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Abstract

Background: About 222 million women in developing countries had unmet need of
contraception. Women in their first year after childbirth had the largest proportion of unmet need

for contraception. This first year after delivery is described as an extended postpartum period.

Objective: To determine the magnitude and factors associated with unmet need among women

who are in extended postpartum in Tahtay Koraro Woreda, Tigray regional state, Ethiopia.

Methods: A cross sectional facility based study complemented by in-depth interview of key
informant was implemented. A total of 409 Women in the 1% year after delivery were recruited.
The study period was from 1* February to March 30, 2014. For quantitative data Epi-Info
version 3.5.4 software was used for data entry, and then data exported to SPSS Version 21
software for further analysis. Logistic regression model was used to identify factors associated
with the outcome variable. The transcribed and translated qualitative text data were imported into

an Open Code program and coded. Then codes were categorized and thematically described.

Results: The overall unmet need for family planning was 150 (36.7%), with 121 (29.6%) for
spacing and 29 (7.1%) for limiting. One hundred twenty (29.3%) women were using family
planning. And 84 (70%) of them were using injectable. The commonest reasons for non-use of
FP were non-menstruating since last birth 201 (69.6%), side effects 39 (13.5%) and infrequent
sex 22 (7.6%). Rural residence (AOR=7.16, 95% CI 2.57-19.95), postpartum week (38-52 week;
AOR=8.71, 95% CI 3.90-19.44) and low perceived risk of pregnancy (AOR=1.79, 95% CI 1.04-
3.09) were significantly associated with high unmet need. Opposition from different groups of
the community, low perceived risk of pregnancy, provider refusal of removal of implants and

misunderstanding of FP use and side effects were additional triggering factors for unmet need.

Conclusion and Recommendation: The unmet need for family planning was high. Rural
residence, increased maternal postpartum week and low perceived risk of pregnancy were
associated with high unmet need. Opposition from different groups of the community and refusal
of implant removal were also other factors affecting unmet need. Empowering women with
knowledge of the risk of pregnancy and FP use during extended postpartum period should be
enhanced. Further awareness creation should be extended to periphery at different levels of the

community.
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1. INTRODUCTION
1.1. Background

In 2013 the world population reached 7.2 billion with 5.9 billion (82.5%) living in the less
developed regions [1]. This fast population growth, fueled by high fertility, hinders the reduction
of poverty and the achievement of other internationally agreed development goals. Furthermore,
universal access to reproductive health, one of the key goals of the Program of Action adopted
by the International Conference on Population development, is still far from being achieved. And

unmet need for family planning in the least developed countries remains high [2].

WHO reported Global use of modern contraception has risen slightly, from 54% in 1990 to 57%
in 2012.In Africa it went from 23% to 24% [3]. Of the 1.5 billion women of reproductive age in
developing countries, about 222 million women were found to have unmet need for modern
methods in 2012 [4]. One of the main factors that account for future population growth is the
increased number of unwanted births as a result of unmet need for contraception [5]. Eighty
million unintended pregnancies occur every year in developing countries. Women who have an
unmet need for effective contraception account for 79% of all unintended pregnancies in

developing countries[6].

Globally, an estimated 287 000 maternal deaths occurred in 2010. Sub-Saharan Africa accounts
56%, which is mainly due to complications associated with pregnancy and childbirth[7]. The
Millennium Development Goal (MDG) target SB—universal access to reproductive health by
2015—strongly corresponds to the right to contraceptive information and services to meet the

unmet need for family planning which is one of the indicators for this target[8].

Ethiopia is the second-most populous country in Sub-Saharan Africa next to Nigeria with a
population of about 85 million[9]. The population grows at a rate of 2.6 percent per annum. The
vast majority of the people (84 percent) reside in rural areas. Females constitute 50.5% of the
total population. Women aged 15 — 49 years and under five children constitute 23.4% and12.2%
of the total population respectively[10]. Since the introduction of modern FP service in Ethiopia
by The Family Guidance Association of Ethiopia (FGAE) in 1966 and with the adoption of the
Population Policy in 1993, local and international institutions partnered with the government are

working in expanding FP programs and services[11]. Despite these cumulative efforts the
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maternal mortality ratio in Ethiopia is still strikingly high and has stagnated at 676 per 100,000
live births after declining from 871 per 100,000 live births in 2000 to 673 in 2005 ratio of 676
deaths per 100,000 live births. And the infant mortality rate (59/1000 live births) is also high as
well[12], which made it among the seven countries which account for 3%-5% of global maternal
deaths [7]. At the current pace, there is little optimism that Ethiopia will be able to meet the
MDG 5 target [13].

1.2. Statement of the problem

Worldwide 12% of women 15-49 married or in union wanting to avoid a pregnancy didn’t have
access to or are not using any effective method of contraception in 2010. This unmet need was

especially high among groups such as women in postpartum period [14].

Reducing unmet need would significantly reduce unintended pregnancies, abortions, and
maternal and child deaths[15]. Particularly serving all women in developing countries who
currently have an unmet need for modern methods would prevent an additional 54 million
unintended pregnancies, including 21 million unplanned births, 26 million abortions (of which
16 million would be unsafe) and seven million miscarriages; this would also prevent 79,000

maternal deaths and 1.1 million infant deaths[6].

One of the strategies to reduce maternal morbidity and mortality is to avert the high risk of
pregnancies through the use of effective and appropriate family planning methods. It has been
suggested that about 35% of maternal deaths could be eliminated if all women and men had
access to contraception to prevent unwanted pregnancies [16]. As of 2011, 29 percent of married
Ethiopian women of childbearing age (15—49) use any method of FP; this is a dramatic increase
from the 2005 level—when only 15 percent of married women of childbearing age were using
any form of contraception. However, 25% of married women do not want any more children or
want to wait for two or more years before having another child but were not currently using any

form of contraception [12].

The year after a woman gives birth presents a rising risk of an unwanted conception and
often frustrated desire for contraceptive protection. Survey study of 27 countries, indicated
that two-thirds of women who are within one year of their last birth have an unmet need

for contraception, and nearly 40% say they plan touse a method in the next 12 months
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but are not currently doing so[17]. Study in Ethiopia has shown that 86% of women in first
year postpartum have unmet need[18]. ACCESS-FP USAID-sponsored global program defines
this first year after delivery as extended postpartum period, which has particular importance to
the health of both mother and child, and to use FP to prevent an unintended or unwanted
pregnancy, or to space the next birth by 24 months. WHO reports that over 60% of maternal

deaths in developing countries occur during this postpartum period[19].

Evidences have shown that for a small proportion (10-25%) of women, low perceived risk of
conceiving is the main reason for unmet need, but for most individuals, obstacles prevent the
translation of genuine need into contraceptive adoption. The four key barriers are: insufficient
knowledge about contraceptive methods and how to use them; fear of social disapproval; fear of

side-effects and health concerns; and women’s perceptions of husbands’ opposition [5].
1.3. Rational of the study

The postpartum period is an important intervention point for improving access to family
planning services. This period is critical for two reasons: postpartum women have a high need
for contraception, and these women have multiple contacts with the health facility either for
postnatal or child immunization visits. Although the majority of postpartum women indicate a
desire to use contraceptives, family planning methods are often not offered to, or taken up by,

women after delivery or in the first year postpartum[17, 20, 21].

Therefore with regard to this extended postpartum unmet need for FP and factors associated to it,
no adequate data are available in our country Ethiopia despite the magnitude shown above by
ACCESS-FP and the total unmet need of reproductive age group by EDHS. Beside this the target
set to increase contraceptive prevalence to 60% by 2010 of the national reproductive health
strategy has not been achieved[22]. As a result studies are needed on the magnitude and factors
associated with unmet need of family planning in extended postpartum as they constitute 40% of
the unmet needs in the general population. Not only do pregnancies during this period hold the
greatest risk for mother and baby, the first 12 months after childbirth also present the greatest
opportunities in terms of number of contacts with health care services[21]. Efforts to address this
postpartum unmet need should first seek to understand the specific patterns and factors

associated with unmet need for contraceptive in the postpartum period. So this study was



conducted in Tahtay Koraro Woreda, North Ethiopia, particularly in immunization and child
health clinics of health facilities in which they are supposed to be the best area of contacts with
the mother. The results and recommendations of the study are expected to be helpful in providing
a convenient programmatic approaching to address the unmet need of mothers who are in the

postpartum period and will serve serve as base line for other future studies.



2. LITERATURE

2.1. Extended postpartum unmet need

Extended postpartum unmet need for FP is percentage of women (ages 15 to 49) within the first
year following the birth of their most recent child who desire to either stop or postpone
childbearing who are at risk or have returned to fertility, but are not currently using a
contraceptive method[23]. An issue important to analysis of women in the first year postpartum
is what to do with amenorrhic women. There are two possibilities. The first, most popular
solution is to define their unmet need status based on their fertility preferences retrospectively at
the time of their most recent pregnancy. A second possibility is to define their unmet need status
based up on their fertility preferences at the time of the survey interview or prospectively
(looking forward) [24]. This is because it is most likely to correlate with their need for family
planning in the extended postpartum period. Since women’s return to fertility varies and it is
difficult to predict that return, all women who are postpartum and not using a method could be
considered to have an unmet need for family planning. Furthermore, the largest proportion of
women with an unmet need for contraception is found among those in their first year after
childbirth [17]; maximizing efforts to reduce unmet need among these women could have a

proportionally bigger impact on increasing contraceptive use than targeting on any other group.

An estimated 222 million women in developing countries would like to delay or stop
childbearing but are not using any method of contraception mainly in South Asia and sub-
Saharan Africa [4]. In sub-Saharan Africa 24% of married women had unmet need for
contraceptive, being the lowest in Zimbabwe (13%) and the highest in Rwanda (38%)
[25].However with respect to women of reproductive age group it raises to 53% of unmet need
for contraception. A study by Ross and Winfrey (2001) using data from 27 countries reported
that most of these unmet needs were prevalent in postpartum women and it showed that two-
thirds of women who were within one year of their last birth had an unmet need for
contraception[17]. Yet, globally, nearly 65% of women in their first postpartum year had an

unmet need for family planning services [26].

According to the 2008—-09 Demographic and Health Survey (DHS) data from Kenya, from 0-5.9

months postpartum, overall unmet need was 76%. At the end of one year postpartum, overall



unmet need had decreased to 59%, and then to 48% by the end of the second year. And half
(50%) of all pregnancies in Kenya occur within short intervals of less than 24 months after the
preceding birth. Of these pregnancies, 15% occur within very short intervals of less than 12
months, and another 35% occur within intervals of 12-23 months[27]. A prospective cohort
study in Swaziland majority (69.2%) of postpartum women reported that their most recent
pregnancy was unintended with no differences between HIV-positive and HIV-negative
women[28]. Another study on basis of DHS Rwanda showed 72% and 54% unmet need at 0-5.9
and 6-11.9 months postpartum. Over half (52%) of all pregnancies in Rwanda occurred within
short intervals of less than 24 months after the preceding birth. Of these, 4% of pregnancies
occurred within very short intervals of less than six months following the preceding birth, 9%

occur within short intervals of less than 12 months, and another 39% occur within intervals of

12-23 months [29].

According to the Ethiopia DHS, use of any contraceptive methods among currently married
women has increased nearly six fold in the last 20 years, from 5 percent in the 1990 NFFS to 29
percent in the 2011 EDHS. Whereas 25% of currently married women have an unmet need for
family planning—16 percent for spacing and 9 percent for limiting and the total demand for
family planning among currently married women is 54 percent [12]. In Tigray regional state
where the study was carried out, 22.2 % of women in the reproductive age use any method of
family planning whereas 22% has unmet need for FP.As to analysis based on 2005 EDHS data of
one year postpartum women, 86% of them had unmet need with only 8% were using any method
of family planning and only 5% of women during the 12 month postpartum period desire another
birth within two years[12, 18]. Another community based survey in Bahir Dar, Ethiopia, showed
21.2% unmet need for FP in EPPP[30]. However there is a limitation of further detailed studies
concerning the unmet need of family planning in this critical postpartum period in the study area

and in Ethiopia in general.
2.2. Rational of postpartum family planning

Many women in the postpartum period do not start to use contraception until the return of
menstruation, but they become fecund before menstruation returns, and, thus, they are at risk of

unwanted pregnancy if sexual activity has resumed [24]. This period is also a risk for women in



which over 60% of maternal deaths in developing countries occur during the postpartum
period[19]. According to an analysis of DHS data from 27 countries, 65% of women who are 0—
12 months postpartum want to avoid a pregnancy in the next 12 months but are not using
contraception [17]. These postpartum women may not realize they are at risk of pregnancy even
if they are breastfeeding. A study in Egypt found that conception occurred during the first 6
months postpartum in 4.4%, before resumption of menstruation in 15.1% and while exclusively

or almost exclusively breastfeeding in 28.1% [31].

WHO recommends pregnancy at least 24 months interval after last birth and at least six months
interval after miscarriage or abortion. Study showed that closely spaced pregnancies within the
first year postpartum were the riskiest for mother and baby, resulting in increased risks for
adverse outcomes such as preterm, low birth weight and small for gestational age. Pregnancy
occurring within six months of the last delivery holds a 7.5-fold increased risk for induced

abortion and a 1.6-fold increased risk of stillbirth [32].

The dynamics of contraceptive use among women in extended postpartum period, i.e. one year
period after the birth of child, is of interest at the family planning program level, since delay of
use until the return of menstruation might subject women to the risk of unwanted pregnancy. An
increase in contraceptive use during the postpartum period substantially reduces the rates of
maternal and infant mortality by preventing unplanned and unwanted pregnancies, and spacing
new pregnancies to at least two years after the previous birth [33]. So promotion of family
planning in those countries with high birth rates has the potential to avert 32% of all maternal
deaths and nearly 10% of childhood deaths[5]. Moreover, a study demonstrated that the addition
of family planning to PMTCT services could avert nearly twice as many HIV -positive births as

the use of ARV-based prophylaxis does in countries with a high prevalence of HIV[34].

2.3.  Demographic and socio-economic characteristics of women with

unmet need

The characteristics of women with an unmet need for contraception vary according to their
childbearing intentions (whether they want to delay having their first child, space subsequent
births or have no more children at all), marital status, age, income and whether they live in urban

or rural areas [35].



Analysis of 59 DHS data indicated that in most countries substantially higher levels of unmet
need in rural than in urban areas with few exceptions in Mozambique, Moldova, Guyana, Samoa,
and the Dominican Republic, where unmet need is the same or slightly higher in urban than rural
areas. The unmet need also decreases as women’s education and household wealth increases,
though the relationship is not consistent. In most countries, patterns for unmet need by parity are
similar to those by age because, as would be expected, age and parity are closely linked. In
general, most surveys show that unmet need for spacing decreases with age and parity while
unmet need for limiting increases, with slightly lower levels of unmet need among the oldest
group of women, who have reached menopause, at which point they no longer need family

planning at all[36].

Women younger than 35 years in Ethiopia have a higher unmet need for spacing; while older
women age 35 or older have a higher unmet need for limiting. Unmet need is almost twice as
high among rural women as among urban women (28 percent versus 15 percent). Women with
no education (16 percent) or primary education (19 percent) are much more likely to have an
unmet need for spacing than those with secondary or higher education (10 and 6 percent,

respectively). Unmet need is lowest among women in the wealthiest household[12].

Unmet need is inversely related to ideal number of children. Women whose ideal number of
children was between 3 and 4 were 30% less likely to have unmet need compared with those
whose ideal number was 5 children and above. And women with less number of living children
were less likely to have unmet need for family planning [37]. Women married (for the first time)
at age 18-24 had higher unmet need for spacing compared to those who had their first marriage

was at less than 15 years old[38].

A cross sectional study of women attending immunization and postpartum care in India showed
that prevalence of unmet need is high among illiterate women (46.1 %) and primary literacy
group (52.1%); compared to that in the higher educational groups. whereas prevalence of unmet
need for spacing significantly decreased as the number of living children increased and unmet

need for limiting increased with increased in numbers of living children[39].



2.4.  Reasons for non- use of FP in extended postpartum (unmet need)

DHS analytical study of four countries showed that a substantial proportion of mothers in the
postpartum period did not use any contraceptive method after they became susceptible, two in
five women in Kenya, one in four in the Dominican Republic, and one in five in Indonesia and
Peru[40]. A central factor behind the prevalence of postpartum unmet need is women’s
awareness of when they are at risk for pregnancy. After giving birth, women cannot get pregnant
for some period of time that varies depending upon certain factors. Many new mothers are not
aware when they are at risk of pregnancy. Often, women (and providers) believe they cannot get

pregnant unless their menses have returned, which is not true [41].

Women who gave a reason for nonuse that pertains to their “exposure” to pregnancy indicated
that they believe they are at low risk of getting pregnant either because they have sex

infrequently, they are experiencing postpartum amenorrhea, or they are generally in fecund or
sub fecund [25].

A community based survey among postpartum in Rwanda showed that modern method use was
at 50.4%; unmet need to limit births was at 21.7%; unmet need to space births was at 15.1%.
58.4% of the women not currently using any FP method cited waiting for menses to return as the
reason for non-use (73/120 women were more than six months postpartum); 15.3% cited fear of
side effects; and 14.9% cited breast-feeding (12/30 respondents were more than six months PP).
Factors that increased the likelihood of non-use included being older age; being less than six
months PP; wanting a child within 12 months; distrusting contraception; and acknowledging
barriers to use [42]. A prospective study of 254 women in antenatal care in Nigeria showed that
59.4% unmet need despite high level of awareness of common contraception in postpartum
period. The commonest excuse that was given for non-use of contraception was breastfeeding
(20.40%), followed by perceived side effects (8.5%) and delayed resumption of sexual
intercourse (8.5%). The largest proportion (30.3%) of the respondents, however, did not give any
reason. Furthermore, neither educational attainment nor parity significantly influenced the use of
contraception among the respondents (p» 0.05) [43].However, a study in Ethiopia indicated that
feeling of not exposed to risk of pregnancy (34.4), fear of side effects (10%) and fearing of

change in breast milk content (8.6%) were the common reasons for non-use of FP in PP [30].



Another follow up survey of postpartum women in Tanzania showed 62% of unmet need. As a
result of this high unmet need, 36% of pregnancies in the postpartum period were
unwanted or wanted later. Pregnancies occurred at a median of 6.6 months postpartum, which
provides evidence for the increased pregnancy risk after 6 months postpartum. The
overwhelming reason for not using FP (even respondents over 10 months postpartum) was that
their menses had not returned. Partner disapproval constituted the second most important
reason for not using FP, accounting for 10-16% of non-use. Concern over side-effects was
the third most common reason, and was by far the largest barrier to FP use at baseline,

accounting for 56% of never use of FP [44].

Family Health International (FHI) 360 reviewed data of six separate studies in four different
countries (Ghana, India, Rwanda and Zambia) including qualitative study. Beside the above
reasons identified by other studies, providers’ refusal to provide FP while menses was absent
was found to be another important factor. Fifty three percent (53%) of the immunization
providers (one study in Rwanda) were unsure or agreed with the statement “a woman must be
menstruating to start a family planning method.” Many women also confirmed that providers
would require menstruation before giving a method. In the non-use study (Rwanda), 43% of
women agreed with the statement: “If I go for family planning, the nurse will ask to see my pad.”
In the qualitative sample in this study, 7 out of 35 current or past family planning users reported

being asked to show proof they were menstruating or told to come back during their next
period[20].

According to the performance monitoring and accountability by 2020 (PMA/2020) report, being
lactating (16.2%), religious opposition (6.5%), personally opposition (3.9%) and lack of
knowledge about method or source (8.9%) were among the reasons for non-use of FP in

Ethiopia[45]

It has been understood that the largest proportion of women with unmet need for family planning
is found among those in their first year after delivery. As a result it contributes to unwanted
pregnancy which could further increase the life time risk of maternal mortality. Beside the
demographic and socioeconomic status of the mothers, low perceived risk, fear of side effects,
spousal/ religion opposition and unavailability of method choice have become important factors

affecting unmet need.
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Though the unmet need of all women of reproductive age group is well studied, the magnitude
and factors associated with unmet need in this critical period of extended postpartum period is
not well studied in our country. So that identifying and meeting of this unmet need will
significantly improve the contraceptive prevalence rate and, averts considerable amount of
maternal and infant deaths. As a result, the study was aimed to identify the above problem which
would in turn help in designing a feasible and convenient programmatic approach to address the

unmet need of mothers who are within the first year of delivery.
Research questions;

1. What is the prevalence of unmet need for family planning among women who are in

extended postpartum period?

2. Do demographic and socioeconomic characteristics of postpartum women affect their

unmet need for family planning?
Hypothesis of the study;

1. Women’s education is negatively associated with postpartum unmet need for family

planning.

2. Women who reside in rural areas have higher postpartum unmet need for family planning

as compared to urban dwellers.

3. Women’s low perceived risk of pregnancy is associated with increase of postpartum

unmet need for family planning.

11



3. OBJECTIVE
3.1.  General objective

e To assess the magnitude and factors associated with unmet need for family planning
use among married women of reproductive age who are in an extended postpartum
period in Tahtay Koraro Woreda, North West of Tigray, Ethiopia.

3.2.  Specific objectives

e To determine the magnitude of unmet need for family planning among women who are

in extended postpartum period.

e To identify factors associated with unmet need for family planning during extended

postpartum period.

e To explore opinions, attitudes, behavioral and cultural aspects that contribute to unmet

need for family planning among postpartum mothers.
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4. METHODS
4.1. Study area and period

The study was conducted in Tahtay Koraro Woreda which is found in the North West of Tigray
regional state, Ethiopia. The study period was from 1* February to January 30, 2014.1t covers an
area of 1,940.38 square kilometers. In this Woreda there are two urban and thirteen rural
Kebeles, Shire Inda-Silassie being the administrative town. According to the Ethiopia central
statistics agency (CSA) 2007, the total population of the Woreda was116273, of which female
population accounts 59929 (51.5%). As the 23.4% of the Ethiopia population is female in
reproductive age group, there are an estimated 27208 females aged 15-49 in this Woreda. And
infant less than one year accounts 2.9% (3372) of the total population. This Woreda had 1 zonal
hospital, 6 health center and thirteen health posts. As to the 2011 EDHS, the unmet need for
family planning and contraceptive prevalence of the region was 22% and 22.2% respectively.
And according to 2013 report of the Woreda health office, contraceptive prevalence rate of the

Woreda was 72%.
4.2. Study design

Institution based cross sectional study design was employed and it was complemented by
qualitative study whereby key informant in-depth interview was carried out on six key
informants. These key informants were composed of providers, programmers, respected religious

leaders and government officials.

4.3. Population

4.3.1. Source Population

The source of the study population for the quantitative part was married women of reproductive
age group who were with in the first year after delivery and who came with their infants for
immunization or child health service in Tahtay Koraro Woreda, North West of Tigray, Ethiopia.
And the source of population for the qualitative data was key informants (health care providers,
programmers, religious leaders’ and government officials) who live in the locality of respective

health facilities.
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4.3.2. Study population

The study population for the quantitative data was married women of reproductive age group
who were within the first year after delivery and who came with their infants for immunization
or child health clinics at the time of data collection, whereas key informants of the respective
health facility who were found to be voluntary in the time of data collection were the source of

population for the qualitative study.
4.4. Sample size and sampling procedure

The sample size for the quantitative design was calculated based on the outcome variable, unmet
need for FP which is the first objective of the study. Other factors were used to see the sample

size and the sample size calculated using the prevalence was found to be the maximum.

4.4.1. The sample size was calculated by using single population

proportion sample formula;

1

_ )
(20”1

—

Where ; b { ! 2
e d=degree of precision = 0.05
e p = observed prevalence = 0.518 which the prevalence of unmet need among extended
postpartum mothers taken from a study in Bahir Dar, North Ethiopia [30]
e Z a\2 at 95% confidence level =1.96
e q=1-p=0.482
Based on the assumption, the calculated sample size was:
n=(1.96) x 0.482(0.518) =384
(0.05)

With 10% none response rate, the total sample size was 422.

4.4.2. Sampling procedure

Public health facilities located in Tahtay Koraro Woreda with immunization and child health

services and client flow to the respective services were identified. Then, all of the rural health
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centers (which were 4 in number) and the urban health centers (which were 2 in number) were
selected. The sample size was assigned to each selected health facility proportional to the
number of infants served to immunization and child health care services in the respective health
facility. A 2013 second quarter measles immunization performance report was used to determine
the number of infants. The mothers of those infants were consecutively recruited during the
mornings of data collection time according to their order of arrival during their visit. Recruitment
was continued until the required sample size was obtained from each facility. Randomization
was not possible due to the short period of data collection and due to a limited number of daily
client flow in the rural facilities. On the other hand, in-depth interview was conducted among
those experienced and volunteer key informants who were selected based on purposive sampling,

residing in the selected health facilities until a point of saturation of information was reached.

Figure 1 Schematic presentation of sampling procedure

Beles h/c= 88/196 May-Timket h/c
=50/111

Selam h/c
=68/151

Semema h/c

~72/160 Total

409/422

7

Uomer h/c
=60/133

MCH h/c =84/187

Where; Numerator=sample size from each facility, Denominator= quarter measles immunization

which is used to calculate the required sample from each facility.

15




Inclusion and exclusion criteria
Inclusion criteria

e Postpartum married women who were within the first year after delivery, who came for
immunization and child health services with their infants (less than one year baby) to a

health center.
Exclusion criteria

e Postpartum married women who were within the first year after delivery, who came for
immunization and child health services with seriously ill infants and having
communication problems.

4.5. Measurement and data collection method

4.5.1. Study variables
Dependent Variable
e Unmet need for family planning
Independent variables

e Socio-demographic variables;
Age, marital status, religion, education and occupational status of women, education
status and occupation of their spouses, household income

e Health facilities / Institutional related factors
Inaccessibility (facility being too far), availability of contraceptive commodities (e.g.
absence of preferred method)

e C(Client related factors;

Source of FP information, fertility preferences, fear of FP method side effect, partner or
religious leaders’ disapproval

e Provider related factors

Provider refusal (need of menses to provide FP)
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4.5.2. Data collection and instruments
Quantitative data

Data was collected using adopted and modified structured questionnaire from DHS which
included demographic information, full details of postpartum maternal unmet need and other
factors that deter use of family planning among mothers. The questionnaire was initially
prepared in English after an extensive search and review of relevant studies done on the issue
under caption and then it was translated into Tigrigna. The Tigrigna version was again translated
back to English to check for consistency of meaning. The translated Tigrigna version
questionnaire was pre-tested in similar areas outside of the study site prior to the actual data

collection.

Six data collectors (2 druggist, 3 clinical nurses and ldiploma midwife) and one supervisor
(diploma midwife) were recruited from outside the study facilities. The purpose of the study was
explained to them to minimize bias during data collection. The supervisor and data collectors
were trained using lecture and field practice method for one day on basic principles of data
collection, on the questionnaire and how to do other related procedures during data collection by
the principal investigator. An additional training on data completeness, cross-checking and
correction actions was given to the supervisor. Accordingly the supervisor continuously followed
and supervised data collectors. He collected and cross-checked the completeness of
questionnaires received from data collectors and took corrective measures accordingly. And he
reported and discussed with the principal investigator on a daily basis throughout the data

collection period.
Qualitative data

Key informants were selected based on the assumption that they were more knowledgeable about
the topic of interest and can speak about the general community beliefs and practices. Based on
the purposive sampling method, sample sizes were determined on the basis of theoretical
saturation—the point in data collection when new data no longer bring additional insights to the
research questions. The interview process continued until that point was obtained. And
eventually that point reached after 6 people from different fields were interviewed. The in-depth

interview was carried out by principal investigator with the assistance of a note taker. A study
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guide was developed by the principal investigator to conduct the in-depth interview. The

interview was tape recorded, and translated and transcribed in the same day of the interview.
4.6. Data quality assurance

To maintain data quality, all data collectors were fresh graduates of health professionals (clinical
nurses, diploma midwives and druggists) who had knowledge on FP and all of them were trained
on data collection procedures by the principal investigator. Moreover, 5% of the total
respondents were pre-tested outside the study site, to see for the accuracy of responses, language
clarity, appropriateness of data collection tools, estimate the time required and the necessary
amendment was considered. Accordingly minor corrections regarding language clarity and data
collection tool were incorporated into the study tool. The collected data were reviewed and
checked for omissions, legibility of handwriting, completeness and consistency by the principal

investigator and supervisor on a daily basis during data collection.
Data processing and analyzing

Quantitative data

The data collection instruments were coded and data were checked and entered using Epi-Info
version 3.5.4. It was cleaned and edited by simple frequencies and cross tabulation before
analysis. For analysis, the data was exported from Epi-Info to SPSS Version 21 and was checked
for missing values before analysis. Descriptive statistics and numerical summary measures are
presented using frequencies distribution tables and graphs (diagrams) to describe the study
population in relation to relevant variables. The outcome variable, i.e. postpartum unmet need
was calculated prospectively based on future fertility preferences and FP use of women who
were in the extended postpartum period and those who were on LAM have been excluded from
the calculation. Bivariate logistic regression analysis with the help of odds ratio along with their
95% confidence interval was used to assess the degree of association between dependent and
independent variables and test significance of the association. And variables which had
significant association with the outcome variable were entered into multivariate analysis to form
the model. Multivariate logistic regression model using adjusted odds ratio (AOR) was applied to

identify the important determinants for unmet need in extended postpartum mothers and used to
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control for possible confounding effects. Before multivariate analysis, independent variables

were checked for multicollinearity effect using variance inflation factor (VIF).
Qualitative data

The tape recorded data was transcribed to Tigrigna and translated to English. Open code
software was used to code and categorize qualitative data, and then content analysis was
employed to analyze the qualitative data. The exported raw data in open code was read
thoroughly text by text and codes were labelled. After that codes were categorized into three
different categories. Then every category has been explained below to conceptualize the
interpretations of the whole data using the raw data. Finally a theme which fits all the categories

was formulated.
Operational definition

Unmet need for family planning:- the percentage of married women who are currently
married (in union) and fecund and who wants to wait at least two years before their next birth or

stop child bearing entirely, but are not using modern contraception.
Extended postpartum period: - is the first year after delivery.

Extended postpartum unmet need:- The percent of married women aged (15-49) within the
first year following the birth of their most recent child who desire either to stop or postpone
childbearing by at least 2 years and who are not currently using a contraceptive method, but want

to use in the future.

Postpartum family planning: - is the prevention of unintended and closely spaced pregnancies

through the first 12 months following childbirth.

Unmet need for spacing:- the percentage of married women who are unsure whether they

want another child or who want another child after two years but not using any modern methods.

Unmet need for limiting: - the percentage of married women who don’t want another child but

not using any modern methods.
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Lactational amenorrhea (LAM):- is a FP method fulfilled when woman’s menstrual bleeding
has not returned since her baby was born, and the baby is exclusively breastfed and less than 6

months old.

Exclusive breastfeeding for 6 months:- it is proportion of infants <6 months of age who are fed

exclusively with breast milk.

Key Informant: - an individual who has special knowledge on a topic and can speak about the

general community beliefs and practices.

Low perceived risk of pregnancy:- those postpartum women who think pregnancy will not

happen while menses is absent.

High perceived risk of pregnancy:- those postpartum women who think pregnancy may happen

while menses 1s absent.

Knowledge of FP:- when a woman is able to mention at least one FP method by herself or know

after description of any method.

Positive attitude of FP:- when a woman able to think or support use of FP during postpartum

period or a husband is able to support his wife to use FP.
4.7. Ethical consideration

An ethical approval from a research ethics committee of School of Public Health in AAU was
obtained. Following the endorsement by the research ethics committee, Tahtay Koraro Woreda
health office was informed about the study through a support letter from School of Public Health,
AAU. Accordingly, written cooperation supportive letter was written to the respective health

facilities where the study was conducted.

Informed verbal consent was obtained from each selected study woman who was in extended
postpartum period and key informant to confirm willingness. Each woman had been informed
about the purpose of the study and participation was voluntary. Also affirmation that they were
free to withdraw consent and to discontinue participation (interview) without any form of
prejudice was made. Confidentiality of information and privacy of participants’ interview was

respected; the mother was told that information that she provided was only for the purpose of this
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study. The names of the informants were not included in the questionnaire. At the end of each
interview necessary advice and right information concerning FP was provided to mothers,

especially for mothers who were not using FP for different reasons. And those who were

practicing accordingly were appreciated.
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5. RESULT

5.1. Socio-demographic characteristic of the study subjects

A total of 409 out of 422 married women who were in extended postpartum participated, which

made the response rate 96.9%. The 409 participants were included in the analysis. The mean age
of the respondents was 26.9 years with minimum age of 16 and a maximum of 45. The majority
of the respondents were in the age group of 20-24 (28.1%) and 25-29 (25.9%). Ninety nine
percent were Tigre ethnicity and 274 (67%) of the study participants resided in rural areas. Three
hundred seventy seven (92.2%) and 32 (7.8%) were Orthodox and Islam followers respectively.
Of all the participants 241 (58.9%) were farmers and 112 (27.4%) were housewives. In addition
to these 176 (43%) were illiterate, followed by primary 143 (35%) and, secondary education and
above 90 (22%). Two hundred forty five (59.9%) husbands’ of the respondents were farmers.
And 105 (26.2%) and 156 (38.9%) of husbands of study participants were non- educated and
primary completed respectively. Two hundred seven (50.6%) of the respondents reported that
they had less than 664 Ethiopian Birr monthly household income (Table 1).
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Table 1 Socio-demographic characteristics of women in extended postpartum period, in

Tahtay Koraro Woreda, Ethiopia, April 2014

Variables Frequency Percent (%)
Maternal age 15-19 49 12
20-24 115 28.1
25-29 106 25.9
30-34 71 17.4
35 and above 68 16.6
Total 409 100%
Maternal residence Urban 135 33
Rural 274 67
Total 409 100%
Maternal religion Orthodox 377 92.2
Muslim 32 7.8
Total 409 100%
Maternal education No education 176 43
Primary 143 35
Secondary and above 90 22
Total 409 100%
Maternal occupation Housewife 112 27.4
Farmer 241 58.9
Merchant 36 8.8
Others* 20 4.9
Total 409 100%
Husband's education No education 105 26.2
Informal education 28 7.0
Primary 156 38.9
Secondary and above 112 27.9
Total 401 100%
Husband's occupation Farmer 245 59.9
Government employee 41 10
Merchant 53 13
Daily laborer 70 17.1
Total 409 100%
Household monthly Low income (663 and below EBR) 207 50.6
income High income (>663 EBR) 202 49.4

(* = students, government employee and daily laborer)
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5.2. Reproductive history and preferences

The mean age at first marriage and at first birth was 16.7 and 19.7 respectively. Of which 74
(18.1%) of them gave their first birth before they celebrated their 18" birthday while 245
(59.9%) women married at the same age interval. Nine years and 29 years were the minimum
and the maximum age of first marriage respectively. A total of 336 (82.2%) women had less than
5 number of living children and 248 (60.6%) respondents reported more than 4 ideal number of
children wanted. Three hundred ninety (95.4%) women had at least one Antenatal care (ANC)
follow up visit for their recent birth, with 265 (68%) start ANC follow up at 4-6 months of
pregnancy. Majority 292 (71.4) of study women gave birth at health center. Three hundred thirty
two (76.3) study subjects were counseled for family planning during their contact with providers
since their last birth and 97 (26.7%) were denied of it during their postpartum period. Of all only
50 (12.2%) participants had an abortion history (Table 2).
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Table 2 Reproductive health characteristics of postpartum women in Tahtay Koraro

Woreda, Tigray, Ethiopia, April 2014.

Variable Frequency Percentage (%)
Age at 1% marriage <15 73 17.8
15-17 172 42.1
18 and above 164 40.1
Total 409 100%
Age at 1% birth 17 and below 74 18.1
18-24 310 75.8
25 and above 25 6.1
Total 409 100%
Parity 1 121 29.6%
2-3 145 35.5%
4 and above 143 35%
No of living children <5 336 82.2
5 and above 73 17.8
Total 409 100%
Ideal No of children <5 161 394
5 and above 248 60.6
Total 409 100%
ANC visits Yes 390 95.4
No 19 4.6
Total 409 100%
Delivery place Facility 292 71.4
Home 117 28.6
Total 409 100%
Ever use of FP method Yes 239 58.4
No 170 41.6
Total 409 100%
FP counselled Yes 312 76.3
No 97 23.7
Total 409 100%
No of ANC visits 1-3 138 354
4 and above 252 64.6
Total 390 100%
Months’ ANC started 1-3 103 26.4
4-6 265 67.9
7 and above 22 5.6
Total 390 100%

25



With regard to reproductive intention, of all respondents 334 (81.7%) study participants wanted

to space their next birth at least 2 years and 72 (17.6%) women wanted to limit their family size.

This result showed that the majority of participants wanted to delay their births (Figure 1).

90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%

Percentage of women

10.0%
0.0%

Reproductive intention

81.7% (334)

17.6% (72)

0.5% (2)

want to deliver soon

0.2% (1)

want to space want to limit

Fertility preference of mothers

can't get pregnant

Figure 1 Reproduction intention of extended postpartum women in Tahtay Koraro, Ethiopia, April

2014

5.3.

Breast feeding, menses and sexual resumption

All study participants were breastfeeding their children at the time of the survey. One hundred

thirty nine (34%) were on 0-12 weeks postpartum and 109 (26.7%) were on 13-25 weeks since

their last birth (Figure 3). Most study women, 306 (74.8%) were sexually active at the same 0-12

postpartum week. One hundred eighty six (45.5%) were exclusively breastfeeding their children.

Only 84 (20.5%) of all respondents reported resumption of menses and 66 (78.6%) of the

menstruating mothers resumed their menses in 0-12 weeks of postpartum (Figure 2). Of all the

study subjects 107 (26%) mothers were on lactational amenorrhea.
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Figure 2 exclusive breastfeeding, commencement of menses and sexually activity of women

in extended postpartum period in Tahtay Koraro, Ethiopia, April 2014
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Figure 3 Percentage of women with respect postpartum week in Tahtay Koraro, Ethiopia, April
2014

5.4. Knowledge, attitude and approval of family planning characteristics

Three hundred ninety eight (97.3%) of the study participant know at least one method of family
planning. Two hundred seventy nine (68.2%) women discussed about family planning with their

husbands and 258 (92.5%) of them were supported to use FP by their husbands.

Table 3 knowledge, attitude and husband approval of FP in EPPP in Tahatay Koraro
Woreda, Ethiopia, April 2014

Variables Frequency Percent (%)
Knowledge of at least one FP method
Yes 398 97.3
No 11 2.7
Total 409 100%
FP discussion with husband
Yes 279 68.2
No 130 31.8
Total 409 100%
Husband’s approval
Yes 258 92.5
No 21 7.5
Total 279 100%
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5.5.  Unmet need and reasons for non-use of Family planning practice during

the postpartum period

The table below has shown the retrospective and prospective unmet needs for FP among the
study participants. Ninety three (22.7%) of current births were unwanted or mistimed and 81
(87.1%) of them were not using family planning method (retrospectively). The major reason for
not using family planning method was fear of side effects 30 (37%), followed by infrequent sex
14 (17.3%) and non- menstruating since last birth 11 (13.6%). Regarding the most important part
of this result which is the current status of postpartum unmet need (prospective unmet need); 257
(62.8%) of women were not using family planning despite they need to space or limit their
births. However 107 (26.2%) women were practicing lactational amenorrhea unknowingly
(table. Thus 150 (36.7%) women had actual unmet need with 121 (29.6%) for spacing and 29
(7.1%) for limiting. Only one hundred twenty (29.3%) of women were using family planning
and, 94 (78.3%) and 19 (15.8) of them were using injectable and implant respectively (figure 6).
The dominant reason for current non-use of family planning were, non-menstruating since last
birth 201 (69.5%), fear of side effects/ health concerns 39 (13.5%), infrequent sex 22 (7.6%) and
husband’s opposition 15 (5.2%) (Table 4).
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Table 4 unmet need for FP, FP use and reasons for non-use of FP in EPPP, in Tahtay
Koraro, Tigray, Ethiopia. April 2014.

Variables Frequency Percentage (%)
Unmet need (retrospective)

Spacing 72 17.6

Limiting 9 2.2

Total 81 19.8%
Reasons for non-use of FP (retrospective) (n=81)
Fear of side effects/ health concerns 30 37
Infrequent sex 14 17.3
Non-menstruating since last birth 11 13.6
Up to God 11 13.6
Husband opposition 6 7.4
Others 11 13.6
Current FP use

Yes 120 293

No 289 70.7

Total 409 100%
Unmet need without LAM exclusion (prospective)

Spacing 207 50.6

Limiting 50 12.2

Total 257 62.8%
Unmet need (prospective)

Spacing 121 29.6

Limiting 29 7.1

Total 150 36.7%
Reasons for current none use of FP (n=289)
No-menstruating since last birth 201 69.6
Side effects/health concerns 39 13.5
Not having sex 25 8.7
Infrequent sex 22 7.6
Husband opposition 15 5.2
Breast feeding 13 4.5
Want another child 8 2.8
Up to God 7 2.4
Others 11 3.8

Figure 4 shows the disaggregate proportion of postpartum unmet need across maternal age. The
overall unmet need and unmet need for spacing was high among the study women of the age
group 20-24 and 25-29. Whereas postpartum unmet need for limiting increased as the age of the
mother increased. But no mother was found to have unmet need for limiting at age above 35

(Figure 4).
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Figure 4 Postpartum unmet need for FP across maternal age in years, in Tahtay Koraro
Woreda, Ethiopia, April 2014

Figure 5 illustrates postpartum unmet need for spacing and limiting. Total unmet need remained
high throughout the postpartum period. It tends to increase as the number of weeks post-delivery

increases up to 38 week. From 0-12 week postpartum total unmet need 5.6% and increased to

15.4% at the end of 26- 38 week PP, and then it dropped to 7.1% at 39-52 week PP (Figure 5).
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Figure 5 Postpartum unmet needs for FP across weeks of postpartum period, in Tahtay

Koraro, Ethiopia, April 2014

5.6. Unmet need for FP across different maternal characteristics

Ninety two (62%) of women with unmet need for FP had 4 and above ANC visits during their
last pregnancy and 100 (34.2%) of women with unmet need for FP gave their delivery at the
health facility. One hundred seventeen (78%) of mothers with unmet need for FP had less than 5
number of living children. Of all the unmet needs 100(66.7%) women had discussion about FP

with their husbands. On top of this, 79 (%) of women with unmet need had ever used FP before

(Table 5).

characteristic of PP women
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Table 5 unmet need for FP across different maternal characteristics of PP women in

Tahtay Koraro Woreda, Tigray, Ethiopia, April 2014.

33

Variables Unmet need
Yes No
No ANC visits
No ANC visits 10 (6.7%) 9 (3.5%)
1-3 48 (32%) 90 (34.7%)
4 and above 92 (61.3%) 160 (61.8%)
Total 150 (100%) 259 (100%
Delivery place
Health facility 100 (66.7%) 192 (74.1%)
Home 50 (33. %) 67 (25.9%)
Total 150 (100%) 259 (100%)
Number of living children
<5 117 (78%) 219 (84.6%)
5 and above 33 (22%) 40 (15.4%)
Total 150 (100%) 259 (100%)
Parity
1 36 (24%) 85 (32.8%)
2-3 56 (37.3%) 89 (3.4%)
4 and above 58 (38.7%) 85 (32.8%)
Total 150 (100%) 259(100%)
FP discussion with husband
Yes 100 (66.7%) 179 (69.1%)
No 50 (33.3%) 80 (30.9%)
Total 150 (100) 259 (100%)
Ever use of FP
Yes 79 (52.7%) 160 (61.8%)
No 71 (47.3%) 99 (38.2%)
Total 150 (100%) 259 (100%)
FP counseled
Yes 110 (73.3%) 202 (78%)
No 40 (26.7%) 57 (22%)
Total 150 (100%) 259 (100%)




5.7.  Unmet need for FP with perceived risk of pregnancy and FP use

characteristics of PP women

The table below showed that there 211 (51.6%) of all the study participants were non users of FP
with low perceived risk of pregnancy (women who thought that pregnancy would not happen
unless menses is resumed). One hundred eight (51.2%) of non-user of FP with low perceived

pregnancy had unmet need for family planning (Table 6).

Table 6 unmet need for FP in relation to perceived risk of pregnancy and FP use in Tahtay

Koraro Wored, Tigray, Ethiopia, April 2014.

FP use and perceived risk of pregnancy Unmet need for FP

Yes No Total
Non FP users with low perceived risk of pregnancy 108 (51.2%) 103(48.8%%) 211
Non FP users with high perceived risk of pregnancy 42 (53.8%) 36 (46.2%) 78
FP users with low perceived risk of pregnancy 0 31 (100%) 31
FP users with high perceived risk of pregnancy 0 89 (100%) 89
Total 150 259 409

5.8.  Unmet need with respect to maternal residence and perceived risk of

pregnancy

Of the overall unmet need for family planning 95 (63.3%) of them were rural women with low
perceived risk of pregnancy and only 13 (8.7%) of them were urban women with low perceived

risk of pregnancy (Table 7).
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Table 7 unmet need for FP with respect to maternal residence and perceived risk of

pregnancy in Tahtay Koraro Woreda, Tigray, Ethiopia, April 2014.

Residence and perceived risk of pregnancy Unmet need for FP
Yes No Total
Rural with LPRP 95 (49.5%) 97 (50.5%) 192
Rural residents with HPRP 31 (37.8%) 51 (62.2%) 82
residents with LPRP 13 (26%) 37 (74%) 50
Urban residents with HPRP 11 (12.9%) 74 (88.1%) 85
Total 150 259 409

Where LPRP= low perceived risk of pregnancy, HPRP= high perceived risk of pregnancy

5.9. Method mix among women in extended postpartum period

The contraceptive prevalence rate in the study women was 29.5%.As shown in figure 6 out of the

120 FP users, 94 (78.3%) respondents were using injectable while 19 (15.8%) were using long

acting FP.
Method mix
3.3%2.5%
15.8% Injectable
Implant
Pills
others
78.3%
Where n=120

Figure 6 method mix of extended postpartum women in Tahtay Koraro, Ethiopia, April
2014.
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5.10. Factors affecting unmet need in women who are in extended postpartum

period

According to the bivariate analysis the socio-demographic variables i.e. maternal age, residence,
education, occupation, husband education and occupation, monthly household income were
significantly associated with the postpartum unmet need. And reproductive health characteristic
of the respondents’ such as ideal number of children, maternal postpartum week and perceived
risk of pregnancy were significantly associated with outcome variable relative to their respective

reference group.

Table below indicated that postpartum women aged 35 and above were 2.4 times more likely to
have unmet need compared to those of women aged 15-19 years (p-value.031; COR 2.36; 95%
CI (1.08-5.15)). Those rural residents were 3.9 times more likely to have unmet need compared
to those urban dwellers (p-value .000; COR 3.94; 95% CI (2.39-6.45)). As to educational status
women who completed secondary education and above were 64% less likely to have unmet need
compared to those who had no education (p-value .001; COR .36; 95% CI (.20-.65)). Besides,
women farmers were 2 times more likely to have unmet need compared to housewives (p-value

.004; COR 2.03; 95% CI (1.25-3.29)) (Table 8)

Women who were married to those with secondary education and above were 54% less likely to
have unmet need in relation to those women married to non-educated (p-value .013; COR .46;
95% CI (.27-.85)). In addition to this postpartum women who had governmental employed
husband were 65% less likely to have unmet need compared to those whose husbands were
farmers (p-value .008; COR .35; 95% CI (.16-.75)) and those who were wives of merchants were
also 64% less likely to have unmet need with respect to those whose husbands were farmers (p-
value .004; COR .36; 95% CI (.18-.72)). Those women who reported greater than 663 EBR
monthly household income were 35% less likely to have unmet need compared to those who

gained 663 and lesser EBR (p-value .039; COR .65; 95% CI (.44-.98)).

With regard to the reproductive health characteristics, women with 5 and above number of ideal
children were 2.2 times more likely to have unmet need in relation to those who had less than 5
number of ideal number of children (p-value .000; COR 2.19; 95% CI (1.42-3.37)). Women who

were at 39-52 weeks of postpartum were 7 times more likely to have unmet need compared to
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those who were on their 0-12 weeks postpartum (p-value.000; COR 6.97; 95% CI (3.40-14.28)).
Moreover, postpartum women who had low perceived risk of pregnancy were 2.4 times more
likely to have unmet need compared to those who had high perceived risk of pregnancy (p-value
.000; COR 2.40; 95% CI (1.56-3.69)). That is, those who thought pregnancy would not occur
unless menses resumed had high unmet need compared to women who did think pregnancy

would occur despite menses is not resumed

In multivariate analysis maternal residence, maternal postpartum week and perceived risk of
pregnancy were the only determinant factors of postpartum unmet need (Table 7). Accordingly,
having all variables controlled the odds of women who resided in rural area had 7 times more
likely to have unmet need compared to those who are urban dwellers (p-value .000; AOR 7.16;
95% CI (2.57 -19.95)). Those women who were in their 39-52 postpartum week were 8.7 times
more likely to have unmet need compared to those who were at their 0-12 week of postpartum
(P-value .000; AOR 8.71; 95% CI (3.90-19.44). And women who had low perceived risk of
pregnancy were 1.8 times more likely to have unmet need in relation to those who had high

perceived risk of pregnancy (p-value .037; AOR 1.79; 95% CI (1.04-3.09)).
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Table-8: The Association between unmet need for FP and different characteristics of

women who are in EPPP in Tahtay Koraro Woreda, Tigray, Ethiopia April 2014

Variables

Crude odd ratio

Total unmet need

Adjusted odds

Yes No 95% CI ratio 95% CI
Maternal age
15-19 14 35 1 1.00
20-24 41 74 1.39 (.67-2.87) 1.77 (.75-4.20)
25-29 38 68  1.40(.67-2.92) 2.28 (.94-5.56)
30-34 24 47  1.28 (.58-2.82) 1.54 (.59-4.02)
35-49 33 35  2.36(1.08-5.15)* 1.82 (.68-4.88)
Maternal residence
Urban 24 111 1.00 1.00
Rural 126 148  3.94 (2.39-6.50)** 7.16 (2.57-19.95)**
Maternal education
No education 78 99 1.00 1.00
Primary 52 90 .73 (.47-1.15) 1.15 (.62-2.13)
Secondary and above 20 70 .36 (.(20-.65)* .79 (.33-1.88)
Maternal occupation
Housewife 32 80 1.00 1.00
Farmer 108 133 2.03 (1.25-3.29)* .47 (.80-2.80)
Merchant 8 28 .71(.294-1.73) 78 (.25-2.48)
Others” 2 18 .28 (.06-1.27) .27 (.05-1.61)
Husband's education
No education 42 63 1.00 1.00
Informal education 11 17 .97 (41-2.28) .68 (.26-1.80)
Primary 69 87 1.19 (.72-1.97) 1.41 (.78-2,57)
Secondary and above 27 85 .46 (.27-.85)* 1.44 (.63-3.30)
Husband's occupation
Farmer 110 135 1.00 1.00
Govn’t employee 9 32 .35(.16-.75)* 1.10 (.15-7.97)
Merchant 12 41 .36 (.18-.72)* .89 (.14-5.83)
Daily laborer 19 51 .46 (.26-.82)* .67 (.10-4.31)
Household income
Low income 24 111 1.00 1.00
High income 126 148 .65 (.44-.98)* 1.16 (.67-2.02)
Maternal PP week
0-12 23 116  1.00 1.00
13-25 35 73 2.42(1.32-4.42)* 2.78 (1.43-5.40)*
26-38 63 49  6.49 (3.62-11.61)**  8.16 (4.24-15.71)**
39-52 29 21 6.97(3.40-14.28)**  8.71 (3.90 -19.44)**
Ideal No of children
Less than 5 42 119 1.00 1.00
5 and above 108 140  2.19 (1.42-3.37)** 1.18 (.66-2.13)
Perceived risk of pregnancy
while menses absent
Yes (high perceived risk) 42 125 1.00 1.00
No (low perceived risk) 108 134 2.40 (1.56-3.69)** 1.79 (1.04-3.09)*




Where * for p-value < .05 and ** for p-value < .001, * Students, government employee and daily
laborer

5.11. Qualitative result

The six key informants were comprised of religious leader, long serving FP provider, health
extension workers, and governmental officials from Woreda health office and women’s affairs

office (Table 9).

Table 9 Socio-demographic characteristic of respondents for in-depth interview in Tahtay

Koraro Woreda, Ethiopia, April 2014

Respondent Facility Age Sex Position
R1 Beles health center 56 M Priest
R2 Woreda 36 F BA in management (Woreda women’s

affairs office)

R3 Selam health center 28 F Clinical nurse (Health extension
worker

R4 Woreda 46 M Clinical nurse and BA in management
(Woreda health office)

R5 Semema health center 30 F Long serving provider

R6 Shire-Indasilassie 36 M Public health officer
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5.11.1.

Analysis of qualitative data

The table below showed the codes, categories and theme developed during the qualitative data

analysis (Tablel0).

Table 10 Theme, Categories and codes identified from the qualitative data.

Theme Opinions, attitude and socio-cultural factors affecting FP use in among women in EPPP
Opinions and attitude of FP Practice of FP in Socio-cultural factors
of informants postpartum women affecting FP use in

postpartum women

Categories
Accepted Aware Complains
Advantageous Changed Condemn
Economic crisis Commonly used Contradiction
Economic strength Counsel Disappointment
Growth failure Good supply Fear of being found
Happy family Good uptake Harmful belief
Harmful consequence Low uptake Husband objection
Helpful Prevalent Incompetence

Codes Knowledgeable Refuse Interrogate
Malnutrition Research is needed Lack of knowledge
Mortality Supportive culture Loss of trust
Self-reliance Misconception
Susceptible to pregnancy Misunderstanding

Understood
Well protected

Mother in-law objection
Provider's negligence
Rare objections

Rumors

Service denial

Side effects

Untrained
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5.11.2. The opinions, attitudes, behavioral and cultural

aspects that contribute to unmet need for FP

1. Opinions and attitude of family planning

Respondents were able to give appreciable ideas regarding what FP mean and its advantages.
They mentioned the most common available family planning methods in the study area. Despite
guidelines recommend initiation of family planning right after delivery considering the health
status and preference of method, practically they are not receiving it. Respondents were able to

support the initiation of family planning as early as 45 days postpartum.

A 28 years old health extension worker said “FP is a method taken by the consent of the family
to space and determine the number of children they want”. With respect to when a PP mother
should start FP, a 46 year old male long serving personnel from the Woreda health office said
“As I understand women in postpartum should use contraceptive method. This is because
pregnancy can happen after 45 days of delivery. It benefits for the mother, baby and the whole
family as whole”. Logically the reason why she is supposed to take on this postpartum period

another, 28 years old health extension worker spoke as follows:

“According to our knowledge, a mother should start contraceptive immediately after 45 days of
delivery. This is because uterus will return to its normal position and will be ready for

pregnancy”.

Interviewees were aware of the advantages of family planning. In general, they said that family
planning was advantageous for the mother, children and the whole family as well. It gives time
mothers to care and up bring their children appropriately. Moreover would help mothers
recuperate from their recent birth. On top of this, FP use could help in sustaining the economic
strength of families, thereby it would enable them to rear their children and send them to school
accordingly. As a whole they described FP as a helpful mechanism in strengthening the
development of a country if the society is able to space and limit number of children using the

different methods of FP. A 30 year old female midwife said;

“Ah ah ah, a mother should use a FP method after 42 days of delivery. If she uses she will be

strong enough and the child will get enough time to grow properly, and the family will be a
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happy family as well. They will have a sustainable economy to afford education, health service
and food. It will also help the country at large in strengthening its economy if its people are able
to space their births. If she fails to use FP, she will get pregnant before her uterus to its normal
position. As a result, she will face cervical incontinence, which in turn causes hemorrhage. The
other thing is if the child doesn’t breastfeed properly, the child’s mental and physical
development will be questionable”. On top of this respondent 3 added that “if she persistently
gives birth over and over, her children will not have time to grow properly. And this will expose

them to malnutrition, which is one of the most common causes of mortality in under five

children.”
2. Practice of family planning in postpartum women

Participants were able to raise concerns of utilization of FP in extended postpartum. And most
agreed that uptake of FP is not satisfactory. They said that from time to time there was good
progress in awareness and knowledge of FP in their respective community. However, women
who are in postpartum did not seem to use contraceptives. They reported that the injectable one

is the most commonly used type of method. A 28 years old health extension worker said:

“Despite the good knowledge of FP in our community, if we see the practical utilization in the
postpartum period, it is not good enough. On the contrary, in this critical period, mothers refuse
to use FP for different reasons. Most commonly used FP is injectable even though other options
are available in our facility. We counsel them about every method, but they prefer injectable. 1

think this is because of being familiar with it”.

Even though the interviewees were not clear about mothers’ preference for injectable, a 46 years
old, long serving personnel from Woreda health office speculated as follow: “... as I understand
injectable are the first available and prevalent prior to the long acting methods, and they have
also lack of knowledge of the long acting as it is recently introduced”. His idea was supported by
recommendation of another 36 year old male health personnel programmer who said: “... in
addition to this, professionals usually stick to injectable as it is most commonly used and
preferred method. When you come to IUCD it is only given to those who had aborted. I do not
know why. I believe such studies may bring solutions to overcome the above mentioned

)

challenges. The community has no any other problem”.
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3. Socio-cultural factors affecting family planning use in postpartum women

Factors that hinder FP utilization in extended postpartum mothers were discussed thoroughly.
Different challenges were raised as dominant factors that affect FP. Among those, low perceived
risk of pregnancy, fear of side effects, misunderstandings of contraceptive use and side effects,
objections from different groups of the community, incompetence of health extension workers,

refusal of removal and service denial were major reasons.

A 46 years old male long serving personnel from the Woreda health office said: “The most
prevalent reason is that they don’t know when pregnancy can happen to them. They say ‘as long
as menses is not resumed and we are breastfeeding for one or two years pregnancy can'’t
happen. So why we suffer by taking drugs while we are breastfeeding our children and

99

preventing pregnancy through that ™.
A 28 years old health extension worker also added another important factor and she said:

“Another factor is about the long acting Implanon. We are trained to insert but not to remove.
When we refer mothers to a health center or hospital for possible removal after complaints of
side effects or others, they refuse to remove before its time frame (required time) which is 3
years. Then they return back to our facility for complaining and shout at us why we insert it if we
can’t remove it. And they say ‘they can only insert but they can’t remove’. This issue has created

some sort of disappointment in using long acting FP in our community”.
A 36 years old male health personnel programmer complemented the above with the idea:

..... After insertion of Implant some providers refuse to remove for complaining mothers. This is
simply to meet their targets of decreasing removals, set by their facility as it is a criterion for

evaluation of their performance. These in turn make mothers to refrain from using it”.

Moreover, another 46 years old male long serving personnel from the Woreda health office
raised the existence of misconception and misunderstanding of Implant in postpartum women

who reside in the rural areas and he said:

“Another important factor is about the long acting. Most women who reside in the rural area

refuse to use implants. As it is inserted in the upper arms, they think that it will prevent them
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from their daily working on their farms and think that it poses them pain. And beside these its

long acting duration threatens them of infertility ”.

Additional further barriers of using FP among the extended postpartum mothers were raised. The
30 years old female midwife provider said that husband opposition, religious prohibition and
mother in-laws opposition were common obstacles to the uptake of FP by postpartum mothers.
This kind of opposition and denial was strengthened by what a 28 years old health extension

worker narrated a tragic story. She said:

“... Even though it is rare, there is a religious issue. Let me tell you one pity story. There was a
mother whose husband is a priest. She had around 10 births and I was trying to counsel her to
use FP in my routine activity. But she was not willing to start for religious reasons. Finally, the
mother died while she was giving another birth, despite she had antenatal care and delivery was

attended.”

The above religious concern was tried to be discussed with 56 years old priest and responded as

follows:

“To antagonize birth, which is predetermined by God is forbidden. We also say it. Just leave my
opinion alone, most women know are aware and knowledgeable. There are some who say ‘we
are going to accept what God give us’. But we do not prohibit people”. Issues concerning, the
incompetence of providers, misunderstanding of FP use and side effects were also raised by the
interviewees. A 36 years old female personnel from Women’s affairs office said that considering
contraceptive induced amenorrhea as protective method and incompetence of health extension
workers were commonly raised issues, as barriers to use FP by the PP women. Besides, a 28
years old female extension worker added that side effects like bleeding, weight gain, and

abdominal upsets were other triggering factors that prevent PP women from using FP.

This analysis has shown different socio-cultural and behavioral factors that contribute to the
postpartum unmet need. Those factors were; low perceived risk of pregnancy, fear of side
effects, misunderstandings of contraceptive use and side effects, objections from different groups
of the community, the incompetence health extension workers and refusal of removal of long

acting FP.
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6. Discussion

This study has investigated the magnitude and factors affecting postpartum unmet need among
married women during the extended postpartum period. Based on women’s fertility preference
and future FP use, the prevalence of unmet need for FP was 36.7%. Those women, who were
practicing lactational amenorrhea method without understanding that it would prevent
pregnancy, were excluded. On top of this, it also showed the usual unmet need prevalence
(retrospective unmet need) was found to be 19.8%. Maternal residence, postpartum week and
perceived risk of pregnancy were found to be factors associated with postpartum unmet need. In
addition to this, non-menstruating since last birth, fear of side effects, refusal of implant removal
by providers, misunderstanding of FP use and side effects, opposition from their community and
incompetence of health extension workers were some of the issues that affect unmet need for FP

raised by key informant involved in this study.

Accordingly, the study revealed that unmet need for family planning in women who were in the
1* year after delivery in the study area was 36.7% with 29.6 % for spacing and 7.1% for limiting.
This study was lower than the study done in Ethiopia, Nigeria and Tanzania [18, 43, 44]. The
possible reasons for the variations might be due to the expanding health services coverage and
increased awareness of FP and maternal health services. The Nigerian study calculation was
based on the intentions to postpone childbearing by at least 6 months from the time of the survey,
while this study did on the wish to delay next pregnancy for a minimum of two years. The
Ethiopian study was based on DHS analysis for which the variations might be attributed to its
multi-cultural and regional inclusion which could possibly increase unmet need. In addition, it
was higher than the study done in Bahr Dar, Ethiopia [30]. The variation was due to setting
difference, as the study from Bahir Dar was done in urban setting where unmet need in urban of
Ethiopia is lower than the rural [12, 30]. But this study has included both urban and rural
population. In addition to this, the magnitude of retrospective unmet need for FP was assessed in
these women. Thus 81 (19.8%) women were not using any contraceptive method despite they
wanted to space or limit their recent births, being 72 (17.6%) and 9 (2.2%) for spacing and
limiting respectively. This finding was slightly lower than the magnitude of total unmet need of

the study region reported by EDHS 2011 [12]. The prospective result of unmet need for FP was
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almost twice of the retrospective unmet need. This was comparable with the analysis done based

on DHS analysis of 17 countries[24]

Rural residents were 7 times more likely to have unmet need compared to those urban dwellers
(AOR 7.16; 95% CI (2.57-19.95)). This is consistent with the EDHS, 2011. This discrepancy
might be due to low education level, low socio-economic and infrastructure status, and limited
access to FP services of rural residents in Ethiopia. The higher postpartum insusceptibility of
rural women than urban women to pregnancy associated with longer duration of breast-feeding
in rural women [46], could also be another factor. Because the delaying effect of breastfeeding
on menses could make them feel insusceptible to pregnancy. This could further, be strengthened
by the finding that 95(63.3%) of mothers who had unmet need were women from the rural areas
who thought pregnancy would not happen unless menses is resumed and only 13 (8.7%) of urban
women had unmet need who had similar perception too (Table 6). The above ideas can be
supported by what the 30 years old female midwife provider said; “Sizeable proportion of
mothers in this rural community don’t want to use FP because they are breast feeding and their

menses is not resumed .

Postpartum unmet need was more likely to increase as the postpartum week increased. Women
in their 26-38 weeks of postpartum were 8.2 times more likely to have unmet need compared to
those who were on their 0-12 weeks postpartum (AOR 8.16; 95% CI (4.24-15.71)). The result
also showed that unmet need for FP remained high throughout the 1% year after delivery. This
finding was more or less consistent with the EDHS 2005 based analysis done on postpartum
women[ 18]. This can be explained by the fact that the contribution of LAM to protect pregnancy
is diminished as postpartum period increases. By 7-9 months after birth, most women become
exposed to pregnancy but don’t want to become pregnant again so soon, yet they still do not
obtain contraceptive protection, which lead them to have high unmet need [17]. Moreover
prolonged breast-feeding could possibly delay menses for which many women make it as
benchmark to utilize contraceptive. As a result of this it might increase the unmet need. A
central factor behind this is that many women believe they can’t get pregnant unless their menses
have returned, which is not true [41]. The occurrence of this high unmet need could also be
explained by the findings of the qualitative data. That the cumulative effect of low perceived

risk of pregnancy among postpartum women, fear of side effects, misunderstandings of
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contraceptive use and side effects, objections from different groups of the community,
incompetence of health extension workers and refusal of removal of implant could possibly

contribute to it.

Women with low perceived risk of pregnancy (LPRP) (i.e. women who thought that pregnancy
would not happen if menses is not resumed) were 1.8 times more likely to have unmet need
compared to those who had high perceived risk of pregnancy (HPRP) (i.e. women who thought
that pregnancy could happen though menses is not resumed) (AOR 1.76; with 95 CI (1.04-3.09)).
This could be explained by the result that, of the 289 non-users of FP, 211 (73%) of them had the
perception that pregnancy wouldn’t happen if menses is not resumed (Table 5). And study has
shown that for some women low perceived risk of pregnancy is the main reason for unmet need
[5]. This result can be complemented by what a 46 years old male long serving health personnel
from the Woreda health office said: that PP women did not feel the risk of pregnancy if their

menses is not resumed.

Although most respondents were able to know at least one method of FP, less than 1/3™ of all
participants were using FP. This was consistent with the study from Nigeria and Democratic
Republic of Cong [43, 47]. This low uptake of family planning could be explained by the fact
that resumption of menses was a strong factor affecting utilization of contraceptive in postpartum
period[48]. This idea was supported by what a 36 years old female personnel from women affairs

office said;

“They didn’t want to use FP while their menses is absent and they thought that they were not at

risk of pregnancy”.

Majority of the non-user of FP mentioned non-menstruating since their last birth 201(69.9%) as
dominant factor for their non-use of FP. However, a women may ovulate before the 1%
menstruation following a birth and the risk of pregnancy preceding 1% menstruation increases as
the postpartum duration increases[24]. A Study done in Egypt confirmed this fact that out of the
4.4% pregnancy occurred in the first 6 months, 15.1% of pregnancy occurred before resumption
of menses and 28.1% occurred while they were exclusively or almost exclusive breastfeeding
[31]. Other reasons were fear of side effects 39 (13.5%), not having sex 25 (8.7%) and infrequent
sex 22 (7.6%). This finding was consistent with the study done in Rwanda [42]. In addition,
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plenty of factors were raised by the key informant of the qualitative study: low perceived risk of
pregnancy, opposition from religious leaders, husbands and mother in-laws, refusal of Implant
removals, misunderstanding of FP and health extension worker incompetence were other

important factors mentioned that hindered postpartum women from using family planning.

A 30 years old female midwife said that the major obstacles of FP using among PP women were
husband opposition, religious prohibition and mother in-laws opposition. On top of this, a 28
years old health extension worker complemented that their lack of skill and mandate to remove

long acting FP was another factor that created a disappointment among PP women to use FP.
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7. STRENGTH

This study has tried to complement the quantitative data by a qualitative method. So the

implementation of mixed method could be the strong side of the study.

8. LIMITATION

There were a number of limitations of this study. Non-randomization of study participants due to
the mentioned reason was a drawback of the study. Since the study was facility based
generalization of the findings to the overall population of the study area is difficult. Women who
were on LAM were excluded from the unmet calculation and the proportion of exclusive
breastfeeding was assessed using previous day recall. This would probably cause the proportion
of exclusively breastfed infants to be overestimated, which in turn may increase LAM users. The
inability of identifying the actual users of LAM was also a weakness of this study. Failure to

include women as key informant can also be considered as drawback.

49



9. CONCLUSION

This study has revealed that the prevalence of unmet need during the extended postpartum
period was significantly high. The sizeable proportion of women who wanted to space or limit
their births in this critical period were not using a contraceptive method, even though some

were protected by lactational amenorrhea unintentionally.

Urban residence, maternal postpartum week and low perceived risk of pregnancy were found
to be the determinants of the postpartum unmet need during the extended postpartum period.

And all were associated with increased occurrence of unmet need.

Though most study women had the knowledge of at least one FP method, only 29.3% of them
were using FP. The dominant reason for none use of family planning was being non-
menstruated since last birth, followed by fear of side effects, infrequent sex and having no sex
respectively. As the same time qualitative findings of key informants this study revealed that
low perceived risk of pregnancy, fear of infertility, opposition from different parts of the
community, provider negligence, refusing removal of implants, misunderstanding of FP use
and side effects, and poor competence of health extension workers were among the dominant

factors raised that hinder FP use of women who are in the extended postpartum period.
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10. RECOMMENDATION

With respect to the findings and objectives of the study, some recommendations have been made

at different levels.
Government level

Empowerment of rural women with knowledge of the risk of pregnancy and FP use during the
postpartum period should be enhanced. This can be achieved by capacity building and task
shifting at different levels of providers. So that they able to address the needs of these women at
community level. Particularly, knowledge on FP use and risk of pregnancy in extended
postpartum period should be emphasized. In addition to these a specific way of evaluating
postpartum FP utilization should be developed. Women in extended postpartum period should be
given a special attention in providing family planning service to increase utilization. Capacity
building of HEWs in provision of insertion and removal of long acting FP should be

strengthened.

Community level

Communities at different levels should able to support the FP utilization and preferences of
postpartum women. Every oppositions or prohibitions from religious leaders, mother in-laws and
husbands towards the use of FP should be avoided. And women should be aware of the risk of

pregnancy during the postpartum period.
Facility level

Providers should counsel postpartum women on FP use, risk of pregnancy during the extended
postpartum period and on the appropriate use of the LAM method up to six months of
postpartum. Mothers should particularly be assessed and counseled about the above things
during their possible contacts in antenatal care, postnatal care, immunization and child health
services. They should make them understand that fertility precedes the return of menses.
Moreover, they should communicate with the health extension workers to provide FP service to
extend their services up to the grass-root level to include the religious leaders, husbands and

mother in-laws. Particularly, they have to remove long acting FP methods when women wanted
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to. At the same time, removal of implants should not be considered as a failure of facility plan

and should not be used as an evaluation method of performance.
Researchers

Nationally representative study involving diversified communities in the country is

recommended. Especially community based comparative study complemented with qualitative
data would be helpful.
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12. ANNEXES

Annex-I conceptual framework

Unmet need for FP

Client related factors

-Fear of side effects -husband approval
-Knowledge of FP -Self approval of FP
-Partner/religious opposition -Visit to HF
-Fertility preference -Perceived risk of

pregnancy

Figure 7 Conceptual framework of factors affecting unmet need for family planning adopted with
modification from; Genene Bizuneh, Solomon Shiferaw, and Yilma Melkamu,; Further Analysis

of the 2000 and 2005 Ethiopia Demographic and Health Survey, 2008. [37]
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Annex-II Postpartum unmet needs calculation

| Currently married ‘

v A 4

Using FP Not using FP
120/409  +107/409 289
(LAM)
Not pregnant or postpartum
amenorrhic
v
\4
Wants next child in Wants no more Wanted within 2 No unmet need:
2+ yrs.; Spacing child; Limiting yrs.; No unmet 32/409 ’
121/409 (29.6%) 29/409 (7.1%) need, 0

v

Total unmet need
150/409 (36.7%)

Figure 8: Unmet need calculations of women who are in an extended postpartum

period in Tahtay Koraro Woreda, Tigray regional state, Ethiopia, April 2014
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Annex-III Structured questionnaires English version

I-Information sheet
Greeting: Good morning/afternoon!

Hello. My name is . I am a data collector for master of public health student project in
Addis Ababa University. I am conducting a survey with the aim of identifying the magnitude and
factors associated with unmet need for family planning among women of reproductive age group
(15-49) who are in an extended postpartum period in your Woreda. The information I collect will
help to your Woreda and the government at large to plan health services. Now you are randomly

selected for the survey. The questions usually take about 15 to 20 minutes.

The objective of the study: To assess the magnitude and factors associated with unmet need in
women of reproductive age who are in an extended postpartum period in Tahtay Koraro North

West of Tigray regional state, Ethiopia.

The benefit of the study: there is no direct benefit to the participant of the study. However the
results of this study will help in identifying the obstacles of meeting the unmet need for family
planning in postpartum women and contributes an input in considering a convenient
programmatic approach to solve the problem. The result of the study will be disseminated to

concerned bodies, including to Tahtay Koraro Woreda Health Office.
The risk of the study: Participating in this study will not have any risk or harm.

Rights of Participants: You have full right either to Participate or decline participation in this
study as a participant. You may respond to all the questions or you may not answer to questions
you don’t want to and you may end the interview at any time you want. You can ask any

question which is not clear for you.

Confidentiality: Any information forwarded will be kept confidential and names will not be

written or specified.
II-Informed Consent

As to the information given ahead, Participating in this study has no any risk. Your name will

not be written on this form and the information you give will never be shared to others. You may
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not answer any questions that you don't want to answer and you may end this interview at any
time you want. Now I would like to tell you that you are selected randomly to be a participant of
the study. Your genuine response to the interviews will be very important for the purpose of the
study. At the same time we would like to appreciate your voluntary participation in the survey

after a thorough understanding of the information given to you.

I have read this form or it has been read to me in the language I comprehend and understand all

conditions stated above.
Are you willing to participate in this study?
1- No (say thank you) 2- Yes (continue interviewing)
Name of principal investigator: Gurja Embafrash
Cell phone No - 0913463703

E-mail: gurjaw(@yahoo.com.

Name of health facility................................

Name of interviewer signature

Date of interview (Ethiopian calendar) / /

Result of interview:

I- Completed.................. 2- Refused................

3- Respondent not available.............. 4- Partially completed..........
Checked by supervisor;
Name......ooovvvviiiiiiiiininn, Signature..................... Date..........c.oovene
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A. IDENTIFICATION

Q.No Questions Response Remark

001 Questionnaire Id number

002 Kebele

003 Would you tell me about the | ...... Months. (Enter complete months).
time since giving birth to your | If >11 Months stop here.
recent child?

B. Demographic and socio-economic Characteristics

Q.No Questions Response Skip

101 How old were you at your last | Age in complete years...........
birthday?

102 What is your current marital | 1. Married 2. In unison
status?

103 Can you read and write simple | 1. Yes If no,
sentences in any language you | 0. No skip to
speak? Q. 105

104 What is the highest level of | Non formal education=00 (circle)
education you attained? | .......... ( Write in grades)

105 Where is the type of your 1.Urban 2.Rural
residence?

106 What is your religion? 1. Orthodox 2.Muslim 3.Protestant

4.Catholic 5.0thers (Specify) ......

107 To which ethnic group do you | 1.Tigre 2.Kunama 3.Amhara 4.0Oromo
belong? 5. Gurage 5. Others (specify)

108 What is your current main | 1.Housewife 2.Private employee
occupation? 3.Farmer 4.Government employee

5.Daily laborer 6.Merchant
7. Student 8.Others (specify)......

109 Can your husband read and | 1.Yes 2.No If no
write simple sentence in any | 88. 1 don’t know /don’t
language he speaks? know

skip to
Q. 111

110 What is your husband’s Non formal education=00 (circle)
highest attained level | .......... ( write in grades)
education? I don’t know=88

111 What is the current main 1. Private employee 2.Government

occupation of your husband?

employee 3.Farmer 4.Daily laborer
5.Merchant 6, Student 7.Handcrafts man
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8. Others (specify).......

112

What is your household total
monthly income?

......... (write the amount in Birr)

C. Reproductive health Characteristics

Q.No | Question Response Skip

201 What was your age at first | ....... (Enter age)
marriage?

202 What was your age when you | ........ (enter age)
first gave birth?

203 How many sons and a)Sons at home.....(Enter number)
daughters live with b)Sons elsewhere...(Enter number)
you/elsewhere? C) Daughters at home... (Enter number)

(IF NONE, RECORD '00") d)Daughters elsewhere...(Enter number)

204 Have you ever given birthtoa | Yes...............o.ooet. 1 If no skip
boy or girl who was born | No.......................... 0 to 206
alive but later died?

(IF NO, PROBE; Any baby
who cried or showed signs
of life but did not survive?)

205 How many boys/girls have | a)Boys dead.......... (Enter number)
later died? b)Girls dead........... (Enter number)

206 Sum answers to 203, 204 and | Total births.......... (Enter number and
205. And enter total. confirm it by asking the interviewee)

207 How many additional children | ---------- (enter in number)
would you like to have in the
future?

208 If it was possible to resurrect | a) Sons.....
back in time how many |b) Daughters....
children would you like to | c) Total........
have?

209 Have you ever had an Yes.ooovoiiiiniinnn. 1 If no skip
abortion? NO..ovviiiii 0 to 211

210 If yes to Q, 209, how many | a) Induced....... (Enter number)
times did you have? b) Spontaneous.....(Enter number)

c) Total ........ (Enter number)
211 How old is your recent child? | ----- weeks (Enter in complete weeks)
212 Did you give birth that is | l.yes 0.no If no skip
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older than the current child? to Q. 214

213 How much longer have you | .............. (Enter in months)
waited to give the recent birth
from the previous birth?

214 When you got pregnant with | Yes..................... 1 If yes skip
the recent birth, did you want | No....................... 0 to Q. 219
to get pregnant?

215 If no, did you want to have a | Later......... 1 If no more
baby later on, or did you not | No more...... 2 skip to Q.
want any (more) child? 217

216 If later, how much longer did | Months.......
you want to wait? I don’t know....88

217 If no to Q 214 or no more to | YeS.....ovvevuvinnennnn.. 1 If yes skip
Q 215 did you use a family | No....................... 0 to Q. 219
planning method?

218 If no to Q no 216, why didn’t | FERTILITY RELATED REASONS
you use contraceptives? 1.Infrequent sex
(circle all reasons 2. Menopausal/Hysterectomy
mentioned) 3.Can’t get pregnant/sterility

4.Not menstruated since last birth
5.Breastfeeding

6. Up to God/Fatalistic
OPPOSITION TO USE

7. Respondent opposed

8. Husband/partner opposed

9. Others opposed

10. Religious prohibition
11.Professional refusal (need menses)
LACK OF KNOWLEDGE
12.Knows no method

13.Knows no source
METHOD-RELATED REASONS
14. Side effects/health concerns
15.Lack of access/too far

16.Cost too much

17.Preferred method not available
18. No method available
19.Inconvenient to use
20.Interferes with body’s normal
process

21. Others (specity)..........
22.Dont know

219 If you are not pregnant or | a)Months ------
unsure now, how long would | b)Years -------
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you like to wait from now
before the birth of (a/another)
child?

¢)Soon now

d) I don’t know

e¢)Want no more children
f) I cannot be pregnant
g)Undecided

D. Information on breastfeeding status

301 Are you currently breastfeeding your | Yes................ 1 If no skip
child? No.......oooouel ... > to 305
302 Did your child drink/eat anything | Yes............. 1
from a bottle with a nipple yesterday | No............... 0
or last night?
303 Have you started complementary | 1. Yes If no skip
foods for your child? 0. No > to 401
304 If yes to Q no. 303, when did you | ----—-- Weeks(Enter in complete
start (at what age of the child did weeks)
you started additional foods?)
305 If you are not currently | ....... weeks (Enter in complete
breastfeeding, up to when did you weeks) if not breastfed since
breast feed your child? birth write ‘00’
E. Information about menses and sexual activity after birth
401 Is your menses resumed after your I. Yes 0. No If no skip to
recent childbirth? 403
402 If yes to question no 401, when after | ----- weeks after birth
birth?
403 Have you started sexual intercourse 1. Yes If no, skip
after birth? NO -----mmmmmem ) to Q 501
404 If yes to 403, when did you start | ...... weeks after birth (Enter in

sexual intercourse after birth?

complete weeks)

postpartum period

F. Knowledge, attitude, discussion and approval of family planning in the

501

Do you know any method of family
planning that can be used after giving
birth?

1.Yes
0.No

If no
skip
to
503
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502

If yes to
501, what
method?
(First circle
self-
mentioned
and then
explain
about the
method that
didn’t
mentioned
and circle
the answer )

Yes

(spontaneously)

Yes (after
explanation)

z
o

a)Pill

b)Injectable

c)IUD

d) Condom

e) Implant

f)Emergency contraceptive

g) Spermicidal

h)Diaphragm

1)Sterilization

7) Rhythm method

— [ [ | | | [ [ | |

k)Withdrawal method

—_—

N DN NN NN

W] W WIW| W] W|IW|W|W| W|W

1) LAM

—

[98)

m) Others (specify)

503

Have you ever discussed about use of
contraceptives after delivery with your husband?

1.Yes
0. No

If no

Skip
To Q
505

504

If yes, what is his attitude about use of
contraceptives after birth?

1. he approves of use
2. he disapproves use
3. In different

505

Do you approve use of contraceptives after

delivery?

1.Yes
2. No
3. In different

G. Current pregnancy

601

Are you currently pregnant?

1.Yes

88.Unsure

2.No

If no or unsure

skip to 701
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602

If yes, how many months pregnant are
you?

(Record number of completed months)

ENTER 'P's IN THE CALENDAR,
BEGINNING WITH THE MONTH
OF INTERVIEW AND FOR THE
TOTALNUMBEROF COMPLETED
MONTHS

Months. ...

603

When you got pregnant, did you want

to get pregnant at that time?

If yes skip to
801.

604

Did you want to have a baby later on or

did you not want any (more) children?

H. About practice of modern contraceptives in the extended postpartum period

701 Do you have any 1.Yes 0.No If no
source of information skip
for FP method? to 703
702 What is your source of | A)HEW D)friends
information about B)Radio E)Health center/hospital
Family planning?(circle | C) TV F) Newspaper/magazine etc.
all source mentioned) G) Others (specify)........
703 Have you ever used FP | 1.Yes
before your recent 0.No
birth?
704 After your recent birth, | 1. Yes If
are you currently using | 0. No YES,
a modern family kip to
planning method? 706
705 If you are not currently | FERTILITY RELATED REASONS
using a FP method, 1. Not having sex
why don’t you use? 2. Infrequent sex
Circle all mentioned 3.Can’t get pregnant/Sterility
4.Menopausal/Hysterectomy
5.want another child
6.Not menstruated since last birth
7 Breastfeeding
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8.Up to God/Fatalistic
OPPOSITION TO USE

9.Respondent opposed

10.Husband/partner opposed

11.0thers opposed

12.Religious prohibition

13.Professional refusal (need menses)
LACK OF KNOWLEDGE

14. Knows no method

15.Knows no source
METHOD-RELATED REASONS

16.Side effects/health concerns

17.Lack of access/too far

18. Cost too much

19. Preferred method not available

20.No method available

21.Inconvenient to use

22 .Interferes with body’s normal process

23. Others (specify) ...............

24.Dont know
706 If yes to 704, what A) Pill B)Injectable C)IUD D)Condom E)Norplant
method are you using? | F)Emergency contraceptive G)Diaphragm
Circle all mentioned H)Spermicides [I)Sterilization J) Rhythm method
K)withdrawal L) LAM
M) Others(specify)----
707 What are your sources | a)government health facility
of FP method that you | b)private health facility
are currently using? ¢)HEW (field worker)
Circle all mentioned d) NGO facility
e)pharmacies/drug venders
f) Others(specify)-----——-—-
708 If you are not currently | 1. Yes
using, do you intend to | 2. No

use a FP method in the
future?

3. I don’t know

I. Information about contact with a health professional

801 Did you have antenatal care for | 1. Yes
Your recent birth? 0. No IF no skip to
804
802 How many months pregnant were | Months... |:|:|
you when you first received ANC
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for your recent birth?

Don’t know........ 88

803

How many visits did you have
for your recent birth?

......... (Enter number)

804

Where was the place of delivery?

1. Government he

3. At home
4. Others(specify)

alth inst.
2.Private health institution

805

Did you have any visit by health
worker to your home during your
recent birth?

1.Yes
0.No

806

Did you have any contact with a
health professional after giving
birth? (For postpartum care, for
child immunization or for well
child/ sick child clinic visit...)

1. Yes
0. No

807

If you had contact with health
professional and/or if the delivery
was in health institution, were
you counseled about postpartum
family planning?

1. Yes

J. Knowledge about breast feeding and pregnancy

901 Can you get pregnant while you Yes..ooannnnnn. 1
are breast feeding your child? NOo..oovviine 0
902 Can you get pregnant If your | Yes........... 1
menses is not resumed? No............ 0
THANK YOU!
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Key informant in-depth interview guide for health providers
Greeting!
Hello dear participant!

With the aim of assessing the magnitude and factors associated with unmet need among extended
postpartum women, having an in-depth interview with you has become an important idea. I hope
that the interview I would be having with you is very much helpful to further strengthening the
quality, availability and accessibility of contraceptive in general and to explore the possible
barriers of contraceptive use among women who are in extended postpartum period while they

need it to use and do not wish to become pregnant.

In doing this interview, I will raise some questions concerning family planning service in your
Woreda in general and specifically why women in the first year after delivery are not using a
contraceptive method even though they want to use and do not wish to become pregnant. Before

entering to interview I would like to appreciate you for your voluntary participation in this

interview/discussion.
Discussion points
1. Could you please tell me the benefits of family planning?
2. What does the family planning practice look like in your community?
a. Particularly among mothers in postpartum?
3. What are the barriers that inhibit use of family planning in your community?
a. Related to availability and accessibility methods
b. Related to friendliness and competence of providers

c. Related to side effects and misconceptions with regards to modern family

planning methods

d. Cultural, religion and traditions
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4. Can you explain your understanding to me on the probability of pregnancy in a woman

while she is breastfeeding?

5. Can you explain your understanding to me on the probability of pregnancy in a woman

while he menses is not resumed?

Finally, T would like to express my heartfelt thanks for your voluntary participation

in this focused group discussion.

You have contributed your best!
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Annex-IV Tigrigna version Questionnaire
NCNHC a°l8hF av&Sort:

nave, NYA:: AH, NIPHh-0C A%AANN R2ACHT DAS TOTALTN

L HHPPUCTE TOS AN NHOA A0 &chd DAL HChA 0L9LART N115-49 WG AT HaPGP
anATA, OAL NPT AT8LAL HE TP T PP0A HrtFehchll 114 HIPANT aPRGHT: AN
7ChAN: AR, aPRGO T AR, TOLE TP DT 1000 A HO-ZRP FATL, HCIch K100 705 AOCh-
NHOCAR: : MG/ AT A7E: O ThATeE b/ apseh/nT AAG: AR, et ATVNSYA A0S
PAMSG HHhA® ner THTY A0 h1 NAA Ahd AhASES hIPHL TV heIRAN/ T Hdok::

KCAOL oo 9o t: avhAnA. T P77 A7SLAL 917 hh HRIPTPPoYT AthHt 11617 AN hi 629
15-49 gov+ h o7 Al &hé DAL HCNA AL FchF L $-C7 Ol A 1850ANLT::

£l 023 agGht: ANl 30A9° avhAhA. OAL hTP9Y A8LAL 917 hh NHHELAP °he T HePPY
Nt A& A0P:: NFAL &7 A€ hé DAL HChA AL,  AH. T°IC AH. 10.ch &Lh:: (H. aPOlt
A&t ANMHRLALK 1LH hDAST NPPhD T GCATT SAOTTT 90 DAL HAANL T°CT 17 hoTary
Plh::

O6AT) Ao G oz - T9°L VAN Py NPT ATRRAS HETPTTT POk HhchehH T14-17% A hA, 0.8 |5-
49 qavot peT7 A0 &ché DAL HCNA ALITF FchF 8 $6-C7 Tl W18NANT::

l\ch aXGoT:- AH. oS0t NPOFen/nT N@AE TLANS/A P3P 4LN0h AT ArEDY 7
@O-Zht hH aPZGot A0 hA, 0£0P 15-49 Gavt herT Al &hé OAL HChO ALJF DAL aPhAhA,
el AT8LAL The TP HTNLT 07PdIT ANIPAALT 1914 ANPEFhT O T AAP:: IFDAN,
ThART aoat hgPae(1, 19°01 NIPIUNIN DAt THIPADEI® ANATT T achdd TOT @44 Fehe
$¢-C7 T K8AANLT HPY::

4007 Wk ao8S ok - Wl aZGH T Al AN FATeE DT AN ANPSE PA aon@P HOAON WY 907 +e&hT
e, 219° PN

@A TFeR:- AN PPAFET HEIPAFRT PPk NPk HthAD DR+ TR Pt 9°9PAN DL
@7 710 HEFLALI® chb -t HEIPIPAN SNAN S:72.C THeT v PihIt: hPr aPAOT A0 WY LK
P27 Aot aPRGO T N ek HEIPOI &7 GRL P

PAMLDYT ZoTti- e THOY( H0éF PPaMeOrk HthA® pRr (TOAT. (9°h/h7?
AR MG P
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2. G2 AP /&FLS P19 - It AN AdA. HTIAA HCHC HN&F AH. a2ZGot AN /ATHCLAL
P TINKALT TART WP

QAR AOH, 92250t TRFATE/4 FPLE &0/ 0T
1. Aehh? - > haoQTy 2. A - > avgtt RPN
PG ANPL, av2Got:  TCH AIPOFEN
AL AN AN
&.0a0. 0913463703

Email- gurjaw@yahoo.com

A9° TOT ML errrrrene

O hJ

GG i T,

O-Zht ot
1. +O8h (avh) 2. bt &FLE Ao
3. tehd WRINET 4. LA TO4k

73


mailto:gurjaw@yahoo.com

a\\L TPt

@.h | df av\(, ao{\CY,
o+
001 | 2ot aPAGR R4
002 | ATINCK N
003 | Al G a0 SAYTL NTONS, 7L 12002 OCch. (NI°ch OCch, AhE)
(0l 11 OCh. TAbA. DL L0 KNA)
12 h&d: vao- 7m0 0P bt Hatet:
@.h | P aOA(L, av{1CY.
101 | 6&avhi, (NgPAeh Gavi)? Gav(-19°Nh %At Ache)
102 | hidt h8C? 1.094 FhAC 2.0 PG (NHE hOP avCY)
103 | DY AFHZON £7%7 99007 | 1 a0 0.A24-A A4A ATFDLT SN
PAHGET L THAN? ¢. 105 chAs
104 | &t HA%A hEA, &8 HPUCE | HEN%0 F9°VCt=00 (ATN),
HO9hhe N722L hGA AR? (h&A. Bche)
105 | ATCA 032 1.097 2.1mC
106 | 7emI5+n/n7? 1.hC200 2.9°009°5 3.4 IM(TCEN )
4.00h 5.040A (T0R.)
107 | N%ca/h7? 1.1 2.0697 3.49PhéL  4.5CT° 5716
5044 (102.)
108 | ANH. APY'H. 74, Oé-chh. 1.9 M Aé-chtE/hae( it 2.00 @AE 836
A1300.2 3.h0Fe  4.98 av PNt Okt S
5.0 (é-chts 6. 108 T.taviét 8.adA
16&)
109 | 0% OHL WD HHEOK £9R | 1 a0 28044 88.ALLATY ALGANALLATTTT
PohET °70N7 & HAN &2 Lr G R111 MAE
110 | & N%A 0FL HA%A NS | Hehso +/4=00 (AH-0), (NFA. OhT)
008 1/t nILL AR?
ALAANTT=88

111

ANH. AP7'H. G2 0% 0
P79 Oéch W10 A7

1L.AN @A +824 HACH  2.9770F3P (é-cht§
3.hé0Fe 4.90%90FP (chtE 5.1988 6.197174-L
7. PELIRTTLEE 0L 8.hAA (I0R.)

112

hgAP OCHP hfT HTHIP

(OCAHR hFP NC 8hT)

74




nLe'e?

28 hedv: b+ oA Hatet

®.ch | P AN, av-1CY,

201 | A0 2L 6L, Ja0Bavs e LH, +avCAI.? (0£a0 OAhG)

202 | G2 @vFavCe $AGh. ANl D78L OLaPTL (0807 &)

DOALN?
203 | AT @ ANl hAA 0F HiE: HOALhE | a Ao&T 9ok N4 (04 OchT)
KO8T hadTT N8 he9?
b.ADSTF A0 DAL WG (RO40AS)
(AO5F @2 hh hadT ATHHEUATA"00” OhE)
CAAAT POA HIE (%06 0ch&)
d.A30F AN WAL Wi (406 BhT)

204 | T NZOT HOALDEI® @8, ML hhk A0 LhC | | .AD hLG AT DLr
U7 NPT HHLAPNL Ade &2(PAT A2LhC bR G 64 206
MHeT o hh 1B Lot PoA% HCh | 0.A2%A4 MhAG
PANT ACAR 0700~ T ATHUAR )

205 | h788 hDS&+Y hadt? avgfavi,? A0S (R84 OhT)

b)AAA (84 OhE)

206 | & P &, 203:204:205 &9°C @-dA T Oh& LeIC— (&9eC @-dht N9°72.0C

hD0)

207 | &ehé ME (AN aP9R) NILL TOATL, $AOO- (R04 e )
hUA@ T, FRAR? (HTOAS APHITT)

208 | #A% AOHGINZN. M (PAAC TorAan): h78e | a)ho 8T (404)

SN0~ huA@-TL LA 18Ch.? b)a2AT (400)
c)mPaa (&9°C &6 OhS)
209 | P70 T AOoMaP, LAAT ‘&7 L.La®  0.hL24%4 AB4GN WL
G ¢ 211 cha&
210 | 7¢.0f 209 A@ ATFDLE h72L LH? a)00AL TN700 HINChP  (R6S BhF)
b)add WOLYL (HH104) (R84 Oh&)
omPaa.... (&9°C &6 0h)
211 | AH. & MhE, POAGTL O TLA/A N7LL 'R? (27 (NI°ch 1TP7 AhF).
212 | P& GOH. hE AYT. NAAh #A% AAh, &7 1.h@ 04244 AR4A hrTher

(F°00R/9°00P)

T €. hAT 214

75




213 | Al 6@ &%, #4907 W0E PLULA HTOAL (NDCch. bhET)
$AO%T AN N7LL LH TONS?

214 | AH. €& B, $AOG GL JPD-AL LAT/%A0T] l.A® 0.A24-A hD W&
180082 ne'r 6N ¢ 219

ch\-

215 | 7% 214 A4A The'r: LhC THHFOAS 2T 1.7&:hC G6-9° ALLATH7
LADE 2Cha @20 £.9.9°0. TOATL $AG GL ATHDRT 6N .
POAL ha ASINCNT? 2.96-9° +OAN ARRNTHY 217 oG

216 | 7&hC LANE A7tHiChi D788 HAhA 1H | oCh, (Bch)
hte7dh. hah 2ch.?

88.AL4MTY

217 | 7e.cht 214 AR4A ATLMC her aPhANA. | LA 0.AL24A h@ W1&ehC

OAL PPl L 1eCh? ner 6N ¢. ek
219 thAé-

218 | 7.t 217 A4 &Lt hFAM
P T ol (YA 0 OAL HHRANZ FORLET 122007 927 ephATiA, AAHLLAT
OAI°73L G0 DAL 1. HeAL.2071/He PO M- ChN 13. @hATA. A0S h9°HChN AAHRELAT
aPnAhIA, 2. LL7N/5L V0T PP )L
AL tmPNT? (HIOF | 3.77(L HehH AQaPANTY /TP BT o0 avhA AL WA P28 T
heteg® avp(\F 1 4. &hé OAL: OCHP 69191 NAHR NG 14129 A00L7/52 TOT T8L d.bch
KR0N) 5. 8¢hé DAL PP AATINCHE 15. 0P AAHSCN/échE

6. ATHANEC LLAT A 16. PolA h(+C AAH T
+Pm-qr 17. Havleh® %8 AAHPA
7.710002 WAHPOI° 18. W1 427 avhAiAL QAHPA
8. 0% (T2 At POI° 19. Thppaop 9OFER AAHS DY
9. hadkt (NAHPDav- 20. 758 ANATS FCTIA aPACH AAHINA
10. 29915 3@ + PO 21. NAA (PPA)-——--
11. NGA 9°f OCHR 6919 AAHL N L AANHTIAAL 22. ALLATT

219 | B Tt O Dk CU0T ATTHS | 2)DCeh,
bhE PRl hAh  #AY | pjaeir
ro-ALh: b HE h2ee < ¢) Al b2 .
he7dh TLAR? d) heFAT?

e)TOAT, A% HNYA ALLAT
NG °PGa +hade PNALT
g)AL DN

76




32 h4A: vt om0 KE orao-

@.h | P avA\(\, av(1CY,
301 | A0 B AP SO TPOP'L AATL? L.A®  0.424A AL4A APFDLT 6N 4.
h? 305 chtvg-
302 | Al AT TN, aP%NE OQ hh PO 1PM [ 1 h  (0.hL4A
0y NARIHTT HNAG 0L HOE T1C O0LS/8' &
10,412
303 | 1RAYTL FOATL P& KBTI Che AATL? 1LA®  0.584A AL4A WL 6N
&.chP 401 hdg-
304 | 7. 303 A@ APFDE AN D720 08 TLA ATk (-NIPAch ATPT AhG)
KET.Che?
305 | Al B L HeF PO A7&MC DT RAN | aovh (€00 1A90F AhE)
n7L8 08:99h/h AP TL? (ht HoAL Fo4 WPTFHE @m0
“00” B-h& )
42 héd: gt OCAHP £8F7 IMNLND7Y
401 | &hé AL G P40 #AGTH. PAOALH. OCHR | 1hD 0.h24-A AL4A WILMC DR
L9t hhCh, BoLcn'a? G &, chP 403 hdg-
402 | 7. vk 401 A@ APFDLE PO OALN, AN | APIL (N9PNh (1007 0hE)
h7£e aoo7h. hikCh. T99.ch.?
403 | AN &hé OALNh. S8 9N a2 chll | |.ao 0.h24-A AL4A WILMC DR
ea.ch'e? G €. hf 501 hOGT
404 | 7. P 403 AO W2LC DL PO @ALN. A ATD12, (IO ATP<7 Oh&)
h28e 1h 0. oa.cn?
52 hé-A: it heAm? hé PNa%A-0+
501 | &hé @AL: Nt PP T RAN WD %L1 G DAL LA®  0.h24A AL4A LT G0 ¢.503
ah AR, FEAM&? A&
502 | 1.0 501 A@ ATEFDRR AO (067 hO (&ihé PYZT
APG0 90 avhATIA. HnPO-r) av9lAq.)
tehm.? (aPgavCd AHA | a)his 1 2 3
HOPOPP® KRNNEE
QFIA HemFRaw b)rCEh 1 2 3
YT PhAHA. DAL C)Afl TR HAk(AT) 1 2 3

77




ao-\CY Lahé 7

d) hege

HYOAP® oL KTNN)

e)afl P HPNC

L5 aPnATA.

g)Hah

h) %G9

i) gooony

JNOCHL 1LH (TCEL)
9o P9°

N N[NNI NN

W] WIW| WIW| WIW

k) HCA. O£ 005 6N
£1 NPFAN

Dl Péch PPPO@- (76T
OCch.:6°19T ANHRIPIY)

m)dA(“I104.)

503 | £ehé OALN, NHON PRATA, OALL 9°0 N%A (L. Lh®  0.h24A KAe4A THLTE O

+arRRCh, & TeAm.? &. it 505 thng
504 | 7.t 503 A@ APFDLE AAPTSI® OAL PnATIAL | 17T LLPLAL

£hé OAL: htchddNh hare Lavad? 2. 7TATPPI° hQ4PLT

3.9°79° 4@t Chef ST

505 | 707 700AT. &hé OAL T0-TA0- 68 DAL @hATA. | | o o6

NPy, F898/ 145882 2.hL4-A/hC.LNET

3.9°79° Gk CheA PALY
62 h4-A: hdid+ 1022 7oL
601 | AOH /B, LH 770 AADL '&? 1.A@ 2.AL4A A4 L CART
Aehh? THer
3.C985 K077 Ge.chf 701 chrg-

602 | 71E 601 A® +neriGe N1LL MCch. TIH. A% OCch, (N9°h OCch, OAT)

HANL? (DA A OCch. A avvtt HANL A LH

NP0k DCch, LIPHY)
603 | vk A78MC DTN, AH. S8 hE T LA AT LAD 0.hL4A AD A7LhC NS AH.

(hAANhe2) 18002 o1 . 801 MAF
604 | Al S8 hB T 18AC A% TLAR 1840 OLA | 1.78hC

go° 0N, $AG ALLATT 18002

2.9°79° +OAT, $AG KLLAT 184

78




72 héd: g 1P HorGP aphA A, DAL £hé DAL HIPANT

701 | HOO @AL aPhARA, ANLT TR & ? | 1LAD 0.5244 AL4A ATThLT G
®. 703 AhAE
702 | OO ANZLF aPhATIA, DAL hNL A)ToS Ahatra? B)age C)bATH?
TCUL? (HnPOR® ™kn T A0S D)ehH  E)T6§ MNL/PATHA
KRQ) F) Shjaoedd  G)nda (10)
703 | PR AW G& hE, AL DA GL l.A@ 0.A24A
OAL aPhA A, PPN & TLAM?
704 | h% A0 £hé OALN, PhATDA, T7A. Lh®  0.h24A AO A7HPRr 60 ¢,
TPPo7’ & RATL? 706 hAF
705 | ANH. &hé h& T hAGAM
AL,
aAhA, AL | 90 OAE RN PO R2PT 14. W11 929 avhATiA. AAHSLAT
HEe TP, 1.ch- hAHg AL 15. aohAHA. A0 h9°HChN QAHLELAT
WILCIOA. | 2.HRHLD291/HePAmME Ch
Y9007 3 N0 ARaPAAT /AP R Y o0 ahAhid. H+haad 29T
(HParg° 4, ST H/GL T0T PO DL 16. 2292 A00L7/SL TOT 8L dbch
KR0N) 5. FO8TL $A% hOAL AAHLATH 17. 0FAN AAHSCDA G-k E
6. &ché DAL MCAR 6°19T NAHLPY, 18. Ph -G AAHTY
7. &hé OAL: apPOPF AAH T 71 19. Havsgh® 4Lt NAHRA
8. hTHANEC LEAT AN 20. H'01 987t a°hA A, QAHPA
+FPo-P 21. Thrdavie PFER AAHLDT
9.70002 AAH S DI 22.758 hnATS €TI0 PG AAHINA
10. 0% L AAHPOI° 23. Nk (TP)
11. hart hAHP@av- 24. hRAATT
12. 72995 5@ +F 0P
13. %A PP TOS OCAHE 6919 PNANT Ak DATTAAY
706 | TRt 704 A0 | A)niS B)orceh C)al “1907 HPOC(AT) D)n289° E)aQl sBPs HPOC
WrFDRT A0GR | F)Ge, 0771 aonafin. G)4.£6¢9® HYHAn D)gPoen? J)N0CH® 1H
GeTE RATA | (o) g K)HCA O 0938 G 21 NFFAN L)Mefl Téwch
?fnrpr:;z;l ;‘;},ﬁ? APTAD- (Yo OCh.I6I0F AOHSER) M)A (I0A.)
KAN)
707 | Al HOALDS | a) PATHA/TOS AN b) 62 “IA. hA.zh
PNATA. OAEL | ¢) MEHRNATTAT (AL (TS d)nl §& M A TOT MNP
?S{ﬁ;&;}j“”? e) Nl 4CTIN/LY 2t HHD4 ) Nk (TP
KANN)
708 | A hE. ILIDAL aPhATIA. 1.A@ 282440  3.ALLATY
HeFPPTL, W28:ch DI Al 902k, GL
goPPI° h(l AAN'R?

79




82 hé-d\: bt +ad4 o0 Chl %A °f TS

801 |1 G& $20 #A%N. ANTOALN I TN | LA 0.52.4-A AL4A AT DR

hitd PLav oA L 180022 G €.ch 804hA&
802 | 7 & 801 A® +her: G2 WAL P hittd Al | OCdh. (NI°hh OCch. OhF)

h7Le oCh. 2o9.ch?

88.ALLATT
803 | N78e HAhhA $L9° MA.L: hiHa 18ch, 2ech.? (R06 KhS)
804 | ANPGL NJ oALN/? 1.a°790 3 +hd 2.0-0AFPP F+hir
340 MHE 4.4k (I0R.)

805 | AIH. §& ¢20 AN ANHOAL A It l.a®  0.h24A

NNGAEL TOG AN ML NI°I°A +E-h T '&

echn?
806 | &hé Po-ALN. TIPNS Lhd OALITRTATT | a0 0.52.4A

TRAG L TIPhNIPT PN TOG NGA PP TN &

echn?
807 | PO N%GA PP TG TN ATEACISCH DL | 1. W 0.404-A

ha AN Fhd 70T MNP A78hC OALNh. NHON

DAL aPhA DA NS TPLNN'E 1842

92, hé-d\: i+ NMHHN AFAM MmN PPTOAD<T TINT

901 | #ATTL AN +TNDA LH 7oL hEMC £ NAA '& Lavann.? L.AD 0.524A
902 | &hé DAL OCAHP X910t ANHLCA AN LH T hemC & hAN'& LAD 0.A24%A

Lavhhn.?

Pao(1o17!

80




(Ag°F2.0P !

TOG £70AL GoH. Ht tatet!

70034, APOATI® @8 ha OZ8TE®  G8 (LA N ALe AT hTIheTLe NAAAE AAT
MHAONNGE 8L HERTINC QAT AAT:ANRL BFG HOO AH? OALT DA hL Gavt &hé DAL

HAP ALJt HIPANT he'r aPhAA. @AL (T7L) hPPl A78LAL U7 HETPT] HAD® TatAhAN0T
nh '@ AN P70 AN N T HARKI® AN NIAPOT AG::

P&, GH, Ht PPAFOG NEFLAPFI® htats AFPD-aTh9° b AL 19007

Q2 aof+e, 1T

1. §& OAL AT, PPILE NI°N4L PP hAN/A?

a. NEAL &9 7hrE Al Lché OAL WHCA AL

2. Al WO Tr9° 62 P70 9PhATA, hare, LaphA?
a.  O(VHMATAT HTPPTI GLTE APGe he?
3. ANNALTE® 7AN &hd OAL THChA AL G0 7L aPhATiA, THR PP IR0t O hh 07
Pt WHTT W2FL hEP°

a.
b.

C.

d.

o0 AblA PNATA, T Hichch

PN PRHIFP APe-CA N9A TP Hivteheht

o0 185 ABO,T HiichchH

0 QUAE AFPFFT (R9IFT) I8 AhhAOO HeitehehH

4. ATk ANChé OAL AHChl A HTPNON I HAP §29°TG0 Hhade hore LavAAY/ LaPafeI°?
A7l A0Ché DAL AFCh OCHE 69T ANHGLALTA 90 HAP S29°TSh FhAd hove

2avO\7/ Lav(fedP?

Kl e@SKF AW, Bt NE€FLArTHI® QA HAFERI® M7, LaoOTE:

81



DECLARATION

I the undersigned, declare that this thesis is my original work, has never been presented in this or

any other university, and that all the resources and materials used for the thesis development,

have been acknowledged as complete references.
Name: Gurja Embafrash

Signature:

Date of submission:

This thesis work has been submitted for examination with my approval as University primary

advisor.
Name: Dr Wubegzier Mekonnen

Signature:

Date:

82



w

12.
13.

14.
15.

16.

17.
18.
19.
20.
21.
22.

23.
24.

United Nations Department of Economic and Social Affairs, P.D., World Population
Prospects: The 2012 Revision, Highlights and Advance Tables. 2013.

Affairs, U.N.D.o.E.a.S., UN Population Division Policy Brief. March 2009.

WHO, Family Planning Factsheets. May 2013.

Singh, J.E.D.a.S., Trends in contraceptive need and use in developing countries in
2003, 2008, and 2012: an analysis of national surveys. May 8, 2013. 381(9879): p.
1756-1762.

John Cleland, S.B., Alex Ezeh, Anibal Faundes, Anna Glasier and Jolene Innis,
Family planning: the unfinished agenda. 2006. 368: p. 1810-27.

JE, S.S.a.D., Adding It Up: Costs and Benefits of Contraceptive Services-Estimates for
2012. 2012.

WHO, U., UNFPA and The World Bank, Estimates and Trends in Maternal
Mortality: 1990-2010

Jane Cottingham, A.G.a.P.H., Use of human rights to meet the unmet need for family
planning. 2012. 380: p. 172-80.

(CSA), C.S.A., Population and Housing census of Ethiopia. 2007.

(FMoH), F.D.R.0.E.M.o0.H., National Guideline for Family Planning Services in
Ethiopia. 2011.

International, C.S.A.E.a.l., Ethiopia Demographic and Health Survey 2011. 2012.
United Nation for Development (UNDP)-Ethiopia, Analyzing regional performance
and disparities in health outcomes in Ethiopia. 2012.

WHO. unmet need for family planning Available from:
www.who.int/gho/.../family_planing/en/.

Rhonda smith, L.A., Jay gribble and Donna Clifton, ed. Family Planning Saves
Lives. fourth edition ed. 2009, Population Reference Bureau.

All Party Parliamentary Group on Population, D.a.R.H., Return of the Population
Growth Factor and Its impact upon the Millennium Development Goals.
January,2007.

Ross, J.A. and W. L.Winfrey, Contraceptive Use, Intention to Use and Unmet Need
during the Extended Postpartum Period. 27(1): p. 20-27.

ACCESS-FP, U., Family planning needs during extended postpartum period in
Ethiopia. 2009.

Extending Service Delivery (ESD) , U., Postpartum Family Planning for Healthy
Pregnancy Outcomes. February 2009.

360, F.H.LI.F., Postpartum Family Planning New Research Findings and Program
Implications. July 19, 2012.,

ACCESS- FP, U., Statement for Collective Action for Postpartum Family Planning.
Federal Democratic Republic of Ethiopia, M.O.H., NATIONAL REPRODUCTIVE
HEALTH STRATEGY 2006 - 2015. March 2006.

Health, M.E.P.a.R., Family planning and Reproductive Health Indicators Database.
Borda, M. and W. Winfrey, Postpartum Fertility and Contraception: An Analysis of
findings from 17 countries. March, 2010.

83


http://www.who.int/gho/.../family_planing/en/

25.

26.
27.

28.

29.

Sedgh, G., et al., Women with an Unmet Need for Contraception in Developing
Countries and Their Reasons for Not Using a Method. June,2007.

PPFP TOOLKIT. Available from: http://www.k4health.org/toolkits/ppfp.

Maternal and Child Health Integrated Program (MCHIP), U., Family Planning
Needs during the First Two Years Postpartum in Kenya.

Warren, C.E., T. Abuya, and 1. Askew, Family planning practices and pregnancy
intentions among HIV-positive and HIV-negative postpartum women in Swaziland.
2013.

Maternal and Child Health Integrated Program (MCHIP), U., Family Planning
Needs during the First Two

Years Postpartum in Rwanda.

30.

31.

32.

33.

34.

3s.

36.

37.

38.

39.

40.

41.

42.

Mulu, S., Assessment of the contraceptive needs and practice of women in the extended
postpartum period in Bahir Dar, Ethiopia. July 2007.

Shaaban, O. and A. Glasierr, Pregnancy during breastfeeding in rural Egypt.
Contraception. 2008. 77(5): p. 350-354.

DaVanzo, J., et al., Effects of inter-pregnancy interval and outcome of the preceding
pregnancy on pregnancy outcomes in Mat lab, Bangladesh. 2007. 114: p. 1079-1087.
Vernon, R., Meeting the Family Planning Needs of Postpartum Women.
September,2009. 40(3): p. 235-245.

Wilcher, R. and W. Cates, Spotlight on Prevention-The Astonishing Neglect of an
HIV-Prevention Strategy: The Value of Integrating Family Planning and HIV
Services.

Cohen, S.A., The World at Seven Billion: Global Milestone a Reflection of Individual
Needs. 2011.

Sarah E.K. Bradley, T.N.C., and Joy D. Fishel, Revising unmet need for family
planning DHS Analytical Studies 25,. 2012.

Genene Bizuneh, S. Shiferaw, and a.Y. Melkamu, Unmet Need and Evaluation of
Program Options to Meet Unmet Need for Contraception in Ethiopia,2000 and 2005;
Further Analysis of the 2000 and 2005 Ethiopia Demographic and Health Surveys.
September 2008.

Korra, A., Attitudes toward Family Planning, and Reasons for Nonuse among Women
with Unmet Need for Family Planning in Ethiopia. 2002, ORC Macro.:
Calverton,Maryland USA.

S. K. Bhattacharyal, R.R., D. N. Goswami, U. D. Gupta, K. Bhattacharyya, and S.
Ray, Study of Unmet Need for Family Planning among Women of Reproductive Age
Group Attending Immunization Clinic in a Medical College of Kolkata, India. Indian
Journal of Community Medicine, 2006. 31(2).

Tesfaye Gebreselassie, Shea O. Rutstein, and a.V. Mishra:, Contraceptive use, Breast
feeding, Amenorrhea and Abstinence during the Postpartum Period: An analysis of for
Countries- DHS Analytical Studies 14,. August 2008.

360, F.h.I.F., Family Planning Information and Referrals at Child Immunization
Clinics: Study in Ghana and Zambia Highlights Implementation Challenges.
December 2010.

Brunie, A., Expanding Contraceptive Use in Rwanda. 2010, Family health
International (FHI) 360.

84


http://www.k4health.org/toolkits/ppfp

43.

44.

45.

46.

47.

48.

Adebanjo B. Adeyemi, K.T.I., Ernest O. Orji, O. Kuti and Marie M. Alabi The
unmet need for contraception among Nigerian women in the first year post-partum.
European Journal of Contraception and Reproductive Health Care, December
2005. 10(4): p. 229-234.

Sarah C. Keogh, M.U., Yusufu Kumogola and Basia Zaba: , Dynamics of postpartum
contraceptive use, and their relationship to antenatal intentions in Northern Tanzania.
Addis Ababa University School of Public Health, E.C.S.A., Performance, Monitoring
and accountability 2020. 2014.

Macro2000., C.s.a.E.a.O., Ethiopia demographic and health survey 2000, Addis
Ababa, Ethiopia and Calverton, Maryland, USA: CSA and ORC Macro. 200.

Jeff K Mathe, K.K.K.a.A.K.M., Barriers to Adoption of Family Planning among
Women in Eastern Democratic Republic of Congo African journal of reproductive
health, 2011. 1(15): p. 69-77.

Shruti Verma, K.K.S., Shilpi Tanti, Timing of Initiation of Contraceptives in
Extended Postpartum Period Among Indian Women. 2010.

85



