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Abstract 

This is a retrospective cohol1 study designed to assess the effectiveness of COJ1U11l111ity based Family 

planning services in Eastern Showa Zone. The study was carried out in 30 PAs selected from five 

districts, where ten PAs were randomly se lected from three areas: Community based distribution 

(CBO), Former community based distribution (FCBO) and Non-Community based distribution 

(NCBD) areas. 

A multistage sampling technique was used to select 310 women in the reproductive age groups( 1 5-49 

years)for interview in each of the study areas. A questionnaire survey and focus group discussions 

were the methods of data collection. Focus group discussion was conducted among women aged 25-

35 years and 45-55 years, as well as among community representatives selected fi'om the study areas. 

Knowledge about modern contraceptive methods was significantly higher in the CBO communities, 

propOl1ion of women knowing one method being 89.1 % in CBO area compared to 76.6% in FCBD 

and 32.2% in NCBD. The most widely known MCM was pill followed by inj ectable hormone. The 

proportion of women who ever used MCM was significantly higher in CBO area. Ever use rate of 

of MCM was 57.2% in CBO, 39.2% in FCBD, and 18.3% in NCBD communities; Where as 43.4% 

,22.7% , and 7.6% of the respective areas were current users, which was also a significant difference. 

In all areas over 65% of those who never used MCM expressed intention to use in the future. 

Although, clients in the CBD area genera lly claim to be satisfied with the service , they complained 

of being influenced by service provider. Most respondents approved family planning use. CBD area 

clients were fo und to use MCM relatively longer than NCBD area clients. Forty two percent ofCBO, 

33.3% of FCBO, and 35.3% ofNCBO area clients used their method at least for one year. 

v ii 



Lack of adequate informati on in non-CBD area and need for more chi ldren in CBO area were the 

major reasons for non-use offamily planning methods. Need for (more) ch ildren and side-effects 

were the major reasons mentioned for use di scontinuation in all of the three study areas. 

Controlling for possib le confounders the presence of community based family planning service was 

fou nd to be the most important explanatory variable for increased current use of MCM. Therefore, 

a quality community based FP service is highly recommended in NCBO areas and fu rther study is 

necessary to look for feasible mechanisms to sustain the service. 

viii 
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1. INTRODUCTION 

World population is projected to reach between 8 billion and 12 billion people by the middle of 

the 21" century. More than 90% of world population growth is occurring in less developed 

regions. The population size of Africa is projected to more than double between 1995 and 2050, 

from 720 million to 2 billion, whi le the population of Latin America is expected to grow from 477 

million to 810 million, and the population of Asia from 3.4 billion to 5.4 billion. In contrast 

Europe's population is expected to decline over thi s period from 728 million to 638 million, 

because of low birth rates and an ageing population (1,2). 

Fertility rate are substantially low in the industriali zed countries. In the mid 1990s, the average 

TFR was 1.4 children per women in Europe, 1.9 in North America, and 1.5 in Japan. United 

Nation projection shows the TFR in these countries rises to about two children per woman by 

2050 ( 1,3,). The total fertility rate(TFR) in less developed countries declined from 6.2 children 

in 1950s to about 3.4 children in 1997. The total fertility rate is still well above the 3.4 average 

in most of Sub Saharan Africa, and 3.8 children per woman in South central Asia (1 ,2,3). 

According to the 1999, health and health related indicator report, Ethiopia has a high TFR and 

Rate of natural increase which are 6.74 child and 2.9% respectively with an estimated population 

of 61.7 million (4). 

Most demographers expect fertility to decline in less developed countries, but the pace of that 

decline may depend on a number of social, political and economic factors that influence 

motivation and ab ility to limit family size(1 ,6). 
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Over 100 millions acts of sexual intercourse take place each day. These results in 9 10,000 

conception and 356,000 sexually transmitted bacterial and vi ral infections. About 50% of 

conception are unplruuled and about 25%are definitely unwanted (5). In developi ng countries 

outside Sub Saharan Africa, between one- tenth and one-third of all recent births are reported to 

be unwanted , and similar percentages are reported mistimed. Even in Sub Saharan Africa, where 

desired famil y size is still large about one-fifth of births are reported to be mistimed (6). 

Family planing allow women and men to control the number and spacing of their children, 

preserve the ir health and fertility and contribute to the improvement of overall quality of their 

li ves. This will help to improve family well-being, nations development and limit world's 

population and consequences of unchecked population growth(5,6). 

The availability of safe, convenient and effective fam ily planing methods would help people to 

exercise their reproducti ve choice. It is estimated that 87 million married women would start 

practicing contraception if their need for spacing and limiting births could be fully sati sfi ed. If 

individuals who do not live in marital unions are added ,the totalulUnet need for contraception in 

deve loping countri es would be close to or in excess of 100 million (3,7). 

The need for dual protection against unwanted pregnancies and HIV/AIDS poses a challenge to 

the field of contraceptive research and development. The HIV -pandemic is more serious than 

previously tho ught .About 30 million people are now li ving with HI V. There are 16,000 new 

infections each day. The majority of new infections are among young people aged 15-24 years and 

girl s appear to be especially vulnerable(3,8). 
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In western Europe, NOith America and most of East Asia access to FP services is almost universal, 

contraceptive use is between 65% and 80%( 2,6).The proportion of couples using some form of 

modern contraceptive methods has risen from 15% in 1960 to nearl y 60% in 1990, across most 

of the developing countries . However, famil y planning services are still not wide ly ava ilable in 

most of Sub Saharan Afri can countries , contraceptive use is below 15% and wo men bear on 

average 6 or more children(6,9). 

Reproductive health programs should place a high priority in meeting the growing need for FP 

services tlu·ough safe access to a range of contraceptive methods tlu·ough clinical and non clinical 

channe ls(CBD, Market places, Places frequented by ado lescents etc.). 

In Ethi opia the concept and practice of FP has been promoted since 1966, when a group of 

concerned vo lunteers established the FGAE. In 1980 'MCH' coordinating offi ce under depaItments 

of MOH was established, and became fully functional in I 983.After 10 years of its establishment 

it has been recognized as Family Heal th Department(FHD) having 4 teams under it ,one of which 

is FP team . Family plmming activiti es under MOH are conducted as country programs funded by 

UNFP A. Three country programs were under taken until 1997 each covering a period of fi ve 

years( I 0, II ) . 

In s pi te of the long hi story and efforts made, the CPR remains low with high TFR. The 

government adopted the National Population Policy in April 1993, with an objective of improving 

the low level of CPR(4 .2%) to 44% by the year 20 15(1 3 ).In regard to thi s FP services are 

integrated in most of health facilities and their out reach acti vities . Resu lts from survey conducted 

by Ff-ID/MOf-l, 1997 showed that 88.9% of hospitals, 92.3% of health centers and 80% of health 
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stati ons surveyed provide FP services; and 59.5% of hospital s, 53 .9% of health centers and 

3 8.6%of heal th stations surveyed provide FP services during their out reach activities( 12). 

In general , the quality of FP services was found to influence utilization(28 ,29) .In Ethiopia, the 

quality ofFP service at health facility level was found to have some drawbacks (30,3 1). 

Therefore, this study investigates the effectiveness of community based FP services in improving 

CPR. Lessons learned from thi s study could be utilized by policy makers and program designers 

to improve or expand FP service else where in the country using the CB D method. 

4 
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2. LITERATURE REVIEW 

Community Based Family Planning Services 

The international plmmed parenthood federation (IPPF), has played a significant role in promoting 

the development and expansion of FP-progrmnmes world wide ,through encouraging its member 

associations to apply and utilize operation research by providing the necessary initiatives and 

back-up such as fi.mding and training. Operation research (OR), initially introduced to design and 

test new strategies for delivering FP-services in developing countries in order to meet the chm1ging 

needs of programs and managers in improving the accessibility, availability and quality ofFP­

services and other reproductive health services(l3 , 14). 

Given the limited number and geographic availability of physicians in developing countries , the 

use of non-physicians to provide FP-Service has greatly expanded FP-service delivery. In the 

1970s the impact of bringing FP-services to the people where they live was evaluated. Pilot 

projects of FP-programs in Egypt, Morocco, Tunisia and Bangladesh used specially trained 

workers to deliver FP-infonnation and supplies through home visits and community depots. The 

projects showed that this type of outreach, called community based FP-services, could 

significantly increase contraceptive use (16-18). Therefore, community based distribution (CBD) 

of FP-methods is acknowledged to be one of the most important contributions of operation 

research. Since, pilot projects of CBD of FP-methods, test innovative solutions on a small scale 

it could protect programs against large scale, potentially damaging and costly failure. And, these 

pilot projects highlight the possible national or regional impact of successful intervention. Many 

national programs began as a pilot projects so that, policy makers and political leaders can 
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appreciate its impact and become more interested in promoting its application and expansion 

( 18,20). 

CBO-programs have four essential features: 

1. Community residents who are not health professionals deliver supplies and services. 

2. The programs deliver services to each community or even each households, and do not 

depend on clinic attendance . 

3. CBO workers operate relatively autonomously, without direct day to day supervision. 

4. Many diagnostic, screemng and record keeping procedures , although desirable, are 

om itted, because they are not practical for community workers (17). 

For community based health services provided by community agent to be effective CBO programs 

should focus on: 

I. Common and important health problems of the community 

2.l-Iealth problems for which there are effective remedies, and 

3.Services and supplies that are relatively safe and easy to deliver (6,17). 

Among health serv ices that have been considered and/or provided through CBO programs are oral 

rehyd ration therapy (ORT), Malaria treatment, intestinal parasite treatment, nutrition education 

and supplements and immunizations. Clinics and medically trained personnel provide necessary 

backup and referral , but they are not the main source of service and supplies. 

CBO increases access to services and supplies in four ways: 

I. By overcoming geographical barriers- accessible. 
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2. By over coming cost-barriers-free/charge small fee. 

3. By eliminating bureaucratic barriers- minimizing long waiting time. 

4. By overcoming cultural and communication barrier-convenient & acceptable to the 

community(14,17,18). 

Family planning (FP) is one of several primary health measures that can be delivered safely, 

effective ly and cheaply through Family planning CBD programs which began more than two 

decades ago (16,17). The first community based FP programs were initiated by PROFAMILIA, 

the family planning association in Colombia, in 1971 ; by BEMFAM, the family planning 

association in Brazil , in 1973; by American University of Cairo and the FP-association in Egypt, 

in 1974-75 , and subsequently by other private groups in a number of countries including Sri lanka, 

Thailand, South Korea, Guatemala and Egypt( 16-18). 

[n Turkey, CBD program has increased the CPR to 50-74% from 21-36% ( with in 4 years).The 

programs has shown similar results in Mali, Nigeria, and Sudan improving CPR from 1 % to 

11.6%, 2% to 13.9% and 6.8% to 19.8% respectively with in two to five years of their 

acti vities( 19-21). 

With an intention of expanding and increasing quality of existing FP services, FGAE has initiated 

pilot projects of CBD of contraceptive methods in different places in the country since 1991/2.The 

Jimma CBD project evaluation result showed that CPR increased from 1.3% to about 15% with 

in five years of the programs activities(22).It was the first FP-project area taken as a model for 

other pilot projects. 
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QUALITY OF SERVICES 

Earl y family planning literatures discussed quality large ly with regard to clinical operation, thi s 

approach neglected the interpersonal dimension of care, and suggested that high quality means 

sophisticated, expensive equipment. Quality sometimes has been counted as synonymous with the 

avai labi lity and/or accessibility of contraceptives. Qual ity has al so been defined in terms of 

potential demographic impact. These conflicting approaches to the definition of quality and the 

suggestion that it is unmeasurable may have inhibited more rapid progress in thi s area. Although, 

ava il ability, cost, and quality are related, studies of availability rarely provide descriptive material 

on the unit of services clients receive(26 ,27). 

If quality of services is going to rank alongside quantity of services as an indicator of program 

performance the "classical" clinical dimensions of quali ty of care and the subjecti ve interpersonal 

aspects must be brought together in a simple and generally agreed up on frame work. Donabedian 

( 1980-1988) has provided a generic foundation for assessing the quality of health services . Based 

on Donabedian's technicallinterpersonal model of care, Bruce has selected six elements of FP 

programs that together constitute quali ty. These are, choice of methods, information given to users, 

teclmical competence, interpersonal relations, follow up or continuity mechanisms and appropriate 

constellation of services. These elements reflect six aspects of services that cI ients experience as 

critical (26). 

Applying these and related indicators, different countries tried to assess the quality of fami ly 

planning services. A situational analysis carried out in Peru indicated that CPR was greater by 16-

23% among women living in an area having higher quality offamily planning services than those 
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living at lower quality family planning services(28) .Studies conducted in rural Bangladesh 

between 1975 and 1981 and a multi center study in six countries conducted by [PPF also 

concluded that a FP program offering a wider choice of methods, skilled counseling , rigorous 

follow-up, care of side effects and good referral system was more effective than one based on one 

or two methods served by unskil led workers (13,19). 

A situation analys is of the family planning services in Ethiopian health facilities under MOH, and 

assessment of quality of care in Addis Ababa health institutions have revealed some draw backs 

related to quality of care; such as limited choice of method, insufficient information given to 

cli ents about the available methods, their possible side effects and their management, lack of 

privacy during counseling and examination as well as the lack of follow up mechanisms (30,31). 

In contrast to this, a study carried out by the same author to assess quality of family planning 

service of the FGAE headquarters clinic as perceived by the client was found to be good and no 

major constraints were said to be identified (32). 

Assessment of Effectiveness 

Defining and assess ing programs effectiveness is neither simple nor straightforward. A systematic 

consideration of the factors that contribute to this complexity may help to clarifY these issues. Two 

classes offactors: conceptual and measurement are important, but the conceptual issues are more 

so . The most interesting question in this area are not technical i.e not how to measure 

effectiveness, they are more of conceptual, i.e. what to measure and why to measure 

e ffecti veness(3 3). 
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Most FP-programs, when tryi ng to assess effectiveness, set quantitative targets li ke CPR, but little 

atte ntion has been paid to assess quality of services, its sustainability and client satisfaction. 

Therefore, in assessing effecti veness one has to be clear whether it is based on outcomes, process 

or structure of the program. 

Outcome indicators focus on specific characteristics of materials or objects on which the program 

has performed some operation such as CPR. Out come measures may present serious problems 

of interpretation, since outcomes are never pure indicators of qual ity of performance(3 3,34). 

Process measure focus on the quantity or quali ty of activities carried on by the program .Gathering 

information on work process, however, can still be problematic. Inspection based on observation 

of ongoing performance is both expens ive and reacti ve i.e likely to influence the behaviors 

observed, and, also many kinds of work occur under circumstances that render routine inspection 

impossible (26,33,34). 

St ructural indicators assess the capacity of the program for effective performance. Structural 

indicators focus on programs inputs as surrogate measure for outputs. However, it doesn't mean 

that quali ty inputs yields quality output. Thus, an emphasis put so lely on structure measures may 

have detrimental consequences for quality outcomes (33,34). 

The term effectiveness is used in a broad sense to include accessibility, continuity and quality of 

service. Clients who feel that they have been treated with respect, have had their questions ful ly 

answered and have received appropriate guidance are more likely to properly and consistentl y use 

FP and other reproductive health services. Program managers and po li cy makers increas ingly 
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recognize that reprod ucti ve hea lth programs are more effective when cl ients be li eve that thei r 

needs are met and that they are treated well ( 13,26,28) . This impl ies that, client has to come first 

whi le try ing to improve the accessibil ity, quality and sustainability of a particular health program 

(like CBD-FP-services), and to identify common challenges with thei r poss ible so lutions. 

Therefore, thi s study tried to assess effectiveness of community based FP services by comparing 

CBD, FCBD and NCBD areas, to see if community based FP service improves contracepti ve 

prevalence rate(CPR).Also, quality of services was compared between CBD and NCBD areas as 

perceived by the clients. Moreover, use-continuation and reasons for non-use and di scontinuation , 

which are all ind icative of the leve l of quality FP-service were also compared. 

Since client centered study based on the feeling of the clients, is the maj or contributory factor to 

use the service consistently; the results of thi s study helped to draw appropriate recommendations 

that could be useful to improve, expand and sustain effective FP serv ices. 

11 



3. Objectives 

General 

-To assess the effectiveness of community based FP services in improving CPR, in rural Eastern 

Showa Zone. 

Specific 

-To compare the CPR among CBO, Non-CBO and previous CBO-areas. 

-To examine the quality ofFP service, from clients perspective in CBO and NCBO areas. 

- To compare the use-continuation among CBO, Non-CBO and previous CBD areas 

-To describe reasons for FP method use di scontinuation, and 

-To examine reasons for FP non- use in the three study areas. 
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4. Subjects and Methods 

A. Study area: 

The study was conducted in selected areas of rural Eastern Showa Zone. According to the 1994 

population and housing census result, there were 1,223,808(73.4%) rural residents in the zone. 

or these, 60 I ,505 (49.2%) bei ng fem ales whi le 622,303 (50 .8%)were males .Onl y 444,376 

(26.6%)were living in the urban set up. The zone is divided in to 12 Woredas and there are 441 

peasant assoc iations (35,36). 

There were 8 hospitals, 6 hea lth centers, twenty eight cl inics, fifty two health posts and thi11y 

seven pharmacies in the zone. Before community based di stribution offamily planning methods 

started , on ly 4.7% of female and 3% of male were using contracept ive methods in the areas 

surveyed (25,3 6). 

The centra l region coordinating office of FGAE with the help of Population Concern, has 

launched pilot project ofCBD in fi ve di stricts of the Eastern Showa Zone namely Adama, Adea, 

Lumme, Bosset and Borra in fifty seven peasant associations(PAs), since 1996.The population of 

the five woredas was 832,800, the rural population constituting 523 ,500 (62.9%); of which 

252,200 (48%) were females and 111 ,900 (44.4%) of them being in the reproducti ve age (35). 

Communi ty based FP projects in ten peasant associations (PAs) were made to continue giving 

services after fina l evaluation of its three years activi ties, wh ile the rest were made to phase out 

in March 1998 . Additionally there were eleven PAs getting services from CBD -projects of 

FGAE, which started activity since 1996 funded by Pathfinder International (PFJ).Therefore, there 
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were twenty one PAs in the Zone which were getting service from functional CBD-Proj ect 

Si lC S(25).There we re also other NGOs wh ich were providing FP-methods and information in the 

Zone such as: Care-International, NACID and World vision. This study is based on only FP­

project sites of FGAE, in order to avoid effects of variation in service provision in the three study 

areas. so that we can make reasonable compari son. 

B. Study Design 

This study has both quantitative and qualitative part: 

1. Quantitative part 

The design of quantitative study was a retrospective cohort study, which is used to assess the 

effectiveness of community based FP-service by comparing current MCM users in CBD, NCBD 

and FCBD areas . It also assessed knowledge, attitude and service quality as perceived by the 

cl ients using a modified BRUCE frame work. 

The study considered all Community Based-FP Project sites of FGAE in rural Eastern-Showa 

Zone. The organization started its activity in this area since Apri l 1996. All PAs served by 

currentl y functional (2 1 PAs) and former functional (47 PAs) CBD-projects were taken as CBD 

and former CBD areas respectively. Adjacent PAs to selected FCBD areas were considered as 

NCBD areas. All women in the reproductive age groups (15-49) who were living in rural Eastern 

Showa Zone constituted the source population, while, random samples of source population 

formed the study population. This study was conducted from January to May, 2000. 

14 
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2. Q ualitative part 

This study was carried out to assess attitude ·and knowledge of the study population regarding 

family planning services as supplement to quantitative study. 

The design of the study was focus group discuss ion (FGD) among se lected groups of the society 

in the area. There were 3 groups of participants, two groups of women (married/not married) in 

the age groups of25-35 years and 45-55 years, and one group of community representatives. The 

third group constituted only males, so that males attitude and views can be incorporated in thi s 

study, since males involvement has substantial influence on FP-use(50) .AII of FGDs conducted 

constituted six to eight members of participants in each groups. Therefore, three groups of FGD 

were carri ed out in each of CEO, FCBD and NCBD areas. The necessary precautions were taken 

to carry out the FGD in a quiet place that was chosen by the participants, so that they could 

discuss freely with out being affected by surrounding conditions. 

C. Sampling Technique 

In this study a multi stage sampling technique was app lied to select study subjects. In Eastern­

Showa Zone, FGAE has selected 5 woredas as project sites of community based family planning 

serv ices. Therefore, initially the study areas were grouped as CBD, FCBD and NCBD, based on 

the acti vity of FGA E communi ty based family planning service in the zone. Since its activity 

started in April, 1996 until this study is conducted, FGAE had 2 1 PAs which have active CBD 

sites (13 PAs in Lume, I PA in Adea, 5 PAs in Adama, 2 PAs in Bosset woredas) ,47 PAs which 

were being served by CsD-projects fo r about three years, and phased out a year back (19 PAs in 

15 



\ 
Adea,3 PAs in Adama, 10 PAs in Lume, 10 PAs in Bosset, and 5 PAs in Borra Woredas). In the 

firs t stage of sampling procedure, 10 PAs from 2 1 PAs getting services fro m active CBD sites 

we re random ly selected as CBO study areas (4 from Adama, 5 from Lume and I from Adea 

woredas). and another 10 PAs were also randomly selected from the 47 FCBO PAs (6 from Bosset 

and 4 from Adea). Ten PAs were also randomly selected from adjacent areas of the ten selected 

peasant associations of FCBD areas as NCBD study areas ( see fi g. I ). Systematic sampling 

method was employed to select 310 households (I-II-Is) from each of CBO, FCBD and NCBD 

areas. The J-II-J s were selected by non- prop0l1ional allocati on using the li st of HHs in the se lected 

PAs. So that ,the sampling fraction can be increased for PAs with small number of HHs and allow 

more representative information to be coll ected , wi th out collecting un necessari ly larger samples 

from PAs with larger number of J-1H s. Finally, one woman in the reproductive age group ( 15 - 49 

years) who could answer the interview was randomly selected from each of those HHs. lft here 

was no wo man who could fulfill the criteri a as a study subject, the nearest household was taken 

to get the candidate for the interview. 

D. Sample size calculation 

The assumptions made for the sample size determinati on were based on evaluation results ofCBD 

areas and survey results ofNon-CBO areas, which were 'about 14% and 5% respectively(22).A 

two sided significant level of 0.05 and power of 90% were used. 

16 



The sample size ca lculati on was made using the foll owing fo rmula : 

n(each group) = ( (Zul2/( l + llr) p( l-p) + Z~ / p,( I-p ,)+Po( I-Po) ) 2 

r 

Key:-

p(population proport ion)= ----l2,ill ,2±RoilloL 

n ,=study population of CBO areas, '\ =study population of NCBO areas, r=n, / I"\J . 

p ,=Proportion of CB O area population who are current FP method users = 0.14 

Po = Proportio n ofNon-CBO area populati on who are current FP-method users = 0.05 

g l = I- PI 

go = I-Po 

95% CI (a = 0.05) 

Power = 90% 

n( each group) = 259 + 20% conti ngency = 310 

The sampl ing procedure is shown in figure I . 
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Eastern Showa Zone 

WI W2 W3 W4 W5 

I 
CBD (21 PAs) FCBD (47 PAs) NCBD 

Simple random Simple random Simple random 
sampling sampling sampling 

l Si STAGE 10 PAs 10 PAs 10 PAs 

Systematic sampling Systemat ic sampling Systematic sampling 
(Non-proportional (Non-proportional (Non-prop0l1 ional a llocation) 
allocat ion) a llocation) 

I I 
2"d STAGE 3 10 HHs 3 10 HHs 3 10 HHs 

Simple random Simple random Simple random sampling 
samp ling sampling 

3,,1 STAGE 310women(304) 3 1 Owomen(291) 310 women (304) 

Fig .1 Study Architecture. 
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E. Data collection 

I. Quantitative part 

Data were co ll ected by interviewing study subjects using structured questionnaire. Only one 

individual was se lected using a lottery method if more than one person were found in the same 

household who fulfil the cri teria (more than one wo man in the reproducti ve age group) . The 

independent variables are Socio- demographic and Reproductive characteri stics of the study 

subjects , and presence of community based family planning service. While, the dependent 

variable is number of current modern contracepti ve method users. 

Information co ll ected regardi ng quality of care from clients perspective was mostly based on 

modified" Bruce" quality of care elements such as choice of methods, information given to 

clients, interpersonal relation and follow-up mechani sms. 

Since the survey was conducted in a rura l set up , we were ob liged to use on ly male data 

co llectors. They were 12'" grade complete and most of them with previous experience in data 

co llection , and they were trained for 5 days on the detai l of interviewing teclmique in respect to 

structured questionnaire provided. 

The questionnaire was initiall y prepared in English and then translated in to Amharic, and was 

back trans lated to Engli sh to check consistency. The questionnaire was pretested before 

begilming the actual data collection process in the near by peasant associations, which were not 

inc luded during the actua l stud y, and the necessary correction was made based on the pre-test. 
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2. Qualitative part 

Three FGD in each of the three study areas were carried out with six-eight participants involved 

in each groups. The PAs where the FGD was carried out were randoml y chosen from each of the 

len se lected PAs in the respective stud y areas (CBD, FCBD, and NCBD). The necessary 

precautions were taken to conduct the di scuss ion in a quite and comfortab le place. The facilitator 

had previous experience in conducting FGD and can speak the local language. The principal 

investi gator was the recorder as well as observer. All discussions were tape recorded and note was 

taken during di scussion. 

F. Data entry and Analysis 

Data we re entered using EPr-INFO version 6; and analyzed using EPr-INFO vers ion 6 and SPSS 

slasti ca l programme. X' -test and Odds ratio were used to measure association, where as 95%CI 

and P-value were util ized to see stati stical significance. Bivariate analysis was done in order to 

asses the effect of different explanatory variables on current use of MCM. Those explanatory 

variables which were found to have positi ve association with current use of MCM were se lected. 

Logistic regression analys is model including the selected variables and presence of COl1lmunity 

based FP service was done in order to assess the relative effect of the independent vari ables on 

current use of MCM. 

G. Ethical Consideration 

Ethical clearance was obtained from Department of Community Hea lth I AAU/, Oromia Heal th Bureau, 

and FGAE 10 carry out th is study. Also, info rmal consent was obtained from study subj ects. 
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H. Operational Definitions 

Ever use- Use of modern contraceptive methods (MCM) at any time. 

Current Use - use of MCM at the time of this study. 

Use - Oiscontinuation- Considers all women who ever used MCM and discontinued 

use for at least three consecutive months, during the last three years . 

Use- Continuation - Includes all women who did or did not interrupt. The longest 

duration of ever- use of MCM before interrupting for at least three consecutive 

months was considered for interrupters. 

• On ly the longest duration of ever use was considered for a woman who use at 

different times. The longest duration ignores interruption of use for less than three 

consecutive months in this study. 

• Only ever-use of MCM during the last three years was considered , to make it 

coincide with the start of community based FP- service by FGAE in the study 

area . 

Future- Intention to use MCM - includes all women in the reproductive age groups, 

who never- used but knew at least one MCM, and intended to use in the future . 

CBO- area- Peasant associations , where community- based family planning service was 

given by FP- project sites during the study 

Former- CBO area- Peasant associations , where community based family planning 

service was given by FP- Project sites before this study. 
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Non- CBO areas-Peasant associations , which have never been served by community 

based family planning service project sites . 
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5. RESULT 

I-Quantitative Study 

Genenl l 

Although, the target was to obtain 310 respondents from each of the groups, response was 

ob tained fi-om 304 women in CBD and NCBD areas, and from 29 1 in the FCBD area. Of the 

¥ socio-demographic characteri stics: ethnicity, religion, educational status and occupation showed 

stati stically signifi cant difference in their di stribution among the three study areas where as age 

and marital status were not significantly di fferent (table I) . In CBD areas there was more mix of 

reli gion and ethnic groups, and higher level of literacy. Where as in NCBD and FCBD areas 

Orthodox chri sitianiy and Oromo ethnic group constitute most of the population. Also maj ority 

(68.4% in FCBD and 76.3% in NCBD) were illiterate. 

The average num ber of pregnancies a women had, was found to be 3.65 (SD=3.04), 

3.53(SD=2.34), and 3.69(SD=3.21) in CBD, FCBD and NCBD areas respectively. This difference 

was not stati stically significant (Table 2). The study showed that the average number of children 

a woman has, was found to be 3.49 (SD=2.37), 3.53 (SD=2.34) and 3.72 (SD=2.45) in CBD, 

FCBD and NCBD areas respectively which was not stati stically significant difference. Among 

those women who had been pregnant, 15. 1 % of CBD, 9. 1 % ofFCBD, and 4.9%ofNCBD area 

women had history of unwanted pregnancy. Women who had hi story of at least one induced 

abo rtion were 9.3% in CBD, 4.9% in FCBD and 4.0% in NCBD areas. This difference among the 

three study areas was found to be stati stically significant (table 2). 
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Table J .Socio-demographic characteristics of CBD, FCBD and NCBD areas, Eastern Showa 

Zone, Ethiopia , 2000. 

Variable CBD FCBD NCBD X' P-value 
(%) N(%) N(%) 

N~304(1 00) N~29 1 (100) N~304( 100) 
I. Age 

15·19 years 47(15.5) 40 ( 13.7) 67 (22.0) 15.26 0.1229 
20-24 " 79 (26.0) 67 (23.0) 65 (21.4) 
25-29 " 65(21.4) 69 (23.7) 64 (21.1) 
30-34 " 50 ( 16.4) 56 ( 19.2) 50 ( 16.4) 
35 -39 " 43( 14.1 ) 42 ( 14.4) 30 (9.9) 
~40 " 20 (6.6) 17 (5.8) 28 (9.2) 
Mean ± S.D. 27.64± 17.74 26.45± 17.5 27.64± 17.6 
2. Martial status 

Marri ed 219 (72.0) 216 (74.2) 224 (73.7) 0.85 0.932 1 
Not Married 5 1 (16.8) 47 (16.2) 52(17. 1) 
Other 34 ( I 1.2) 28 (9.6) 28 (9.2) 

(D ivorced , Widowed) 

3. Religion 

Orthodox 280 (92.1) 282 (96.9) 300 (98.7) 
Protestant 16 (5.3) 9 (3.1) I (0.3) " 
Muslim 7 (2 .3) 0(0.0) 3 (1.0) 17.8 0.00014 
Catho lic I (0.3) 0(0.0) 0(0.0) 

4. Ethn icity 
Oromo 183 (60.2) 230 (79.0) 218 (71. 7) 45A4 0.0000 1 
Amhara 101 (33.2) 60 (20.6) 84 (27.6) 
Other 20 (6.6) I (0.3) 2 (0 .7) 

5. Education 
III ite rate 114 (37.5) 199 (68 A) 232 (76.3) 142A3 0.0000 I 
Read 59 ( 19.4) 44(15.1) 37 (12.2) 
1-6 grades 50 ( 16.4) 29 (10.0) 25 (8 .2) 
7-8 " 30 (9 .9) 12 (4.1) 7 (2 .3) 

~ 9 " 5 1 ( 16.8) 7 (2A) 3 ( 1. 0) 

6. Occupation 
Housewife 2 15 (70.7) 205 (70A) 230 (75.7) 35.90 0.00008 
Fami ly dependent 22 (7.2) 34 (11.7) 4 1 (13.5) 
Farmer 16 (5.3) 22 (7.6) 17(5.6) 
Local drink se ll er 15 (4.9) 15 (5.2) 10(3.3) 
Student 21 (6.9) 7 (2.4) 6 (2 .0) 
Others 15 (4.9) 8 (2.7) o (0.0) 

Note *.* Orthodox &Others(where, Others- Protestant , Musl illl&Cathol ic),were lIsed to calcu late x2 & P-va lue. 

24 



Table 2. Reproductive charactel'istics of CED, FCED and NCED areas, Eastern Showa 
Zone, Ethiopia, 2000. 

Variable CBD FCBD NCBD X' P-value 
N=304 N=29 1 N=304 

I Total# of pregnancies N (%) N (%) N (%) 
0 0 46 (15.1) 48 (16.5) 57 (18.8) 
0 1-3 121 (39.8) 108( 37. 10) 110(36.2) 
0 4-6 73 (24.0) 74 (25.4) 73 (24.0) 4.72 0.78679 
0 7-9 52 (17.1) 44(15.1) 44(14.5) 
0 2: 10 12 (3.9) 17 (5.8) 20 (6.6) 

Mean ± S.D. 3.65±3.04 353±234 369±321 

2Total # of Alive children N=258* N=243* N=247* 
0 0 10 (3 .9) 10 (4. 1) 4 (1.6) 7.85 0.4486 
0 1-3 127 (49.2) 127 (52.3) 125 (50.6) 
0 4-6 96 (37.2) 76 (31.3) 84 (34.0) 
0 7-9 20 (7.8) 27(11.1) 27 (10.9) 
0 > 10 5 (1.9) 3 ( 1.2) 7 (2.8) 

Mean ± S.D. 3.49±2.37 3.53±2.34 3.72+2.45 

1 1-1 istory of unwanted J. 

pregnancy 
0 Yes 39 (15. 1) 22 (9.1) 12(4.9) 1439 0.0007 

0 No 2 19 (84.9) 22 1 (90.9) 235 (95.1) 
4. History of induced 
abort ion 

At least one ** 
0 Yes 24 (9.3) 12(4.9) 10(4.0) 6.95 0.03 1 

0 No 234 (90.7) 231 (95.1) 237 (96.0) 

Note: *'" Those who have no histOlY of induced abortion were compared wi th those who had at least one. 
* Those ,>\'omen who \vere pregnant. 
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Knowledge, attitude and practice of family planning Service 

There was signi fican t diffe rence among the tlu'ee study areas in regard to their knowledge ofMCM 

(x'=24 I , 1'=0.000 I). It was found that 89. 1 % of CBO and 76.6% of FCBO knew at least one 

MCM, but onl y 32.2% of NCBD area study subjects did know MCM (tab le 3,4). 

There was also significant diffe rence in their knowledge of specific MCM when study subjects in 

CBD area were compared with those in NCBD areas; However, this di fference was not significant 

when study subjects in CBD areas were compared with those in FCBD areas (Table 3,4). 

The most commonl y known MCM by women was pill followed by injectable hormone in all of 

the three study areas. However: IUD, norplant, permanent method (tubal ligation) and foam were 

known to a lesser extent by women in NCBO areas compared to women in CBO areas (table 3). 

The proportion of women who ever used MCM signifi cantly di ffers in the three study areas 

(x '= 124, P=O.OOOI ). It was found that 57.2% ofCBO, 39.2% ofFCBD and 13.g% ofNCBO area 

study subjects ever-used MCM; where as, 43.4%, 22.7% and 7. 6% of women li ving in the 

respective area were current MCM-users, which was also a statisti ca ll y significant difference 

(table 3).There was no significant difference in their use of specific MCM by women among the 

three study areas; However, injectable hormones were the most frequently used MCM fo llowed 

by pill s. Ninty- fi ve percents of CBO, 93% of FCBO and 97% of NCBD areas current 

contraceptive users were using either inj ectables or pills. 

It was found that 12. 1 % of CBO, 4.6% of FCBD and 17.4% of women in NCBO area who were 

using MCM, mentioned that, they had method related problems; Of these 81.3% of CBO, 33.3% 
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of FCBO and all ( 100.0%) ofNCBD area clients of FP-service sought advice from their service 

provider. Those women who did not seek advice (of CBO and FCBO area clients) mentioned 

being ill (40%) and unable to go due to other problems (20%) as major reasons ; while husband 

refusal and d istance were sited as their secondary reasons. 

Eighty fi ve point two percent of CBO, 78.7% of FCBO and 75.3% of NCBO areas study 

population approved FP-use. The di ffe rence observed in FP-use approval between CBO and 

NCBO areas was significant (tab le 3 and 4). After controlling for religion, ethnicity, education and 

occupation that showed significant di fference, FP approval fo und to be positive in CBO area (data 

not shown). Most of FP clients who were current MCM users in the tlu·ee study areas, expressed 

thei r satis faction with the service they are getting. 

Almost equal proportion of those women who knew but never used MCM, intended to use MCM 

in the future in all of the three study areas (66.0%ofCBO, 68.2% ofFCBD and 65.5% ofNCBO 

areas). For those women who said they do not have future intention to use MCM, a need to have 

(more) child (32.7% of CBO, 60.7% ofFCBO and 38.5% ofNCBO), lack of adequate information 

or knowledge about MCM (10.2% of CBO, 13. 1 % ofFCBO, and 38.5% ofNCBO), and having 

no male partner (14.3% of CBO, 18.0% of FCBO, and 16.9% of NCBO) were major reasons 

mentioned. Religion (8 .2% ofCBO, 8.24% ofFCBO, and 1.5% ofNCBO), spousal disagreement 

(2.0% of CBO, 8.2% of FCBO and 3. 1 % of NCBO), and culture (8.2% of FCBO and 1.5% of 

NC BO) were their secondary reasons for not having futu re intention to use MCM. 
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Table 3. Compa.-ison of knowledge, attitude, and practice offamily planning service between 
CBD and NCBD areas, Eastern Showa Zone, Ethiopia 2000. 

Variable CBD NCBD OR 95% c.1. X' P-Value 
N~304 N~304 

I. Know ledge of MCM N (%) N (%) 
Know 27 1 (89.1) 98 (32.3) 17.26 10.95,27.32 
Do not know 33 (10.9) 206 (67 .8) 

2. Knowledge of specific * * 
MCM 

266 (98.2) 94 (95.9) Pills 
Injectable 260 (95.9) 90 (9 1.8) 
Condom 23 1 (85.2) 61 (62.2) 30.0 0.0004 
IUD 176 (64 .9) 37 (37.8) 
Norp lant 187 (69.0) 30 (30.6) 
Permanent (tubal 150 (55.4) 27 (27.6) 

li gation) 143 (52 .8) 20 (20A) Foam 

3. Future intention to use 
N~97@ N~58@ . 

MCM 
Intended 64 (66.0) 38 (65.5) 1.02 0.49, 2. 14 
Did not intend 33 (34 .0) 20 (34.5) 

4. Approva l of FP use 
Approved 259 (85.2) 229 (75.3) 1.89 1. 23, 2.9 1 
Did not approve 45 ( 14.8) 75(24.7) 

5. Ever use MCM 
Ever used 174 (57.2) 42( 13.8) 8.35 5.5 1, 12.7 
Never lI sed 130 (42.8) 262 (86 .2) 

6. Current use of MCM 
Users 132(43.4) 23 (7.6) 9.38 5.66, 15.7 
nor-users 172 (56.6) 28 1 (92A) 

7. Current use of spec ific **N (%) N~23 ( 100) 
MCM 

injectab le hormones 80 (60.7) 14 (60.9) 0.38 0.82 
pi lls 46 (34 .8) 6(26.1) 
others*** 16 (10. 1) 3 (12.9) 

Note-** N-totals greater than 132 and percentages more than 100, "'Totals greater than 304 and percentages > 100, 
since clients can name or use more than one MCM,@study subj ects who never used ,but knew at least one 
MCM. 

*** inc ludes = Condom, IUD, Norplanl, tubal ligation and Foam . 
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Table 4. Compar ison of knowledge, attitude and practice offamily planning service, between 
CBD and FCBD areas, Eastern Showa Zone, Ethiopia, 2000. 

Variable C BD FCBD OR 95% C. 1. X' P-
N=304 N=29 1 va lue 

I. Know ledge of MCM 

know 27 1 (89.1) 223 (76.6) 
do not know 33 (10.9) 68 (23.4) 2.58 156, 4.04 

2. Know ledge of speci fi c , 
* 

MCM 

Pills 266 (98.2) 215 (96.4) 6.12 0.41 
Injectables 260 (95.9) 204 (9 1. 5) 
Condom 23 1 (85.2) 163(73.1) 
IUD 176 (64.9) 117 (52.5 ) 
Norp lant 187 (69.0) 11 3 (50.7) 
Permanent (tuba l ligation) 150 (55 .4) 104 (46.6) 
Foam 143 (52.8) 90(40.4) 

3. Future in tent ion to use 
N=97@ N= II O@ MCM 

In tended 64 (66.0) 75 (68.2) 0.91 0.49, 1.69 Did not intend 33 (34. 0) 35 (3 1.8) 

4. Approva l of FP use 

Approved 259 (85.2) 229 (78.7) 1.56 1.00, 2.44 Did not approve 45 (14.8) 62 (21.3) 

5 . Ever use of MCM 

. Ever used 174 (57.2) 114 (39 .2) 2.08 1.48, 2.92 Never used 130 (42.2) 177 (60.8) 

6. C urrent use of MCM 

Users 132 (43.4) 66 (22.7) 2.62 I .SO, 3.S0 Non-users 172 (56.6) 225 (77.3) 

7. Current use of spec ific ., 
MCM 

SO (60.7) 42 (63.6) 3.98 0.14 
Injectable hormones 46 (34.S) 13 (19.7) 
Pi lls 16 ( 10.1 ) II ( 16.7) 
Others 

Note-'Totals >3 04 and 291, percentages> I OO, " Totals > 132 and percentages > 100, since clients can name 
or use more than one MCM,@stucly su bj ects who never used but knew at least one MCM. 
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Quality of family planning service as observed by cu rrent contraceptive users: 

Twenty poi nt fi ve percents ofCBD, 19.7 % ofFCBO and 8.7 % of NCBO area clients responded 

that they we re infl uenced by service provider whi le making their method choice. But, thi s 

observed difference in the tlu'ee study areas was not stati stica lly signifi cant when a separate 

comparison was made between CBD and NCBO areas (OR= 2.7 , 95% CI= 0.56, 17. 8) as well as 

CBO and FCBD areas (OR= 1.5,95%CI = 0.47, 2.35). 

A sign ificant di ffe rence was observed when current MCM users were compared between CBO and 

NCBO areas regarding informati on given to clients. Women in CBO area were found to be more 

informed than NCBD areas about how the method works, how to use the method, its side effects, 

its contraindicat ions, possibility of switching to other MCM, about MCM which can prevent 

STO/HIV, and about other types of MCM than the one chosen by the client (table 5). But, only 

information given to clients about poss ibility of switching to other method showed significant 

diffe rence when compari son was made between CBO and FCBO areas, even though those clients 

in CBO area were more informed than clients in FCBO area. Generally those women living in 

CBO area who were using MCM were better informed than those in NCBO area . 

It was found that 89.4% ofCBD, 8 1.8% ofFCBD and 9 1.3% ofNCBD area clients who were 

using MCM received oral or written appointment fo r their next visit. 
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Table 5. Comparison of CUlTeut contraceptive users view about the quality of 
F' P-scrvice, between CBD and NCBD area, Easter'n Showa Zone, Ethiopia , 2000, 

Variable CBD NCB D OR 95%C. 1. 
N~ 1 3 2 N~23 

N(%) N(%) 
I. Influenced by service provider 

Yes 27(20.5) 2(8.7) 2.70 0.56, 17.77 
No 105(79.5) 2 1(91.3) 

2. Information given to clients 
-How the method works 

Yes 122(92.4) 16(69.6) 5.34 1.56, 18.70 
No 10(7.6) 7(30.4) 

-How to use MCM 
Yes 125(94.7) 18(78.3) 4.96 1.20,20.11 
No 7(5.3) 5(21.7) 

-Side effects of MCM 
Yes 115(87. 1) 14 (60 .9) 4.35 1.45, 2.89 
No 17( 12.9) 9(39. 1 ) 

-Contraind icat ions 
Yes I 11(84.1) 11(47.8) 5.77 2.04,16.43 
No 21( 15.9) 12(52 .2) 

,What to do if method related 
prob lems 
Yes 
No 116(87.9) 17(73.9) 2.56 0.77 ,8.28 

16( 12. 1) 6(26. 1) 
-Possibility of switching to other 
MCM 

Yes 119(90.2) 16(69.6) 4.00 1.23 , 12.94 No 13(9.8) 7(30.4) 

-M CM which can prevent from 
STD/HIV 

Yes 10 I (76.5) 8(34.8) 6.11 2.17,17.58 
No 31(23.5) 15(65.2) 

-Other than the method chosen 
Yes 98(74.2) 10(43.5) 3.75 1.38, I 0.27 
No 34(25.8) 13(56.5) 

3. Mechanism offol!ow-up 
-Appointed for next visit 

Yes 118(89.4) 2 1(91.3) 0.80 0.12,4.14 
No 14(10.6) 2(8.7) 
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Reasons and nse-continuation: 

Most women who were using MCM, use it fo r spacing in all of the three study areas(72.7% of 

CBD, 63.6% ofFCBD and 65.2% ofNCBO areas respondents). Their second reason of use was 

for limi ting fam ily size. Only a small proporti on of women use it for delaying pregnancies (9. 1 % 

of CBO, 6.4% of FCBD and 2.3% ofNCBO area study population). 

Forty two percent ofCBD, 33.3 % ofFCBD and 35.3 % ofNCBD area study subjects who ever 

used MCM, used their method at least fo r one year. Relatively more wo men in CBO area used 

their method longer than those in FCBD or NCBD areas. The observed difference in the use­

continuation of MCM among ever users of MCM in the three study areas was not stati stically 

.,)K signifi cant(x l = 4.0 I, P= 0.135). However, the use-continuation remained positive when CBD area 

was compared to NCBD area after controlling fo r possible confounders. 

Reasons for non-use and discontinuing MCM: 

Lack of adeq uate in formation about MCM, need for (more) chi ld and no male partner were the 

main reasons for non-use of MCM in all of the three study areas . Spousal disagreement, cu lture 

and religion were also mentioned as secondary reasons by FCBD and NCBD area study 

pop ul ati on . It was found that their reasons were significantly different among the tlu'ee study areas 

(X l =80.84, P=O.OOOI), that is 29.2% of CBO, 35.6% of FCBD and 66.5% of NCBD area 

... P9pul~tion artriguted it fo r lack.of adeq yate inforn~at i9n ; 30.5% of CBD, 59.3% of FCBD and 

33.8% ofNCBD area population for need of (more) chi ld; where as 34.6% of CBD, 23.2% of 

FCBD and 14.4% ofNCBD areas fo r havi ng no male partner. Women in CBD areas and in FCBD 

areas said that need for more children as thei r main reason, but wo men in NCBD area mentioned 
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lack of adequate info rmation as a principal reason for not using MCM, followed by need for 

(more) ch ild as their secondary reason (table 6). 

Use discontinuation and reason for discontinuing MCM: 

Signifi cant difference was observed among the three study areas ever MCM users, who 

discontinued their method use for three or more consecutive months during the last 3 years (Xl 

=6.92, P=0.031). It was found that 29.9% of CBO, 44.7% of FCBO and 40.5% of NCBO area 

clients discontinued their MCM Use. 

Of those women who discontinued thei r MCM use during the last 3 years, the major reasons for 

di scont inuing were need fo r (more) chi ld and side effects of the methods. 

In CBO areas, women attributed need for (more) child (34.6%), side effects of method (28.8%), 

lack of method choice (7.7%), spousal disagreement (3.8%) and lack of respect by service 

provider(3.8%) as reasons for discontinuing use. 

In FCBO area, women mentioned need for (more) child (29.4%), side effects of method ( 19.6%), 

lack of method chosen(9.8%), distance (9.8%), long waiting time (9.8%), and spousal 

di sagreement (5.9%) as their reasons for discontinuing use. 

Women in NCBO areas expressed that need for (more) child (35.3%), spousal disagreement 

( 17.6%),long waiting time (17.6%), side effects of methods(5.9%) and distance (5.9%) as their 

reasons for disconti nuing using their MCM. 
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Table 6.Comparison of reasons for non use and discontinuing MCM use 

between CBD and NCBD areas, Eastern Showa Zone, Ethiopia, 2000. 

Variable CBD NCBD X2 P-value 

N= 130 N=262 

** ** 

1. Reasons for non use of N (%) N (%) 

MCM 

need for (more) child 40 (30.5) 89 (33 .8) 44.66 0.000 I 

lack of adequate 38 (29.2) 175 (66.5) 

information/knowledge 

no male partner 45 (34.6) 38 (14.4) 

spousal disagreement 3 (2.3) 17 (6.5) 

culture 3 (2.3) 5 (1.9) 

distance 2 (1.5) 11 (4.2) 

other 7 (5.4) 8 (3.1) 

2 Reasons for discontinuing N=52* N=17* 

MCM use 
18 (34.6) 6 (35.3) *** 0.209 

need for (more) child 
15 (28.8) I (5.9) 

side effects 

spousal disagreement 
2 (3.8) 3( 17.6) 

1 (1.9) I (5.9) 
distance 

no respect by service provider 
2 (3.8) 0(0.0) 

0(0.0) 3 (17.6) 
long waiting time 

4 (7.7) 0(0.0) 
no method chosen 

others 
10(19.2) 3 (17.6) 

Note- ***Fisher's exact two tailed P- value, computed for need fore more)child and side effects 

only, since others cells values are very small. **Totals > 130 & 262, percentages> 100, 

since one individual can mention more than one reason, 'number of dicontinuers . 
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Table 7. Comparison of reasons for non use and discontinuing MCM use, 

between C BO and FCBO areas, Eastern Showa Zone, Ethiopia, 2000. 

Variable CBD FCBD X2 P-va lue 

N= 130* N= I77 * 
I .Reasons for non use of N (%) N (%) 

MCM 

need for (more) child 40 (30.5) 105 (59.3) 

Lack of adequate 38 (29.2) 63 (35.6) 20.31 0.002 

information/ knowledge 

no male partner 
45 (34.6) 41 (23.2) 

spousal di sagreement 
3 (2.3) 14 (7.9) 

culture 

di stance 
3 (2.3) 14 (7.9) 

other 
2 (1.5) 4 (2.3 ) 

7 (5.4) 8 (4.6) 

2.Reasons for di scontinuing 

use N=52@ N=51@ 
need for (more) child 18 (34.6) 15 (29.4) 
side effects 15 (28.8) 10 (19.6) 
spousal di sagreement 2 (3.8) 3 (5.9) **5.34 0.254 
di stance I ( \.9) 5 (9.8) 
no respect by service 2 (3.8) o (0.0) 

provider 

long waiting time 0(0.0) 5 (9.8) 

no method chosen 4 (7.7) 5 (9.8) 

others 10 (19.2) 8(15.7) 
Note-*'X' -value, where: di stance, no respect by provider and long waiting 

time=Others;* Total s > 130 & 177, percentages> 100, since one 

respondent could name more than one reason,@number of discontinuers. 
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A logisti c regress ion analys is was carri ed out to control effects of possible confoundi ng variables. 

Age, Marital status, and Education were found to have a sign ificant associat ion with current use 

of MCM. However, the presence of Community Based FP-service was the most important 

explanatory vari able for current use of MCM (table 8). 
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Ta ble 8. Logistic regress ion analys is "esult of poss ible explanatory variables for current 

use of MeM, Eastern Showa Zone, Ethiopia, 2000. 

Variables users non-users. Exg(B) 95% CI 
fA justed OR 

I . Aoe 
15- 1 <i' years 13 14 1 1.677 0.496, 5.67 
20-24 " 60 15 1 3.064 1. 109, 8.46 
25-29 .. 56 142 2.802 1. 070, 7.33 
30-34 " 50 106 2.844 1.142, 7.08 
35-39 " 33 82 2.177 0.871 , 5.44 
2:40 " 9 56 1.0 

2. Marital Status 
Married 196 463 2.772 1.052, 7.30 
Not married 13 137 3.257 1.032, 10.28 
Other 12 78 1.0 

3. Ethnicity 
Amhara 69 176 0.30 I 0.058, 1.56 
Oromo 137 494 0. 198 0.039, 1.00 
Othe r 15 8 1.0 

4. Education 
III iterate 134 55 1 0.459 0.246, 0.86 
1-6 Grades 49 55 1.843 0.873 , 3.89 
2: 7" 38 72 1.0 

5. Occupation 
HousewIfe 192 458 1.419 0.385, 5.23 
Fam ily dependent 3 94 0.59 8 0.099, 3.62 
Farmer 9 46 1. 102 0.247, 4.92 
Loca l dr ink se ller 10 30 1.403 0.323, 6.0Y 
Student I 33 26.58 0.00, ex 
Other 6 17 1.0 

6. Tara # pregnancy 
1-3 pre~llanci es 98 241 0.625 0.248, 1.57 
4-6 62 158 0.683 0.3 6 1, 1.29 
2: 7 57 132 1.0 

7. Tota l # alive chi ld ren 
None 4 20 0.258 0.057, 1. 18 
1-3 chi ldren 11 0 269 0.838 0.318, 2.2 1 
4-6 " 78 178 0.830 0.3 99, 1.72 
2: 7 " 25 64 1.0 

8. History of induced abort ion 
None 200 502 1.0 17 0.470, 2.20 
At least one 17 29 1.0 

9. Study area 
C BO 132 172 9.389 5.448, 16. 18 
FCBO 66 225 4.05 1 2.332, 7.03 
NCBO 23 28 1 1.0 
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II - FOCUS GROU P DISCUSSIONS (Summary of the resul ts of FGD is shown in annex I .) 

Most of participants in the age groups of 45-55 years old women and community representatives 

desired to have five or more children, whi le most of those women aged 25-35 years old wanted to 

have less than five children. Some of CBD and NCBD parti cipants said it is "up to God", few also 

sa id "who hales to have babyl ·'.One parti cipant in NCBD area said,"havi ng many chi ldren makes 

your clan stronger " to explain why he said up to God. In contrary to these,"We do not have enough 

lanel to be ploughed which can support our family", and " You know, having many children was not 

a problem previously, when there was enough land which was so feltile ,but that is not the case now 

a daysl " were some of the remarks made by the participants to explain the need to limit family size. 

Spacing and limiting of pregnancies were mentioned by most of the parti cipants as uses of MCM. 

Only few of CBD and FCBD area participants did mention delaying of pregnancy. 

Pill s and injectable hormones were known by most of the participants, where as condom, IUD, 

norplant, foam and tuba l li gation were rarely known by those in NCBD area. One of the participants 

in CBD area mentioned that MCM use helps to be ferti le, " mehatsen Yetergal" was Amharic 

expression used to mean MCM he lps to clear the uterus, so that it can be ready for conception and 

enablers the woman to be fertile. Most of the participants approved FP-use, explaining its usefu lness. 

However, many of them preferred injectable horn'lones saying it is easy to use but pills can be 

fo rgotten. A woman in FCED area explained relative ease of MCM use by saying" it is not more 

diffiCult than go ing through the process of pregnancy, bi rth, and caring for the new born I". 
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Many of the participants rated the price of MCM as faire or reasonable, and few mentioned it is free 

from health center .Most of young women and some of older wo men rated the pri ce as 

fa ire/reasonab le. while few said it is free from hea lth center. " If you go to a health faci lity to get 

MCM, there is cost of transportation, loss of time/from home activi ty, and even the chance of being 

stolen by thief, so considering all these, paying 1 Eth. Birr/month for pill and 3 Eth . Birr/3 months 

fo r injection is quite reasonable r", said one of the participants in CBO area. 

Young married women and women with many children were said to use MCM most in CBO and 

FCBO areas, where as there were only few users in NCBO areas. " Most of our people, even do not 

know that there is FP service!" Said a woman in NCBO area to explain that there were only few 

users in the area. 

Need for (more) children, side effects and spousal disagreement were mentioned as a reason for non­

use/di scontinuing MCM use . Lack of adeq uate information was additional reason expressed by most 

ofNCBO area participants. III health following exposure to heat or strong sun light, darkening of 

facia l sk in, hypertension, weight gain, menstrual irregularities and inferti lity were some of MCM 

related problems expressed by the participants. 

Most of FGO participants in CBO area said they are sati sfi ed with the serv ice they were getting, 

while those in FCBO area complained for not getting the service by CBO workers as they used to. 

Most ofNCBO area parti cipants did not comment on the service, since most of them were nOll-users. 
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6. DISCUSSION 

The study showed that knowledge, attitude and practice of family planning was better in CBO area 

than FCBO and NCBO areas. The quality of service and use continuation also found to be relatively 

beller in CBO area. Need for more children, having no sexual partner and lack of adequate 

informati on about MCM were the major reasons for non-use ; while spousa l disagreement, religion 

and culture were secondary reasons. Need for more children was the main reason expressed by most 

ofCB O and FCBO areas, while it was lack of adequate informat ion in NCBO area. Need for more 

ch ildren and side effects were major reasons for use discontinuation. 

The three study areas have shown significant difference in some of the socio-demographic 

characteri stics i.e. Ethnicity, educational status and occupation. This could be due to the relative 

nearness of CBO area to Urban set up. 

However, there was no significant difference among the three study areas in their reproducti ve 

characteristics, except for hi story of unwanted pregnancy and induced abortion. 9.3% ofCBO, 4 .9% 

of FCBO and 4.0% ofNCBO area study population had history of at least one induced abortion. The 

finding in CBO area was almost twice that ofNCBO area (9.3% v, 4.0 % respectively).This is lower 

than the prevalence of unwanted pregnancy and induced abortion in Nigeria , which was 20% and 

II % respectively according to a population based study conducted in two areas (44).But, it was found 

to be higher than Mali CBO FP project areas, where, KAP-survey resu lts showed that 8% of rural 

Malian women who had undesired pregnancy (29%) reported hi story of induced abortion (49).The 
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dilTerence observed between CBD and NCBD area could be explained by under reporting in NCBD 

area where higher propol1ion of illiterates was fo und (37.5% in CBD and 76.3% in NCBD area).This 

is because, stud ies have shown that those women who were single, students or educated were found 

to report induced abortion more frequently (44,45,49). Th is might also be an indication that, women 

desire to avo id unwellcomed pregnancies too. Also, it may have an implication for the need to 

improve service qua lity in CBD area. 

It is encouraging that women in CBD area have lower number of pregnancies and ali ve children. 

Th is is in line with the 1993 National Population Policy Objectives of Ethiopia, wh ich planned to 

reduce the total fertili ty rate of? 7 children per women to approximately 4, and to increase CPR from 

4.2% to 44.0% by the year 2015 (46). One of the strategies to achieve the set objectives was 

increasing the avail ability and access ibil ity of the service through outlets, like Community based FP­

services. Community based FP- services reduced the total number of children a woman have in CBD 

area more than NCBD areas, where service was not there, in rural Eastern Showa Zone. Although 

the role of comm unity-bared FP-service is remarkab le in improving CPR, it should al so be designed 

in such away to reduce the problems associated with unwanted pregnancies and induced abortion by 

add ress ing the needs of high risk groups. Therefore, unmarried(single), yo uth as we ll as educated 

women should be we ll informed about health ri sks associated with induced abortion . 

A sign ificant difference was observed in the knowledge of MCM among the three study areas. 89.1 % 

of CBD, 76.6% FCBD and only 32.2% of NCBD area study population could name at least one 

MCM. The proportion of women in CBD area, who knew at least one MCM (89. 1 %) was simi lar to 
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the findings in T igray (89.0%) and Bahirdar (88 .4%), but higher than that of Jimma (63.3%) 

(22,23, 37,39). 

Like most of the study results in Ethiopia, pill was the 1110st widely known MCM followed by 

injectable hormone in all of the three study areas (12,22,45). In this particular study, it is found that 

most of the study population in CBD area also knew condom, IUD, norplant, tubal li gation and foam, 

which is higher than NCBD area, similar to the findings in other CBD-FP- project areas compared 

to their basel ine survey results (22,23 ,37). 

There was significant difference among the tl1Jee study areas current users ofMCM. 43.4% ofCBD, 

22.7% of FCBD and onl y 7.6% ofNCBD area woman in the reproductive age groups were cu rrent 

MCM users. The finding in CBD area (43.4%) was similar with project evaluation result of FGAE, 

Eastern Showa Zone (CPR increased from 4.7% to 43.8% with in tJu'ee years), which is much higher 

than Jimma (CPR increased from 1.3% to 15.9% wi th in fi ve years) and Tigray (CPR increased from 

4.4% to 14.4% wi th in tl1Jee years) (22,24,37). The CPR in CBD area (43.4%) is also higher than 

other African countries where community- based FP-service was implemented, li ke in Sudan (CPR 

increased from 6.8% to 19.8% with in three years), Nigeria (CPR increased from 2.0% to 13.0% with 

in fi ve years), and Mali (CPR increased from 1.0 % to 11.6% with in tlu'ee years) (20). 

In Eastern Showa Zone CBD-FP- program is an integrated acti vity among FGAE, MOH and MOA. 

Therefore, contact farmers (CF) trained on basic concept and practice of reproducti ve health are the 

one who provide the service to the community. Contact farmers are model fanners who have other 
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farmers under them, and they are respected and prominent figure. This has greatly facilitated to carry 

out their duty properly by winning the confidence and attention of the society they arc serving. They 

are al so supervised by trained rural women development agents (RWOAs) who are employee of 

MOA working in the area. Even though , most of CBO workers selected by the conu11lmities in most 

of CBO-FP project areas, additional measures taken in Eastern Showa Zone FP CBO project areas 

seem markedly has been contributed for the success of the program. The highest CPR seen in CBO 

area could therefore be attributed to- the design of the program, strong management capacity and 

supervision system as well as good working morale of the staffs and CBO workers in the area 

(24,43). The difference observed between CBO and FCBO areas could be attributed to the projects 

life span in the two areas (three years in FCBO and about four and half years in CBO areas). 

Pill was found to be the most widely known MCM, however, injectable hormone was the one being 

used by most of current users in all of the three study areas. It was also shown that despite having 

good knowledge of condom and other methods, only few women were using them. This calls for 

improvement in the method mix provided for clients as well as strengthening IEC- activities. 

Since se rvice utilization mainly depends on quality, increasingly family planning programs are 

making quality of care a top priority particularly Ii·om clients perspective (26,27). The contraceptive 

prevalence rate is often considered to be higher in an area having higher quality service than lower 

quality service. In Peru, CPR was greater by 16.0% to 23.0% in higher quality service areas than 

lower quality service areas (28).Studies done in Ethiopia health facilities , also points weak status of 

the quality of the service given at facility level (30,45). In this study most of current users in all of 
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the three study areas expressed their sati sfacti on with the service. However, the quality of the service 

was found to be better in CBD area in terms of information given to clients, which is consistent with 

program evaluati on results of other rural CBD-FP service areas (22,23) as well as in ru ra l set up of 

Kenya, where there is con1l11w1ity based FP services (21). But, lack of method choice and influence 

by service provider were mentioned by some of CBD area women. Also, it was found that after 

hav ing method related problems, about 19.0% of CBD area clients did not seek advice from their 

provider while all in NCBD areas did. This calls for great effort in order to improve the quality of 

service, even in CBD areas. 

There is positive attitude towards FP use in all of the tlu'ee study areas. However, CBD areas study 

population approved FP use more than those in NCBD areas (85.2% and 75.3 % respectively), which 

is similar with the study finding in rural Tigray (37). This could indicate the contribution of CBD FP 

service in gcncrating positi ve attitude to wards FP use. 

In order to know the demand for family plalwing services, nrture intention to use MCM was assessed . 

Sixty-six percents of CBD, 68.2% of FCBD and 65 .5% of NCBD area women in the reproductive 

age groups who knew but never used MCM intended to use FP-in the future . This is similar to the 

findings in Addis Ababa , where the wunet High Risk Birth (HRB) need among married women was 

60.0%; and in Jinuna (62.3%) (22,47), but higher than the National fi gure of rural areas (23.0%) and 

Bahirdar CBD-FP project areas (48.0%) (23,42) .Therefore, it clearly shows that there is still high 

demand for FP service in the rural Eastern Showa Zone. This finding was supported by the results 

of FGD, where most of the partici pants desired to limit their family size emphasizing particul arl y 
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on the shortage of resources to bring up large fami ly and consequences of having many children. A 

similar finding was reported ii·om a study conducted in rural conul1unity of Ethiopia, where the effect 

of unregulated fe rtility was understood , people were found to have positive attitude for fertility 

regulation(l5). 

Most of current MCM users were married women and those in the age groups of20-39 years, while 

not-married and young youths were least users. This is consistent with the findings of other studies 

in Tigray, Gondar and results of world ferti li ty survey (37,38,4 1). In this particular study this may 

be explained by lack of detailed knowledge or adequate information among young and / not married 

women, which could be supported by the fact that women rarely used MCM to delay pregnancy. Thi s 

was also strengthened by the findings of FGD, which revealed that delaying of pregnancy was 

mentioned by only few of the partic ipants. However, marked difference was observed in the 

proportion of current users when CBD and NCBD areas were compared. In the age- groups of 15-19 

years, 2 1.3% ofCBD area population were using MCM, while none ofNCBD area population who 

were in th is age group did so. Also, 15 .7% of not-marri ed women in CBD area were using MCM, 

where as only 1.9% ofNCBD area women who were not man·ied were using MCM. Therefore, this 

difference could be explained by the presence of the Community based FP-services. This is because 

Conul1unity based FP- program brings the service to the people where they live including those who 

are not married and young youths as well as to the married and other age groups (5 ,14-20). But, there 

is still much work to be done to improve the service quali ty in order to make it more convenient and 

acceptable to the potential users and the needy ones, as well as there is a need to strengthen IEC and 

ex pand the program to NCBD areas for effective service utilization. 
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The use-continuation in CBD area was found to be better than NCBD area. Forty- two percents of 

CBD, 33.3% ofFCBD and 35.3% ofNCBD area ever users used their method at least for one year. 

A s imilar finding was shown in one study done at a rural health center in Ethiopia, where at least 

40.0% of the FP- clients used their pill for one year (48). But, the use continuation in CBD 

area(42.0%) is lower than a study done in six rural areas of developing countries based on 

Demographic and Health Survey (D1-fS) data, which revealed that 60-75% of pill users used it at least 

for one year (40). 

Therefore, the use- continuation in CBD area is comparable to that of clinic based FP service, 

despite most of current users having got their appointment for their next visit. Also the highest 

proportion of women with appointment for their next visit was seen in NCBD area, use continuation 

was found to be better in CBD area. Since, continuation is an indicator of service acceptability where 

as discontinuation marks dissatisfaction with the service, particularly due to side effects(13,40),this 

will additionally point toward the extent of service quality and the need to improve it, particularly 

by designing better follow up mechanism. 

The high propOltion of discontinuation in FCBD area (44.7%) compared to CBD area (29.9%) could 

be due to the cessation of the service in the area. This was also, supported by the findings ofFGDs, 

where many of the participants mentioned distance, as the reason to discontinue use. So, the 

relatively better use continuation seen in CBD area (42.0%) compared to NCBD area (35.0%) could 

be attributed to the presence of Community based FP service. The main reasons for discontinuation 

ofMCM use were need for (more) children and side effects in CBD and FCBD area, while need for 
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(more) children, spousal di sagreement and long waiting time were mentioned in NCBD area. Similar 

findings were repOited from a study in six developing countries (Morocco, Tunisia, Egypt, Ecuador, 

Indonesia and Thiland) (40) as well as from a multi center study of choice and use continuation done 

by IPPF (13 ). Strengthening lEC activities could bring about improvement in new acceptors and use 

continuation ofFP method. After A client-provider IEC campaign in Kenya the number of new FP 

users seen per month increased from 1,500 to 2,000 and the percentage of current users who reported 

continuous use of a modern FP method for at least a year increased fi"om 67% to 71 % between 1991 

and 1993 (29). 

According to the results of FGD, ill health as side effect of MCM was said to occur if a woman is 

exposed to strong sun shine/ heat, or if she fails to get balanced diet after using MCM (mostly pill). 

Menstrual irregularities, hypertension and weight gain were injectable hormone related side effects 

mentioned by the participants of FGD. Darkening of facial skin as side effects of pills was also 

ment ioned. Few of the participants in NCBD area also mentioned infertility as side effects, in 

contrast to CBD area participants where few of the FGD participants believed that MCM helps to be 

feltile "Mehatsen yetergal" was an Amharic expression to mean, MCM clears uterus, so that it will 

be ready for conception. This mis-conception about MCM use was also seen in Gondar where in­

depth interview and FGD was carried out to assess the attitude and barriers towards FP-use (38). 

Need for (more) children, having no male partner, and lack of adequate information (Knowledge) 

about MCM were major reasons for non-use, which is similar to the findings of other studies done 

in the country (22,23,38). Need for (more)children was expressed by most ofCBD and FCBD area 
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study groups, while it was lack of adequate in formation in NCBD area. These findings were similar 

with the results o f focus group discussion, where spousal di sagreement and di stance were 

add itionally mentioned by most of NCBD area FGD- participants as a reason for none use 

/d isconti n uati on. 

Therefore, it can be conclude that Community based FP serv ices have contributed greatly to bring 

FP methods and information to CBD area population more and above than those in NCBD area, as 

it is clearl y demonstrated in the find ings of this study. 

Strength of this study are, it was conducted in rural area where larger segment of the population 

res ide, used both quantitative and qualitative study designs and used two comparative groups both 

of which could help to increases the strength of the study. Also, sufficiently large sample size was 

used to improve validity of the study, and appropriate statistical methods utilized in order to reduce 

bias. More over, it incorporates quality assessment / from clients perspective to assess qual ity of 

service, beside availability. While, the limitations of thi s study are: grouping as CBD, FCBD and 

NCBD areas might create some bias, since women in NCBD/FCBD areas might vis it CBD area to 

gel MCM , although the magnitude is not expected to influence the results. Adjacent areas taken 

as NCBD area wh ich is a convenient sampli ng method ,however lottery method (simple random 

sampling ) was used to select PAs as NCBD area from adjacent PAs selected as FCBD area. Data 

co llectors were all males, this may have an impact on the response of the study subjects, especially 

from those who are single/youth/never married , part icularly on their response abo ut history of 

abortion. Also, information regarding quali ty of care obtained from interview of current MCM users 
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, such retrospecti ve data may be less va lid than data co llected through directl y client- provider 

interaction and ex it interviews. However, it is felt that data obtained from adequate sample of client 

interviews is sufficiently va lid. 
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7. CONCLUSION 

Communi ty based FP-service have markedly improved the knowledge, attitude and practice 

of MCM in CBO area more and above than NCBO area. Pill s were the most widely known, 

whil e inj ectabl es being the most frequentl y used, and other methods were rarely used. 

There is high demand ofMCM in all of the three study areas as seen from the proportion of 

women w ith future intention to use MCM. 

Although, some drawbacks were mentioned in CBO area such as influence by service 

provider while making method choice and lack of respect as well a method choice by some 

of the FP-clients, generally the quality of service was found to be better in CBO area than 

FCBO and NCBO areas. 

In spite of having been given appointment fo r their next visit was higher in NCBO than CBO 

area, use continuation found to be better in CBD area. 

Need for more children and side effects were the major reasons fo r use di scontinuation in 

CBD and FCBO areas, while lack of adequate information, need fo r more children, spousa l 

di sagreement and long waiting time were mentioned by those in NCBO area. 

Need fo r more children, having no sexual partner and lack of adequate information about 
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MCM were the major reasons for non-use. Need fo r more chi ldren was the main reason 

expressed by most ofCBD and FCBD areas study participants, while it was lack of adequate 

informati on by those in NCBD area. 

Integrated activities among FGAE, MOl-! and MOA seems has played a significant ro le for 

the success of the community based FP programme in Eastern Showa Zone. 

The proportion of women wi th hi story of unwanted pregnancies and induced abortion is 

higher in CBD and FCBD area. Th is is an indication for their desire to avoid unwellcomed 

pregnancies , which is supported by the relatively lower proportion of total number of 

pregnancies and al ive children seen in CBD area than NeBD area. 
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8. Recommendations 

Quali ty community based famil y planning service is recommended in NCBD areas 

- To improve the low level of CP R in the area 

- To improve the low level of information seen in the area 

- To sati sfy the high demand for MCM 

- To reach those under served segments of the population (s ingle, young youths and males) 

Improve the quality of service in CBD-FP- project areas, so that 

It will be convenient to the community 

Cli ents will be provided with their own choice of methods, with out being influenced by 

service provider 

Trained service provider will serve the clients who can properly handle them (Ex- give 

respect, provide adequate information and technically competent ). 

Strengthen IEC: So that, IEC activ ities, which is designed to incorporate information 

regard ing health risk of abortion, and also avoiding mis conceptions about FP methods, will 

be provided. This will provide high ri sk groups (single/ young) detailed information about 

the danger of induced abortion and it' s complication, which could poss ibly minimize 

undertaki ng the procedure. 

Adopt the experience from Eastern Showa Zone Conununity based FP programme in similar 
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or other programmes: Integrated activities among different organizations and Institutions ( 

involving other organizations or institutions, such as - Ministry of Education, Ministry of 

Labour and Social Affaire) for better achievement. 

Des ign a better follow up mechanism to improve CPR and use continuation (EX-home vis its 

of interrupters) . 

Conduct a study: which will focus to assess feasible ways to sustain the service (Ex- cost­

sharing/ user- fee) ,so that the CPR will not go down after cessation of the program as it was 

observed in FCBD areas. 
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Annex 1. Summary resu lts of focus group discussions 

Annex 1. 25-35 years old women participants view of MCM-use/FP-service, Eastem Showa 
Z E h· 2000 one, t lOOW, 

Issues raised CI3D FCilD NeilD Note and eatables 

1. Desired # of ch ild ren 4+++ 4 +++ 5+++ 

2. Understands FP-mcthod usc as -spacing +++ -spacing +++ -spaci ng +++ 
-Limiting +++ -Limiting +++ -Limit ing ++ 
-Delaying + -De laying + pregnancies 

3. Types 0 ivlCM known pregnarlClcs pregnancies 

-p ills +++ +++ +++ 
-i njectables +++ +++ +++ 
-condom +++ ++ + 
-norplant ++ ++ + 
·IUD ++ ++ + 
-Foam ++ ++ 
-Tuballigalioll ++ ++ 
4. FP-approva l 
-Approved +++ +++ ++ 
Do not comment + 
5. Usefulness ortvlCM 
-useful +++ +++ ++ 
6. Side e ffects of MCM 
-pills da rkness face + + + few women mentioned 

-ill hea lth. if 11 0 balanced diet or exposure to ++ ++ ++ darkeni ng of face and 
heat/strong sunlight atler using in fertility ill each area 

pills/illjcC\ablcs. 
-absence ofmenustra illow, weight gai n and 
hypertension lo r injection users + + + 
-in Jen ilily aller inj ection use + 
7. Ease or lISC 

-pills forge ttable ++ ++ + 
-injectable-simp le ++ ++ + 
-do not know ++ *most of NCBD 

8. Price of MCM participants were 110n-

-reasonableltili r +++ +++ users 

-do not know ++ 
-free from health center &expensive from + 
indi vidu als 
9. Most of the users 
-lllarried with many ch ildren +++ +++ + 
-do not know ++ *si nce most were non-

10. Satisfact ion users in NCBD area, 

-satistied +++ + except few. 

-were satisfied +++ 
-do nol co mment +++ 
II Reasons lo r non- use/discont inuing li se 
-side effects ++ ++ + 
-spousal disagree ment ++ +++ 
-D istance ++ ++ 
-need for(morc)child + +++ 
-lack of adeC]uate informat ion about MCM + +++ 

Key.-+++ - lllost 01 the part lc lpants,++ - some of the part iCI pants, and + - few of the pmt lc lpa nts. 
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Annex I (continued). 45-55 yea rs old women participants view of MCM-use/ FP-se,·vice, 

Eas tern Showa Zone Ethiopia 2000 • , . , 
Issues raised CBD FeBD NCBD Note and eatables 

I . Desired # of children 5 ++ 5++ 7 +++ "who hates to have baby" 
"up to God""++ " up to God"++ " up to god" ++ "your clan wi ll be 

2 l )m\crSland FP-IllC lhod usc as -Limiting +++ -s pacing+++ spilcing ++ stron ger !" 
-spacing++ -Limiting ++ Limiting++ -'If not for difficulty of 

1. Types of MCM known -\0 be ferti le+ bringillg up m<l ny 
• pills +++ +++ ++ 

- injcclables +++ +++ ++ chi ldren , I would like \0 

-condom + have as lllallY as [ cou ld " 
-l UI) + + -* Approva l based 0 11 

-Norplanl + + ca pacity to bring up 
4. FP-approvnl child ren 
approved +++ +++ ++ 

5. Usc!i.lncss of MCM 
-*11 woman in COD 

-use ful +++ +++ ++ sa id"mcha\sen yelerga l" 

6. S ide c fl eets in Am haric to mean it 
-p ills da rkens face ++ ++ clears uterus 
·ill health , ifno ba lanced diet or ++ ++ + 

ex posure to heat/strong lighl 

a/ler pill/injectable 
·Increased menstrual now after ++ 
pi llsfinjectab le II ses 
· Abse llce of menstru al !low, ++ 

increased 13 .P. and weight gain " it is 110t more difficult 
7. Ease oruse than going through th e 
-s llllp le ++ ++ *00 not think it 
-pills fo rgellllble ++ + is dirficu lt ++ process of pregnancy, 

-inj ectab le sim ple + ++ (l11oslnon bi rth and ca rin g for ncw 
-do not commcnt Llscrs) born", sa id a woman in 
8 Price of MCM +++ Fel:H) arca . 
-Do not know +++ + 
-nlir/rcasolwblc ++ ++ 

+ 
-frce from 1-I.C.&expellsive from 

pha nnacy/i nd i vidua I s 
marriedwollle n 

only lew ·"Most of woman in 
9 Most of Ilsers young married 

wOlllcn+++ with many 
IIsers+++ NC BD area even do not 

chi ldren+++ Did not 
know the presellce of FP-

10. Satis faction satisfied+-++ were service" said a participant 
I I. Reasons of nOIl- satisfied+++ 

comlllent+++ 
in NCBD area . 

usc/discontinui ng usc + 
- side effects ++ + 

++ +++ 
-need fo r (more) child +++ 

-spousal disagreement + +++ 
+++ 

-Lack of in/ormati on + +++ 
+ 

++ 
-distance ++ 

+ 
-cu lture + 

, Key. - +++ - most 01 the part iCi pants ,++ - somc of the part iCi pants and, + - few of the partiCipants. 
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Annex J (Continued). Community representatives (all male) view of MCM-use/FP­

service Eastern Showa Zone, Ethiopia 2000 , , 
Issues raised CBD FCBD NCBD NOle and e atables 

I. Desired 1# or chi ldren "up 10 God""++ " up to GO(I" "++ " up to God''''++ "chi ld ren arc fruits of 

12 ++ 6 child ++ four ++ your home" 
4++ "you will tackle 

2. Understand FP-rnethod use -spacing +++ -spaci ng +++ -Limiting ++ 
problems if you have 

as -lil11iting+++ -lirn iting+++ -spacing++ 

-delnyin g+ -dclfl y ing+ -dclaying+ wide 1:1I11ily" 

3. Types or MCM known 
"God is Ihe one who 

- pill s +++ +++ +++ gives lind lakes" 

- il~cc lablcs +++ +++ +++ "no enough land \0 be 

-condom +++ H + ploughed" 

· IUD ++ ++ 

-Norplanl H ++ 
4. FP-approval 
approved H+ H ++ 

5. Use fulness of MeN! 
-u!:Ic ful H+ H ++ 

6. Side c ITccls 
-ill health . ifnollakcn wilh ++ ++ · "condOI11 lise calls for 

IlculriciOliS (balanced) die! or faith li llness" said one 

exposed 10 heal/strong light of CBD area 

aner pill use participant. 
-Increased menstrual 110w + + 

aHcr pill usc. 
-Abscncc of mcnstrual flow, + ++ 

increased B.P. and weight 

gain after MCM li se 
-llsing MCM for long leads 10 

infCrlilil} + 

7. Ease of use 
-simple " [I is jusl to lake pills 

-pill s lorgettable +H + once dai ly and 
-injectable simple ++ 
-Do not know ++ ++ 

injeclables once every 

8. Price of MCM ++ three months, that is 

-lair/reasonable all! " 
-cheep + 

-Ih'c frOIll Il.e . H + 

-do not know + 

9. Most ofll sers + H +++ *Most or the women 

10. Salislilctioll yo ung married+++ youn g women ++ few mid-age++ are non II sers( NCBD) 
satisried +++ were satisfied ++ Did not 

II . Reasons o\" non- comment +++ 

IIse/clisCOlltinue lise 

- lea r of side effects 
-need fa r (rnorc) child . ++ ++ + 

-sl>OlIsal disagreement ++ H H 

-lack of adc<luate in larmation ++ ++ +++ 

-distance + H+ 

-culture ++ +++ 
+ 

, -Key-.+++- IllOst orthe part lclpants,++- some of the pa rticIpants, and + - few of the partIC ipants. 
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Annex 2. Strucured questionnaires for quantitative study 

STRUCTURED QUESTIONNA IRE 

Greeting : 

Hello . I would like to ask you a few questions about family 

planning and your modern contraceptive practice ; This will 

help us to improve the service provided to you based on your 

answer to our question . I would be grateful if you could 

spend sometime with me answering questions related to family 

planning . All of your answers will be kept confidential . Do 

I have your permission to start my interview? 

I. Study Area: I. CBD 

2. Former-CBD 

3. NeBD 

2. Registration No. ______ _ 

3. Identification 

Name - -----

Age (years) ___ _ 

Address Woreda _______ Peasant association----------------------
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4. Marital status: I. Not married 3.Divorced 

2. Married 4.Widowed 

5. Religion: I. Orthodox 

2. Protestant 

3. Catholic 

4. Musl im 

5. Other, Specify _____ _ 

6. Ethnicity: I. Amhara 2. Oromo 

3. Tigray 4. Other, SpecifY ___ _ 

7. Educational status: 

I . Illiterate 3. 1-6 grades 5. 9-12 grades 

2. Read and write 4. 7-8 " 6. >12 " 

8. Occupation 

I. Farmer 4. Government employee 7. Merchant 

2. House-wife 5. Student 8.family dependent 

, 
Local dri nk seller 6. Daily laborer 9. Other, speci fy----------.J. 
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9. How many pregnancies have you had'? 

10. Were all pregnancies wanted '? 1. Yes 2.No 

II. How many al ive children do you have now'? 

12. How many induced abortions do you have'? 

13. Do you know any type of modern contraceptive methods"' 

1. Yes 2. No 

14. If yes, to ques 12, what type of contraceptive methods do you know'? 

I. Pill s 1) yes 2. No 

2. Condom I) yes 2. No 

3. Inj ectable 1) yes 2. No 

4. IUD I )yes 2. No 

5. Norplant 1) yes 2. No 

6. Permanent: tubal ligation/ male sterilization 

I. Yes 2. No 

7. Foam tablets 1. Yes 2. No 

8. Other, specifY ____ __ _ 
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15. Have yo u eve r used any type of modern contraceptives? 

I. Yes 2 No (to Q.28) 

16. Are you using modern contraceptive method now? 

I. Yes 2. No 

17. If yes to ques 14 or 15, what type of modern contraceptive method are/were you using? 

I. Pill 1. Yes 2. No 

2. Condom I . Yes 2. No 

3. Injectable J. Yes 2. No 

4 . IUD 1. Yes 2. No 

5. Norplant I. Yes 2. No 

6. Permanent : tubal ligati on 1. Yes 2. No 

7. Foam tablets 1. Yes 2. No 

8. Other, specifY 

18. Have you received your own choice of contraceptive method 

1. Yes 2. No. 

19. Were you influenced by service provider (CEO-agent) in your choice of contraceptive 

method? 1. Yes 2. No 
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20. For what purpose were are you using the contraceptive method? 

1. For chi ld spacing I.Yes I. No 

2. For limiting fami ly size I. Yes 2.No 

3. To delay pregnancy I.Yes 2. No 

4. For medical reason I.Yes 2.No 

5. Other, speci fy 

21. Did the service providerl CBO-agent inform you about 

I. How the method works I. Yes 2. No 

2. How to use the method I. Yes 2. No 

3. Side effects of the method I. Yes 2. No 

4. Contraindications of the method 1. Yes 2. No 

5. What to do if method related problems arise? I. Yes 2. No 

6. Possibility of switching to other method? I. Yes 2. No. 

7. Which methods protect against STO/HIV I. Yes 2. No 

8. Methods of contraceptive, other than the one you are using now? 

I. Yes 2. No(to Q.24). 

9. The next visit appointment/orally or verbally I. Yes 2. No. 

22 While yo u use the contraceptive method have you had any method related problems? 

I.Yes 2.No 
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23. If yes to ques 2 1, did you seek for an advice or assistance from service provider/ CBO 

agent? I . Yes 2. No. 

24. If no to quest. 22, why not? 

I. Service provides/CBO agent did not give chance to ask question or to rai se concern 

I . Yes 2.No 

2. Lack of confidence on the skill of service provider/CBO agent I. Yes 2. No 

3. Too short time is spent with I . Yes 2. No 

4. Service provider is not fri end ly 1.yes 2. No 

5. Other, specify _______ 1. Yes 2. No. 

25. Have you di scontinued using your contraceptive method at least for three consecutive 

months during the last 3 years? 

I. Yes 2. No 

26. With out interrupting at least fo r three consecutive months, for how long have you used 

your MCM ?(the longest period for interrupters) 

I. 0-3 months 

4. 10-1 2 months 

7. >3 years 

2. 4-6 months 

5. 13-24 months 

3. 7-9 months 

6. 25-36 months 

27. What was/were the reasons that made yo u to di scontinue using contraceptive methods? 
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I . Side effects of contraceptive methods I . Year 2. No 

2. Lack of getting contraceptive method chosen I . Year 2. No 

3. Rumors abo ut ill effects of contraceptive methods I. Yes 2. No 

4. Not treated with respect by service prov ider I. yes 2. No 

5. Spousal di sapproval 

6. Desired to have child 

7. Costly to buy 1. Yes 

1. Yes 

I . Yes 

2. No 

2. No 

2. No 

8. Source is far form home I. Yes 2. No 

9. Long wai ting ti me to get contracepti ve method from health units depot I. Yes 2. No 

10. Inconvenient time when CBO-agent visits (hours/days) I. Yes 2.No 

I 1 . Othe r specify ____ _ 

28. Are you satisfi ed with the service you are receiving? 1. Yes 2. No 

29 . Do yo u support if fri ends or relati ves seek yo ur advice to use FP-methods? 

I . Yes 2. No 

30. If the answer is no to quest 16, why did you not start using contraceptive methods? 

I . Need for more children 

2. Reli gious prohibition 

I . Yes 

1. Yes 

2. No 

2. No 

3. Lack of information/knowledge abut Fp I. Yes 2. No 

4. Source is too far 

5. Price is costl y 

I. Yes 

I . Yes 
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6. Method chosen unavai lable I. Yes 2. No 

7. Husband refusal I. Yes 2. No 

8. Service provider is male I. Yes 2 . No 

9. Cultural prohibition I. Yes 2. No 

I O.No sexual/male partner I. Yes 2. No 

11. Other, speci fy 

3 1. Do you have intention to use contraceptive method in the future? 

I.Yes 2.No 

32. If no to ques. 31, why not? 

1. Need for more chi ldren 

2 . Rel igious prohibition 

I. Yes 

I. Yes 

3. Still lack information/knowledge about Fp 

4. Costly price 1. Yes 2. No 

5. Far to get I. Yes 2. No 

6. Chosen method not avai lable I. Yes 

7. Husband refusal I . Yes 2. No 

8. Service provider is male I. Yes 2. No 

9. Cultural prohibition I. Yes 2. No 

I O.No male partner I. Yes 2. No 

II . Other, spec ify _____ _ 
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2. No 

I. Yes 

2. No 

2. No 



End of the interview, express your thanks to the study subject for her cooperation. 

ame of data co llector _____ _ 

Signature _____ _ 

Date ------
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Annex 3. Semi-structured questionnaires for qualitative study 

Focus Group Discussion 

Greeting 

" Hello . I would like to ask you a few questions about 

family planning and your modern contraceptive practice ; This 

will help us to improve the service provided to you based on 

your answer to our question . I would be grateful if you 

cou ld spend sometime with me answe ring question s related to 

family planning . 

1 . What is the best family size in your opinion? 

2 . What do you understand when somebody is talking about 

family planning? 

Probing question spacing vs limiting 

3 . What kinds of modern contracepti ve methods do you know? 

(ex . pi l ls , condom etc ) 

4 . Do you advice/like using modern contraceptive methods? 

5 . What do you say about their effectiveness? 
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6 . Is it difficult to use? 

7 . Is it expensive to get/buy? 

8 . for those using modern contraceptive methods &/ non-users 

are you satisfied by the current fP method service given 

in your area? 

Probing - reasons for dissatisfaction 

- Possible solutions raised by participants 

9 . What would you advice if somebody ask your opinion to 

use modern contraceptive? 

10 . What are the reasons which you think are barriers for 

using modern contraceptives use? 

- side effects 

- religious ground 

- availabi l ity 

- cost 

- husband /relative influence 

- need for large family size 

- lack of adequate information 

about FP 

Dis like/lack of confidence on skill of service 
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p r ovider/CBO-a gent , probe why? 

II. In your area , amo ng those women in the reproductive age 

groups , who are currently using MCM most? 

(Young / ma rried , women with many c hildren etc) . 
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