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ABSTRACT

Background: Family planning and modern contraceptive use have relatively little attention to
the roles that could be played among the youth regarding fertility regulation. Consequently,
there is a shortage of information on modern contraceptive use as regards to knowledge,
attitudes and practices among the youth alongside future intentions, and their fertility

preferences in Addis Ababa.

Objective: To identify current modern contraceptive use, intention to use in the future and
determinant factors among the youth population of 15 to 24 years in Addis Ababa

Methods: The study used a community-based cross-sectional quantitative survey conducted
from July 2018 to June 2019 in Addis Ababa. A total of 552 youth within the ages of 15-24
years were included in the study through multi-stage random sampling technique. Data were
collected through structured pre tested questionnaire. Data were entered into Epidata 4.4.3.1 and
analyzed by using SPSS version 23 for windows. Descriptive statistics such as frequency, mean,
median were used to summarize the results. Bivariate and multivariate logistic regression analyses

were done. Quantitative data were summarized by using tables.

Results: Main source of information was the media, 407(82.9 %) which formed the highest.
Out of 522 participants, Two hundred eighty eight (52.2%) are ever users, 249(45.1%) are
current users, and 264(47.8%) are never users of modern contraceptives. In multiple logistic
regression analysis, age, having a partner, discussion with partner or spouse, was significantly

associated with current modern contraceptive use.

Conclusions: The study showed a high prevalence of knowledge of contraceptive methods
among the youth, and high intention to use in the future. Age group 15 to 19 years had high
level of modern contraceptive use. Generally current use of modern contraceptives methods is
below fifty percent (45.1%) which is below the Government target goal in Addis Ababa.
Family planning/modern contraceptives programs should focus on having partners, spousal
discussion; encourage youth ages 19 to 24 years to use modern contraceptives and more

media advocacy on modern contraceptive

Keywords: Modern contraceptives, Ages 15-19years, Discussion, Partner. Addis Ababa

vii



1. INTRODUCTION

1.1. Background

In 2012, the global community launched the Family Planning 2020 (FP2020) initiative to
reach 120 million new contraceptive users in developing countries by 2020(1).Family
planning has a cross-sectoral intervention that can hasten progress across the 5 Sustainable
Development Goals(SDG) themes: People, Planet, Prosperity, Peace, and Partnership(2).
Family planning and contraceptive use has an impact on maternal, newborn, child, and youth.
In 2012, the year for which the most recent data was available, approximately 85 million
pregnancies, representing 40% of all pregnancies globally, were unintended(3).This data was
reviewed in 2014 by World health Organization (WHQO) where contraceptive use prevented
218 million unintended pregnancies in developing countries from 2012 to 2014 and, averting
55 million unplanned births, 138 million abortions (of which 40 million are unsafe), 25

million miscarriages and 118,000 maternal deaths(4).

SDGs 3.7 and 5.6 support ‘‘universal access to sexual and reproductive health-care services,
including for family planning’’ and ‘‘universal access to sexual and reproductive health and

reproductive rights,”” respectively(2).

It therefore calls for SDG 3.7 and 5.6 investing in Family Planning: A key to achieving the
Sustainable Development Goals to prevent unintended pregnancies thereby reducing the high
youth birth rates in the world’s poorest countries(3).Unintended pregnancies lead to
complications in pregnancy and childbirth death, high risk infants. Lower educational
attainment and poverty also found in youth mother. Studies in both developed and developing
countries show that contraceptive acceptance and usage differ significantly between the youth
and the adult woman. This difference may be attributed to maturity, higher knowledge and
experience among adults than among the youth. The youth, both married and unmarried, face
the added obstacles of legal and cultural restrictions that limit their access to contraceptives

and family planning(5).

Factors leading to poor access to the youth acquiring contraceptives include poor
understanding of pregnancy risks, effects of contraceptives on health or fertility, opposition

from partners, lack of knowledge of services, cost, shyness, community stigma about sexual
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activity, and disapproving attitudes from providers .The youth sexual and reproductive health
is affected by a country’s cultural, religious, legal political and economic contexts; with
social conservatism playing a hidden role-highlighted by religiosity, demand for male child,
male dominance in couples acceptance to contraceptives, are all determining factors. In
responding to these factors, health actions are needed at each level, from structural, through to
community settings; which include schools and health services. There are a range of effective
and scalable interventions; including comprehensive sex education and provision of youth-
friendly sexual and reproductive health services. Notwithstanding, the evidence base for

action still remains relatively weak(5, 6)

1.2 Statement of the Problem

In many lower-income countries, age- specific fertility rates (ASFR) for the youth ages of 15
to 24 years remain high. Tanzania, Nigeria, and Ethiopia are among the highest rates of youth
fertility globally(7-9).The various demographic health surveys of these three countries
recorded the following: for Tanzania 194, Nigerial85, and Ethiopia 113 births per 1000 girls,
among the ages15— 24 years respectively. Equally, these countries also have some of the
lowest rates in terms of use of modern contraception among the youth. In Nigeria, 98.8% of
married and 50.3% unmarried sexually active youth girls do not use a modern contraceptive
method. The equivalent figures, for married and unmarried youth girls in Ethiopia are 68.2%
and 42.5% and in Tanzania 86.7% and 66.9% respectively(7-9).In Ethiopia, demographic
survey (2016) showed that 13 percent of youth ages 15-19 years had begun childbearing: ten
percent have had a live birth; and 2 percent were pregnant with their first child. The
proportion of youth aged 15-19 who begun childbearing increased rapidly with age; from 2
percent among youth aged 15 years to 28 percent among youth aged 19 years(8).Youth giving
birth to children is more common in rural than in urban areas The proportion of youth
teenagers who have started childbearing decreases with increasing level of education: nearly 3
in 10 youth age 15-19 with no education (28 percent) have begun childbearing compared with
12 percent of teenagers who have attained primary education and 4 percent of those who have
attained secondary education(8).Ethiopia’s current population is 108 million ,with a projected
growth rate of 2.5 percent per year(10). Almost a quarter of married women of reproductive

age in Ethiopia have an unmet need for contraception(11).Adolescents and the youths are the
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most victims of avoidable sexual and reproductive health (young people) problems; such as
unwanted pregnancy, unsafe abortion, curtailment of career prospects and educational

disadvantage, just to mention a few(12).

In spite of some of the positive determinants of modern contraceptive use, such as being
wealthy, more educated, being employed, higher number of living children, monogamy
,media access, partner discussion, visitation by health worker at home etc. there is still low
utilization of modern contraceptives among the youth(13) A study conducted in Hosanna
town, southern Ethiopia by Tsedeke T, et al, demonstrated a high prevalence knowledge of

contraceptives methods among the youth and adult population, but low utilization rate(14).

As a living reality, Ethiopia has made tremendous gains in access to modern contraceptive
methods in recent years. The modern contraceptive prevalence rate (mMCPR) has more than
doubled since 2005, reaching 40% in 2014.Notwithstanding this progress, the mCPR remains
far below the government’s goal of 65% stipulated towards 2015.Unmet need still remains

high among married women and much higher among rural low income young women(15).

In Addis Ababa, the nation’s capital, both married and unmarried youth have a low rate of
utilization of available contraceptives with mCPR of 56% which is below the government’s
target of 65% and for the age 15 to 24 years is 33.9%(8).The aim of this study, therefore, is to
examine both current modern contraceptive use, its determinants and intention to use in the

future among the population of 15 to 24 years in Addis Ababa.

1.3 Significance of the Study

A lot of research has been done in Ethiopia concerning contraceptives and its determinant
factors especially by Getu Degu(16) but relatively scare information is known about the
current determining factors affecting the low utilization of modern contraceptives and the
intention to use in the future among the ages of 15 to 24 in Addis Ababa. The Federal
Ministry of Health (FMOH) in the last Health Sector Transformation Plan (HSTP) has set a
target to improve FP as measured by mCPR of 56% and to curb unmet need from 24% to
10%(11). These objectives have been set in line with the new global agenda for Sustainable
Development Goals (SDGs) with the ambition of putting Ethiopia on track to meet the SDGs

targets by 2030, where such ambitious plans might not get realized unless the younger

3



reproductive age group get rendered with quality services, including quality sexual and
reproductive health care(6). After this study the new knowledge found will highlight
determining factors affecting both current modern contraceptive and future use among the
ages 15 to 24 years in Addis Ababa in particular.

It will also generate information that will help in formulation of evidence based decisions by
program and policy makers to upgrade the current factors and future usage of contraceptives
within the youth aged within 15 to 24 years. It can also add to the frontiers of knowledge
concerning research. Finally the public, health institutions and the entire community may tap

this knowledge to solving problems concerning this age group



2. LITERATURE REVIEW

2.1GlobalPopulation Overview, Sustainable Development Goals (SDGs), Family
Planning and Youth Practices

Family planning saves lives every day, approximately 830 women die from causes related to
pregnancy and childbirth. Nearly ninety nine percent (99%) of these maternal deaths are
occurring in low-income countries. More than half of the deaths occur in sub-Saharan Africa,
while one-third occurs in South Asia. In addition,5.995 million children in 2015 died who

were under 5 years of age(17).

In 2015, world’s population reached 7.3 billion(8, 18). Population growth remains high in the
group of 48 countries designated by the United Nations and these involve the least developed
countries (LDCs), of which 27 are in Africa. Ethiopia, the second most populous country in
Africa, still has high fertility rate (4.6 children per woman) and fast population growth rate of
2,5 per year(8, 19). The current projections showed a continued increase in population which
requires strategic interventions(8, 19). Ethiopia is among the top five most contributing

countries to half of the world’s population growth, stipulated between 2015-2050(18).

2.2 Family Planning: The key to sustainable development.
Family planning/contraceptives are widely approved as an important intervention towards
achieving national and international goals as it has been proven to reduce maternal /child

mortality and morbidity(8). It can prevent unwanted pregnancies and unsafe abortions

Family planning and contraceptives also have been found to promote gender equality as well
as promote educational and economic empowerment of women(8, 19).Despite the enormous
benefits of family planning services, the utilization of contraceptives still remain low in Sub-
Saharan Africa(18-20).In Ethiopia, access of contraceptive service has been increasing due to
the expansion of primary health care units (PHCU)(20). However, it is still very low as
compared to the national and international targets set at different times(8).The 2016 Ethiopian
Demographic and Health Survey (EDHS) Report showed that the utilization for all types and
long term methods of contraceptive was 35.3 and 10.3% respectively(20). The most
commonly used modern method is injectable, which is used by 31% of currently married

women. However, only 5 and 3% of currently married women use implants and the pills



respectively(8, 21). This has resulted into high rates of unwanted pregnancies, unplanned

deliveries and unsafe abortions resulting high maternal mortalities in the regions (8, 20, 22).

2.3Current modern contraceptives overview

.World health organization WHO, defined modern contraceptives as a method or procedure
for pregnancy prevention and these include the following: female or male sterilization, oral
contraceptive pill, intrauterine contraceptive device (IUCD), implants, Depo-Provera or
interposing a barrier that prevents the ascension of the sperm into the upper female genital
trace (e.g. condoms, diaphragm, cervical cap and spermicidal foams, jellies, creams and
sponges) while traditional methods include periodic abstinence during the fertile period,
coitus interrupts(withdrawal), using the naturally occurring periods of infertility e.g. during
breast-feeding and postpartum amenorrhea(23). Dual protection method involves using a
contraceptive method to achieve two goals at a time; prevention of pregnancy and also the

transmission of sexual transmitted infections(STI) or human immune virus( HIV)(24).

2.4 Importance and significance of sexual and reproductive health among youth

Sexual and Reproductive health play an important role in the lives of the youth thereby
promoting healthy development to meet needs, building competencies prevention and
response to health problems among the youth. Some of the benefits derived from sexual and
reproductive health include, counseling about the body and emotional changes in the youth,
Life skill counseling on how to delay sex and avoid risky behaviors. Prevention of sexually
transmitted infections (STIs). Family planning and counseling for sexually active youth.
Screening, counseling and treatment for STIs. Post rape counseling and care. Pre-natal, post
natal and delivery care for adolescent pregnancies. Voluntary Counseling and Testing (VCT)

for HIV. Post abortion, emergency care and counseling

2.5 Factors influencing use of modern contraceptive among youth

The number of adolescence/youth using contraceptives is relatively low in Africa, following
all effort by United Nations Fund for population Activities’(UNFPA) “campaigns” to reduce
maternal morbidity and mortality through support and motivating the use of modern
contraceptive methods(25). Some of the factors leading to low utilization are; Individual,
Reproductive, Societal Expectation, Health Services and Cultural Factors.



2.5.1 Individual factors on modern contraceptive usage

Personal characteristics like age, marital status, educational level, religion, occupation,
income, place of residence are important predictor of contraceptives utilization amongst the
youth. In a study carried out in at Dabat, northwest Ethiopia, women in the age group of 21—
30 years were 1.32times more likely to use modern contraceptives as compared to those less
than or equal to 20 years(AOR = 1.32, 95%CI: 1.11, 1.58). However, women in the age group
of 3140 were 1.33 times more likely to use modern contraceptives as compared to those less
than or equal to 20 years(AOR = 1.33, 95%CI: 1.07, 1.65). Women in the age group of 40 or
more were 33% times less likely to use modern contraceptives as compared to those less than
or equal to 20years(AOR =0.66, 95%CI: 0.51, 0.85) (26).

Women at primary educational level (AOR = 1.42, 95%Cl: 1.22, 1.65) were 1.42 times more
likely to use modern contraceptives as compared to women who are unable to read and write.
Women with secondary and above educational level were 2.35 (AOR = 2.3 95%CI: 1.92,
2.88) times more likely to use modern contraceptives as compared to women who are unable
to read and write. Urban women were 1.92 (AOR = 1.92, 95%Cl: 1.67, 2.21) times more
likely to use modern contraceptives as compared to their rural counterparts(26).In a study
carried out in Yemen, age, marital status, parity, husband’s education, husband’s occupation,
monthly family income, religion and woman’s occupation were found to be associated with
use of contraceptive. Conclusion showed that poverty, ignorance and illiteracy were the main
limiting factors to the use of contraceptives in Yemen(27). The ability to purchase television,
radio or cell phone influence knowledge about contraceptives and source of obtaining them;

which contributed to its use or nonuse in the long run(26, 28, 29).
2.5.2 Health service related factors

Success requires that contraceptives are readily accessible at all-time; including a wide variety
of affordable contraceptive methods and types. A need base multiple service-delivery channel,
should ensure that clients know about the service, which is followed by evidence-based
technical guidelines that will promote access and quality, geared towards client-centered
services(26).

A population based study in Ethiopia showed that availability and accessibility to
contraceptives influenced the use of contraceptives among users in Mojo town(30). In

7



Bangladesh, on availability of the commodities, long waiting time and behavior of service
providers were the main reasons why women using Maternal Child Health( MCH)clinics did
not use contraceptives(31).A study conducted in Burkina Faso, Ethiopia and Nigeria, by
Hounton Set et al, revealed that the prevalence of modern contraception use among sexually
active youth/ adolescents was 51.6% for four antenatal visits (ANC), 48.5% for childbearing
adolescents who used postnatal care services, 43.3% for adolescents whose babies had
completed diphtheria,tetanus,polio(DTP), 22.1% for adolescents who delivered in health
facilities, and 37.6% for those who had a household visit by a family planning health worker.
Additionally, 37.4%, for those who had visited a health facility in the past 12 months,37.5%
for those who received information and counseling on family planning during a visit to a
health facility(32) .

2.5.3 Societal expectations

Family members, in-laws have significantly influenced several women or adolescent couples
reproductive intentions in both directions and this affect their contraceptives decision. Also
some policies do not favor contraceptive uptake and utilization thereby influencing health
facilities decision. Myths and misconception about contraceptives, their side effects are social
missed information that has been reported in many African studies to influence their uptake.
Other participants felt it socially imperative towards fertility, henceforth, been pressured by
extended family to get pregnant so that people will not look down on them for being still
young(33). In a study on barriers to modern contraceptive methods uptake among the youth in
Kenya, showed that contraceptives use was influenced by other people (community, peers,
family and partner) who directly or indirectly ask them not to used FP. Another qualitative
study carried out in Kenya revealed that fear and concerns about contraceptives were a major
barrier to it use in that community. This fear was based on myths and misconception that
contraceptives can lead to infertility, cancer, birth defects and disruption of the normal body

functions hindering / uptake and use among the youth(34).
2.5.4 Socio-cultural factors

Socio-cultural factors implicated into contraceptive use and utilization include discussion
between spouses, male altitude towards contraceptive, partner/husband supports, and sex of

children, cultural beliefs and religious beliefs. A PHD thesis study submitted by Getu D, in
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Addis Ababa University revealed parity as one of the sociocultural determinant factors
affecting modern contraceptive use in North western Ethiopia(16). As previously mentioned,
following the study from Hounton Set al in Burkina Faso, Ethiopia and Nigeria, it was also
found that, across the three countries there was a very low contraceptive prevalence in largely
Islamic populations. Burkina Faso a predominantly animist region also had very low
prevalence rates. Perceptions of risks and benefits attached to contraceptive use have
influence in their use. Furthermore, studies have shown that spousal acceptance and
communication contributes to acceptance of contraceptives(32).

2.5.5 Reproductive factors

This was observed for adolescence “not in union” and adolescence “in union” for the three
countries: Burkina Faso, Ethiopia, and Nigeria(32).The relationship between modern
contraception use and parity varied significantly by marital status. Using the latest
demographic health studies (DHS) in each of the three countries, the prevalence of modern
contraception use among sexually active adolescents with one child, who were not in union,
were 65.3, 72.2, and 33.1% in Burkina Faso, Nigeria and Ethiopia; fifteen times the
prevalence for those in union in these countries, respectively, Similarly, for adolescents with
no child, prevalence of modern contraception use among adolescents not in union was 47.3,
56, and 41.3%, which was 7.7 times, 2.4times, and 411 times the prevalence for those in
union in Burkina Faso, Ethiopia, and Nigeria, respectively. These differences across these
countries are staggering and may point to a strong negative effect of marriage on the ability
of adolescent girls to control their own fertility, irrespective of the level of modern
contraceptive prevalence(35).Also observe in Dabat, northwest of Ethiopia, a woman having
six or more living children was 1.39 (AOR = 1.39, 95%CI: 1.15, 1.68) times more likely to
use modern contraceptive as compared to woman with less than three children(26).

2.5 Conceptual framework

The conceptual framework used for these study was Adopted from Gizaw and Regassa
(2011),(30).1t was modified after a review of different literatures. The framework in this study
tried to explain the factors affecting uptake of contraceptive usage amongst the youth. These

include individual, reproductive, societal expectation, health services and socio-cultural



factors. Different age groups have different contraception knowledge and needs. Women in
their mid-twenties, who have had stable relationship, are more likely not to use modern
contraceptive method / FP because it's a period for procreation in their life. On the other hand,
women who have attended a higher educational level, have better awareness and information
turn to be more likely to use FP methods compared to women with lower educational level.
Couple’s fertility desire, parity, sexual history (having a partner or not, age of onset of sexual
activity) are predictors of contraceptive usage. Nonetheless, there some women who do not
always have control on the uptake, utilization and discontinuation of a contraceptive method,
it is either their husbands, influential people in their community or household (in-laws, family
members, policy environment) who make these decisions. Also Myths and misconception
about contraceptives/FP as well as fear of side effects influence their use, common in certain
parts of Kenya

Socio-cultural values such as perceived need of many children as social security and
searching for an heir (sex preference), denominates gender roles as well as could hinder the
uptake of contraceptives. Also, discussion between partners (partner’s approval or joint
discussion for FP), male/female attitude towards FP and lack of support from spouse play a
role in FP uptake and utilization. Furthermore, some cultural and religious beliefs may
discourage women and their spouses/partners from using contraceptive methods. Socio
economic factors like poverty or low income of mothers and their spouses may affect demand
for FP/contraceptives which results in lack of transport fare and money for other costs. Lack
of male involvement as well as lack of female empowerment in resources control could limit
their capacity to utilize FP services hence low demand. One important factor that plays a
critical role in contraceptives uptake and utilization is the service delivery point. Health care
provider’s attitudes and skills (judgmental, youth friendly service provision, health provider’s
knowledge, lack of effective communication and counseling skills, lack of skills),
accessibility (opening hours, distance of the facility), availability (supplies stock out, presence
of health personnel), affordability (direct and indirect cost) and acceptability of
contraceptives/FP at the health facilities can negatively or positively affect its use. Also
excess workload and less motivation leading to provision of low quality services hence

missed opportunities hinder effective contraceptives/FP service delivery.
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Political environment does affect uptake of contraceptives and family planning methods. An
effective policy making and implementation process is the foundation of scalable and
sustainable health programs including those that integrate family planning contraceptive

usage.

11



SOCIO-CULTURAL FACTORS AND
BELIEFS

e Discussion between partner/spouse

Co-habitation with partner/spouse

Partners/spouse approval

Family size and sex of the child

Partner current gontraceptive use \

-
M
[ ]

Current Utilization and
future intentions of
contraceptives use by the

REPRODUCTIVE FACTORS
SOCIETAL e Youth in union/nonunion
EXPECTATIONS - e Religion(e.g. Islam,
e The role of Others Catholics)
(Family members, In-
law)
e Myths and
misconceptions

Figure 1: Conceptual relation of factors influencing uptake and utilization of
contraceptives among youth with focus on socio-cultural factors and beliefs.

Source: Adopted from Gizaw and Regassa(2011) and modified after reviewed of different
literatures (30)
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» Research question.

» How much of the youth of age 15-24 years use modern contraceptives currently in
Addis Ababa?

» How much of the youth of age 15-24 years have intention to use modern

contraceptives in the future in Addis Ababa?
3. OBJECTIVES

3.1 General objective
e To identify current modern contraceptive use, intention to use in the future and

determinant factors among the population of 15 to 24 years in Addis Ababa

3.2 Specific objectives

. To describe current modern contraceptives use among the age 15 to 24 years in
Addis Ababa
. To identify the determinants of current modern contraceptives use in Addis

Ababa among age 15 to 24
. To determine intention to use modern contraceptives in the future among the

ages 15 to 24 years in Addis Ababa

13



4. METHODS AND MATERIALS

4.1 Study area and period

The study was carried out in Addis Ababa City, the Nation’s Capital and one of the two city
administrations of Ethiopia. It is the base of the African Union commission (AUC) and hosts
the headquarters of the United Nations Economic Commission for Africa (UNECA) with
larger bulk of embassies and numerous other continental and international organizations. It is
the largest city in Ethiopia. As of 2012, its population is totally urban and all sides of the
capital city are bordered by Oromiya Regional State, and covers an area of 540square
kilometers (53,000 ha), with an annual population current growth rate of 3.8 and a total
population projection of 3.38 million persons in 2007 census (approximately 1,452,663 males
and 1,595,968 females) growing up to 4 million in 2018(36, 37).

The Nation’s Capital, Addis Ababa, is made up of ten (10 sub cities, and 116 woredas.
Currently, there are a total 52 hospitals in Addis Ababa of which 6 are government hospitals
under Addis Ababa health bureau, 5 hospitals under federal ministry of health (FMOH), 3
hospitals under defense and police, 3 non-governmental organization(NGO) hospitals and 35
private hospitals. There are also 98 health centers and 800 different categories of clinic in the
city(37). An estimated 80% of the population in Addis Ababa lives in poor and overcrowded
districts with an estimated family size of 6 over 500000 households(38)

4.2 Study design and period
This is a community-based cross-sectional quantitative study which was conducted from July
2018 to June 20109.

4.3 Population
4.3.1 Source of population

All youth within ~ Addis Ababa City Administration aged 15 -24 years where data were
collected from May 9™ to May 27"2019.
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4.3.2 Study population

All youth who are Ethiopian citizens within the 15 -24years category in Addis Ababa City

Administration within the randomly sampled five Sub cities
4.4 Eligibility Criteria

Youth, who are resident in Addis Ababa and are randomly selected in Addis Ababa City

Administration and who will fulfill the inclusion criteria.
4.4.1 Inclusion criteria:

Youth both male and females aged 15-24 years who are fit and willing to participate in the
study who are Ethiopian citizens and, also were able to give informed consent; during the

study period.
4.4.2 Exclusion criteria:

Pregnant female youth or male youth whose spouse is currently pregnant (identified by

history)

Youth with, mental health disorder, visual and hearing impairment are exempted from the

interview, within the sampled household
The non-formal residential 15 — 24 years age group
4.4.3 Sample size determination

(a) For the first research objective, the sample size was estimated by using single population
proportional formula with the margin of error (d) with 5% and the level of significance at
95% confidence interval (Z), a sample size 349 was derived by:

Using the single proportions given by: n = Z** (px q)
d? Where n = Sample size
Z = Z value corresponding to a 95% level of significance = 1.96
p = expected (assume) proportion of modern FP use among youth. EDHS 2016=35%
g=(1-p)=(1-0.35) = 0.65 [where g is complementary probability]

d = absolute precision (5%) =0.05
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Therefore, from the above sample size is:

n=(1.96)’x 0.35 x 0.65

(0.05)*=349

Assuming a 10 % non-response rate, design effect of 1.5 a total sample size for the study is 558

participants.

(b) For the second objective, the sample size was calculated on Epi-Info software using factors

associated with modern contraceptive use by taking study findings from references (30,

39).(Table 1)

Table 1:Determination of sample size

Expected
Frequency Non- Final
among Sample ResponseDesign Sample
Associated Factors Unexposed |Ratio OR/| Size Rate | Effect Size

Proportion of *MC use
among uneducated women | 22% 01:0112 352 10% 15 |581
Proportion of *MC use
among women who have 34% 01:01 4.61 68 10% 1.5 112
less than 2 children
Proportion of *MC
utilization among rural
married women (not living | 23% 01:01/ 2.3 | 236 | 10% 1.5 389
in urban)

*MC=modern contraceptive

Finally, we took the maximum sample size calculated using education as determinant factor

which was 581
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4.4.4 Sampling procedure

Addis Ababa has ten sub cities. The sampling procedure involved a multi-staged sampling
technique. An assumption of 581 households with youth ages 15 to 24 years was included in
the study to aim at 116 households in a sub city. The first stage sampling involved a simple
random sampling, where five sub cities were selected (Bole, Yaka, Nifassilk, Arada and
Addis Ketema). The second stage, each woreda in a sub city was considered as a stratum
Three 3 woredas were selected by simple random sampling from each sub city(stratum),
totaling fifteen (15) woredas within the five sub cities; with a target of thirty-eight (38) to
thirty-nine (39) households in a woreda.According to UN Habitat, an estimation of over
500,000 households are within the 10 sub cities in Addis Ababa Administration, with an
approximation of 50000 households in a sub city, making a woredas to have within 5000 to
4545 households(irrespective of slums and non-registered houses).The kth interval of
seven(7™Mwas calculated from proportion of the sample size 581 and the estimated households
in the woreda which is between 4545 to 5000.The third stage was a systematic random
sampling with a kth interval of seven, (by simple random sampling with the first seven
houses, a starting point was located to begin the household sampling). Finally, selection of
youth, ages between 15 to 24years within the sampled households was done to obtain the
sample size. A household within the communities had about one to six persons as a family
size. On the other hand, households that were vacant of youth within the specified ages were
immediately preceded clockwise to the next house for sampling. Further to this, houses that
had two or more eligible youth within ages 15 to 24 years, simple random samplings was

employed to select youth for inclusion in the study(Figure 2).

17



10 sub-cities in Addis Ababa City Administration, Ethiopia

Simple Random Sampling

Bole Yaka (13 Addis NifasSilk (12 Arada (10
(14woredas) | | 1 (10woredas) | |  Woredas) | | \Woredas
Woredas) Ketema )

|

3 Woredas from each subcity (stratum) selected by
simple random sampling

N

15 Woredas

y

Systematic random sampling of households within woredas

\

Estimated 581 Households by 7" K Interval was sampled

2

Household selection of youth within ages of 15 to 24 years

v

581

Figure 2: Schematic presentation of sampling procedure within youth in Addis Ababa

sub cities
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4.5 Measurement/Variables
4.5.1. Dependent Variables:

o The outcome variable in this study is utilization of current modern

contraceptives& future intention
. Future intention for current users and non-current users
4.5.2. Independent variables:

o Socio-demographic characteristics: Age, sex, education, employment, marital

status, residence, religion,

o Socio-cultural characteristics: partner/spouse approval towards contraceptive
use, having a partner, partner’s current use of contraceptive, family size, sex of

the children, religion, tradition and cultural beliefs about contraceptives.
. The detailed content is presented in the Pretested Questionnaire (annex I11)

4.6 Data collection tools and procedure

Questionnaire was adapted from WHO guidelines on Health Behaviors of School-Age
children (HBSC) 2013/2014 survey(40); and other relevant literatures. It was a well-designed,
structured gquestionnaire which was administered by five data collectors, face to face interview

and from house to house.

Interviews were conducted in a serene place or room, to ensure confidentiality. After each
interview, Amharic version was re translated back to English by data collectors, supervised by
the professional language translator to ensure that the meaning of participant responses is not
altered. Data was collected every day of the week according to the pre-planned schedule
within the five sub cities.

4.7 Data quality assurance

Five data collectors and one supervisor (All BSc degree holders) were recruited who were
fluent in the local language and training(Annex XII) for one week was given to them on the
importance of research, techniques and skills on interviews, sampling, ethical issues,
importance of participants’ safety and interviewers, minimization of under reporting and

maintaining confidentiality. Supervision was done in-process and feedback with discussions
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were held at the end of each day to solve and clarify any issues raised during the day as
regarding good data collection. The Pl was present at the sites during the data collection
period to oversee data collection process, checked all previously completed questionnaires for
consistency and completeness(Annex XIl).The supervisor also had ensured that all
administered questionnaires were checked for errors and completeness such that necessary
corrections were made on the field. All questionnaires with errors or missing variables which

were noticed during data entry were rejected.

Before going into the detail data collection process, pre-test was made to check errors on the
research design tool, and anticipated would-be problems within the real project. Pretesting
was done a week prior to the commencement of the actual study among youth ages 15-24 in
kirkos sub city (Kazanchis), which was excluded from the sampling frame for the study.
Overall the pretesting was beneficial to the entire survey and data collection process as
modification was made to questionnaire number 38 (insertion of response answer “me and my
spouse”) the modified versions of the questionnaire is attached (Annex V). A total of 30

questionnaires (5% of total sample size) were used for the pre-testing.

4.8. Data processing and analysis

Data were coded, cleaned and explored to identify outliers, missing values, with Epidata
version 4.4.3.1. Data was thereafter exported to SPSS version 23 for final editing and
analysis. Frequencies were generated for categorical variables and summary measures for
continuous variables. Tables and graphs were used to present the data. Descriptive statistics
showed the frequency and percentage of the characteristics. Cross tabulations (chi-square)

were computed to examine relationships among the variables.

Initially, bivariate analysis was performed between current modern contraceptive use
(dependent variable) and each of the potential factors associated with contraceptive use
(independent variables), one at a time. These included socio-demographic factors and socio-
cultural factors. Their odds ratios (OR) at 95% confidence intervals (Cl) and p-values were
obtained. The findings at this stage have identified important associations. Then multivariable
analysis was performed using the logistic regression model. Factors that were significantly
associated with FP use at bivariate analysis (p < 0.05, those with p-values < or = 0.2) and

those not significant but with previous evidence from literature review indicating possible
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association with FP use were considered in the logistic regression model. Confounding factors
that are not the primary variables of interest but would possibly have an effect on the
association of other primary variables of interest with contraceptive use such were also
considered in the model to control for their effect. Their respective odds ratios (OR) which
were found associated with these potential factors was reported as a measure of strength,

together with the corresponding 95% confidence intervals.

4.9. Ethical considerations

A proposal initially was submitted to the Research and Ethics Committee of the School of
Public Health, Addis Ababa University for the technical and ethical reviews and approval was
granted. Permission letter for doing the research and collecting data was obtained from the
Addis Ababa City Administration Health Bureau. Furthermore, during the data collection,
written informed consent was obtained from each respondent who could read/write and verbal
consent was obtained from respondents who could not read nor write ;foremost by first
explaining the objectives of the study. To maintain anonymity identifiers like names were not
taken in the questionnaire. All measure to maintain human rights including informed consent;
the right to participate in the study, right to privacy and confidentiality and right to prevention
from any type of harm was taken into consideration. All participants were informed that their
participation is on voluntary bases and none was forced rock-solid for participation. It was
clearly stated to the participants that the information they will provide whether orally or in
writing will be for research purposes and strictly confidential. The data collectors have
provided information to those in need and also health facilities referral for contraceptives/FP

methods not available at the site.
4.10 Dissemination of the findings
The findings of the study would be communicated to the stakeholders through the following;

1. The final result study will be submitted to Addis Ababa University, School of Public
Health and a copy will be made available in the library.

2. Feed-back to the Addis Ababa City Administration Health Bureau and the managers of the

various health facilities.

3. Publication of the result in reputable journal.
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4.11 Operational definitions
Sexually Active: A client who has had sexual intercourse at least once in the last, less than
one month. A definition from Hubacher D and Trussell J document(41)

Current modern FP contraceptive user (1 item): Any participant who reports using any

form of modern FP contraceptive method at the time of interview.

Ever used modern FP contraceptive method (1 item): Any participant who said have used
a modern FP contraceptive method before and whether is either using or not using at the time

of interview.

Modern family planning utilization: This refers to use of any form of modern, family FP

contraceptive method.

Future modern contraceptive use intent (1 item): Any participant who has used a modern

contraceptive method but have the intent (desire) to use in the future

Never use modern contraceptive methods, but future intent (1 item): Any participant who

has not used a modern contraceptive method but have the intent (desire) to use in the future
Youth: For the purpose of this study, this refers to ages between 15 to 24 years

Current and future modern contraceptive use intent (1 item): Any participant who said is

a current modern contraceptive method user and intent to use in the future

Modern contraceptive method: Refers to contraceptives that are based on scientific
knowledge of the process of conception such as pills, injectable (Depo-Provera), condoms,

implants, intra uterine contraceptive devices, vasectomy, and bilateral tubal legation(23).

Contraceptive prevalence rate: Is the proportion of women of reproductive age who are

using (Or whose partner is using) a modern FP method at a given point in time(8).

Approval of modern contraceptive methods: Any participant who is a current user or not

but approves the use of modern contraceptive method.

Unmet contraceptive need: proportion of women of reproductive age who are sexually

active, unwilling to get pregnant and not using any contraceptives method(19).
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5. RESULTS

5.1 Socio-demographic Characteristics

The total respondents were 552 that gave a response rate of 95 %( n=581).0One hundred eighty
five (33.5%) youth were between the age of 15 to 19 years with a mean (SD) age of 20.7 £ 2.6
respectively. Males were 249 (45.1%) and females 303(54.9%) giving a sex ratio of 1: 1.2
male to female. One hundred and one (18.3%) of the respondents were married. High school
level recorded the highest at 295(53.4%) in terms of level of education. Daily income of the
youth families, were divided into five categories, from very poor to highest earned income in

a day. Two hundred and ninety nine (54.2%) were orthodox Christians (Table 2).
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Table 2.Socio-demographic characteristics of the respondents [N=552] in five sub cities

in Addis Ababa, Ethiopia, October 2019.

Variables Frequency Percentage
Age Group(years)categorized”™

Mean+SD 20.7+2.6

15-19 185.0 335
20-24 367.0 66.5
Gender

Male 249.0 45.1
Female 303.0 54.9
Marital Status

Single 430.0 77.9
Married 101.0 18.3
Divorced 18.0 3.3
Widowed 3.0 0.5
Educational Level

Never 6.0 11
Not Completed Elementary School 13.0 2.4
Completed Elementary School 66.0 12.0
High School 295.0 53.4
University Level 125.0 22.6
College Level 47.0 8.5
Occupation of respondents

Unemployed 31.0 5.6
Self-employment 164.0 29.7
Unemployed Student 264.0 47.8
Employed 93.0 16.8
Daily Income of Family respondents **

Greater than 280birr/day(Highest Level)>10usd 94.0 17.0
168-280 birr/day(Well doing) 248.0 44.9
84 - 167 birr/ day(Average) 173.0 31.3
28- 83birr/day(Poor) 31.0 5.6
Less than 28 birr/day(very Poor)<lusd 6.0 1.1
Religion

Orthodox 299.0 54.2
Muslim 109.0 19.7
Protestant 112.0 20.3
Catholic 26.0 4.7
Others # 6.0 1.1

Others #=traditional worshipers, **Adopted/modified from EDHS2011, "ages 15 - 19 had
valid percentages less than 10, giving a wide gap in confidence intervals. Ages were

categorized from 15-19 and 20-24years to aid analysis.
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5.2 Ever heard of modern contraceptive methods

Out of a total of 552 participants, 351(63.6%) respondents have admitted to have had sexual

intercourse. Further to this, above fifty percent 491(88.9%) of the participants responded yes

to have ever heard of modern contraceptives and the source of information was from the

media, 407(82.9%) which formed the highest. Second source of information was from peer
youth groups 157(32.0%), and the least was from health facilities.ie 24(4.9%) (Table3)

Table 3. Ever heard of modern contraceptives of respondents in five sub cities in Addis

Ababa, Ethiopia, October 2019.

Characteristic Frequency Percentage
Ever had Sex(n=552)

Yes 351.0 63.6
No 201.0 36.4
Ever heard of modern contraceptives(n=552)

Yes 491.0 88.9
No 61.0 11.1
Source of information on ever heard of modern contraceptives

Media*(n=491)

Yes 407.0 82.9
No 84.0 17.1
From Peer*(n=491)

Yes 157.0 32.0
No 334.0 68.0
From husband/partner*(n=491)

Yes 79.0 16.1
No 412.0 83.9
Seminars*(n=491)

Yes 26.0 53
No 465.0 94.7
Health Facility*(n=491)

Yes 24.0 4.9
No 467.0 95.1

25



5.3 Common known modern contraceptives methods

Out of a total of 552 participants,491 respondents confirmed knowledge of modern

contraceptive method, giving the male condom a value of 374(76.2%), followed by the oral
contraceptive pill commonly known as “OCP”370(75.4%).The injectable 197(40.1%), others

i.e. norplant 2(0.4%)( Table 4).

Table 4.Common known contraceptives of respondents in five sub cities in Addis Ababa,

Ethiopia, October 2019.

Characteristic Frequency Percentage
Know any contraceptive Method

Pills*(n=491)

Yes 370.0 75.4
No 121.0 24.6
Intrauterine Device*(n=491)

Yes 143.0 29.1
No 348.0 70.9
Injectable*(n=491)

Yes 197.0 40.1
No 294.0 59.9
Condom(Female)

Yes 17.0 35
No 474.0 96.5
Condom(Male) *(n=491)

Yes 374.0 76.2
No 117.0 23.8
Vasectomy*(n=491)

Yes 77.0 15.7
No 414.0 84.3
Tubal Ligation*(n=491)

Yes 70.0 14.3
No 421.0 85.7
Periodic Abstinence*(n=491)

Yes 102.0 20.8
No 389.0 79.2
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(Table 4 continu...)

Characteristic Frequency Percentage
Natural Methods *(n=491)

Yes 17.0 35
No 474.0 96.5
Others# 2.0 0.4

*Multiple response Others #= Norplant

5.4. Respondent approval, respondent ever use and respondent current use of modern
contraceptives methods

Out of the total of five hundred and fifty two participants, 412(74.6%) of the respondents
confirmed that they do approve the use of modern contraceptive and those who have ever
used it before was 288 (52.20%) (figure3) Two hundred and forty nine (45.1%) of the
respondents have confirmed that they are current users of modern contraceptives (Table 6).
These are the currently used modern contraceptive methods: such that the highest being male
condom, 114(45.8%), the pill, and 92(36.9%), the injectable, 39(15.7%) and the lowest is
Norplant at a frequency of 1(0.2%)

NU s=264(47.8%)

Current Users MCM* N0=39(7.1%)

yes=249(45.1%)
Ever user MCM* NU=264(47.8%)

yes=288(52.2%)
NS"= 65(11.8%)
No=75(13.6%)

Approve of MCM*

yes 412(74.6%)
0 100 200 300 400 500

*MCM=modern contrceptive methods, "NS=Not sure, NU*=never used MCMFigure 3:
Approve,ever,and current modern contraceptives use of respondents in five sub cities in Addis
Ababa, Ethiopia, October 2019
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5.5. Intention for future use (for current users and never-users)

Out of a total of two hundred and forty nine participants who are currently modern
contraceptive users, 207(83.13%) responded to have intention for future use; and also out of a
total of two hundred and sixty four participants who had never use modern contraceptives,
100(37.87%) of respondents confirmed to have intention for future use [henceforth, a total of
307(55.6%) for both current/never users responded for future intention out of 552
participants]. Thirty-nine of the respondents (7.0%) affirmed as non-current user out of the
552 participants (Figure 4, Table 5)

M yes

Non current = No
users(n=39) 39(7.0%)

W Not sure

Future
intention/never
users(n=264)

Future
intention/current
users(n=249)

0 50 100 150 200 250 300

*MCM=modern contraceptives methods. Percentages derived out of the denominator N=552

Figure 4: Intent future MCM for current users, never users of respondents in five sub
cities in Addis Ababa, Ethiopia, October 2019
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Table 5. Respondents future approval of modern contraceptive methods use in five sub
cities in Addis Ababa, Ethiopia, October 2019.

Characteristic Frequency Percentage
Approve the use of modern contraceptives(n=552)

Yes 412.0 74.6
No 75.0 13.6
Not sure 65.0 11.8
Ever used modern contraceptives(n=552)

Ever use 288.0 52.2
Never use 264.0 47.8

Method ever used #MCM
Approve among ever use: pill(*n=288)

Yes 171.0 59.4
No 117.0 40.6
Approve among ever use: intrauterine device(*n=288)

Yes 12.0 4.2
No 276.0 95.8
Approve among ever use: injectable(*n=288)

Yes 42.0 14.6
No 246.0 85.4
Approve among ever use: condom (female) (*n=288)

Yes 5.0 1.7
No 283.0 98.3
Approve among ever use: condom(male) (*n=288)

Yes 163.0 56.6
No 125 43.4
Approve among ever use: vasectomy(*n=288)

Yes 2.0 0.7
No 286.0 99.3
Approve among ever use: tubal ligation(*n=288)

Yes 4.0 14
No 284.0 98.6
Approve among ever use: others

Abstinence 1.0 0.2
Norplant 1.0 0.2
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Table 6 Respondents current use, never use, and future intention of modern
contraceptive methods use in five sub cities in Addis Ababa, Ethiopia, October 2019

Characteristic Frequency Percentage
Current modern contraceptives use now (n=288)

Current users(only) 249.0 86.5
Non-current users(only) 39.0 135
Current users with intention for future use(n=249)

Yes 207.0 83.1
No 7.0 2.8
Not sure 35.0 14.0
Never Use “MCM but Intention for future use(n=264)

Yes 100.0 37.8
No 72.0 27.3
Not sure 92.0 34.8
Currently used modern contraceptive methods

Pill(*n=249)

Yes 92.0 36.9
No 157.0 63.1
Intrauterine Device(*n=249)

Yes 17.0 6.8
No 232.0 93.2
Injectable(*n=249)

Yes 39.0 15.7
No 210.0 84.3
Condom(Female(*n=249))

Yes 0 0.0
No 249 100
Condom(Male) (*n=249)

Yes 114.0 45.8
No 135.0 54.2
Tubal Ligation(*n=249)

Yes 2.0 0.8
No 247.0 99.2
Others (*n=249)

Norplant

Yes 1.0 0.2
No 248.0 99.8

*multiple response  “MCM=modern contraceptive methods
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5.6. Factors affecting approval, ever and current modern contraceptives use among

respondents

Through cross tabulation with observed frequencies/percentages, 131(96.30%) respondents
out of 288 participants affirmed yes to have discussed to each other in the past on the use of
modern contraceptive at a p-value of 0.001(which was significant).Out of 288 participants,
182(91.20%) of respondent confirmed to have partners and are currently using MCM at a p-
value of 0.001.Further to this, 201(87%) of respondents support and approve the use of MCM
at a p-value of 0.021. close relatives etc. do not have effect on the use on MCM(Table 7).

Table 7.Factors affecting approval, ever and current modern contraceptives use on
respondents in five sub cities in Addis Ababa, Ethiopia October 2019

Factors Modern contraceptive method use currently Chi-sg.x? p-value
Yes No

Discussion with partner in the past about modern contraceptives(n=288)
131 5 22.55 0.001*
96.30% 3.7%

Ever informed partner of using contraceptives in family planning(n=288)
116 7 16.01 0.001
94.30% 5.70%

Does your partner/spouse approve of family planning methods(n=288)
201 28 7.68 0.021*
87.80% 12.20%

Close relatives support you of the use of modern contraceptive methods(n=288)
117 15 2.45 0.293
88.60% 11.4%

Traditional /cultural believes against the use of family planning(n=288)
109 20 0.77 0.680
84.50% 15.5%

(Table 6 continu..)
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Society supports modern family planning methods(n=288)

176 28 0.02 0.989
86.30% 13.70%

Have children in the future? (n=288)
224 36 0.24 0.886
86.20% 13.80%

Having a partner(n=288)
182 17 13.74 0.001*
91.50% 8.50%

Not having a male child prevent you from using family planning method(n=288)
20 0 3.529 0.171
100.00% 0.0%

*=significant<0.05, MCM=modern contraceptives methods, % =Observed values

5.7 Relative views on influence of socio-cultural factors on use of contraceptive methods

Five response answers were designed on a likert scale which were strongly agree to strongly
disagree with “not sure” in the middle. These response answers were coded 1 for “strongly
agree” to 5 as “strongly disagree”. Likert Items questions were designed on socio-cultural
factors influencing family planning and modern contraceptive use. Out of 522 participants
231(41.8%) respondents s agree with Fp/contraceptives use jointly with partner influence with
a mean of 2.25. Fp/contraceptives use 268(48.6%) influenced by partner approval with a
mean of 2.30 respondents agree. FP/contraceptive use 225(40.8%) influenced by

friends/relatives approval disagree with a mean of 3.47 (Table 8)
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Table 8. Relative views on influence of socio-cultural factors on contraceptive methods use
on respondents in five sub cities in Addis Ababa, Ethiopia. October 2019

Views Strongly Agree Notsure Disagree Strongly Means on

agree somewhat n(%) somewhat disagree likert
n(%o) n(%o) n(%o) n(%o) scale

*Fplcontrause  124(22.5) 216(39.1) 123(22.0) 72(13.0) 17(3.1) 2.35

influence by

cultural beliefs

*Fp/contrause  134(24.3) 167(30.3) 125(22.0) 96(17.4) 30(5.4) 2.49

influence by

religion

Fp/contra 9(1.6)  64(11.6) 197(35.0) 225(40.8) 57(10.3) 3.47

influenced by

friends/relative

approval

*Fp/contra 21(3.8) 104((18.8) 243(44.0) 156(28.3) 28(5.1) 3.12
influenced by

village

talk/Rumors

*Fp/contra 108(19.6) 268(48.6) 82(14.9) 91(16.5) 3(0.5) 2.30
influenced by

partner approval

*Fp/contra 141(25.5) 231(41.8) 80(14.5) 100(18.1) 0(0.0) 2.25
jointly with

partner

influences

*Fp/contra= Family planning /contraceptives

5.8. Analysis of socio-cultural factors determining current use of modern
contraceptive within the youth ages 15 to 24 in Addis Ababa, Ethiopia, October 2019.

Table 9 showed binary and multi logistic regression analysis with socio-cultural variables. In
binary logistic analysis, youth who are (i)having a partner, (ii) discussion of modern
contraceptives, (iii)current partner/spouse use,(iv) partner approval were significantly
associated with current modern contraceptive use. In a univariate analysis, those who are
having partners had a significant use of modern contraceptives as compared to singles COR=
3.5 (1.75, 7.02) as they were 4 times higher odds to use modern contraceptive. Likewise those
who did not discuss contraceptive methods with spouses or partners were 86.0% lower odds
to use modern contraceptives as to discussers COR=0.14(0.04, 0.51). Partner approval also
played a role, as those who did not approve their partners/spouse in family planning use were

33



80.0% lower odds to use modern contraceptives COR=0.20(0.04,0.94) as to those who
approved of MCM. Non-current partner/spouse user were 77.0% lower odds to use modern

contraceptives COR=0.23(0.07, 0.73) as compared to current partner/spouse users.

Religious denomination, orthodox were 72% lower in odds to use modern contraceptives to
protestants, catholic and non-believers in God COR=0.28(0.09,0.84),likewise muslems were
75% lower odds to use modern contraceptives as compared to protestant, catholic and non-
believers in God COR=0.25(0.06,0.95). Ever inform partner of using modern contraceptives,
traditional /cultural believes and, society supports of modern family planning methods, having
children in the future, education, and occupation did not have associations with current

modern contraceptive use (Table 9).

Factors with variables which were statistically significant within binary logistic regression,
and following adjusting odds, were entered into multivariable logistic regression analysis to

establish the determinants of modern contraceptive use.

In multiple logistic regression analysis, age category having a partner, discussion with partner
and religion were significantly associated with current modern contraceptive (Table 9).Age
category of 15-19 years were AOR=5.93(1.20,29.20) 6 times higher odds to use modern
contraceptives as compared to ages 20-24years. Having partner or spouse was also associated
as compared to singles AOR=12.8(1.62, 100.9). Those who had partners were 13 times higher
odds to use modern contraceptive as compared to singles. Discussing modern contraceptives
with partner and spouses had an association. Non discussers of modern contraceptives
AOR=0.18(0.04, 0.85) were 82.0% lower odds to use modern contraceptives as compared to
discussers. Orthodox Christians were AOR=0.26(0.08,0.85) were 74% less likely to use
modern contraceptives than protestants, catholic and the non-believers.Muslems were 89%
less likely to use modern contraceptives than protestants and catholic.

On the other hand, partner’s approval, support from close relatives, and occupation did not

have significant association with the model (table 9)
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Table 9 Binary and multivariable logistic analysis of socio-cultural factors determining current use of modern contraceptive within
the youth ages 15 to 24 in Addis Ababa, Ethiopia, October 2019

Current modern contraceptive use

Variables Yes (%) No (%) | Crude OR(95%CI) Adjusted 0R(95%CI)
Having a partner

Yes 182(91.5) 17(8.5) *3.51(1.75, 7.02) *12.8(1.62,100.9)
No 67(75.3) 22(24.7) 1 1
Current Partner useRr

Yes 116(95.1) 6(4.9) 1

No 37(82.2) 8(17.8)) %0.23(0.07, 0.73)

I don’t remember 29(90.6) 3(9.4) 0.50(0.11,2.12)

Discussion with partner

Yes 131(96.3) 5(3.7) 1 1
No 23(79.3) 6(20.7) %0.14(0.04, 0.51) *0.18(0.04,0.85)
Partner approval

Yes 201(87.8) 28(12.2) 1.16(0.47,2.84)

No 5(55.6) 4(44.4)) %0.20(0.04,0.94)

Not sure 43(86.0) 7(14.0) 1

Close relatives support youR

Yes 117(88.6) 15(11.4) 1

No 16(76.2) 5(23.8) €0.41(0.13, 1.28)

Not sure 116(85.9) 19(14.1) 0.78(0.37,1.61)

Ever Inform Partner

Yes 116(94.3) 7(5.7) €2.76(0.65,11.66)

No 48(87.3) 7(12.7) 1.14(0.26,4.90)

I don’t remember 18(85.7) 3(14.3) 1

Tradition/cultural beliefs against the
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use of Fp**
Yes 109(84.5) 20(15.5) 0.74(0.34,1.65)
No 60(88.2) 8(11.8) 1.03(0.39,2.72)
Not sure 80(87.9) 11(12.1) 1
Society supports Fp**
Yes 176(86.3) 28(13.7) 0.93(0.38,2.27)
No 26(86.7) 4(13.3) 0.96(0.25,3.61)
Not sure 47(87.0) 7(13.0) 1
Age category years
Yes (15-19) 43(95.6) 2(4.4) 3.86(0.89, 16.6) *5.93(1.20,29.20)
No (20-24) 206(84.8) 37(15,2) 1 1
Marital status©
Single 167(86.5) 26(13.5) 1.01(0.49,2.08)
Married/devoiced/widowed 13(13.7) 82(86.3) 1
Education Level®
High school below 139(86.9) 21(13.1) 1.08(0.55,2.13)
College/university 110(85.9) 18(14.1) 1
Occupation of Respondent
Unemployed 19(90.5) 2(9.5) 1.13(0.22,5.79)
Own business/self employed 87(87) 13(13) 0.79(0.31,2.03)
Unemployed Student 76(82.6) 16(17.4) 0.56(0.22,1.40)
Employed 67(89.3) 8(10.7) 1
Religion
Orthodox 150(83.8) 29(16.2) %0.28(0.09,0.84) *0.26(0.08,0.85)
Muslim 27(81.8) 6(18.2) %0.25(0.06,0.95) *0.11(0.02,0.61)
othersco 60(95.2) 3(4.8) 1 1

*significant at multivariate analysis p<0.05, “ significant at bivariate analysis p<0.05, ¢ variable eligible for multivariate analysis az p< 2,
**Fp=Family planning OR=odd ratio, * catholic, protestant, non-believers, CI confident Interval

R=coding Ref to last p>0.2 " merge education into high school below and College/university level to aid analysis
© merged into single and married/divorced/widowed
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6. DISCUSSION
This study was conducted to identify current modern contraceptive use, future intentions and

the determinants amongst youth in Addis Ababa. From the multivariate logistic regression
analysis for this sample size, the adjusted ORs for all selected explanatory factors showed,
statistically significant associations with modern contraceptive use except for youth’
education, partner approval ,current partner use ,cultural/traditional beliefs, and desire for
male child. The strongest adjusted association observed in modern contraceptive use was
significantly with the age category of 15 to 19 years, as they were 6 times higher odds to use
modern contraceptives than age 20 to 24 years. The youth ages between 15 to 19 years still lie
in the developmental years, (schooling, dependent on parents, unemployment) therefore care
is taking by this age group not to get pregnant as one of the main reason, illustrated by the
high use of the male condom and the female pill in this study. To confirm this, a study was
done in Germany; during the reunification of east and western(era of 1990)where the barrier
methods especially the condom recorded a prevalence rate of 10.4% and the pill recorded
75% ,as compared to Addis Ababa, 45% and 36% for the same ages of 15 -24 years. These
differences could be due to the unstable environment at the time of the reunification of
Germany where the country was in violence and war, with low availability of the male
condom and high use of the oral pill ,as the pill was easily accessible(42). Inversely, a similar
study in Tigray recorded the pill prevalence rate at 4.5% and the male condom at 0. 9%, this
was far below the prevalence rate in Addis Ababa for the same ages 15-24 years. In Tigray,
the commonest use of modern contraceptives was the injectable (long acting) and the lowest
was the pill and the male condom (short-acting). The reason for respondents in Tigray was
that ,the long acting contraceptives, were cheap, highly effective and one need less visits to
health institutions as compared to the pill and the condom where one has to use every time,
more often and more compliance needed (43).Another study done on modern contraceptive
use was among married women of reproductive age in Misha Woreda Hadiya Zone, South
Ethiopia, where the commonest modern contraceptive use was also the injectable(long
acting) at a prevalence rate of 50% for ages 30 -34 and rather low 2.8% for ages 15-24 years
showing both geographical and age variations in long acting contraceptives(44); also a
confirmation from 2011 EDHS.Partner discussion also played a role in the association of

modern contraceptive use, following the multivariate regression. Partner/spouses, who are
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living together, most likely, would be engaged in discussions about the benefits of modern
contraceptives use, especially the harmful effect of STls, HIV, unwanted pregnancy,
unemployment, creating the tendency to use family planning (FP) during their co habitation.
A study done in Debremarkos in Ethiopia revealed that youth mothers who had FP
discussions with their husband or spouse were more likely to use family planning than their
counterparts. This indicates that partner discussion involving family planning could be a
factor in increasing the number of family planning users(45).In addition, improvement in
modern contraceptive methods will be achieved by involving both young men and women in
family planning programs. A similar association was observed in a study carried out in
Kenya, where greater approval and more frequent discussions among youth couples enhanced
modern contraceptive use by women(34). Consistent with the results of previous studies in
Uganda, showed that high levels of partner discussions of modern contraceptives/family

planning methods led to a significantly association with current use of contraception(46).

On the part of respondents currently having partners, the model showed strong association
with the use of modern contraceptives, as this group had 13 times higher odds to use modern
contraceptives more than those who do not have partners. In this regards, the role of men in
decision making has been instrumental in traditional patrilineal societies and has contributed
to high use of modern contraceptives, with Ethiopia not being an exception. Men decide
almost every aspect of life including reproductive health service choices. A study done by
Terefe A, and Larson CP, in different parts of Ethiopia showed significant association of
men who involved themselves in family planning methods led to encouraging high use of
modern contraceptive methods(47).To add to this, women in a union (married or consensual
union) were more likely to be using a contraceptive method than singles. When a woman is
married or living with a partner under the same roof, the partner’s opinion and decision on

contraceptive use become influential and highly beneficial to both of them.

Religion showed an association with modern contraceptives use as orthodox Christians and
Muslims had lower odds as compared to the protestant, catholic and the non-believers.
Prevalence rates for protestant, catholic and non-believers was 95.2% and for orthodox
Christians 83.8% and Muslim at 81,8%.This is consistent with a study in Bahir Dar done by
Damot W,et al. in 2014 where orthodox Christian had CPR of 63.1% , Muslim 36.1% and
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protestant, catholic 68.1%(48).This is explained due to religiosity which was identified as
one of the factors which determine modern contraceptive use. Compared with religious youth
women, less religious were about 5.56 times more likely to use modern contraceptives
(95%ClI: 1.4, 21.3) in Orthodox Christian youth women and 5 times more likely to use
modern contraceptives (95% CI: 1.9,14.8) in Muslim youth women and much higher in the
protestant. On this regard, a study conducted on the influence of religiosity on contraceptive
use among Roman Catholic reproductive age women in the United States in 2007, showed
that, Low Church attending women were 38% more likely to use contraceptive than high
church attendants(49).Also in line with a joint study involving Burkina Faso, Nigerian and
Ethiopia, by Hounton S,et al. Muslims in Islamic state in Burkina Faso and Nigeria has low
utilization of modern contraceptives as compared to orthodox Christians and protestants,
catholic(32).This reason was due to low levels of educations and the Muslim youth more
often rely on the traditional method of family planning and prolonged breast feeding, which
is often times unreliable leading to unwanted pregnancies. Further supporting our study is in
Bengul in Bangladesh where Islamic conservatism encourages low use of modern

contraceptives(50).

Contrary, in line to this study, findings from the study in Misha woreda Hadiya Zone,
religion did not affect modern contraceptive utilization and this might be due religious
variation(51). Educational level in this study showed low association, in promoting the
utilization of modern contraceptives. This could be due to the fact that, the highest medium of
promoting contraceptive use in the youth of Addis Ababa was the media/peers and least from
health facilities; which is the opposite in a study in Misha Woreda Hadiya Zone,south
Ethiopia, where education was found as one of the important determinant factors where
women educated up to high school level and above were four times more likely to use modern
contraceptives as compared to illiterates(44). This agrees with studies done in Kenya,
Rwanda, Uganda and Tanzania. Literacy helps in increasing contraceptive knowledge,
change attitude towards use and contraceptive use itself. Education increases women’s
access to information of different sources. Education also help women to get better jobs to be
better of economically ,changes their outlook of fertility and imparts them sense of trust in

scientific explanations and use of technology(52).
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6.1 Strength and Limitation
6.1.1Strengths of the study

1) A random sampling to represent the community

2) There was a high response rate (95%)

3) Maximum quality data application procedures, which assures internal validity of this study
6.1.2 Limitation of the study

1). Reponses to questions related to' practices in the past (such as ever use of

contraceptive method or responses by males about the contraceptive practice of their

spouse/partner) could be subject to recall bias.

2) Perceived desirability of responses rather than actual knowledge or practices could as well
introduce response bias.

4) The main outcome, measurement modern contraceptive use, was sensitive information,

which was self-reported and could be subject to reporting bias.

5) Adequate assessment as to how the technique or procedure of application of the male
condom and pill were not assess; subjected to application bias.

6) Limitations of Likert scale. Whether consider categorical variables as ordinal or interval is
an issue unsolved. Also midpoints of responses such as strongly agree, agree and neutral

cannot be quantified
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7. CONCLUSION AND RECOMMENDATION
7.1 Conclusion

This study revealed below fifty percent current use of modern contraceptive among the youth
age group 15 to 24 years. Respondent ever use of modern contraceptives was above 50% and
never uses was below 50%.Media and peers promoted modern contraceptives use more than
educational level and health facilities. Having partners, spousal discussion, and religion and
age category of 15- 24 years had influence in utilization of modern contraceptives. The youth
had intention to use modern contraceptives in the future but did not specify which method of
choice intended for future use, which could be investigated in further studies. Mode of
application of barriers method, the pill, injectable, noplant could also be investigated in

further studies,
7.2. Recommendation

Media: As a high source of channel for health promotion should highlight more
contraceptives use within the communities through education. Media promotion on more
modern contraceptives use, application, especially on peer education, spousal discussion

within the communities.

Health personnel: Should embark on house to house visitation, organize health
talks/seminars, contraceptives should be readily available at low cost, easily accessible, non-
stigmatization. User friendly of contraceptives and health staff to youth should be cordial.
Since the youth ages 15 to 19 years had a high use and desire for modern contraceptives, more
of the commodity should be readily available. Moreover, existing "Reproductive Health

Clubs" in the communities could be the venue for disseminating similar information

Governmental NGO and policy makers: Sex education, reproductive health issues, youth
clubs should be encourage, in communities for disseminating modern contraceptives

importance
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9. Annexes
Annex I: Information sheet in English
Addis Ababa University

School of Public Health

Study on “Examination of Current and Future Modern Contraceptive Use and the

Determinants among Youth in Addis Ababa, Ethiopia”
Greeting, first of all I would like to thank you for your time.

Good morning /Good afternoon, I am........................ working as data collector in this

study.

Dear respondents here are lists of questions with different sections, which are designed for
research work to be conducted in partial fulfillment of master Degree in public health by
Mark.M.Abilba in collaboration with Addis Ababa University, School of Public Health. The

main purpose of the study is “Examination Of Current And Future Modern Contraceptive Use
and the Determinants Among Youth In Addis Ababa,” \WWe are inviting the youth between the
ages of 15 to 24 years to contribute for the study. You have been selected at random among
respondents within households in this woreda. The study will not cause any harm to you

except giving the information.

I will ask you some questions about yourself. The interview will take about 15 minutes.
There are no anticipated problems but in case some questions make you feel uncomfortable;
you are free to express your discomfort or decide not to respond. If you choose not to
participate or withdraw from the interview at any point, you are obliged to do so at your own

will.

There are no direct benefits for you for choosing to participate in this interview. However,
you will be helping program managers and others in future to develop better family
planning/modern contraceptives services so as to improve the quality of life of the youth in
Addis Ababa. Also any question you love to ask about Family Planning and modern

contraceptives, feel free to ask.
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Your name will not be recorded and all the information you give will be kept strictly

confidential, which will be used only for the purpose of this study.

At this time, do you want to ask me anything about the study? If you have any questions at
any time even after the interview, feel free to ask.

Contacts for Additional Information

Any questions or any further clarifications concerning the study can be directed to:
Contact of the principal investigator:
Dr. MARK.M.ABILBA (MD)

Phone no.: 0947315854 Email: drabilba@gmail.com

Advisors

1. Mulugeta Betre(Assoc.Prof-Dr) Phone no 0920812800

2. Mr. Nigussie Asefa(MPH) Phone no 0912142509

Do you agree to be a respondent in this study? 1=yes 2=No
If yes, | will continue and

If no, I will skip to the next participant after writing the reasons of not responding

Signature of client -------=-=-===m-m e
Name of the data collector -----------=----=-=-=-mmemumuv Signature of data collector ----------------

Questionnaires 1D number

The result of collected data

A) Completed

B) Not completed

C) Partially completed .D) Refused.

Checked by Supervisor: Name.................... Sign............. Phoneno........................
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Annex Il: Information sheet in amharic
1eaw g ahem ¢

hgh K00 fincCot
LV-LHON af +IVCT Ot

PICIT COO : PHINP (AHONN 0P H& AU? haumdd® 2C AG @LLT ATudd® Now.AT
AGA OTF 2C ¢+PPH Ih704F Nh8O ANO AFXP

AA9E  OPLI® ANa LH DA ATRIATAVE: O9F ————
——————— LAAN: (HY PG+ ALRI® Lo ANAN ANITF PE P INE SUTA: :

hHY OFF eHALe ¢ 7PE h&AT? ?L0H TPRPT oN'F W7 TLEPEP hAL (O+bornmg
AN 6PL HGP Othi@- PITIT CoHA HEP LoRmh T+ (WPT  9CI%® 0 &/C “Th
AMAO aBtt PoRS@Y QUSA:: ACAP O(H TOF @t AT8A+4 h&®P h 15 hah
24 &40 MRS (HY @44 @OAF (AN e+av.me A7 JCI%° OACH 9 AL
POt LUTA:: LU JTILY h ACOH TEF TPEPFY Oomf P owF homNa0 o,
g AL & P TRANTANPT PR ATEITT hEADIAUS :

NPLI® A AP KT8 TELPTT LIMRPPT AUZE QU (I Ahe hhh 15 L&
AL eFAA: :  AH® FACT ehatte AT ATANP ATS7L TERPT ITANT PP
APt Q121+ NOP AN Adowmh FAM:: (+afBd® (P50 LHL AN HGgP
QU TR LORAT DT PA I o GATTP PORNNC LUSA: :

(HY 75T AL (oM+&P (PP LoR1VTT TP ALTC® hoMt oC ¢-+LPH ¢ MtTaQ
0PL ATANNT HGP ATN4 AMATP QU+ NITI% 27U TA @mi oR\ng® AQTPIA
POBL@ LUTA: : (Te®BI® A HIBP (A AP HEPTS +PLH 14T “hTayge
TP LORATF 11C A NNTOP 0Pt omP P L T QUTA: :

OHY TSt AL AAté NP 1HTa9® yid PhCAPT AP 9T avhl WP?: P9 Taz® o8
TPGD £ L FMPS AHY FCIC AA9Y F P 9DA SUGA: :

TPE NAPT AU LUTET N B@ ANOAN 2T AALI NHE 02A P94t anx av(if
PAPT aPr? ATAAAU< :

ANAM 9
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AATSE PAVT/07 TPR® U1 oGP hdA9h/f hHUVOHF NAQ ALZAE AF1T: /7%
+FAA /FTPAT:

&/C  “Th  ANAA: aah  erC 0947315854 ATBRAN:

drabilba@gmail.com

AThe PF: -

1. ald (H4 (H006 TCLNC - &/C) ahdh €PC 0920812800

2. At THOL A% adh €1C 0912142509

AT @ 0% F FPLT TU/TTA e« 2 1. A®? 2. hRCAUY®

a\GY /T AP T APPAAG: :

@ aRNRE GNP P ————— = mm
PowE AONAN Qi

A. o AR KA

B.  (héd kA

C.  omv Ao® AATINYP

D. AL AN
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Annex I11: Consent form and questionnaire in English
This consent form has been read and explained to me and | have understood, and my
questions have been addressed. | therefore willingly agree to take part in the study.

1, Yes; continue to the consent form

2, NO; skip to the next participant

Participant signature/ finger print

Name of household

Interviewer name signature
Date of interview Time started time finished
Supervisor name signature
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8.3 Questionnaire in English

ID. No. Date of Interview of service
delivery
. SOCIO - DEMOGRAPHIC DATA
Questions Coding category Skip to Q no
indicated

1. How old were you at your
last birthday?

years (age in complete years)

day/ month/ year

1.1 What is your date of
birth?
2. Sex of respondents. 1. Male

2. Female
3. What is your marital | 1. Single
status? 2. Married.

3. Divorced

4. Widowed

99. Others (Specify)............

4. \What is the level of formal
education?

1. Never

2. Not completed Elementary school
3. Completed Elementary school
4. High school level
5. University level
6. College level
99. Others (specify)........

5. What is your occupation?

1. Unemployed

2. Own Business

3. Farmer

4. Student

5. Employed

6. Retired

99. Others (specify) .........
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6. What § your
spouse/partner’s occupation?

1. Unemployed

2. Own Business

3. Farmer

4. Student

5. Employed

6. Retired

99. Others (specify)..............

7. What is your religion?

1. Orthodox

2. Muslim

3. Protestant

4. Catholic

99. Others (specify).................

8.specific daily income of
family

1..HighestLevel>10usd/day(>280birr/day)

2.Well-doing:6-10usd/day(168-280
birr/day)

3.Average:3-5.96usd(84-167birr/day)
4. Poorl-2.96usd/day(28-83birr/day)
5. Very Poor<lusd/day,(28birr a day)

9. How often do you attend
religious services?

1. Every day

2. At least once in a week
3. At least once in a month
4. At least once in a year
5. Never

B: CONTRACEPTIVE METHODS KNOWLEDGE AND USE

1. Knowledge about contraceptives

Questions Coding category Skip to Q
No
indicated

10. Have you ever had sexual | 1. Yes

i ?

intercourse? 2 No

11. Have you ever heard of modern | 1. Yes if No, skip

contraceptives? toQ 15

2. No

12. Where did you get information | 1. Media
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about modern contraceptives?

(Remark: more than one answer is
possible)

2. From peer

3. From husband/partner

4. Seminar/training

5. Health facility
99.0ther(specific)-------------

13. What are the reasons of using
modern contraceptives?

(Remark: more than one answer is
possible)

1. To space pregnancy

2. To limit pregnancy

3. To avoid unwanted pregnancy.
99. Others(specific)------------

14. Which types of contraceptive
method do you know?

(Remark: more than one answer is
possible)

. Pills

. Intrauterine device
. Injectable

. Condom (female)

1

2

3

4

5. Condom (male)
6. Vasectomy

7. Tubal ligation

8. Periodic abstinence

9. Prolonged breast feeding
10. Natural methods

99. Others (specify)............

15. Do you approve the use of | 1. Yes
contraceptives? 2 No
31 don’t know
16. Have you ever used modern | 1. Yes Skip if No
contraceptives? 2 No toQ 20
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17. Which modern contraceptives
method did ever use?

(Remark: more than one answer is
possible)

1. Pills

2. Intrauterine device

3. Injectable

4. Condom (female)
5. Condom (male)

6. Vasectomy
7. Tubal ligation

99. Others (specify)

18. Are you currently using any | 1. Yes If No, skip
contraceptives? 2 No toQ 20
19. What type of modern| 1. Pills After Q
co_ntraceptives methods are you 5 Intrauterine device 19,skip to
using? 21
(Remark: more than one answer is 3. Injectable
possible) 4. Condom (female)

5. Condom (male)

6. Vasectomy

7. Tubal ligation

99. Others (specify)...........
Questions Coding category Skip

21 Have health care providers ever
discussed about modern
contraceptives with you?

1. Yes
2. No

33. I don’t remember

22. Do you want to use modern
contraceptives in the future? (For
those currently using contraceptive
methods)

1. Yes
2. No
3.1 don’t know

23. Do you want to use modern
contraceptive in future? (For those
who never used contraceptive
methods)

1. Yes
2. No
3.1don’t know
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24. Do you think that there are any | 1. Yes If No, skip
advantages with the use of modern 2 No to Q.26
contraceptives? '
3. I don’t know
25. What would be the reasons for | 1. Child spacing
you to use modern contraceptives 2 No need for more children
methods?
(Remark: more than one answer is 3. Delay due to employment.
possible) 4. Delay due to school
5. Fear of infecting my unborn child.
6. My family member advise me to use
it
7. peer advice

99. Others (specify)...............

B .SOCIO-CULTURAL FACTORS INFLUENCING THE USE OF MORDERN

CONTRACEPTIVES

Questions. Coding category Skip to
Q No
indicated

A. Communication between spouses about

family planning.

26. Have you a spouse/partner? 1. Yes If, No
skip to

2. No.
© 033
27. Does your partner use contraceptive methods | 1. Yes
currently? Any or modern 2 No.
33. I don’t remember

28. Have you ever discussed about modern | 1. Yes. If, No

contraceptives with your spouse/partner in the 2 No skip to

past? o Q30
33.1don’t remember

29. How many times in the last 6 months? 1. Never. If yes to

2. Once. Q28_
continue

3. Twice. Q29

4. Three times.

5. More than three times
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30. Why you did not discussed about modern | 1. She/he does not approve If yes to
contraceptives with your spouse/partner? 2. Itis against cultural norms Q28 skip
' to Q31
99. Others (specify)............
31. Have you ever informed your spouse/partner | 1. Yes.
that you use contraceptives in family planning? 2 No
33. I don’t remember
32. If you want to use contraceptives methods, | 1. Husband/friends.
who makes decision on utilization of modern 2 Wife/friends
family contraceptive planning methods? ' '
3. Husband and wife /friends
jointly.
4. Mother or father of
husband
99. Others (specify)............
B. Attitude and support towards family planning/contraceptive use.
33. Does your spouse/partner approve you using | 1. Yes
family planning methods? 2 No
3. Idon’t know
34. Do your close relatives (mother, father, | 1.Yes
father-in-law or mother-in-law, sister or brothers 2 No
of your partner) support if you want to use | =
contraceptive methods? 3. Tdon’t know
C. Family size and sex preference.
35. Do you have any children? 1. Yes If No
skip to
2. No 038
36. How many children do you have? children
37. How many boy(s) and girl(s)? 1. Boy(s)
2. Girl(s)

38. Who decides on the number of children you
have?

1. Spouse/partner.
. Myself.

N
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3. Family members/Close
relatives.
4. Parents
5.Me and my spouse
99.0thers
(specify)...............
39. Do you think not having a male child prevent | 1. Yes.
you from wusing family modern planning 2 No
methods? o
3.. I don’t know
(Remark: This should have to be asked when
she/he has no male child )
40. Do you think your traditional /cultural | 1. Yes.
believe are against use of modern family 2 No
planning? ' '
3. | don’t know
41. Does your society you are living in support | 1. Yes.
use of family modern planning methods? 2 No
3. Idon’t know
42. Would you like to have children in the | 1. Yes
future? 2 No
3, I don’t know

57




AA42. Please indicate the most appropriate response
Stro Agree Neu Disag Stron

ngly some tral ree gly

Agre  what some Disa

e what  gree
1. FP/Cont use is influenced by cultural belief. o o o o o
2. FP/Cont use is influenced by religious belief. o o o 0 o

3. Deciding a FP/ Cont method is influenced by o o o o o
friends/ relative approval
4. FP/ Cont methods use is influenced by village o o o 0 o
talk/rumors.

5. FP/ Cont use is influenced by partner approval o o o o o

6. Choosing FP/ Cont method jointly with your 0 0 o 0 o
partners influences your FP usage.

THANKS VERY MUCH FOR PARTICIPATING.
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Annex IV: Consent form and questionnaire in amharic
8.2. P&PLTNE avolnsEy PR

eV PLPLTT T amAen, P A1 NATAL TCPATALI AL TLLEPAD. AT8p9° TP RPE
FANADATA: : AAHY 0TS E AL N1H €98 Aan+e OATA@: :

1. h® @2 P71+ amAB, X APM AV
2. P09 @L THPAQ. TATL 0Y8
PHAde &CTYL M AAf—————————mm e

POAFAN AT~ mmm e

PINARP ALEL NIP-————— e &CTt——-

L I R o A /a.9%/ Pt

AT o L
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8.3 TLEPT NA7UT

amPd TC PIN omeP 7
Lh1AT “lAP 0T
v. 2
&P - 49™éh awg
TE a0 oL, +at\ ha.
PTPE ETC NG
1. APt Ot 102 havt
1.1 PARTE 72 +7/ acC / G gv
2. 27 1. o
2. Wt
3. 20F vg A 1. gfarq/F
2. g1a/F
3. AT 243/F
4. Q& PrAT/ht PR
99. AA hA  (L9AR) ... )
4. CTIVCT RLE? 1. P LAY, /T
2. 1% L2% fAaGdd/T
3. 1§ R2F Pafied /T
4. UNE RLF Paf b /T
5. ficat/ hag fared /T
99.  AA hA (U086 /9) ... .
5. 20¢ Ub I 1. 0¢ ea0N®/ PO Aot
2. f94 h¢
3. 290CS Qha®
4. oy
5. fa@qat/e1000 g
6. Mg
99. AA NA  (L9AR) ... )
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6. P1TEC ADCP P0¢ UBF2

ne P AN
T,
ot/ ?a00N +PTY
108
Pa0CST Ona®
9. MA hA (LR ..

7. VRIRT?

TN AIP
TCHO 37T
h-tAh
9. M hA (LAAR) ...

8. :HONP AT (L

APl Nag® nerg LT
>280 1IC)

6-10 USD

1
2
3
4
5
9
1. &cCt&hh
2
3
4
9
1
(

2. T%
280 AC)

3.aMhAT 3-5.96 USD( 84-
1670C)

4. LY1-2.96 (28-83 AQ)
nage g7 (<28 AC)

(168-

9. PATIT/AIVNN ACYPT AL
1 VN TAt4AY /T2

ne ¢

era NA%rt 1 i
e70 noc 1 1Lh
070 N%est 1 1LH
.t hAaoPP

g w NP O

A. OACTHS ahAh? HEPT AoPt+ ARG AmIPP® HSP
1. QA ACIHS ahAhP HEPT PHARPT hodt+

T 2P T N T ®f,  +ap\nta.
PTPE  @C
Th &

10.99040,0 IR ALLIV/T | 1. AP

+aPAv /02

2. AP
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11.0AHIE PR ACTHS oahAhP HEPT | 1. AP aN\( hA OPI°
AV /0 taPav /1? 5 RADP ho
oL TeE15
A
12.00 HOSP® PACIAHS dhAhLPT | 1. hom s WYY
ay. ey heth1v/0°? 5. hhF Ane
(hA7& NAg o\ ot +FAAU/
FReat) 3. hh8C h2é/ &%
4. NOAas/ oLet+
5. hat +&9H
99. AA (LT1AK) .. )
13. PHORP ACTHS ahAh® HEPTY | 1. ALLCPd ATWAL:
e IFab9Nt/ L ra Dt hIe 5 KCANST Acvmiid
9oy &4 @2
(hA7& NAg o\ et +FAaav/ i;mhé\mﬂ‘m RGNS
TFeAT)
99. AANA  (LUAZ) ...
14 .915@7 Ha®P QACIHS oahahf | 1. hz7? / A7h0A
H& hL1+ JPnv/IPLAT? 5. 1e7 @R ¢ egpaup
(ha7 e nag ap\( g\l | oM (P
TFAAY /HFEAT) 3. Qece. ¢ N

4. & (R 0T)
5. b8P (P07 %)
6.
(

HA® P@78F ohAhf HE
Th&ac)

7.HA¢ P AyPFathAah e H&
G ETO )

8. NACTHS  h2Asp G+
hoaN nareQ

9. Qthrdes 289 10 aw

et

10. ?14TC HLPF

99. AA  (LTAZ) .. .
15.2ACTHS ohAahf HE&PTT ampd®| 1. AP
+eo4Av /T ? 5 RALIGD

3. AA@PI°
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16. hHYU $L® HIKP PCACTIHG | 1. AP aN\h  AA @PI°
ahAh® HE& +tabaw /T JOFV/0? | 5 4 opge nun @L
TPE 20
A
17. e1¢®% ACIHT ahAhf H&| 1. hz? / A7Th0A
(Nh7& NAL o\ anmb Faay/ | TELE
TFeAT) 3. Qome, ?onT
4. nrL (P 0T)
5. h729° (P01
6. HA® P@&FahAhf HE
(hEac)
7.HA¢ P AyPFahah e H&
("h&ac)
99. AA  (LIAR) e, )
18. NAU+ O@OPF PACTHS ohAhf | 1. A® g\ P Ag®
H& Ta NV /FadI® AT 2 5 eagm hv e,
) TeE 20
YA
19. P4H5@%  ACTIHS ohAhf H&| 1. hz? / A7rhnA nree 19
AL takdh /0 F1TAV /072 5 nova oA ¢ paop (1?; ;ui.
(A7 nag i i | anCe gm
TFAAY /HFEAT) 3. Qewe. ¢ N
4. nrL9 (P 0T)
5. hr29 (P01
6. HA® P@&F ahAanf HE
(ThEac)
7.HA¢ 0 ahAhf  HS
(hEac)
99. AA (LA e )
20.Ha% P ? ACTHS ananfy | 1. 2 +aC hDé /)t LGP
e FrabINt/ T Dt INIOE | AATRLPL/ N ATTHLP L
7181 M7 2. PYLTRT  ANTIVEE
(A28 NAL a\i ot FFAAU/ | AATRLPE
HEeAT) 3. 01700 MEEF AMHS
AATP"
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4. K7L hras: a7 A

P> aman  Paman
Tty eahtad  PTh 06
A

5. PN AQART A7L AN
09T ABT: ABT W7 2547
OAT] 4N\

6. AT8L hD&/10LE%  J9T%

AT8AUY OAI®RLL  (TVYHLTY
W S )
7. TTHO AAAMAT
8. P 91 [ LRI
AATALL
99. AA hA  (L91AZ) ... )
21. faf QATRPT hAhla®P 2C A | 1. AP
How @ QACTHS ahAhf HEPT apet 5 e
a1 L @MPN? )
33. AANJWDAIC
22. AOL&E HOGP QAZIHS ahAh? | 1.hPAAT
HRPTT aqrebd® LLAT 7 (NAUY O+ 5 ¢ pTgm
P ACLHS ahAhg H &P T ’
AP Fabam i) 3. hAOP9°
99. AA  (L91AZ) ... )
23. AOLLE HOKP PACTHS ahAhf | 1.hPAAT
HR&PTT anmebd® FLA2AV /0 ? 5 PAT
(hiv gt THETOIP CACTHS | 3 54 @pgo
anAh® HE 4.69° Ad-taay/ avdF)
24 . PhCTHG ahAhP HE&PTT ombd®| 1. AP ap\(r AP
TP AA®- AV /T INOAY /T2 5 A hv me,
’ TP 26
3. AA@PYP ey8.
25. HO®P QACTHS ahAhf HEPFY | 1. AlCd AL AATRA
Aaepd® Thye-+Fu /0 9°r9°7 SFm- 2 5 g ATF —
(Nh7 8 nag g\ ahmt | AR 04017
TFAAY /TTeaT) 3. Qe TR omei
AAITZA
4. OFIYCHT NIt oBRP
AATZA
5. PAatmAL  vaTr  N0GSE
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A78LPH AATHL
6. MO0 AOA AT LMPIP
X VAT

7. 2105/ hF 9Nl

99, A nA
(8UALR) woooerreerrnnn )

. HOSE PARCIHS ahAhf? Noarpd® AL +&KAT PAFD “VNLRA/ AVAR FhILPT

TP EPF IN T oLt hta. ¢ 7PeE
@PC A
U. 04 a1 72 1945 107+
aMhd P oBLT DELt
26. etFer PF KDL/ 10T | 1. AP A\ PAP  hu
ANV /7 5 eag #33 @ HAA
27. ©18C APCV/0 (ALGTU/0) | 1. AP
NAFr OPF LACTHS ahAhf HE, 5 eagn
LT/ tab nT? ’
e 33. hAQJOAY
28. nNHYU +L9° NH8C ADCV/T | 1. AP g\ PAP  h
(2L5Y/10) IC A Ho% @ 5 eagm oL #30 HAA
PACTHS ohAhP HE tofetv/ |~
atagav /10°? 33. hAQJoOAIP
29. OA4+ ANt @t 9% PUA| 1. 9I9° TPE 28 AD® h
LH TOP LAPA? g 1eE 29
2. AT£LN b
3. vh Ll
4. aatLl
5. hadt LB NAgL
30. AT 1O WRSC AOCY /T §'§§§T$2AKZ($;¢Q Ok 28 AO hUY
3%V /0) oC A Howe | 2 ® o8 TPE 31
e Hh(CO9'HG aghAh€ He @ afmee.m® 99 AA DA (POIA2)Y — — — — — — b
31. hHY Q&+ HoKP PACTHS | 1.AP
ahAhe  ATLIFaIY/ Y. ATEC 5 epgm
APCV/0  (RLTU/0) haodv /a0 ’
TaPAY /0 ? 33. aAAaJoAd®
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Annex V: Modification to Question 38
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Annex VI: Addis ketema geographical profile

M ADDIS ABABA

'r\"g ' CITY GOVERNMENT

Home About Addic Aboba  City Covernment  City Council ~ Scctor Burcaus ~ Communication and Media  Resources

dity Govarnment / Sub Cities / Addis Ketema Sub City Oclober 23,2019 4 4 A

kddis Ketema Sub-city City Government

Addis Ketema Sub-city Administration

Vision, Mission and Valuzs

Area: 7.41 sq.km City Governmert Administrative Structure

Population : 271,644 Charter

Male : 132,825 Cabinat Memhers

female : 138,819 Sub Cilies

Population density per sq. m: 36,65%.1 sk ity

No. cf Weredas : 10 Akaki Kaliti Sub City

: Addis Ketema Sub City
Location: Mesalemya area
Bale Sub City
Powers and functions of the sub-city Gullele Sub City
Kirkos Sub City

The sub-city shall:
Kolfe Keranio Sub City
+ Carry out municipel functions within the

J ) Lideta Sub City
bounds of the physical space located for it

Nefas 5ilk 5ub Cit
in accordance with the principle of il

Yeka Sub Uit
decentralization and in conjuncticn with the center of the city it
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Annex VII: Arada geographical profile

W

(i

ADDIS ABABA #99CF| English| Afaan Oromoo) +C%

P CITY GOVERNMENT Search O\

Home About Addis Ababa  City Government  City Council ~ Sector Bureaus ~ Communication and Media ~ Resources

City Government / Sub Cities / Arada Sub City October 23,2019 » A At

Arada Sub City City Government

Arada Sub-city Administration

Vision, Mission and Values

Area: 9.9 sq.km City Government Administrative Structure

Population: 225,999 Charter

Guilele

Male: 105,963 Cabinet Members

Female: 120,036 Sub Cities
Population density per sq. m: 22,805.1 Kolfe-Keranio Arada Sub City
No. of Weredas: 10 Akaki Kaliti Sub City
. ’ s Addis Ketema Sub City
Location: 4 Kilo, In front of Menilik IT Nefas Silk
Preparatory School Bole Sub City

Powers and functions of the sub-city Gullele Sub City

Akaki Kaliti

The sub-city shall: Kirkos Sub City

Kolfe Keranio Sub City
+ Carry out municipal functions within the

h ] Lideta Sub City
bounds of the physical space located for it

Nefas Silk Sub City
Yeka Sub City

in accordance with the principle of

agov.et/web/guest/kolfe-keranio-sub-city junction with the center of the city.
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Annex VIII: Bole geographical profile

ADDIS ABABA A% | English| Afaan Oromoo| ¥

CITY GOVERNMENT Search '\

Home About Addis Ababa  City Government  City Council  Sector Bureaus  Communication and Media  Resources

City Government / Sub Cities / Bole Sub City October 23, 2019 & A At
Bole Sub-City Administration Vision, Mission and Values

Area: 122.08 sq.km City Government Administrative Structure

Population: 328,900 Charter
Male: 154,542 Cabinet Members
Female: 174,358 Sub Cities
Population density per sq. m: 2,694.1 Yol Koo Arada Sub City
No. of Weredas: 14 Akaki Kaliti Sub City
. Addis Ketema Sub City
Location: Megenagna area next to Kokeb Nefos Sl Litto
Building Bole Sub City

Powers and functions of the sub-city Gullele Sub City

Kirkos Sub City

The sub-city shall:
Kolfe Keranio Sub City
+ Carry out municipal functions within the
, _ Lideta Sub City

bounds of the physical space located for it

: ; i Nefas Silk Sub City

in accordance with the principle of
Yeka Sub City

geventratization and in conjunction with

- |

the center of the city.
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Annex IX: Nifas Silk geographical profile

ADDIS ABABA #99C%| English| Afaan Oromoo| +1C%

B Cirv covernment TN

Home About Addis Ababa City Government City Council Sector Bureaus Communication and Media Resources

City Government / Sub Cities / Nefas Silk Sub City October 23, 2019 a A A

Nefas Silk Lafto Sub-City City Government

Nefas Silk Lafto Sub-City Administration Vision, Mission and Values

Area: 68.3 sq.km City Government Administrative Structure
Charter

Population: 335,74

Cabinet Members
¢ Male:158,126

Sub Cities
¢ Female: 177,614

Arada Sub City

) : ! Kolfe-Kerani
Population density per sq. m: 4,915.7 BRI Akaki Kaliti Sub City

No. of Weredas: 12 Addis Ketema Sub City

Location: Sar Bet, Pushkin Square Bole Sub City
Powers and functions of the sub-city Gullele Sub City

The sub-city shall: Kirkos Sub City
Kolfe Keranio Sub City
Lideta Sub City

Nefas Silk Sub City

o Carry out municipal functions within the

bounds of the physical space located for it

in accordance with the principle of

decentralization and in conjunction with the center of the city. Yeka Sub City
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Annex X: Yaka geographical profile

‘): " ADDIS ABABA
()

:»v\ CITY GOVERNMENT

Home About Addis Ababa  City Government

City Government / Sub Cities / Yeka Sub City

Yeka sub-city is located in the North east Part of
Addis Ababa city. The total area of the sub-city is
85.98 km square and 4,284.9 people live in one
kilometer square. Moreover, its entire population of
the area is 368,418 people. Yeka Sub-City
Administration office is found Haya-Hulet (22) next
to Lake Plaza Building. There are 13 woredas under
it.

The Administration has 547 permanent and 24
contract employees. Furthermore, in the fiscal year
of 2010/2011, the administration’s budget was
337,750,165.29 birr and its capital expense was
672,072,002.85 birr,

LS WHILAIY DI A AT

#99C%| English| Afaan Oromoo| #1C

CIN—
\

Sector Bureaus

City Council

Communication and Media

Resources

October 23,2019 » A At

City Government

Vision, Mission and Values

City Government Administrative Structure
Charter
Cabinet Members
Sub Cities
Arada Sub City
Akaki Kaliti Sub City
Addis Ketema Sub City
Bole Sub City
Gullele Sub City

Educational Institutions at Yeka Sub-City Kirkos Sub City
: G Kolfe Keranio Sub Cit
KG  Primary Secondary Preparatory TVET College University Y
School School Lideta Sub City
Nefas Silk Sub City
Governmental 4 15 6 5 1 2
Yeka Sub City
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Annex XI: lllustration Data collection in process in one of the sub cities (Arada Piasa)

74



Annex XII: Hlustration of the Data collectors training session
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