service among others. In recognition of the need to address
these issues the government of Ethiopia adopted a population policy in 1993, has objectives of reducing the
total fertility rate, reducing morbidity and mortality of women as well as raising the contraceptive

prevalence rate from 28.6% to anational coverage of 44% by the year 2015 (10).

Therefore, the aim of this study was to measure contraceptive prevalence and asses factors associated with
usage like knowledge, attitude and practice and socio — demographic constraints which directly or in directly

affect contraceptive use among women age 15-49 yrsin Hadiya Zone Misha worda



1.3. SIGNIFICANCE OF THE STUDY

High population growth prevents the long term socio-economic devel opment needed to alleviate poverty and
to meet the immediate basic needs of the burgeoning population (13). Accurate and specific data about the
reason behind the low contraceptive practice in the country should be available in order to develop an
effective and relevant family planning strategy. Ethiopia is a large country divided into regions, each of
which has its own culture and believes concerning fertility and contraceptive practice. Therefore it is
difficult to develop a family planning strategy that will work nationally unless each region is considered
separately so that the key issues can be identified. In adequate information about each region means that the
planning and development of policies and strategies may be inappropriate and therefore ineffective in
bringing about an increase family planning practice across all the regions. There is a need to identify the
reason for low contraceptive prevalence in different regions of the country in order to develop effective

policies and strategies. (15)

Therefore this study, try to fill a gap in the identification of factors influencing use of modern contraceptive
method utilization among currently married woman of age between 15 to 49 years, once the gap is identified
it is easy for the professionals to fill the gap, improving family planning service utilization; in addition it
contributes towards fertility control and important to reduce the maternal, infant and child mortality in the
area this is the benefit for the community and that the study was help policy makers, program planning
bodies and service providers to remove the obstacles and improve contraceptive prevalence rate in the
Haddya zone Mishaworeda, SNNPR, Ethiopia.



2. LITRATURE REVIEW
A study conducted in different regions of Ethiopia showed current use of any methods of contraception

among all women of reproductive age was found more than four times higher in urban (47%) than in rural
areas (11%). There is aso substantial variation in current use in different regions of Ethiopia. It is highest in
Urbanized areas like Addis Ababa (62.5%); Harrari(34.7% ), Diredawa (33.9%), and 22.2%, 33.9%, 26.2%,
25.8% for Tigray, Amhara, Oromia and SNNPR respectively use al type of contraceptive. The level of
modern contraceptive methods was 56.3% in Addis Ababa, 31.7% for Diredawa, 31.5% for Hararri, 33% for
Amhara, 24.9% for Oromiaand 24.7% for SNNPR (16).

2.1 Factorsinfluencing utilization

2.1.1 Knowledge and Information

Having knowledge and information about modern contraceptive methods is one step ahead towards gaining
access to and using suitable contraceptive methods in a timely and effective manner. In order to make
choices about family planning individuals need to have adequate information about the available methods of
contraception (17). Knowledge of contraceptive increases the use of it (18). Attitudes toward family
planning depend on the safety and the feeling about specific contraception methods. Positive attitudes
towards family planning encourage the use of it and vice versa. Contraceptive use, in developed countries, is
determined by whether doctors are obliged to inform parents about an adolescent request for contraception
service or not (19), adolescent’s attitudes towards contraceptive methods, fear of side effects, and parents’

support (20) and differencesin societal attitudes towards adolescent sexual activity.

A study conducted in Africa identified that high proportion of women (74.3%) who belonged to various
clubs and associations that discussed health related topics were knowledgeable and contraceptive users,
which indicated that information exchanges through discussion in such organization increase the increase the

desire for modern contraceptives (21)

A study conducted in Addis Ababa indicated that 15% of the respondents had not heard of MC methods and
40% knew of only one such method implying that the IEC dissemination strategies were weak (22)



Another study conducted in southern Ethiopian in 1997 showed that 8.5% of urban and 64.3% of rural
residents had no knowledge of MC, while 5.3% of urban and 11% of rural respondents knew only one type
of modern contraceptive method (23)

A study conducted around Gonder town found that from women 15-49 yrs old and husbands 99% of the
total respondents believed that F/P is important. From the female respondents 74.9% had information about
family planning. Most of the total respondents had information about family planning 74.9% female and
77.4% of male respondents. About 72% of the female respondents, 36.6% of male respondents knew more
than one method of F/P. condoms were known by 57.8% male respondents. Health professionals were the
main information source (46.6%) followed by radio (21.5%). The overall modern contraceptive prevalence
rate was 28.6% (35.5 from urban and 11% for rural respondents) (24).

2.1.2 Education
Increasing educational level has a positive effect on the use of contraceptives. Education gives young

women autonomy to make informed choice about their reproductive health and to avoid un safe sex which
realties un intended pregnancy (25) .Women with higher education standard of living are better as they
appreciate the health and social advantages of protecting themselves by delaying pregnancy. Y oung women
tend to postpone pregnancy until they have completed their education and they feel that they are socialy
economically secure (26). Education facilitates the acquisition of information about family planning; it
increases husband-wife communication and increase couple’s income potential, making a wide range of
contraception methods affordable (27). Studies conducted in Ghana and Kenya found that married women

with higher education were more likely to use contraceptives (28).

In a study conducted among women of reproductive age group in zimbabwe by the world Bank, modern
contraceptive use and fertility regulation have significant association with increased education attainment,
although at low level of education (less than 6 year) there was no clear association between and use of
modern contraception. It was reported among women who have completed primary school (seven years of
education) that the power full effect of education became apparent, similarly women who have completed
secondary school and above were about twice as likely to use modern contraceptive method as women who

didn’t complete primary schooling (29).



In a study conducted in Uganda, modern contraceptive use higher was independently and positively
associated with formal education. The study reported that in urban areas women with at list a secondary
education had significantly higher odds of contraceptive use than non-educated women. The effect of
education on use was even more striking in rural areas compare with women with no education, those with
at least some primary schooling or higher had nearly five times the odds of contraceptives use and those

with secondary or higher had almost ten times the odds of contraceptive use(30).

A study conducted in Asiain1993 identified significant variation in mean number of pregnancies, 6.2 among
women of no schooling, 4.8 pregnancies among those with 1-7 years schooling, and 3.2 pregnancies among
those with 8 years or above schooling (31).Other studies in part of the world have also shown a positive

linear relationship between education and modern contraceptive use (32).

In Ethiopia the situation is not different from the above — mentioned facts, a study conducted in southern
Ethiopia reported broad association of literacy with current and intended use of contraception (33). A study
conducted in Gonder town showed that there was a positive trend of association in contraceptive use with
increased educational status. The study showed that the relative percentages of contraceptive use increases
from 33.7% - 41% among primary and secondary schooling and 52.5% among higher educated women (24)

A study conducted on urban youth in Ethiopia indicated that contraceptive use was 4.9% in those with no
education, 13.1% in low education and 82% among higher education (34).

2.1.3 Quality of care

Situational analysis conducted in several African countries cites that the major reason for under utilization
of service capacity was the lack of attention given to systems operating at institutional and local service sites
(35).

In the area of health service, the time spent to travel from the potential user to the clinic or FP center (clinic)
has been shown to be important. Cornelius and Novak demonstrated in five developing countries the effect
of time to source up on use of modern contraceptives. A service quality study done in Latin America and the
Caribbean indicated that the areas of quality that most often received more than 5% negative response from

clients (termed negative



response cases) were waiting time (mentioned in 70% of the surveys with a mean dissatisfaction level of
20%), ease of reaching clinic (in 54%, with average dissatisfaction level of 12%) and price of services (in
47% of the surveys and 10% average dissatisfaction level) (42, 48).

A restricted access of contraceptive method has an impact on the individual’s method choice and hence
results in a lower level of contraceptive use. Accessibility of family planning expressed in terms of time,
cost and location; hence contraceptive prevalence is higher in countries where access to all methods is
uniformly high (36) .

In one study conducted in Jimma zone (Ethiopia) in 2003, virtually all components of quality of care could
not be fully achieved by service delivery points. In this particular study the main identified deficiencies were
unavailability of method mix, lack of providers specia training, failure to explain about various methods
available, lack of the national guideline of FP service and the like (37). The above researches showed that
family planning programs focused heavily on contraceptive supply and paying insufficient attention to client
needs and quality of care at large.

2.1.4 Culturesand Religions
The roles of religion and culture as a fertility determinant have been a subject of considerable discussion in

fertility literatures. Every social group has a characteristic culture, complex of belief, attitudes, values and
socia controls. The cultural and religious background of a given community has powerful effect on health
seeking behavior in general, and contraceptive use in particular. Globally, the strongest opposition was from
the Catholic Church, which prohibits utilization of artificial contraception in the 1930s and Islamic religion
followed it (30, 31). The Catholic and Orthodox Churches are known to be against family planning and
abortion. In addition, the Muslim faith also opposes contraceptive use as children are considered to be gift
from Allah. A study conducted in Ghana showed, however, that religion’s effect on the current use of
contraception was not significant because once women experiences higher education, her religion and ethnic
background do not significantly affect current contraception use(28).

A study conducted in Bangladesh reveaed that the percentage of current users of contraceptive methods
among Muslims was significantly lower than their non-Muslim counterparts (30.2% and



36.3%, respectively) (32). A study conducted in Southern remote community in Ethiopia in 1999, reported
that because of the male dominance in the culture, women would be forced to bear large number of children,
and this was a mgor obstacle in the fertility regulation decisions by women According to the 2000
Ethiopian demographic and health survey (EDHS) Ethiopia report, significantly high proportion of females
reported that in most cases religious leaders oppose the use of MC and ethnicity and religion were the
determinant factors to the use of contraception (38).

Cultural features of various groups may, directly influence contraception through desired number of children
or attitudes towards contraception methods (39, 28).

Ethiopian Christian women were less likely to use contraception as compared to those with other religions
(18). But, current contraception use was significantly lower among Ghanaian Muslim women as compared
to Christian women in genera (40). In Kenya the Catholic religion followers are more likely to use family

planning servicesas compared to Protestant and Muslim women (41).

The culture is transmitted through religion and through the education system. Currently there have been
notable socio-cultural changes in sub-Saharan African region, but failure to increase contraceptive use has
been observed. The role of religion as afertility determinant has been the subject of considerable discussion,
sub-Saharan Africa may well offer greater resistance to fertility decline than any other world region. The
reasons are cultural and have much to do with areligious belief system that operates directly to sustain high
fertility. But, that also has molded a society in such away as to bring rewards for high fertility. Throughout
sub-Saharan Africa, traditional religious beliefs and practices are embedded in lineage and descent systems
that structure society and sustain high fertility. Two-thirds of al sub-Saharan Africans are now either
Christian or Muslim, but most retain a belief in ancestral forces and in the concern of those spirits for
fecundity and reproduction. High fertility (considerable number or surviving children) is associated with joy,
the right life, divine approval and approbation by both living and dead ancestors. Conversely, low fertility is
only too easily interpreted as evidence of sin and disapproval. Because reproduction and its context was the
centra pillar of African traditional religion, much disquiet surrounds fertility control practice that has not
been long sanctioned. Innovative behavior is likely to be regarded as unnatural and, hence, sinful. It is aso

likely to have unpleasant squeal. These may take the usual form of divine or ancestral punishment such as



bareness, sickness, or child death. Much of the apprehension about FP in sub-Saharan Africa can be
understood only in the context of attitudes toward infertility, sub fertility miscarriages and infant death.
These phenomena are not clearly separated and are the major indicators of divine or ancestral disapproval or
malevolence from humans or spirits. After seeking information from a wide range of anthropologists who
had worked in East Africa, Molnos concluded: the paramount objective of having children was that there
should always be a living descendant to remember and honor the departed. Children meant the continuation
of the lineage and the perpetuation of the family name and spirit. A study in the Sudan stressed the
importance of beliefs regarding the role of ancestors and God in the creation of children and high fertility as
a barrier to contraceptive use. In Ethiopia, the study conducted among urban youth in 1990 showed that
Christians were the highest (84.2%) ever users of contraceptives. In this country the impact of religion on
family planning services may not be considered to be negative. However, very little is known about
differences in attitudes toward the practice of contraception as a function of religious identity (21, 34, 42, 43,
44, 45, and 47).

2.1.5 Availability of the method
A study conducted in Jimma zone (Ethiopia) in 2003 identified that significant proportion of clients were

obliged to use methods other than their choices. The study showed that, 21.1% of clients were using ora
contraceptive pill (OCP) without being their choice, and about 13.1% of the clients were not totally given
the chance to choose the FP method. A tangible increase was evident by a study conducted in Bangladesh,
which revealed that introducing household provision of injectiblesin early 1977 helped raise CPR from 7%
to 20%, the introduction of tubectomy services in 1978 helped to increase the prevalence by an additional
10%, and household insertion of IUDs in 1981 elevated the prevalence yet further, which showed that

provision of different methods can enhance utilization of modern contraception (32).

2.1.6 Socio-economic factors

Economic status is one of the important factors of contraceptive use. There is some evidence that women
who have been employed outside their home are more likely to use MC than other women. Study conducted
in a Peruvian high land community revealed that more women who use MCs work full time than non-users
(93% versus 58%). Similarly a study done in Bas, Zaire indicated that economic status was positively

correlated with use of a modern method. Also a
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number of studies done in different parts of the world, for instance, in 1993 in Lao people’s Democratic
Republic; multivariate analysis of factors affecting contraceptive use in Bangladesh, showed that the
economically better of use modern contraceptive than the poor ones. Economic development affects fertility
behavior. Employment in general and female employment in particular affects economic status of the
family. Decreased fertility is mostly met with working women. According to a study by researchersin Egypt
on the utilization of family planning methods among females in Kalyoubia Governorate, the majority of
women utilizing FP methods were working and university educated (73.63% and 35.72%) respectively. The
majority of women utilizing FP methods were wives of educated and working husbands. Level of education
was found to be significant, current contraceptive users in a study on factors that determine utilization of
MCs in east, central and southern Africa. A survey on socio-demographic factors in southwestern Ethiopia
in 1993 revealed, using odds of contraceptive use among illiterate women as a reference, al groups of
women with higher levels of education have a much chance of being a contraceptive user. The mean years of
education for contraceptive users was, 5.7, is aso higher than 4.9 years for non-users. In this study aso
women who are office workers tend to use contraceptives. More over women of higher family monthly
incomes have a much higher increased chance of contraceptive use compared to women with low monthly
incomes of less than 50 Birr or between 50 and 99 Birr per-month. Another study in SNNPR by Dennis p-
Hogan et a stated that working women in rura areas more often desire to limit their births, and more often
use or intend to use contraceptives than do women who do not work for pay ( 21,31, 32, 33, 34, 49, 50,
51,52).

2.1.7 Demographic Deter minants-

In this group, women’s age, residence and marital status are important. Fertility rates differ by women’s
ages. These differences reflect reproductive preferences, the ability to act on these preferences, sexud
behavior and fecundity. Age patterns of fertility differ considerably among regions, countries, and different
groups within countries. In most countries fertility peaks among women aged 20 to 24. In nearly half of sub-
Saharan African countries surveyed, WFS, however, this peak extends to age 29. In addition in sub-Saharan
Africa women continue to have children at older ages than elsewhere. In this region, women over 40
contribute to an average 0.5 children, which can be explained by lack of availability and use 11 of

contraceptive sterilization.
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A prospective study between 1995 and 1998 in Rakai district Uganda found women practicing family
planning for prevention were predominantly in the age 20-39 years and were married. In all countries
surveyed since 1990, the TFR is lower in urban areas from a difference Just 0.1 child per woman in
Mauritius to 3.4 children in Uganda. Urban residents usually have more interest in FP, because of their more
access to MCs. Significantly higher proportion of married women were currently using MCs (31.6%)
compared with single women (19.6%), according to a study in east, central and southern Africa, in 1996.
from this study it was aso possible to notice lowest contraceptive use among teenagers (15-19 Y ears) with
prevalence of 16.5%, and use rate aimost doubled for women in age category, 20-34 years (31.3%) and those
who were 35 or more (31.7%). Ethiopian DHS data of 2000 also revealed that current use varies by
women’s age and is lowest among currently married age 15-19 and highest among women age 35-39. From
this data currently married women in urban areas are nine times more likely to use a modern method (54, 52,
21, 38, 47, and 32)

2.1.8. Reproductive factors-
FP methods may be used either for spacing or limiting births to avoid mistimed or unwanted pregnancies.

Hence a prospective study in Rakai district Uganda, out lined contraceptive use was higher among women
who desired fewer children, among those who wished to space or terminate child bearing and among women
with previous experience of unwanted births or abortion. In another survey in east, central and southern
Africa, among women who had no children, 16.5% indicated that they had used some form of MCs. Of
those who had between 1 and 4 children 32.4% said they had used contraception. And among those who had
5 or more children, 31.7% stated they had used contraception. A bivariate analysis from Bangladeshi study
brought forth that those who do not desire additional children are more likely to be current users than those
who desire additional children. In this study multivariate analysis 12 showed that the prevalence of current
Contraceptive use varies with the sex composition of living children. Couples who have only daughters are
less receptive to the idea of FP and contraceptive use than their counterparts who have at least one son in
addition to daughters. The 2000 Ethiopia DHS reported that younger women report first use of contraception
at lower parities than older women. Contraceptive use among women with no living children, for instance, is
more than seven times for those age 20-24 than among those age 35-39 years, suggesting a shift toward the

early use of contraception and the desire to delay childbearing among the Ethiopian.
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A survey in southwestern Ethiopia in 1993 showed that the mean number of pregnancies, live births and
living children for registered contraceptive users were 4.3,4.0 and 3.3 compared to 3.1, 2.7 and 2.2 for non-
users. The difference is datistically significant (P<0.001). In this study a substantial increase in
contraceptive use was noticed with increase in number of living children. According to a survey done in
Sidama zone in 2003, among reproductive characteristics, only history of childbirth, desired number of
children and number of living children were positively associated with current contraceptive use. In addition
to the desire, current alive male children were also positively associated with current contraceptive use (55,
21, 32, 38, 52, and 53)

From the above studies conducted in different parts of Ethiopia shows that there is high knowledge and low
practice of contraception is present. Factors like Educational status; income, age, knowledge, Attitude,
Religion and number of children of a woman are highly associated with usage. Unmet need in Ethiopiais
very high. So this study was measure the modern contraceptive prevalence rate and determinants associated
with usage in SNNPR Hadiya Zone Misha woreda.
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CONCEPTUAL FRAME WORK

ﬁocio-Demographic \ ﬁersonal factors \

Factors Age
Attitude Religion
Knowledge - /Modern \
Ethnicity Contraceptive
Reproductive factor L
Parity Residence ‘ Utilization
Sex of aive children Educational level
Still birth

Economic status

Live birth & /

Abortion

. AN /

Source: developed from various similar literature reviews

Fig: 1. Conceptual frame work of factors affecting modern contraceptive methods uses

14



3. OBJECTIVES

3.1 GENERAL OBJECTIVE
To assess the determinants of modern contraceptive utilization among currently married women

of age between 15 to 49years in Hadiya Zone, Misha Woreda, SNNPR, Ethiopia.

3.2 SPECIFIC OBJECTIVES

1. To determine the prevalence of modern contraceptive methods utilization among the
study participants in Misha Woreda, Hadiya Zone.

2. To assess the socio economic, demographic, and reproductive factors influencing the
use of modern contraception use in Misha Woreda, Hadiya Zone

3. To assess the knowledge, attitude and decision making towards modern contraception

use among the study participants in Misha Woreda Hadiya Zone
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4. Material and Methods

4.1 Study Design
A community based cross-sectional study was conducted with quantitative data collection

technique to carry out assessment of the determinants of modern contraceptive utilization in
SNNPR Hadiya Zone Misha woreda.

4.2 Study Area and period
This study was conducted in Hadiya Zone, Misha Woreda’s community as of April 1-30/2014.

Misha Woredais found in SNNPR, Hadiya administrative Zone at the south of the country. It is
located 248km far away from Addis Ababa; 186km from the regional capital city, Hawassa and
18km from Hosanna. It is one of the eleven Woreda’s of Hadiya Zone. The Woreda has 33 rural
and 2 urban kebeles with a total populations of 151,121 as projected from the 2007 Ethiopian
census, from these 76,361 are females and 74,850 are males, and women of reproductive health
age group are 34,757. It is bounded by Gurage and Siltie Zone in the north, Gibe Woreda in the
west, Lemo Woreda in the east and Gomebora Woreda in the south. It has purely about 90%
Dega agro ecological zone. More than 95% of the population is engaged in agriculture. There are
42 health institutions in the woreda, of which 35 are health posts and 7 are health centers.

4.3 Population

4.3.1 Source population
Women of reproductive age group (15-49) who reside in Mishaworeda during the study period.

4.3.2 The study population
Currently married women of childbearing age (15-49) residing in Misha woreda during the study

period.

4.4 Sampling unit
List of households in seven selected kebele’s of Misha woreda during the study period.

4.5 Study unit
Women aged 15-49 years, currently married and living in the sampled households was taken as a

study unit

16



4.6 Inclusion Criteria
Women who are in the reproductive age group, currently married and permanent resident (at

least 6 months) of the selected kebeles

4.7 Exclusion Criteria
Women who were critically ill that cannot respond for the questionaries’ during study period.

4.8 Sample size and sampling technique
4.8.1 Sample size determination
The sample size (n) required for the study was calculated using the formula to estimate a single
population proportion by considering the following assumptions.
Za/2 = critical value for normal distribution at 95% confidence level which equals to 1.96 (Z
value at alpha=0.05).
P= (24.7%) prevadence based on the EDHS 2011, the SNNPR prevalence of modern
contraceptive use (13).
d= margin of error of 0.05 with 95% confidence level.
D= 2(design effect)
n=(Za/2)2p (1-p)

d2
n=(1.96)2 (0.247) (1-0.247) =285

(0.05)2

2 design effect and 10% non response rate

Total sample size =598

4.8.2 Sampling procedure
Stratified multistage sampling technique was employed for the study. The totals of 35 kebeles

found in the selected woreda were stratified in to urban and rural kebeles settings using naturally
existing strata. There were 2 urban kebeles and 33 rural kebeles. The total number of kebeles
included in the study was determined by using proportional allocation to size. Hence, one urban
and six rural kebeles were randomly selected by using lottery method. Households from each
kebele were selected again by systematic random sampling with a sampling interval of 12
intervals. The first household was selected by spinning the pen at the center of the kebele and

going clock wise direction was used to proceed the next household with the interval. In case of
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the houses closed or the mothers do not present at the time of data collection, three revisits were
made and till does not present considered as none response. For a household, women married

where more than one; one woman will be selected by using lottery method.

Misha Woreda
(35 K ebeles)

Urban Kebeles Rural Kebeles
(2 kebeles) (33 Kebeles)

1 Urban kebdew@onateto PopulatioiDae selected by
SRS J LUI

-
MK (86 MPK GK DK WK FK SK W
HH<) ) 115 91 54 o .
Systematic sampling HHs HHs 42 HHs HHs| Key: _
MK-Morsito Kenema
g MPK-Morsito Peasant
Kebele
GK-GunaKebee
598 W DK-DangawuraKebele
WK-Wato Kebele
Mothers J FK-Fugaja Kebele
SK-Shiro Kebele
SRS-Simple random

Fig: 2. Schematic presentation of sampling procedure for Quantitative method
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4.9. Study variables

4.9.1. Independent variables

Clients/service acceptors

1. Age

2. Parity

3. Still birth

4. Sex of dive children

5. Abortion

6. Religion

7. Residence

8. Educational level

9. Economic status

10. Decision making

11. Ethnicity

4.9.2. Dependent variable

Attitude towardsto MC

Knowledge of MC

Modern contraceptive use

4. 10. Data collection procedures

Structured interviewer administered questionnaire was used to collect the data which is adapted
from relevant literatures and modified to local. The questionnaire was first prepared in English
and trandlated to Amharic and back tranglation to English was made to check for consistency by
language teachers. Five interviewers that have completed high school Education and who know
the local language very well were recruited as interviewers and two-health personnel were
assigned as supervisors.

Data collectors were trained for three days on questions included in the questionnaire, on
interviewing techniques, purpose of the study, and importance of privacy, discipline and
approach to the interviewees and confidentiality of the respondents. Before conducting the main
study, pretest was carried out in similar population rather than study population. Based on the

result, data collectors were reoriented and the questionnaire was modified as necessary.

19



4.11 Operational Definition

Contraceptive prevalencerate: women who received a contraceptive method for one

continuous year and above.
Current contraceptive user: - awoman using any one of the modern methods currently

Ever-contraceptive user: - a woman who have ever used any of the modern method Good
knowledge of modern contraceptive: - after scoring knowledge questions those respondents
who respond above or equal to average mean value were considered had good knowledge for

contraceptive methods.

Poor knowledge of modern contraceptive: - after scoring knowledge questions those
respondents who respond below average mean value were considered had poor knowledge for

contraceptive methods.

Modern contraceptives (MCs): - Modern contraceptive methods which include oral
contraceptive pills, injectables, condoms, implants IUDS diaphragm vaginal foam and male and
female sterilization.

Favorable attitude: - Those respondents who responded above the mean value for cumulative
eleven attitudinal statements.

Unfavor able attitude: - Those respondents who responded the mean and below mean value for
cumulative eleven attitudinal statements.

Availability of services. - services of family planning available when the respondent says yes.
Currently married: - a women who lives with husband’s at this time.
4.12 Data Quality Assurance

The quality of data was maintained by using properly designed and pre-tested questionnaire;
proper training of the interviewers and supervisors on data collection techniques and procedures.
Every day, 10% of the computed questionnaires were reviewed and checked for completeness
and relevance by the supervisors and principal investigator and the necessary feedback offered to

data collectors in the next morning before the actual procedure.
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4.13 Data processing and analysis
The collected data was entered and analyzed by SPSS version 16 statistical package was used

for analysis purpose. Data was cleaned before and after data entry. Frequency tables and graphs
were used for descriptive analysis. Crude and adjusted odds ratios from bivariate and muilti-
variate logistic regression were used to measure association between modern contraceptive use
and independent variables. Furthermore, 95% CI and p-vaue of 0.05 were used to assess the

degree of statistical significance.

4.14 Ethical
Ethical clearance was obtained from Department of Nursing and midwifery ethical clearance

Committee of AAU. A forma letter, from AAU, was submitted to zona heath department,
Misha woreda health office and concerned bodies to obtain their co-operation. Then permission
and support letter was written to each respective Kebele. The purpose of the study was explained
to the study participants. At the time of data collection, a verbal consent was taken from the
participants to confirm whether they are willing to participate. Those not willing to participate
were given the right to do so. Confidentiality of responses was also be ensured throughout the

research process.

4.15 Communication of the result
The final report will be presented as partial fulfillment of the degree of Masters of Science to

Department of Nursing and midwifery, school of alied health science, Addis Ababa University,
and a copy of it will be offered to FMOH Family health department, to SNNPR regional health
Bureau, Hadiya Zone Hedth Department and Dissemination through publication (local or

international journals), presentation on annual Scientific meeting, conferences, etc.
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5. Result
Demographic and socio-economic characteristics

In this study 591 currently married women of reproductive age group were participated and
producing 98.8% response rate. Urban residents were 84(14.2%) and 507(85.8%) were rural
residents. The Mean age of the women was 5.1+ 31.6 years. Mainly, 461(78.0%) of the
respondents were Hadiya by ethnicity. Majority of the respondents 441(74.6%) were protestant
religious followers. Educational status of the women, 257(43.5%) were primary school and
followed by 203(34.3%) were illiterate. The main occupation of the women is housewife which
i 534(90.4%). Mgority of the respondents 442(74.8%) have more than 5 children. Possession of
television and radio were 19(3.2%) and 365(61.8%) respectively. Family income of the
respondents is less than 380 birr were 218(36.9%) and followed by more than 521 were
169(28.6%). (Table 1)

Table: 1. Demographic and socio-economic characteristics of currently married women in
the reproductive age group, Misha woreda, 2014 [n=591]

Characteristics Frequency Percent (%)
Residence
Urban 84 14.2
Rural 507 85.8
Mother’s age
15-19 7 1.2
20-24 31 5.2
25-29 187 31.6
30-34 202 34.2
35-39 129 21.8
+40 35 5.9
Ethnicity
Hadiya 461 78.0
Gurage 94 15.9
Kambata 24 4.1
Others 12 2.0
Religion
Protestant 441 74.6
Orthodox 135 22.8
Others 15 25
Educational status
lliterate 203 34.3
Primary school 257 43.5
Secondary school 114 19.3
Above secondary 17 29
Occupation
Housewife 534 90.4
Gov. employee 18 3.0
Merchant 29 4.9
Others 10 1.7
Experience child death in thelast 12 months
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Yes 44 7.4
No 547 92.6
Family size

1-4 149 25.2
>=5 442 74.8
Possession of TV

Yes 19 3.2
No 572 96.8
Possession of Radio

Yes 365 61.8
No 226 38.2
Family income

<=380 218 36.9
381-400 85 14.4
401-520 119 20.1
>=521 169 28.6

Reproductive characteristics

Almost al of the study subjects 588(99.5%) had been pregnant at least once and among this
pregnancy 87(14.8%) were unwanted pregnancy. Regarding the history of induced abortion,
89(15.1%) had experienced induced abortion. The mean age at first pregnancy was 2.16+20.05
years. Nearly ten percent of the women had the history of still birth. (Table 2)

Table: 2. Reproductive characteristics of currently married women in the reproductive age
group, SNNPR, Misha woreda, 2014.

Characteristics Frequency Percent (%)
Ever been pregnant (n=591)
Yes 588 99.5
No 3 5
Were all pregnancy wanted (n=588)
Yes 501 85.2
No 87 14.8
Ever experienced induced abortion (n=588)
Yes 89 15.1
No 499 84.9
Age at first delivery (n=591)
15-20 373 63.4
21-25 213 36.2
>=26 5 .8
Have any still birth (n=591)
Yes 55 9.4
No 533 90.6
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AttitudestowardsMC

Regarding attitude towards modern contraceptive, 532 (90.0%) and 468(79.2%) not agree that
too many children improves income and guarantee to generation continuity respectively. About
ninety percent of the women disagree and strongly disagree for high infant mortality
compensated by too many births. Those who believe using MC methods as sin were 53(9%) and
those who believe using MC was dangerous for women were 143(24.2%). (Table3).

Table 3: Attitudes towards modern contraceptive use among currently married women of reproductive
age group, SNNPR, Misha Woreda, 2014 {n=591}

Characteristics Frequency Percent (%)
Too many children improvesincome
Strongly disagree 76 12.9
Disagree 456 77.2
Neutral 19 3.2
Agree 37 6.3
Strongly agree 3 5
Too many children guaranteeto generational continuity
Strongly disagree 42 7.1
Disagree 426 72.1
Neutral 14 2.4
Agree 99 16.8
Strongly agree 10 1.7
High infant/child mortality be compensated by too much
birth
Strongly disagree 64 10.8
Disagree 470 79.5
Neutral 19 3.2
Agree 35 59
Strongly agree 3 5
It issin to practice MC methods
Strongly disagree 46 7.8
Disagree 468 79.2
Neutral 24 41
Agree 49 8.3
Strongly agree 4 N4
M C has side effects danger ousto a mother
Strongly disagree 16 27
Disagree 392 66.3
Neutral 40 6.8
Agree 129 21.8
Strongly agree 14 24
Child spacing protect the health of mothersand children
Strongly disagree 4 N4
Disagree 10 1.7
Neutral 7 1.2
Agree 432 73.1
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Strongly agree 138 234
Contraceptive use cause infertility in women

Strongly disagree 46 7.8
Disagree 476 80.5
Neutral 48 8.1
Agree 19 3.2
Strongly agree 2 3

Knowledge of MC

Almost al of the women who participated in the study 576(97.5%) heard of about modern
contraceptive. The main source of information for modern contraceptive was health facilities
which was 539(96.3%) and followed by their friends which was 167(29.0%). Among those who
heard MC, mainly recalled methods were injectable and pills which was 546(92.6%) and
527(89.2%) respectively. Concerning importance of contraceptive methods use, 493(83.4%) said
for child spacing and followed 403(68.2%) said helps to prevent unwanted pregnancy. (Table 4
and Fig 2)

Table 4: Knowledge of contraceptive among currently married women of reproductive age
group, SNNPR, Misha Woreda, 2014

Characteristics Frequency Percent (%)

Ever heard of modern contraception (n=591)

Yes 576 97.5
No 15 25
Sour ce of information (n=576)

Health facilities 539 96.3
Mass media 82 14.2
Friends 167 29.0
Contraceptive methods known (n=576)

Pills 527 89.2
Injectable 546 92.6
Implants 249 49.7
IUCD 358 57.2
Condom 123 20.8
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Fig 3 Importance of contraceptive method responded by women of reproductive age group,
SNNPR, Misha woreda, 2014

Practice of modern contraceptive

Concerning the use of MC methods, 370(62.6%) of the study women ever practiced MC
methods. Among those currently using the methods were 208(35.2%) of the respondents. The
more frequently used MC method by the respondents was injectable where 139 (66.8%) of the
study participants. The prevalence (using more than lyears) of MC in the study area was
141(23.8%). The main reasons to default the use of MC were medical problems and fear of side
effect which was 86(48.3%) and 45(25.3%) respectively as reported by those who defaulted from
MC method use. Mgority of the respondent walks less than 30 minutes to get MC method
service. (Table5 and Fig 2)
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Table 5: Practice of contraceptive use among currently married women of reproductive age group, Misha
Woreda, 2014

Characteristics Frequency Per cent (%)
Ever use of Contraceptive
Yes 370 62.6
No 221 37.4
Current use of any MC
Yes 208 35.2
No 383 64.8
MC Method used (n=208)
Pills 50 24.0
Injectable 139 66.8
Implant/Jaddle 19 9.1
Duration of contraceptive use (h=591)
Grater or equal to 1 years 141 23.8
Less than 1Years 67 11.3
Are you using the method you choose (n=208)
Yes 203 97.6
No 5 24
Reason for not using MC (n=383)
Fear of side effects 219 57.2
Desire to have more children 76 19.8
Rumors they are not good 72 18.8
Others 16 4.2
IsMC culturally accepted (n=591)
Yes 508 86.0
No 83 14.0
Distance from health facility (n=591)
Less than 30’ 440 74.5
Greater than 30’ 151 25.5
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Fig: 4. Reason to discontinue contraceptive methods responded by women of
reproductive age group, SNNPR, Misha Woreda, 2014
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Bivariate analysis

Among demographic and socio-economic characteristics, those variables significantly associated
with modern contraceptive utilization at p-value 0.05 during bivariate logistic analysis were
place of residence, women age, educational status of women, occupation of women, and
possession of radio and television. Urban residents are 1.733 time more likely to utilize MC [OR:
1.733 with 95% CI: (1.087-2.765)], women age 25-34 categories were 55% less likely to utilize MC
compared to age less than 25 years [OR: 0.452 with 95% CI (0.216-.946). As women education
increase the probability of utilizing MC methods increase. Government employees were 4.987
times more likely use MC compared to housewife [OR: 4.987 with 95% CI: (1.751-14.205)].
Possession television and radio also have increased utilization of MC [OR: 2.617; 95% CI.
(1.036-6.613) and OR: 4.704; 95% Cl: (3.117-7.097 respectively]. Regarding knowledge of MC,
those who have good knowledge of MC were 5.541 more likely to use MC [OR: 5.541 with 95%
Cl: (3.802-8.075)] (Table 6).

Table 6: Bivariate analysis of demographic and socio-economic characteristics of currently
married women in the reproductive age group, Misha woreda, 2014 [n=591]

Characteristics User of MC | Not User of MC Crude OR (95% ClI)
Residence
Urban 39 45 1.733(1.087-2.765)*
Rural 169 338 1
Mother’s age
<24 12 26 1
25-29 65 122 0.866(0.410-1.89)
30-34 102 100 0.452(0.216-.946)*
35+ 29 135 2.149(0.972-4.748)
Ethnicity
Hadiya 159 302 1
Gurage 34 60 0.929(0.585-1.475)
Others 15 21 0.737(0.370-1.469)
Religion
Protestant 151 290 1
Orthodox 52 83 0.831(0.558-1.238)
Others 5 10 1.041(0.350-3.102)
Educational status
lliterate 28 175 1
Primary school 102 155 20.3(6.182-66.738)*
Secondary school 65 49 4.939(4.939-15.569)*
Above secondary 13 4 2.450(0.753-7.976)
Occupation
Housewife 183 351 1
Gov. employee 13 5 4.987(1.751-14.205)*
Others 12 27 0.171(0.50-0.588)*
Experience child death in the last
12 months
Yes 16 28 1
No 192 355 1.057(0.558-2.001)
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Table 6: Bivariate analysis of demographic and socio-economic characteristics of
currently married women in the reproductive age group, Misha woreda, 2014

[N=591]..cccciiiiri e s e CONtinued
Family size
1-4 52 97 1
>=5 156 286 0.983(0.666-1.451)
Possession of TV
Yes 11 8 1
No 197 375 2.617(1.036-6.613)*
Possession of Radio
Yes 172 193 4.704(3.117-7.097)*
No 36 190 1
Family income
<380 birr 29 189 1
381-400 birr 18 67 1.751(0.913-3.357)
401-520 birr 50 69 2.614(1.629-4.281)*
>521 birr 111 58 2.697(1.429-5.090)*
Wereall pregnancy wanted
(n=588)
Yes 501 852 |1
No 87 14.8 | 1.339(0.817-2.193)
Ever experienced induced
abortion (n=588)
Yes 89 1511
No 499 84.9 | 0.813(0.502-1.319)
Ageat first marriage (n=591)
15-20 373 634 |1
21-25 213 36.2 | 1.186(0.831-1.691)
>=26 5 .8 | 0.581(0.36-9.355)
Have any still birth (n=591)
Yes 55 941
No 533 90.6 | 0.801(0.440-1.458)
Knowledge of MC (n=591)
Good knowledge of MC 55 245 | 5.541(3.802-8.075)*
Poor knowledge of MC 153 1231
Attitudestowards M C (n=591)
Favorable attitude towards MC 6 22 |1
Unfavorabl e attitude towards MC 202 361 | 0.487(0.194-1.222)

M C= modern contraceptive

OR=oddsratio * p-vaue< 0.05

30




Multivariate analysis

During multivariable logistic regression, urban residents were 1.967 times more likely to utilize
MC than their counter part [AOR: 1.967 with 95% CI: (1.028, 3.763)]. Women of primary
education were 5.139 times more likely to utilize MC compared to illiterate [AOR: 5.139 with
95% CI: (1.07, 21.885)]. Possession of having radio is significantly associated with MC
utilization that 2.187 more likely than counterpart [AOR: 2.817 with 95% CI: (1.705-4.655)]
[AOR: 2.036 with 95% CI: (1.506-8.188)]. The respondent’s family income 381- 400 birr were
9.834 times more likely to utilize MC compared to family income less than 380 birr[ AOR: 9.834
with 95% CI (5.451-17.739)]. The probability of using MC was 3.685 more for those who have
good knowledge of MC compared to poor knowledge of MC [AOR: 3.685 with 95% ClI: (2.396-

5.670)]. (Table 7).

Table 7: Multivariable analysis of factors associated with contraceptive utilization among
currently married women in the reproductive age group, SNNPR, Misha woreda, 2014

Characteristics User Not CrudeOR Adjusted OR
of MC  User of (95% ClI) (95%Cl)
MC
Residence
Urban 39 45 1.733(1.087-2.765)* 1.967(1.028-3.763)*
Rural 169 338 1 1
Educational status (n=591)
[lliterate 28 175 1 1
Primary school 102 155 20.3(6.182-66.738)* 5.139(1.071-11.885)*
Secondary school 65 49 4.939(4.939-15.569)*  2.036(1.506-8.188)*
Above secondary 13 4 2.450(0.753-7.976) 1.568(0.380-6.478)
Possession of Radio (n=591
Yes 172 193 4.704(3.117-7.097)* 2.817(1.705-4.655)* *
No 36 190 1 1
Family income (n=591)
Less than 380 birr 29 189 1 1
381-400 birr 18 67 1.751(0.913-3.357) 9.834(5.451-17.739)**
401-520 birr 50 69 2.614(1.629-4.281)* 5.204(2.543-10.647)**
Greater/equal 521 birr 111 58 2.697(1.429-5.090)* 1.728(0.967-3.085)
Knowledge of MC (n=576)
Good knowledge of MC 55 245 5.541(3.802-8.075)*  3.685(2.396-5.670)**
Poor knowledge of MC 153 123 1 1
MC= Modern Contraceptive OR = Odds Ratio * p-value <0.05 ** p-value<0.001
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6. Discussion
This study showed that prevalence of modern contraceptive use was 23.8% which isin line with

EDHS 2011 for SNNPR which is 24.7% and lower than Harreri (31.5%) and Oromia (24.9%).

This difference may be due to socio-demographic and socio-economic difference.

Urban residents were more likely to use modern contraceptive than rura resident among
currently married women of reproductive age group. Thisfinding is similar to EDHS 2011. Most
popular methods of modern contraceptive methods used by currently married women were
injectable (66.8%) and followed by pills (24.0%). This study result is in line with other similar
studies in different area (15, 16, and 33). Among currently married women of reproductive age
group those who had completed primary education were 5.139 times and secondary education
2.036 times more likely to use modern contraceptive. This finding is in line with other similar
study in Oman, Brazil, Thailand and Ghana (25,26,27 and 28) where increased education level
has positive effect on use of modern contraceptive that gives young women autonomy to make
informed choice about reproductive health and to avoid un safe sex (25). Also similar study
conducted in Ethiopia showed increased education has positive effect on MC uses (33, 34).

Economic status is one of important factors of utilization of contraceptive use. In this study those
who had monthly family income of 381-400 birr and 401-520 birr was positively associated with
modern contraceptive utilization but income of more than 521 was not showed clear association.
This positive association finding is aso supported by different similar studies in SNNPR (52)
thus higher income has much more probability of using MCs and other studies outside of the

country (50).

The cultural and religious background of a given community has powerful effect on health
seeking behavior in general, and contraceptive use in particular. Globally, the strongest
opposition was from the Catholic Church, which prohibits utilization of artificial contraception
and Islamic religion followed it (30, 31). But in this study religious and cultural characteristics
were not statistically significant difference. This inconsistency may due to attribute to the small

number of Catholic and Muslim religion followers in the study area.

Possession of having radio is highly significantly associated with MC utilization that 2.187 more
likely than counterpart. This may be those who have radio may have more access to family
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planning messages which in turn may lead to utilization of modern contraceptive methods. Also
radio was the third source of information for family planning information.

EDHS 2006 and Gordon et a 2011 result showing that having knowledge and information about
modern contraceptive methods is one step ahead towards gaining access to and using suitable
contraceptive methods in a timely and effective manner (17, 18). Similarly in this study those
who have good knowledge of contraceptive method were 3.865 times more likely to use MCs.
This may be attributed to having knowledge of contraceptive methods is an enabling factor to
use the methods.
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7. Strength of the study and Limitation of the study

Strength of the study

This study is entirely community based study that can show the real associated factors of
utilization of contraceptive methods.

Limitation of the study
The study design is cross sectional study design that the inherent nature of the study design that

does not show cause and effect relationship between dependent and independent variables.

8. Conclusions

This study was conducted among currently married women in child bearing age group of Misha
woreda to assess prevalence & factors which affect modern contraceptive utilization. Regarding
modern contraceptive prevalence rate, athough the finding is comparable with national and
regional averages; the current figure for contraceptive prevalence rateis still low when compared
to the national target of MDGs. Factors which are positively associated with modern
contraceptive utilization were urban residence, primary and secondary school achievement of
women, having radio, family income of 381-400 birr and 401-520 birr, and good knowledge of
contraceptive methods were significantly associated with contraceptive utilization. The fear of
side effects was one of the major reasons for the discontinuation and non-use of contraception

among the study participants;
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9. Recommendations
Based on findings of this study, to enhance contraceptive use by married women of reproductive

age in astudy population it is recommended that:

1. At hedth facilities level potential side effects of contraceptives and how to overcome
them should be emphasized into family planning education and counseling.

2. Empowering and encouraging women education is also very important

3. Improve household economic activities through broadening micro finance institutions,

rural banks and intensifying other developmental activities

4. Further qualitative and analytic study shall be under taken to get the actual predictor of
MC utilization and influence of traditional and religion on contraceptive utilization.
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ANNEXES

ANNEX-I: RESPONDENTS INFORMATION SHEET ENGLISH VERSION
ADDIS ABABA UNIVERSITY COLLEGE OF HEALTH SCIENCES ALLIED SCHOOL OF

HEALTH SCIENCES DEPARTMENT OF NURSING AND MIDWIFERRY

Here, | the undersigned, at Addis Ababa University School of Graduate Studies Program, currently
undertaking research on a topic entitled Assessment of the Determinants of modern contraceptive
utilization among currently married women of age between 15 to 49 years at Hadiya Zone, Southern
Ethiopia. For this study, you will be selected as a participant and before getting permission of your
participation, you need to know all necessary information related to the study.

Purpose of the study:-The purpose of the study is to Assess Determinants of modern contraceptive
utilization among currently married women of age between 15 to 49 years at Hadiya Zone, Southern
Ethiopia.

Participantsto be included:-Women in the age of 15 to 49.

Risks of the study: The study will be carried out by asking you the already prepared and structured
guestions. The procedure doesn't bear any physical or psychological trauma. Furthermore, you will
not be forced to respond to the information you do not know.

Benefits of the study: For your participation in the study no payment will be granted or has no any
special privilege to you. On the other hand, participating in the study and giving your information to
guestions asked will have great input in efforts at reducing maternal deaths.

Confidentiality: All information you give will be kept confidential and won't be accessible to any
third party. Your name won't be registered on the original question sheet so that you will not be
identified.

Consent: Your participation in the study will be totally based on your willingness. You have the
right not to participate from the beginning, or stop any time after starting participation. Y ou will not
be forced to respond to the information you do not know.

Finaly, | would like to acknowledge you for your either responses after listening me.

Name of Pl Zerfewerk Debebe Tel: 0911857018Email: zerfedebebe@gmail.com Sign & Date

IRB Contact Address: Tel: 0115538734 E-mail: aaumfirb@yahoo.com 32
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ANNEX-II: RESPONDENTS INFORMATION SHEET AMHARIC VERSION
NPG+ +AFLPT e oG & (AT VANT QL 1 av)

MALH ANA PLACAL MS AR7TA DAB NLUL 9°%.F FPUCT TCAGPP 1 CATAG IR PRLS FVCH hEA:

NHY 0T AT &FoMh+@ NALh AN PLACAL NLUL P FIUCT TCAEP 1 CATAT TI& PRAS TIVCT hed “Nhuvsr
OFF ¢ AGFFT € 0hAN N3 AT AT AMPPITr © OWAA T AR CON N18L HY 9K @48 PG ALhLLeh Y @:

PHY PCA FAFL Qory hCAP +HINHPA: : N TSE AL Aom+q P71 +P homf & (&1 7617 O+omn+ AddAar ¢ U
. BEPFY T P NLANPFA: : QAT P N PGE AL A AP P AN+ gEa @ amP ¢ 9 A PFT o E kT LA
ATPCNAPFNTY: ¢

107Gk AATE P PCT% AATIE RS RTT P OTAN PN AT ATNT AP £ W8AN b a: :

2.075+& ¢ oItk A FLPT: TP N15-49 ARLTL LAT AGTTHT A E Q& PLT ¢ U T

3. 075k pC 0L PH 8P POk P PNLLA PR ALY TG P HHOEMY PP Noanf ¢ h @: 1 PTP N TGk FAFELPT A
AP VT AhTC AL 4o T 4T ¢ A = A1 APTT a2 § Aawm\( h L7 L4 :

4, 79 ONTGE MM AP P PNLAPT NGEP 0L ¢ HA? TPP P AQ: : NAA Nhd NTTHP M +&PT AP &F TL+PT
T @07 o % e artP ¢ hGRTT F Agvbt 4 APRLT 0 NETE hTH RTLPA: :

5 /7C e vh Fr ACAP PPAME %G NFPATC Pl FA: 2 ANATT AQTAAE ALOTT ORI AROATI™ : 9111 +9P
AT8LFOP AP NPT ADT A LaH T N9 :

6. € PRI LT (hamnd: A PSR AL oM +EP oM oM ? JM L HD NP §ATHE §PRTIF AL T @: 1 hasEow ¢ .0 7Sk
AL M A+GP PT AN 4§ RFAA: 1 NATATPIPT QT A L TR T TP g (om Pt P T @: 2 LA APTT o T Adwm\
hL1Le9 :

7.7 @0 PONLOH NAME 40 £ P QF ) @: : (oK A AA Ko AN hem G Av-

ATE@ A9 - HCL®CP 200 dah: 0911857018 asea: zerfedebebe@gmail.com

&LCTRG P71

? IRB age¢d: Tel: 0115538734/0913273829 a-aea: aaumfirb@yahoo.com 33

ANNEX: [1l CONCENT SHEET ENGLISH VERSION

INFORMED CONSENT
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Hello. My name is (data collector) and | am
Temporarily working as a researcher at Addis Ababa University (A.A.U). We are conducting a

research on Assessment of the Determinants of modern contraceptive utilization among currently
married women of age between 15 to 49 years at Hadiya Zone, Southern Ethiopia. The
information we collect will help the local governor to plan health services. Your household was
selected for the survey. This interview usually takes about 40 minutes. All of the answers you
give will be confidential and will not be shared with anyone other than members of this research
team. You don't have to be paid in the survey, but we hope you will agree to answer the
guestions since your views are important. If | ask you any question you don't want to answer, just
let me know and | will go on to the next question or you can stop the interview at any time.

Do you have any questions?

May | begin the interview now?

Signature of interviewer: Date:
RESPONDENT AGREES TO BE INTERVIEWED: Name & Sign
RESPONDENT DOES NOT AGREE TO BE INTERVIEWED............. 2 END HERE

ANNEX-IV: CONSENT SHEET, AMHARIC VERSION
e TATE PR TR

ms  eamAT: (e%% aQaq0) eaAd:: efc@ NALh

ANO RLGCAL QOms Agra haE 0917 e9CoC (&7 M ARLRI+F 10 P/ AS@ TG+ CAGHTFY ea+aq
T ATANT AMPPIT LOBAA T @D AT PIANAND % F QAhANP PAD e mS A1ANt LCPET P ARALER
emg A1A%0T 0P ATRMF ATETFA LadoU:: 0P ATTE teCad:: haPa e P9RE0- 4%t 40 P9 Py
Y@ hCAP POt o F hCTC (7T @em, TR OC POTr)e oWkt hP1éhe Pamd® Nem A7 L+mld
PR ALIIMAUE : MHY TS ACOAP U LT+ &P PAPH LU ATE AoMhnt® emhe AArT 074
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U a0 ATRPFAM ATG A 1 PCANT P TIRLATFY TLP Pafhr Pt AAPLow 7147 AG @R $Me PP

AT7 AP @RI aum@ 7 g lam TN LFAN:
PATO0PT 11C A7
ameeT AU aa h A AU?

? mg . &CT
7
tmf &P hG T +a TWeAT age hq T
Tl eP hGF ANTATFIR. AP AGT §CoT 2 (omeedr
Ao £A4)
ANNEX V: DATA COLLECTION TOOL
PART ONE: - SOCIO - DEMOGRAPHIC ASSESSMENT
Number Questions Responses Code Skip
101 How long did you live/st y mm/ yy
here?
102 What is your age? Enter no years
1. Hadiya
103 What is your ethnicity? 2. Gurage
3. Amhara
4. Kambata
5.Silte
(77). Other, specify---------
1.male-----
104 What is your family size? 2 Femae------
3.total ---------
1. Protestant
105 What is your Religion? 2. Orthodox
3. Muslim
4. Catholic
(77). Other, specify
1. llliterate
106 Educationa status of 2. Can read and write
respondent 3. Primary school
4. Secondary school
5. Above secondary
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1. Housewife

107 What is your main 2. Gov. employee
occupation? 3. Student
4. Farmer
5. Daily laborer
6. Merchant

(77). Other, specify.

108 Did you experience 1.Yes
infant/child death in the past 2.No
12 months? (99) No response

PART TWO SOCIO-ECONOMIC STATUSASSESMENT

1.Yes
201 Do you have Television? 2. No
(99) No response
202 Do you have Radio? 1Yes
2.No
What is Your monthly income | ------------------- Birr
203 (in birr)?
Compared to your neighbors 1. Very poor
204 where do you classify the 2. Poor
family’s economic status? 3. Average
4. Well to do
5. Rich

PART THREE: - REPRODUCTIVE HISTORY
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Number | Question Response Code | Skip
301 Did you have any pregnancy before? 1.Yes
2. No » | 401
(99) No response
302 If yes, how many pregnancy? Enter
number.............
303 Were al pregnancies wanted? 1. Yes
2.No
(99) No response
304 How many live births did you have? 1. Enter the number
(99) No response
305 How many live children do you have now? 1 Mae---
2.Femae---
3 Total...
(99) No response
1.Yes
306 Did you have any still births? 2. No
(99) No response
307 Have you ever experienced induced 1.Yes
Abortion? 2.No
(99) No response
308 What was your age at first pregnancy? 1. Enter the
numbey------
309 Desired number o children | smmmememeeee-
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PART FOUR: - SOCIO-PSYCHOLOGICAL FACTORS

401 How many children do you want? | 1. Males ......
2. Females------
3 Total......
1. Strongly disagree
402 Will having too many children 2. Disagree
help improve the income of the 3. Neutrd
family? 4. Agree
5. Strongly agree
1. Strongly disagree
403 Will having too many children 2. Disagree
guarantee generational continuity? | 3. Neutral
4. Agree
5. Strongly agree
1. Strongly disagree
404 Should high infant/child mortality | 2. Disagree
be compensated by too much 3. Neutral
birth? 4. Agree
5. Strongly agree
1. Strongly disagree
405 Isitasinto practice MC 2. Disagree
methods? (Not religiously 3. Neutrad
allowed) 4. Agree
5.Strongly agree
1. Strongly disagree
406 MC has side effects; will it be 2. Disagree
dangerous to a mother? 3. Neutral
4. Agree
5. Strongly agree
407 Does child spacing help protect 1. Strongly disagree

the heath of mothers and
children?

2. Disagree

3. Neutrd

4. Agree

5. Strongly agree

SOCIO-PSYCHOLOGICAL FACTORS

408

aloss of confidence between
couples?

Will family planning practice cause

2.Disagree
3. Neutra
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4. Agree
5. Strongly agree

409 Does contraceptive use decrease 1. Strongly disagree
sexual satisfaction? 2. Disagree
3.Neutral
4. Agree
5. Strongly agree
1. Strongly disagree
410 Does contraceptive use cause 2. Disagree
infertility in women? 3. Neutra
4. Agree
5.Stronglyagree
1. Strongly disagree
411 Does FP help amother to regain her | 2.Disagree
Strength before her next baby? 3. Neutra
4. Agree
5. Strongly agree
412 Should men share the responsibility | 1. Strongly disagree
of family planning use? 2.Disagree
3. Neutra
4.Agree
5.Strongly agree
PART FIVE: - KNOWLEDGE ASSESSMENT
Have you ever heard of modern 1.Yes

501

Contraception?

2.No

601

(99) No response

502

From where/whom did you first get
the information?

1.Hedlth facility
2.Massmedia

3. Partner

(77) Other specify...
(99) No response

503

Which method of MC do you know?
(More than one answer is possible!)

1. Fills

2. Inject able

3. Implant
4.Condom

5. 1UDs

(77). Other, specify...
(99) No response

504

What are the important reasons that a
woman should use MC?

1. Prevention of unwanted
Pregnancy
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(More than one answer is possible!)

2. Child spacing

3. Prevention of STI/HIV
4. To limit family size
(99) No response

PART SIX: - ATTITUDE, PRACTICE AND OTHER QUESTIONSON THE USE OF
MODERN CONTRACEPTION

601

Have you ever used any MC?

1.Yes

2.No
(99) No response

%607

602

Are you currently using any MC?

1Yes
2.No
(99) No response

604

603

If yes 9601 and no for q602, what was the
reason to default?

1. Fear of side effects
2. Husband’s influence

3. desireto have more children

4. religious prohibition
5. medical problem

6. preferred method not available

7.0thers influence
(77)Other specify-

604

If yes, which method are you using?

Mention the method-------

605

For how long did you take this method?

606

Are you using the method you choose?

2. No
(99) No response

607

Why are you not using contraceptive? (for
nonusers)

1.1 Want more children

2 Fear of side effects

3. Husband’s influence

4. Religious prohibition
5.0thersinfluence

6. Rumors they are not good
7. Unavailable in the nearby
(77). Other, specify----------- :
(99) No response

608

Isit culturally acceptable to practice MC in
your community?

1. Yes

610

2. No
(99) No response

609

If no, what is the reason

1.Unacceptable in my culture
2.Considered as sin
3.Rumors
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(77).0thers, specify...

1 Yes
610 | Do religious fathers approve MC use? 2.No
(99) No response

1. Husband dominance

611 | In your opinion, what is the most 2.Religious prohibition
important reason/s for awoman for not 3. Sex preference
using MC methods? 4. Side effects of methods

5. Rumors they are not good
6.unavailable in the nearby
(77) Other, specify..........

612 | Whom do you think should make a 1. Jointly
decision to use family planning? 2. Husband
3. Wife

(77) Other, specify

1. Had ever discussed

613 | What do you tell usregarding 2. Had discussed in the
communication about MC with your past 12 months
husband? 3. Discuss usualy
4. Have an intention to Discuss
614 | How long did it take for you to go to the Minuets/Hrs
nearby health facility to get FP service (on
foot)?

615 | What are the major weaknesses you have | 1. Lack of contraceptive supplies
observed so far? 2. Shortage of skilled man power
3. Poor client handling

4. Poor follow up

5. Drugs are expensive.

6. | have not observed problem
7. 1 don’t know

(77). Others ------------

005: Enumerator’s ID number ----------

006: Date of interview in Ethiopian calendar------
007: Approved by Supervisor Name---------------
Signature---------
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