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ABSTRACT
Background: - Demand for long acting and permanent contraceptive method is one of the key
factors that determine the fertility and the reproductive health of the women. These demand for
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LAPM was not consistent with and the utilization of LAPM. Objective: - to assess demand for
LAPM and associated factors among married women visiting Assosa governmental health
institution for family planning service. Method: - institutional based cross sectional study were
conducted to assess demand for LAPM and its associated factor from April 12-May 10/2019 for
total of 251 sample size. For the qualitative study, in-depth interview was conducted on
purposively selected key informant. The collected data were entered into Epi info- 7 and the
data were cleaned and analyzed by SPSS 24. Bivariate and multivariable analysis was used to
identify the association between dependent and independent variable. The variable having p-
value=<0.2 were entered in to multivariate regression and selected variable in multivariate at p-
<0.05 were declared as having significant association and AOR with 95% CI was used to
measure the degree of association. RESULT: - the demand for LAPM at the study area was
158 (62.9 %). Awareness about LAPM (AOR=2.503 95%CI =1.188-5.2274), knowledge of
LAPM (AOR=2.62, 95%CI =1.295-5.299), previous utilization of LAPM (AOR= 3.369, 95%ClI
=1.805-5.291) and couple discussion about any LAPM (AOR=2.067, 95% CI =1.027-4.163)
were associated with demand for LAPM. Fear of the side effect was the main reason for non-
utilization of LAPM. Conclusion: - demand for LAPM was not consistent with the utilization.
The finding shows that, 62.9% of the respondent had demand for LAPM. Recommendation: It
needs to do more on the limiting factors to utilize LAPM.so MOH, RHB, the institution manager
together with health care provider and different NGO work more to meet the increasing demand
for LAPM.

Kew words: - demand for long acting and permanent contraceptive methods, married women

1. INTRODUCTION
1.1. Background

The health of women is closely related to their reproductive role and pregnancies which are

either too early, too close, too many or too late, exposing mothers to high morbidity and
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mortality at the time of pregnancy and/ during parturition. Family planning one of the key
elements of reproductive health that would prevent 67 million unintended pregnancies and
reduce induced abortions from 48 million to 13 million, maternal deaths by 76,000 per year,
newborn deaths from 2.9 million to 660,000 per year and HIV infections in newborns from
130,000 to 9,000. estimated 214 million women in the developing world want to delay or

prevent pregnancy but are not using a modern method of contraception (1-3).

Through the use of Family planning, young women can delay or space the pregnancy. After a
live birth, family planning helps a woman space her next pregnancy for at least two years or
approximately three years between births. With such spacing, children are more than twice as
likely to survive infancy and are healthier and allow the mother to provide the benefits of breast
feeding longer and spend more time with each child which contributes to the child’s physical
health and mental and emotional development. It has saved the lives of millions of mothers and

their children through the prevention of high-risk pregnancy or unplanned pregnancy (1, 4-6).

For these women who want to prevent unplanned pregnancy, long acting and permanent
contraceptive methods (LAPM) are very safe, effective and affordable methods which do not
require daily use or repeated visits to get the supply. These LAPM include contraceptive
methods like Implants and intrauterine contraceptive device (IUCDs) and tubal ligation which
are the most effective contraceptive (99% or more unplanned pregnancy protection rate). Their
effectiveness vary based on their type (effective for 12 years (IUCDs), for three to five years
based on the type (Implants) and for permanent prevention of pregnancy (tubal ligation)(4, 6-9).

Provision of LAP methods are central to meet growing levels of demand for family planning
and address sexual and reproductive health needs of women’s as it saved the lives of millions of
mothers and their children through the prevention of high-risk pregnancy or pregnancy which is
not planed (5, 7, 9, 10).

Worldwide, around 10 million adolescent girls marry each year. These young brides are not fully
matured physically and their body is not prepared for pregnancy however they are pressured to
begin to have children. Study show that the age at which a woman has her first pregnancy affects
the health and life of a mother and her baby. The percentage of teenagers who have given birth

or are pregnant with their first chilled be 13% in Ethiopia , 14% at study area and 3% at Addis



Ababa which can leads to obstetric complication during, intra-partum and after pregnancy to
both mother and new born (8, 11, 12).

High fertility directly or indirectly affects environment, socio-economic and the health of
country which can be prevented by contraceptive use. Low-fertility countries now include all of
Europe and Northern America, as well as many countries in Asia and Latin America and the
Caribbean and most of the higher fertility is in SSA. The global fertility rate is 2.5 United States
of America, 1.9 Sub-Saharan Africa, 4.7 Asia and Latin America and the Caribbean (2.2),
Europe 1.6, while the total fertility rate (TFR) in Ethiopia is 4.6 children per woman. Fertility
peaks at age 25-29 and drops thereafter to (45-49) (12, 13).

The average contraceptive prevalence rate of sub-Saharan Africa was 22% and South Asia
(53%) (2). Kenya has CPR 50%, Ethiopia has 36% CPR (8% implant, 2% IUCD and <1% tubal
ligation). the percentage of currently married women aged between 15-49 who wants no more

children (including women who are sterilized) were 37%(13, 14).

The total demand for family planning increase with time periods but Substantial gaps still persist
the utilization and demand for modern methods among couples who want to prevent pregnancy
and demand for contraception. In 2015, less than half of total demand for family planning was
being met with modern methods in 54 countries (34 of which are in Africa). In an additional 76
countries, less than 75 % of total demand was met by use of modern methods. In Ethiopian 58%
women age 15-49 have a demand for family planning; 35% want to space births, and 23% want
to limit births (8, 13, 15).

EDHS 2016 report indicates the CPR of the region as (28% benishangule-gumuze, 50% Addis
Ababa, 47%Amara ,40% SNN ,35% Tigray ,35% Gambella and 29% Harari (13) .

1.2. Problem Statement

Worldwide report shows that, more than 287,000 maternal deaths occur per year in the world and
for every maternal death, at least 30 other women suffer serious illness or debilitating injuries. The
utilization of Contraceptive method is one of the key element that prevent reproductive organ
related morbidity and mortality. Despite the complication/ death related to pregnancy, the
utilization of contraceptive method especially LAPM were remain the least utilized method among
reproductive age women. Study shows that 120 million women worldwide want to prevent

unwanted pregnancy but they and their partner do not the contraception of their choice. Utilization
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contraceptive method prvent 67 million unintended pregnancies and reduce induced abortions
from 48 to 13 million, maternal deaths by 76,000 per year, newborn deaths from 2.9 to 0.66 million
per year (3, 8).

While current challenges to health throughout the world are many and serious, the need to
control one’s own fertility probably touches more lives than any other health issue. Report show
global fertility rate of 2.5, USA 1.9, Asia 2.8 and Africa 5.6,Ethiopia 4.6 and Benishangule-
Gumuze 4.4 % (1, 8, 13) .

Female sterilization and the IUD are the two most common methods used by married or in-union
women worldwide 19 vs. 14%. Short-term and reversible methods are more common in Africa
and Europe whereas long-acting or permanent methods are more common in Asia and Northern
America. Less than 10 per cent of married or in-union women of reproductive age were using
contraception in Chad, Guinea and South Sudan and five countries in Eastern Africa (Kenya,
Malawi, Rwanda, Zambia and Zimbabwe) had CPR of 50 % or more in 2015 (4, 15).

Ethiopia Demographic Health Survey 2016 (EDHS 2016) indicates CPR of 36 %( 8% implant,
2% IUD and <1% tubal ligation). The total demand for family planning in Ethiopia were 58 %(
35% want to space births, and 23% want to limit births). It is known that despite the increased
demands of women for LAPM to long term spacing or even limiting the child bearing, the
utilization of short term remain high in the country despite their lower effectiveness rate of
unplanned pregnancy protection. In the study area,the fertility rate were higher and higher
teenage pregnancy compared to the other region of Ethiopia. This has its own effect rapid
population growth, malnourishment and negative impact on the environment and reproductive
organ related morbidity and mortality. However the reason for higher demand especially at the
study area and lower utilization of contraception were remain unknown. There for this study
aims to assess demand for long acting and permanent contraceptives methods and associated
factors among married women visting Assosa governmental health institution for family

planning. Mixed study



2. LITERATURE REVIEW
2.1. Prevalence of LAPM

More than 214 million women in the developing world want to delay or prevent pregnancy but
are not using a modern method of contraception. Report shows that South Asia has the highest
number these women and SSA accounts the highest proportion who fall in this category. UN
estimates that the desire to use family planning will grow by 40% by 2050 (3, 8, 15). The 2015
report indicates, in 54 country 34 of which are in Africa met less half the total demand for
family planning and from 76 country, less than 75% met total demand for modern contraceptive
methods (1, 4).

The age at which a woman has her first pregnancy affects the health and life of a mother and her
baby. Worldwide around 10 million adolescent girls marry each year. These adolescent mirage
without modern contraceptive use is one the cause for reproductive related morbidity and
mortality as they are not fully physically developed. Even every pregnancy has risk and 18

years minimal age of first pregnancy improves the health of both mothers and newborn(4, 11).

The contraceptive prevalence rate varies throughout the world. The finding shows that, CPR was
much lower in the least developed countries (40 %) and Africa has CPR 33 %(8). Study
conducted in Iran revealed that 21.4% CPR among married women (14.1% IUCD and 6% tubal
ligation)(16) . study conducted in Bungoma East Sub-County of Kenya indicates 7.9%, 1.2%
and 0.8% for implants, sterilization, and ITUCD respectively(17). The result of study conducted in
Bangladesh shows the prevalence of LAPM as female sterilization (4.6%), implants (1.7%), and
IUDs (0.6%)(18).

The finding of Study conducted in Pakistan shows CPR 35% of which 17% used IUCD) (19).
The CPR of Ethiopia was 36% (8% implant, 2% IUCD and <1% tubal ligation). The 37%
currently married women do not want no more children and 43% women who has four children

do not want any more children (13).

In ethiopia, 58% of currently married women age 15-49 have a demand for family planning;
35% want to space births, and 24% want to limit births(13). Study conducted in Northwest

Ethiopia shows the total Demand for long acting contraceptive methods in the study area was
17% (8.2% were using Implanol and 1% IUCD(12). The result of study finding conducted at

Debremarkose on demand for LAPM revealed that 52.4% of respondents had demand for
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LAPMs (16.4% for spacing & 16.6% for limiting)(20). The finding conducted at Goba town
shows total demand for LAPM be 18.1% utilization rate of each method in this study was
IUCD 1.5%, implant 6.5% and Tubal Ligation 0.5% (5).

2.2. Knowledge of LAPM
The result of the study conducted in Uganda shows that 25.8% of the respondent knows LAPM
(21). Study conducted in The Jabalpur city located in Madhya Pradesh state of India 93.6% knew
about female sterilization and 48.3%IUCD(22).

The report from 2010 Malawi Demographic and Health Survey indicates that 72% of participants
have knowledge about IUCD(23).the finding conducted on LARC in Luanda Angola, shows

39.6% of married women knew about IUDs and 38.6% knew about implants(24).

Study conducted in Bale Goba (Ethiopia) show that 47.7%, 15.8%, 3.85% knew implant, IUCD
and tubal ligation respectively. The finding of the study conducted in western Ethiopia indicates
82.5% knew LAPM. The result of study done in Debre-markose shows that 74.4%,and 44.4%
knew the advantage of implant and IUCD respectively and more than half didn’t knew the
advantage of tubal ligation (5, 20, 25).

2.3. Source of Information
Report of Malawi DHS indicates that, 84.9% married women heard about implant, 39.9% about
female sterilization and 38.4% IUCD. This report indicates that, 93% of women obtained

information from health institution (24).

The result of the Study conducted in The Jabalpur city located in Madhya Pradesh state of India
indicates Television/Radio) has influential effect on the contraceptive use (22). Study in Pakistan

highlight as health workers as source of information about contraceptive (26).

The finding of the Study done at Bale-Goba revealed that, HEW(89.9%), friends (28.1%), health
workers provider (24.2%) and radio (22.1%) were the main source of information related to
LAPM. study done at debre-markose indicates that Health care provider (63.8%) and television
(61.5%) were the most commonly mentioned source of information related to LAPM. The
finding of the study done in west Ethiopia shows that 82.5% of the study participant was ever
heard about LAPM and main source of information are health care provider, Radio/TV and
friends(78.2%. 72.5% and 24.2% respectively)(5, 20, 25)



2.4. Factors affecting long acting and permanent contraceptive methods

The promotion of information, counseling and services for a range of methods are necessary to
ensure that different pregnancy prevention methods( for limiting , delaying pregnancy,
preventing pregnancy) in the post-partum period and so are met with the most appropriate and
effective methods(8).

Study conducted in Uganda and resource limited setting indicates that fear of side effects, lack
of knowledge of related to Contraceptive methods were barriers for LAPM utilization. The
finding also indicates that, Husband opposition, Myths /misconception related to the
contraception, age of married women, and desired numbers of children were factors for non-use
of contraception. This study finding pointed out that, the utilization of LAPM were affected by
educational level (14% in those with primary or no education, 16% in those with secondary
education, and 40% in those with tertiary education)(9, 21). From the study finding in Mwanza,
Tanzania shows as fear of side-effects and lack of information related to LAPM were barriers
for LAPM for utilization of LAPM(27).

The result study conducted in Malawi indicates that number of living children, religion,
household wealth status, partners’ education and heard about family planning are factors for
contraceptive methods (24). The result of Study conducted in Congo on LARC shows provider
bias, low clinical competency, lack of knowledge among users, and the influence of partners and
other family members in family planning decision making are barriers for contraceptive use(28).

Study conducted in Bale-eco-region shows that religious opposition (55.9%), husband opposition
(17.5 and fear of side effect (25.5%) are main reason women didn’t intend to use RLAC. The
result of study conducted at Debremarkose show that, inter pregnancy spacing (55.9%) and
limiting (28.2%) were the main reason the respondent were intending to use LAPM. The result
of this finding shows that, 45.3% of the couple discussed about LAPM together and 54.1%% of
their husband allow them to use LAPM. From the result of this finding, Fear of side effect
(58.4%), preferring short term (36.3%) and religious prohibition (24.2%) are reason for not to
use LAPM. The finding done in the West Ethiopia shows that, 81.5% of the participant ever
discussed about LAPM and decided jointly and Side effect (38.9%). The finding shows that,
rumors about LAPM (49%) were main reason for not using LAPM in the future.(20, 25, 29)



2.3 Conceptual frame work
Conceptual frame work developed from different related literature (5, 13, 14, 16, 20, 22) and
arranged according to themes (socio-demographic characters, method related factors, behavioral

factors, source of information, reproductive related factors)

Method factors: Behavioral characteristics:
-Easy to use -Method awareness
Socio —economics
-Fear of side effect -Myth/misconception
character:
.. -Fear of the methods -Partner involvement
-age, -Religious
. . -Intention to use LAPM
-Parity, Educational

status -Monthly 5 d
eman

Occupational status | Source of information

) -
e :‘> for LAPM
<_

about LAPM:
Knowledge i ‘ -Health care provider
about LAPM
-HEW
Fertility preference:
-Internet

-Need for more child ) )
-Printed materials

Figure 1: Conceptual frame work adapted from literature



3. SIGNIFICANCE AND ANTICIPATED OUTPUT OF THE STUDY

The study result will going to help Assossa towns married women to meet their demand for LAPM by

solving identified negative factors.

The result of this study help Healthcare provider, non-governmental organization (NGO) and any
concerned body to identify any associated factors and to work on the identified factors and try to meet
the client demand for LAPM and work to increase utilization LAPM.

The study findings will also provide valuable information for the MOH ( the division of reproductive
health) and other concerned body to develop strategies/approaches to enhance positive factors and
remove negative factors that influence LAPM (IUCDs, implants, and tubal ligation) utilization.

The result of this study will be used as an input for other researcher to conduct further study.



4. OBJECTIVES

4.1. General objectives

To assess demand for long acting and permanent methods of contraceptives and associated
factors among married women visiting Assosa town health institution for family planning

service.

4.2. Specific objectives

» To assess demands for long acting and permanent contraceptive methods among married
women visiting Assosa town health institution for family planning service.

» To identify associated factors for long acting and permanent contraceptive methods use
among married women visiting Assosa town health institution for family planning service.

» To explore barriers for demand for long acting and permanent family planning methods.



5. METHODS
5.1. Study Setting

The study was conducted in Assosa town governmental health institution which is located 561
km west from Addis Ababa. The town is bounded in the south by mao-komo special wereda, on
the West by Sudan, on the north-east by kamashi. The town has one university, one poly
Technique College, one health center and hospital. Based on the 2013 major town population

estimation, Assosa town has 35,752 total populations (17,669 male and 18, 084 female).

Assosa Hospital provides service for client referred from Assosa zone and Oromya region like
Mendi and Begi. It provides family planning service, ANC, delivery service, postnatal service

and comprehensive abortion service and other medical and surgical care service.

5.2 Study design

Mixed design, Institutional based cross sectional study

5.3. Source population

All married women found in Assosa town aged 15-49 years

5.4. Study population
Married woman’s aged 15-49 who visits Assosa governmental health institution for family

planning service.

5.5. Study Period
Study was conducted from April 12-May 10/2019.

5.6. Sampling procedure and sample size
The sample size was calculated by using single population proportion formula by considering
0.181 proportion for demand for LAPMs(5), 95% confidence level, 5% Margin of error and 10%

non-response rate .i.e.
= (%2 P0-P)
n=(z 2) =

62 0.181(1-0.181) _

=1.9 = 228
0.052

Where

n=sample size
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Z =is the level of significance corresponding to 95% confidence interval (1.96)
P = proportion for demand for LAPMs=0.181
D= the absolute precision required =5%

So the total sample size was 251 with10% non-response rates. The samples were allocated to the
health center and hospital based on their monthly plan of family planning under the coverage.
All married women who visit the two health institution were selected randomly to get 251 total
sample size (102 Hospital and 149 Health center).Sample size for qualitative method was based

on the saturation of information.

Schematic presentation of the sampling frame for quantitative part

Total governmental health institution

| |

Assosa town health center

Assosa hospital=102

b

Total sample= 251

=149

Figure 2: Schematic presentation of the sampling frame for quantitative part
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5.7. OPERATIONAL DEFINITION

Demand for LAPM: according to this study, it is defined as an expressed need of married

women to utilize LAPM.

Family planning: family planning is allowing individuals and couples to anticipate and attain
the desired number of children and the spacing and timing of their children through

contraception and treatment of involuntary infertility.|
Knowledgeable: - those who answer above the mean from knowledge question.

Reversible Long acting contraceptive: - contraceptives methods used to delay or space
pregnancy for at least three years (implant) and 12 years (Intra-Uterine Device (IUD)).

Permanent methods of contraceptive- contraceptives methods used to limit pregnancy (tubal

ligation).
To delay pregnancy: - contraceptive used to prevent the first pregnancy (implant and IUCD).

To space pregnancy: - contraceptive methods used to make gap between the first pregnancy and

the next pregnancy (implant and IUCD).

To limit pregnancy: - contraceptive methods used to control pregnancy permanently(tubal

ligation).

5.8 VVariables

5.8.1. Dependent variable
Demand for LAPM

5.8.2. Independent variable

Socio demographic and economic characters (age, religion, occupational status).

Behavioral characteristics (method awareness, partner involvement, myths and misconception,
intention to use LAPM).

Source of information about LAPM (health professionals, Media. health extension workers)

printout materials

Method factors (ease of use, side effects, fear of the method used).
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5.9. Eligibility criteria
5.9.1. Inclusion
All married women’s of reproductive age group who visit family planning unit and volunteer to

participate.

5.10. Data collection procedures

5.10.1 Data collection procedures for quantitative data
Data was collected by face to face in-depth interview by using structured questionnaire adapted
from the literature review. The questionnaire was prepared in English and translated in to
Ambharic and back to English by language experts to keep consistency of the questionnaires. Four
trained health care provider (two BSC midwife and two diploma midwives) who were assigned
in family planning unit was used for the collection of data. Two BSC midwives, one from each
health institution was used as supervisor during data collection period. The questions included in
the questionnaire were prepared from different related literatures. The filled questionnaires were
checked for consistencies and completeness daily by supervisors and principal investigators on
the spot. Pre -test of the questionnaire was done on 5% of the sample on married women at
Bambasi health center (nearby Assosa town health center) to identify any ambiguity, consistency
and acceptability of questionnaire, and then necessary corrections was made before the actual

data collection.

5.10.2. Data collection procedure for qualitative
For the qualitative method, a total of seven in-depth interviews were conducted with purposively
selected key informant to explore the barriers for non-use of LAPM. The inclusion criterion was
health professionals in the health facilities who offer any of the LAPMs and available during the
data collection period and selected client who come for the service during data collection
periods. The interview was conducted in private room selected for the interview purpose to
assure privacy. The open discussion with selected key informant was started after getting the
informed consent from the participant. These key informants were selected based on the socio
demographic variation. The interview was conducted by principal investigator (PI) and

supervisor (supervisor conduct audio record and P1 take note of the interview).
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5.10.3. Data quality control for quantitative
Quality of the data was controlled through continuous checking questionnaires for the
completeness. The questionnaire was transferred to Amharic language to maintain consistency
and pre-test was given before actual data collection to check any difficulty and then after the
possible correction, data collection was started. Data collectors and supervisors were trained
intensively for one day on the title of the study, objective, data collection tool, procedure,
informed consent and methods of sample selection.

5.10.4. Data quality control for qualitative
The in-depth interview were conducted on the selected key informant in the private room
selected for the interview purpose. The interview was started after the participants were informed
about the aim of the study and the privacy was assured. The principal investigator and one
supervisor conducted the interview. The recorded data were translated to the note after repeated
listening and coding of the data to ensure a degree of standardization. Final transcripts were
compared against note takers’ notes to ensure quality. Finally, the report was done to support the
quantitative data based on the participant report after coding and checking the similarity and

difference between the note taken from codded data and note takers note.

5.10.5. Data analysis for quantitative data
The collected data was cleaned, coded, and entered in to EPI info 7 and then exported to SPSS
version 24 for further analysis. Bivariate analysis was done to determine factors influencing
demand for LAPM and variables which was found to have significant association at p-values
<0.2 in bivariate analysis was taken to multivariate regression to test effect of independent
variables on dependent variable. Proportion, percentage, frequency distribution, logistic
regression, odds ratio with 95% confidence interval at P<0.05% was used in describing the data.

The results were displayed using text, tables and figures.

5.10.6. Qualitative data analysis
Qualitative data was transcribed verbatim, coded and analyzed using thematic
analysis to support quantitative analysis and presented in the narrative. Finally the findings were
triangulate with the quantitative result during write up.
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5.11 Ethical consideration
Formal letter of cooperation was written from Addis Ababa University to Assosa town health
institution administrator and informed consent was obtained from each study participant after the
objectives of the study were fully explained by their local languages. The participant was
informed the aims of data collection and informed as the sensitive issue was kept secret and after
getting consent and insuring confidentiality, the data collectors start to collect the data. Also they
informed as they have the right not to participate and failure to participation do not affect any
care and service they get now and in the future and the collected data was stored in a file, without
the name of study participant (anonymously), but code will be assigned for each and was not

disclosed to others except to the principal investigator.

5.12. Dissemination of the study result
The result of the study will be presented to School of Nursing and Midwifery.
Dissemination of result will be made through Addis Ababa University College of health science,
CHs library, Assosa health bureau, MOH and Assosa health institution administration. Also

effort will be done to publish in peer review journal
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6. RESULT

6.1 Socio demographic characteristics of study participant
From the total of 251 participant, 96(38.2%) were at age group of 25-29 years. The result shows
that, 104(41.4%) of the respondent completed secondary education. Table 1

Table 1: Socio demographic characteristics of married women who visited Assosa governmental health institution

Variable Frequency %
Age 15-19 23 9.20
20-24 83 331
25-29 96 38.2
30-34 25 10
35-39 21 8.4
40-44 3 12
Ethnicity Berta 45 17.9
Shinasha 32 12.7
Oromo 71 28.3
Tigre 22 8.8
Amara 67 26.7
Others 14 5.6
Religion Orthodox 116 46.2
Muslim 93 37.1
Protestant 42 16.7
Participant educational status Cannot read and write 20 8
Primary education 41 16.3
Secondary education 104 414
Above secondary education 86 34.3
occupational status of study participant house wife 102 40.6
Governmental employee 66 26.3
merchant 21 8.4
Farmer 17 6.8
daily laborer 11 4.4
Others 34 135
Husband educational status cannot read and write 15 6.0
Primary school 55 21.9
Secondary school 35 13.9
Above secondary school 146 58.2
Husband occupational status Governmental employee 117 46.6
Merchant 53 21.1
Farmer 24 9.6
daily laborer 39 15.5
Others 18 72
Participant average monthly income <100 12 4.8
<100-499 20 8
500-1400 52 20.7
>1400 167 66.5
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6.2. Awareness, source of information and knowledge about LAPM
The finding of this study shows that, majority 197 (78.5%) of the participant had information
related to LAPM and health care provider was the main source of information 78(31.1%). The
result shows that, 182(72.5%) knows any of the LAPM and tubal ligation was least known at the
study area 69(27.5%). Table 2

Table 2: Awareness of LAPM among married women who visited Assosa governmental health institution,

Variable Frequency %
Ever heard LAPM Yes 197 78.5
No 54 21.5
Source of information From healthcare provider 78 31.1
From HEW 63 25.1
From friends 30 12.0
From TV/radio 26 10.4
Know any LAPM Yes 182 72.5
No 69 27.5
Know implant Yes 182 72.5
No 0
Know Use of implant  To limiting pregnancy 21 8.4
To delaying pregnancy 7 2.8
To spacing pregnancy 154 61.4
Know IUCD Yes 126 50.2
No 58 23.1
Know Use of IUCD  To limit pregnancy 14 5.6
To delaying pregnancy 6 2.4
To spacing pregnancy 106 42.6
Know BTL Yes 69 27.5
No 117 46.6
Know Use of BTL To limit pregnancy 49 195
Spacing pregnancy 20 8

Note:-BTL- bilateral tubal ligation IUCD- intrauterine device
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6.3. Reproductive history of study participant
The finding shows that, 172(68.5%) of the study participant had desire for more child in their
future and 147(58.6%) of the participant want to have children after 2-5 years. Table 3

Table 3: Reproductive history of married women who visited Assosa governmental health institution.

Variable Frequency %
Ever given birth Yes 200 79.7
No 51 20.3
Numbers of child One 24 9.6
Two 40 15.9
Three 79 315
Four 47 18.7
>=five 11 4.4
Desire for additional numbers of children  Yes 172 68.5
No 28 11.2
Time period to have child After one year 29 11.6
After 2-3 years 75 29.9
After 4-5 years 72 28.7
Not yet decided 51 20.3
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6.4. Utilization of LAPM
The result of this finding shows that, more than half 147(58.6%) of the study participant ever used
at least one of the LAPM and 116(46.2%) of participant utilized contraceptive implant. Fig.3

types of LAPM used

31(12.4%)

m |[UCD

M implant

116(46.2%)

Figure 3: types of LAPM used by married women who visited Assossa governmental health

institution

6.5. Demand for LAPM, reason for use, reason for nonuse and couple discussion
about any LAPM

From this study result, 157(62.5%) of married women had demand for LAPM. 135(53.7%) of the
participants want to space inter-pregnancy. Fear of side effect 34(13.5%) and preferred short term
methods were main reason for non-utilization of LAPM. Majority of the respondent 188(74.9%)

were ever discussed about any of LAPM with their husband. Table 4

The result of in-depth interview also revealed that, client had an expressed need to utilize LAPM
but they failed to utilize it as contraceptive methods of their choice due to some reasons like fear
of side effect, prefer short term method, religious prohibition and fear of husband.

“I do not want to use LAPM due to its side effect. Currently I am using contraceptive implant, it
cause menses irregular, | faced headache after | started it, it weaken my hand and influence my

daily work so why I come to remove it today.” /I4,client /

“They reported that, using implant cause menses irregularity, cause headache/dizziness, brings

about weight gain/loss and brings about behavioral change.”/I2. health care provider /
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“Most of the time client takes contraception without the permission of their husband, due to this

they want to use the invisible type of contraceptive methods like Depo-Provera.” /11. Health care

provider /

Table 4: Demand for LAPM, reason for use and non-use and participant discussion about LAPM, among married women

visiting Assosa governmental health institution.

Variable

Intention to use LAPM

Reason to use LAPM

Reason for non-use of
LAPM

Ever discussed about LAPM
with husband

Husband attitude toward
LAPM use

Decision maker from both
couple to use LAPM

YES
No

To delay pregnancy
To space pregnancy

Prefer short term method
Fear of side effect

Fear of husband

Religious prohibition

Went to become pregnant
Lack of adequate knowledge

Yes
No

Allow to use
Do not allow to use

Wife only
Both couple

Frequency (%)

157
94

22
135

22
34
11
11
2

14

188
63

147
43

81
161

62.5
37.5

8.8
53.7

8.76
135
4.4
4.4
0.8
5.57

74.9
25.1

58.6
17.1

32.3
64.1
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6.5 Myth/misconception reported by study participant
The result of this study shows that, 65(25.9%) of the respondent belief as using implant cause
weakness of hand/arm and 42(16.7%) belief as using implant brings about behavioral change.
These the finding revealed that, 27(10.8%) of the respondent belief that, using IUCD interfere with
sexual activity and 14(5.6%) belief that IUCD cause reproductive organ infection. also this study
shows that, 53(21.1%) of the participant belief as tubal ligation need major operation and
49(19.5%) belief as tubal ligation procedure cause severe pain. Table 5

The study finding was supported by the result of in-depth interview. The key informant pointed
out that, client has an expressed demand to utilize LAPM but did not want to utilize due to some
perceived misconception/rumors related to LAPM they heard from the community.

“IUCD is not preferred by client due to different misconception related to the contraceptive
methods. They belief as IUCD cause infertility, the procedure need major operation, cause
severe pain during and after insertion, do not give comfort during sexual activity , cause
reproductive organ infection and may disappear after insertion.” /I1, health care provider /
“Some client said that implant needs major operation and the operation site takes long healing
duration. It also move to the other body part like to brain and heart. Implant cause
numbness/weakness of hand which can interfere with daily work.”/M2. Health care provider/
“There where client who want to limit the pregnancy permanently but utilize short term methods
due misconception/rumors heard from the community. They belief that tubal ligation need major
operation, its wound healing take long time, it decrease sexual desire and its procedure cause

severe pain. /I3, health care provider/
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Table 5: Myth/misconception related to LAPM among married women who visit Assosa governmental health institution

Variable

Myth/belief about
implant

Myth/belief about
IUCD

Myth/belief about
BTL

Using implant brings menstrual abnormalities

Using implant cause weakens, tingling &

numbness of arm/hand

Using implant cause infertile

Using implant cause
behavioral change

irritable or brings

Using implant Brings hypertension or raises

blood pressure

Using implant causes headache and blurring of

vision

Using implant brings Weight loss

using IUCD cause infertile

Using IUCD brings/causes genital infection

Using IUCD Causes menstrual irregularity

IUCD may decompose within the

womb/uterus

IUCD Interferes with sexual activity

Tubal ligation needs major operation

Tubal ligation Predispose to uterine infection

Tubal ligation Decreases sexual desire

Tubal ligation cause severe Pain during the

procedure
Tubal ligation wound
duration

takes long healing

Yes

No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No

Frequency

79

172
65
186
28
223
42
209
17
234
42
209
40
211
10
241
14
237
33
218
13
238
27
224
53
198
42
209
44
207
49
202
48
203

(%)

315

68.5
25.9
74.1
11.2
88.8
16.7
83.3
6.8

93.2
16.7
83.3
15.9
84.1
4.0

96

5.6

94.4
131
86.9
5.2

94.8
10.8
89.2
21.1
78.9
16.7
83.3
175
82.5
19.5
80.5
19.1
80.9
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6.6. Associated factor’s bivariate and multivariate result

The result of this finding show that, Respondent who had secondary school education were
71.1% lower odds of demand for LAPM (AOR=.289, 95%CI= (0.137-.608)). Women’s who had
information about any of the LAPM from different source of information were significantly
associated with demand for LAPM (AOR=2.503, 95%C1=1.188-5.2274). Women’s who knows
any LAPM were significantly associated with demand for LAPM (AOR=2.62, 95%CI=1.295-
5.299). From this study finding, women’s who had ever used any LAPM were significantly
associated with demand for LAPM (AOR=3.369, 95%CI1=1.805-5.291). Respondents who ever
discussed about any LAPM with their husband were significantly associated with LAPM
(AOR=2.067, 95%CI=1.027-4.163).Table 6

Table 6: factor associated with demand for LAPM among married women visiting Assosa governmental health institution

Variable

Participant education

Heard LAPM

Know any LAPM
Ever used LAPM

Couple
about any LAPM

Husband occupation

discussion

Cannot read and
write

Primary education
Secondary school

Yes

No
Yes
No
Yes
No
Yes
No

Governmental
employee
Merchant
Farmer

Daily laborer

Demand for
LAPM

yes No
12 8
26 15
54 50
135 62
23 31
132 50
26 43
112 35
46 58
132 56
26 37
80 37
29 24
16 8
24 15

Bivariate

Crude OR 95%ClI

2.20(.789-6.131)

1.904(.848-4.274(
3.175(1.69-5.968)

:349(.188-.646)

1
215(.119-.388)

257(.15-441)
1
.306(.169-552)
1

0.37(0.135-1.014)

0.662(0.226-1.94)
0.40(0.114-1.408)
0.50(0.50-1.51)

value
132

119
.00

0.001

0.000

0.00

0.00

0.153

0.452
0.154
0.23

Mulitivarate

Adjusted OR
95%ClI

0.482 (0.143-1.627)

0.622 (0.249-1.558)
289(0.137-.608)*

2.503(1.188-5.23)*

2.62(1.295-5.299)*
3.37(1.805-5.29)**

2.07(1.027-4.163 )*
1

7.269(1.096-11.6)

1.911(0.543-6.725)
4.588(1.042-20.19)
3.468(0.97-13.267

p-value

0.24

0.311
0.001

0.016

0.007
0.00

0.042

0.054

0.313
0.44
0.069

Note *=significant at p<0.05 **=significant at p=0.00, reference =no
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7. DISCUSSION

The finding of this study shows that, Demand for long acting and permanent method was 62.5%.
The result was higher when compared to the result reported by EDHS 2016(58%), study done in
north-west Ethiopia (17%), Debremarkose (52.4%) and Bale Goba (18.1%). These discrepancies
might be due to increased client access to information regarding to the contraception especially
LAPM and their use through time or might be due to different study periods (5, 13, 20, 25).

The finding of this study show that, the main reason that client want to utilize LAPM were to space
inter-pregnancy (54.2%). The finding Was higher than the result of study done in north-western
Ethiopia(16.4%)(20) and report of EDHS 2016(35%). These the possible justification for the
discrepancy between the findings might be due to increased service delivery setting with respect

to trained service providers. Also, the variation may be due to the different study period.

Fear of side effect(13.5%), preferred short term method(8.8%),religious prohibition(4.4%), want
to become pregnant(0.8%) and lack of adequate knowledge about LAPM(5.6%) were some of
the reason for non-utilization of LAPM as contraceptive methods of their choice. On the other
hand perceived misconception related to LAPM developed from the community or from past
self-experience were other challenging factors to utilize LAPM despite the expressed demand for
those contraceptive methods. The result of this study shows that the prevalence of misconception
related to utilizing contraceptive implant( cause infertility(11.2%), cause numbness of hand/arm
(25.9%), cause behavioral change(16.7%)) and IUCD related misconception as (cause
infertility(4%),decompose in the uterus(5.2%), interfere with sexual activity(10.2%) and
misconception related with BTL as (cause severe pain during the procedure(19.5%),need major
operation(21.1%) and decrease desire for sexual activity(17.5%)) . These, the fore mentioned
above misconception/rumors related to the utilize LAPM were supported by the result of

qualitative in-depth interview.

But there where discrepancies between this study result and the result of the study done in Bale-
Goba (religious opposition (55.9%), husband opposition (17.5 and fear of side effect (25.5%)(5),
Debremarkose(Fear of side effect (58.4%), preferring short term (36.3%) and religious
prohibition (24.2%)(20) and western Ethiopia(Side effect (38.9%), rumors related with LAPM
(49%))(25) . These, LAPM related misconception/ rumors were also mentioned by the study
result conducted in Iran (16) . The possible reason for such discrepancies between the studies
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may be due to the fact that, there might be increased provision of information related to
misconceptions about LAPM in the study area. Also the variation may be due to different study

period.

The finding of this study shows that, majority of the study participant had ever given birth (79.7%)
and more than half of those who gave birth (41.5%) didn’t want to have child within three years.
This may indicates as there is need for assessing client contraceptive need inline with their
reproductive plan. Also this may indicates as there be need for disseminating the adequate

information related with the types LAPM and their duration of services.

The result of this study shows that, the majority (78.5%) of the participant had ever heard about
any of the LAPM which is significantly associated with demand for LAPM (AOR=2.505,
95%C1=1.192-5.265). The result of this study were higher than the result reported by Malawi
DHS (74.6%) (24) And Amuru district, Northern Uganda (76.3%)(21) . The possible reason for
the variation might be due to different study area and periods. But result of this finding was
lower than the result of the study done in west Ethiopia (82.5%)(25).The discrepancies might be
the fact that client in the study area has limited accessibility to the information related to
contraception especially LAPM or might be there were limited source of information at the study

area.

Different study shows that, Client can get information from different source that help them to
choose the contraceptive methods of their choice easily(26, 28). The finding of this study result
indicates that, health care provider (31.1%) and health extension workers (25.1%) were the main
source of information related to LAPM. There where discrepancy between the result of this study
finding and the result of study finding conducted in the West Ethiopian which shows that (health
care provider(78.2%), Radio/TV (72.5%)(25) and study result of Debre-markose(Health care
provider (63.8%) and television/radio (61.5%))(20). These the possible reason for such variation
might be, there were limited client access to the source of information in the study area. Also it
might be an indication that, there were limited source of information related to LAPM in the

study area.
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The increased knowledge about contraceptive method help client to easily choose the
contraceptive methods of their choice according to their reproductive plan to prevent unplanned
pregnancy. The result of this study shows that, majority (72.5%) of the study participant knew
any of long acting and permanent methods which also positively associated with demand for
LAPM (AOR=2.809, 95%CI1=1.41-5.595). This result was higher than study conducted in
Uganda (25.8%)(21). The possible reason for the variation of the result might be due to different
geographical location, increased globalization and may also due to different study period. But
the result of this finding was lower than the result of the study conducted in the western
Ethiopia(82.5% )(25). This discrepancies might indication that, there were limited access of
client to the education related to LAPM given by different concerned body like health extension
worker in the community, at the health post or it might be indication that, there were limited
provision education related to LAPM by any concerned body in the study area.

Knowing the types contraceptive help client who want to use family panning to easily choose the
contraceptive methods which correspond with their reproductive plan. This finding revealed that,
72.5%, 61.4% and 27.55% knows contraceptive implant, [IUCD and tubal ligation respectively.
This result was higher than the result of study done in Angola (39.6% IUD and 38.6%
implants)(30), India (48.3%I1UCD)(22) and Bale-Goba (47.7% implant, 15.8% IUCD and 3.85%
tubal ligation)(5). The discrepancy might be due to different study period.

In this study finding, the utilization rate of LAPM were 58.6% which is positively associated with
demand for LAPM use (AOR=3.201, 95%CI=1.731-5.917). The result of this finding was higher
than the result of study conducted in Iran(21.4%)(16), Kenya(9.9%)(14), Bangladesh(6.9%)(18),
Pakistan(35%)(26), EDHS 2016(36%)(13) and Northwest Ethiopia (9.2%)(31). The possible
reason for the variation might be, there were increase client access to the reproductive health
related information and the role of LAPM to maintain reproductive organ health or might be an
indication that, increased client decision making related to family planning utilization especially
LAPM .

The result of this study finding indicates that, 46.2% and 12.4% of the study participant utilized
contraceptive implant and IUCD respectively. There were variation between the result of this
finding and other study result such as study conducted in Iran(14.1% used IUCD)(16), Kenya(7.9
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implant and 0.8 IUCD)(14), Bangladesh(4.6% implant and 0.6% IUCD)(18) , 2016 EDHS(8%
implant, 2% IUD and <1% female sterilization)(13) and Northwest Ethiopia shows (8.2% Implanol
and 1% IUCD)(31) and Bale-Goba town( IUCD 1.5%, implant 6.5%)(5). The reason for this
variation might be due to, increased service provision setting, increased supply and increased

trained health care providers. Also those variation may be happened due to different study period.

Partner discussion and approval play role in the selecting and utilizing the contraceptive method
of choice. The result of this finding shows that, majority (74.9%) of the participant ever
discussed about any LAPM which is positively associated with demand for LAPM (AOR=
2.071, 95%CI=1.031-4.16). The result of this study was lower than the result of study done in the
West Ethiopia(81.5%) and study conducted in northern district of Kenya(79%) (25, 32). The
possible justification for such discrepancies may be, there were limited involvement of husband
in the reproductive health related matters in the study area. Also it might be due that, couple in
the study setting has limited knowledge on the importance of joint decision making related to

family planning utilization.

27



8. LIMITATION OF THE STUDY

The limitation of this study was cross-sectional nature of the data that temporal relationship
between exposure and outcome variable could not be established and also this study do not include

health care provider role to meet the demand for LAPM during the service provision session.
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9. CONCLUSION AND RECOMMENDATION

9.1. Conclusion

The finding shows that 62.9% of the participant had demand for LAPM. Factor which are

associated with demand for LAPM were ever use of LAPM, couple discussion about LAPM,

awareness about LAM and know LAPM. The client who comes for family planning services had

expressed demand for LAPM but due to certain reason they like Fear of the contraceptive side

effect and misconception related with LAPM hindered married women from utilizing LAPM as

contraceptive methods as choice .

9.1. Recommendation

From the study result, it can be recommended that:

To MOH

Expected to work more to increase working day of the family planning like other health

unit (emergency, labor ward...) to avoid/reduce missed opportunity and increase the

utilization rate of LAPM.

Expected to do more to meet the increase demand over time by motivating the
community leaders, religious leaders, husband and give education related to contraceptive
misconception and break them so as to increase the acceptance of LAPM by married

women like that of short acting contraceptive methods.

To Assosa regional health bureau

Expected to do more to increase married women awareness related to contraceptive tubal-
ligation in the study setting through HEW, media and community education as when to
use and how to use the methods and motivate the married women to make tubal-ligation
as contraceptive methods of their choice.

Expected to do more to increase the involvement of husband on shared decision making
and give them education related to the role of family planning to maintain reproductive
health at different setting like social meeting area in the community (ldir, conference and
the like).

To Assossa governmental health institution administration

Expected to do more to Arrange time and place where short and brief health education
related to family planning especially LAPM can be given for those client who come to the
institution for family planning, ANC, safe abortion care service and postnatal mother come
for vaccine.

Assign and continuously follow those health care provider who were assigned to provide
health education related to reproductive health mainly LAPM family planning.
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To do more by assigning health care provider to provide the outreach health education
program related to the role of LAPM family planning and counseling’s session to the
community reproductive women’s, husband and any concerned body who play role in the
contraceptive utilization.

To Assosa governmental health institution midwives/nurse

Expected to do more too continuously provide counseling related to all contraceptive
type and duration of the services, possible side effect and what to do if contraceptive side
effect happed and whom to consult to manage the side effect to increase the utilization
of LAPM as contraceptive methods of choice.

Expected to do more by further probing client reproductive plan and reason for non-
utilization LAPM and tell them what’s fact about LAPM and try more to reduce
misconception/rumors related to contraceptive method of their choice.

Work more on the Provision of continuous short and brief health education related to
contraceptive method and their role to maintain reproductive health for all client who
come for the service, in the community and in the meeting conference of reproductive
women.

To researchers

e A more intense qualitative and quantitative studies especially in the community settings
are needed to gain further insight on acceptance of Long term/acting and
permanent methods of family planning by reproductive women, their husband and
community religious leaders.
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APPENDICES

Appendices I: Information Sheet

My name is Zelalem Birku maternity and RH student at Addis Ababa University, currently
undertaking a research on: Demand for Long acting and Permanent contraceptive/ family
planning methods and associated factors among married women visiting Assosa
governmental health institution, Bnishangule-gumuz region. The information gathered will
be used to improve the use of LAPM through identification and working on negative factor
that hinder married women from meeting their demand for long acting and permanent
methods and using these methods in study area and even other similar area of the country.
Procedures to be followed: Participation in this study requires, | ask you some questions
which | will record the answers in the questionnaire. You have the right to refuse to
participate in this study. You will receive the same care whether you agree to join the study
or not and your decision will not change the care you will receive from the facility
today/later or that you will get from any other facility at any other time. Participation is
voluntary and you may ask questions related to the study at any time. You may refuse to
respond to any question and you may also stop the interview at any time without any
consequences to the services you receive from this health facility or any other organization
now or in the future.

Discomfort and risks: Some of the questions you will be asked may make you
uncomfortable. As such, you may refuse to answer these questions if you choose. The
interview may add approximately half an hour to the time you wait before you receive your
routine services.

Benefits: Participation in this study will enable us learn more about the demand for LAPM
and factors for non-use in enabling users fulfill their reproductive goals. There will be no

direct benefits by participating in the study.
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Confidentiality: The interview will be conducted in private and your name will not be
recorded in the questionnaire. The questionnaire will be kept in a locked cabinet for safe
keeping.

Contact information

If you have any questions feel free to contact the principal investigator Zelalem Birku on
0921219631 or the Addis Ababa University Ethical Review Committee

on
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APPENDICES II: English version consent form

Participant statement:-1 understand that the above information regarding my participation
in the study is clear to me. | have been given a chance to ask any questions and my questions
have been answered to my satisfaction. My participation in the study is entirely voluntary.
| understand that my records will be kept private and | can leave the study at any time. |
understand that | will receive the same care whether | decide to participate in the study or
not and my decision will not change the care | receive from the health facility today or that
| will get from any other facility at any other time.

Name of participant

Signature/thumbprint Date

Investigators statement: I, the undersigned have explained to the volunteer in a language
she understands the procedures to be followed in the study and any risks/benefits that may
be involved.

Name of interviewer

Interviewer signature Date

Time interview will start time interview end
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APPENDICES IlI: - Amharic consent form

1. avaqip
PavEavs @ PATPICTT DA PO
A HAALY® NGk NASA AN RLACAA OO PAGETS PATFPAL MSALT TPUCT NEA UG L1087
At tane K150 (AU L PU-ATS 814 71999 TSI 8chGITCIPC/ MAGHT 0LEI° hG HAR
PN APL: AN FAPET (tavAnE ATIOP PATPMLP NAOMA PATIA AT QAGG M5 NN
AW 0PL ATNINTF AGPM: P10 AGRT AL APRLN: ATF A= SHANAN-T alEPT FaACTT A,AaPALT
AS HART TG AR Naoad-t NANA DTo79° 1P 1AA ADON ANT 210t AT 0489° LH AT HARI P
PO+l 6P FALFFDT ATITIAT LLAA
o) PAVFD- L&ATF: (HY TG APATe PPPMEPa: mPEM. TEEPET AMEE PG eramt F 1.z
(LY TG ATPA+EI° P Pav POI° av-(I+ AAP Tt (190aPAEGPI° P AAGPAEGP NIPLTED. AN T AL
907 FAC hPavmgez: tatE (N &P AL etarw it APT NGk IC OO POEPTFT NT1I5D-9° L1,
Am@® eFak: PAPMLET N9175DI° LH PATCI FIC ALPav-t S FAN: LUIP Lo9° NHY MG TERIP
ADLLA NTLETTT A1NANT 9079° FoC AL TAIP:

PTGk TG Mot - NTELPT O-AT &7 A1918 TEEPT Po1Rav TP AP S FAN: AAHY, hapldm-
RILUT TOEPT AAaPar\Q S FAN: 2V PP AAIAINCTP NIPQL A% T AL 40l 8L AeRIPC S TAN=
PPE PPTT LY TG PAHE A LB9° AS HAE 04w 0PL: AT INT GAPHS 9PN 20PF7 NaPART

AP eI-TPAL MT1FEDQT A28 & LLATFPA: N TG O-OT (PATEP OII° P+G PO
KOG ¢ P

PAMLPLrT:-ALY TCH/TEENT Po.A0AN 97750790 411 avl 8 PPk ¢+m0P (LT PCOPI°
age ALIENT AQC TLATER BTC OF FATHT 04LA OAT P7LPo0T LIPTA hTRUI° LG D TGET
no.enLm- A@- (O-+PC ATTII° 421 QD CING hEUT9°::

' A XA

TYE O Wt TEE NAPT PG AHPNNLDT OLI® TGET PPPLNILAT Af HAAI® 1CET NAAh &TC
0921219631 m29° PA4.0 AN SLACAT PhrttA halE7 (1 ATPLC @ FAN::
2: PAAT 62C°

AT, avolp\eBy:- (175 E AL PhL TATE NAL PHIARATT 08P T AhL 100 W18
TLEFADT:: PRPTT APMPP OLA TATFGTA AGTI° PLRPEI +aAONTA: (TG E AL Phl TAT6 av<iv
oot (L. PL7H1T AR OFaowlrt 10+ i Phl aPlBPT 0910 P10+ WLk L EPAU- hG TG
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&CT | Ph@-¢- Nt 4.CMT +7

PPATPAAN AL L1 avl\BY:- Rl TMPPPE (I AT N9P90S AT Ak 09T TPI°I° P 97T
(0, OLTG 4.PL PATPMLET ATTNNEL &.PLT a7 10915 14.C1% ALIINAU-
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Appendices V: English questionnaire for client exit survey
STUDY TITTLE: demand for long acting and permanent family planning methods and factors

for non-use among married women visiting Assosa governmental health institution.

Identity number Date Service delivery point

Introduction Hello my name is Zelalem Birku from Addis Ababa University School of
Nursing and Midwifery and | am interested to know the demand for long term and
permanent family planning methods and factors for non-use among married women. The
information you will give is very important and thus your cooperation and sincerity will be
highly appreciated. | assure you the information shall be held with utmost confidentiality.
Instruction: Kindly provide all the information required by marking on the space provided.

Thank you in advance
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English questionnaire on demand for long acting and permanent methods and associated
factors among married reproductive age women.
Institution Interviewee code no. interviewer code no._
Date of interview time periods
Encircle letter of choice for the following question
Part |I: Socio-demographic characteristics of married women visiting Assosa

governmental health institution.

Code Question Possible answer for the question Skip
101 Age 1.15-19 2.20-24 3.25-29 4.30-345.
35-396.40-447. 45 -49

102 Ethnicity 1. Berta 2, shinasha 3.oromo 4.Tigire
5.Amhara 6 .others
103 Religion 1. Orthodox 2. Muslim 3. Catholic 4.
Protestant 5. Others
104 Education status of the participant 1. No education 2. Primary school 3.
Secondary school

4. Above secondary school

105 Husband educational 1. No education 2. Primary school 3.
Status Secondary school

4. Above secondary school

106 Occupation status of study participant 1. House wife 2. Merchant 3. Farmer 4.Daily
laborer 5.Government employee 6. others

107 Occupation status of participant’s husband 1. Merchant 2.Farmer 3 Daily laborer
4.Government employee 5. Others

108 Income of the study participant 1. <100 2. 100-499 3.500-1400 4.>1400

Part I1: source of information concerning LAPM of married women visiting Assosa governmental health institution.

Code Question Possible answer for the question Skip
201 Have you ever heard about long acting family | 1. Yes 2. No
planning? If no skip to Q301

202 If Yes for Q.201, where did you get | 1.from health professional 2. From HEW 3. From friends 4.
information? From TV /radio

Part I11; Reproductive history of married women visiting Assosa governmental health institution.

Code Question Possible answer for question skip
301 Have ever given a birth? If no skip to Q304 1. Yes2. No
302 If yes to Q301, how many children/child do 1. One 2. Two 3. Three 4. Four 5. >=5

you have?
303 Do you desire to have more children? 1. Yes2.No
304 If is yes to Q303, when do you want to have | 1. After one year 2. After 2-3 years 3. after 4-5

child? .

years 4.not yet decided
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Part IV: - Knowledge of LAPMs among married women visiting Assosa governmental health institution

Code Question Possible answer skip
401 Do you know any long acting and permanent contraceptive | 1.Yes 2.No
methods? If no skip to Q501
402 If yes to the Q401, which types of contraceptive Method doyou | 1. Implant 2. IUCD 3.Tubal
know? ligation
403 Do you know the advantages of the contraceptive Implant? If | 1.  Yes2. No
no skip to Q505
404 If yes to question 403, what’s the advantage? 1.To limit pregnancy 2.To delay
pregnancy 3.To space pregnancy
405 Do you know the advantages of the contraceptive IUCD? If no 1. Yes2.No
skip to Q507
406 If yes to question 405, what’s the advantage? 1.To limit pregnancy 2.To delay
pregnancy 3.To space pregnancy
407 Do you know the advantages of the contraceptive tubal ligation? | 1.Yes 1.No
408 If yes to question 407, what’s the advantage? 1.To limit pregnancy 2.To delay
pregnancy 3.To space pregnancy
Part V: - Long acting and permanent method practice
Code Question Possible answer Skip
501 Have you ever used any long acting and permanent contraceptive 1. Yes2. No
methods?
502 If yes to the question 501, which one? 1. Implant 2.IUCD 3.

Tubal ligation

Part VI: - Intention to use LAPMs, reason for nonuse and spousal discussion about LAPM of married wome

Assosa governmental health institution.

n visiting

Code Equation Possible answer for question Skip
601 Do you intend to use LAPM? If no skip to Q604 Yes 2. No
602 If yes to Q601, for what reasons you intending to | 1.  For spacing 2. For delaying 3. For
use LAPM? R
limiting
603 If no to Q601, what is Reason for not use LAPM? | 1. Prefer short term 2. Method is not
available 3.Fear of side effect 3. Fear of
husband 4. Religious prohibition
5.Infrequent sex 6.Want to become
pregnant 7.Lack of knowledge 8. Others
604 Have you ever discussed about LAPM with your Yes 2. No
husband? If no skip to Q606
605 If yes to Q-604, What is the attitude of your 1. Allow to use 2. Do not allow to use
Husbands towards allowing use of LAPMs?
606 From both couple, who decide on the contraceptive Husband 2. Wife 3. Bothe

method to be used?

together
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Part VII: - Myths or beliefs and traditional misconceptions heard by married women visiting Assosa government health

institution
Code Question Possible answer for the | Skip
question
701 Heard myth/misconceptions about LAPM? 1. Yes 2.No
702 Using implant Prevents from daily work by causing weakens, 1. Yes 2.No
tingling & numbness of arm/hand?
703 Using implant brings menstrual abnormalities? 1. Yes2.No
704 Using implant cause infertile? 1. Yes2.No
705 Using implant cause irritable or brings behavioral change? 1. Yes2.No
706 Using implant Brings hypertension or raises blood pressure? 1. Yes 2. No
707 Using implant causes headache and blurring of vision 1. Yes2. No
708 Using implant bring Weight loss or makes thin? 1. Yes2. No
709 IUCD use cause infertile? 1. Yes2. No
7010 IUCD use brings/causes genital infection 1. Yes2.No
7011 IUCD use Causes menstrual irregularity 1. Yes2.No
7012 IUCD may decompose within the womb/uterus? 1. Yes 2. No
7013 IUCD Interferes with sexual activity 1. Yes 2. No
7014 Tubal ligation needs major operation 1. Yes 2. No
7015 Tubal ligation Predispose to uterine infection? 1. Yes 2. No
7016 Tubal ligation Decreases sexual desire 1. Yes 2. No
7017 Tubal ligation cause severe Pain during the procedure? 1. Yes 2. No
7018 Tubal ligation wound takes long healing duration 1. Yes 2. No

Thanks

41



Pyt
eaomeP ¢

APPENDICES V: - Amharic version questionnaires

heA 1: NPT AhTILER 03T omeP

T T (T S PEMOED: PE: fremmmv

OPL: & ATPT LTPTIN?

3. hCIHST AT e-P

ne | 7eePT ATPRO-aANLPT P7LTAD- oLpMp,
Al
101 | 0&7% 1.15-19 2.20-24 3.25-294.30-345.35
-39 6. 40 -44
7.45 -49
102 | NhCP 18 1@0-? 1. 0CH 2. AAA 3. A 4. 196 5. A91¢- T hA
(e102.)
103 | e9°7 eIt thFL T2 1. xct&hn 2. a-aage 3. htdLh 4. TetaS 7T
104 | OFAFEPT OTHIUCT 848 1. PNTOILT 2. RavBavs @ RLE | (W 3. vAtE
208 FOt 4. CUNTE LT FPUCT (L
105 | ac-P9re1m? 1 eathort 2 fae et wets 3 108 4 10é 5.
PP NG 6. AA
106 | PAAMTP CTIPUCT 845 Ot 10? 1 PAtT9e 2. QaoBavs @ 008 A+ [ (Lt 3. uNtT £LF
HOt 4, QUNTS £LE TIPUCT (L
107 | eQAMTP g 9oL 1o<? 1 .eav¥etvt wetd 2 108 3 06 4. 070615 5 .AA
108 | etadePTF erv-1 art 10-? 1. <100 2. 100-499 3. 500-1400 4.> 1400
h&A 2: A L89° AG HAZ LH 27121014 DAL PhAh® H&.PT P4atdP PavlE I ip
ne TORPTF ATPBD- aPAOA. P77 PTLTAD- DLPML, hAd:
201 | AZHP 1H PTLONLD- AT AHAP LH POTAN APL HRY | 1 AP 2 ARLAJP
9>t PO-Pe? hLLAT N @F 301 Adg-
202 | ArfP 201 AP A 202 Fa- 104 PTTF e 10<? 1. hm.§ QAev-@ 2. S Khabi? aaae-@ 3,
ha LT
4. EAATTY [ 688 5. AT
hed 3; earPAL Fah? (FarAht
ne | 7PEPF ATPED- aPAAA. 1P PTLTAD- OLPML Ahd:
301 | hiv Oet AP AL INC? ALLAT® hir 0L 304 Adg- 1. AP 2. ALLAP®
302 | aATPe 301 avANP AP e ATF AR | ALT Ate®PH? 1. A72& 2. vtk 3. Pivt 4. ket
5>=5
303 | Tem14 ABT A 1SCT LAAIN? 1. AP 2. h@.LAP°
304 | aTfe 303 aPAAL APE hPt hart Good 1PPA ap@A®A | 1. hA?e Aevt (134 2. h 2 - 3
LEAIN? Gavg~F (KA 3. h4-5 haog-t+
4A 4. Adhu-? Ao 19°
NEA 4-- (A L8997 11 hS HAR e A28 AIANeT SHATEP TTH(L
ne | 7PePF ATPBD- aPAOA. P77 PTLTAD- oLpmp,
A0
401 | 92F9° €Mh AG HAP SOEON AP HE&T LOLPN? ALLAT | 1. AP 2. AAD.PALI®
ni oL 501 Ah¢-
402 | ATPE 401 pANP AP NP, OTEE H&GPT PaLPN? 1. &T 2 078 aC 9°Part 3 TWR7T v FmC
403 | h2& &8 aC oParr W APE B8 TP L@.PA? | 1. AP 2. ALAD.PDLIP
ALLAT e @f 405 Ahg
404 | ATPfe 403 aPANP AP NP2E N2& #8 AC PP AN | 1. ACTHS? AGPI8A 2. PaPBavCP ACTHST ATISPT
6PL 8 AI°T LPPTIN? 3. ACTHST AT1e-C-d
405 | w07 @.AT PPPart RPPPar AT POAwA 0PL B TP 1 AP 2. AAQ.PM.I°
0. PN?0LLAT° Nk @L 407 Adg-
406 | ATPE 405 aPANP AP NIP2E TIVAT AT POPavp A0 | 1. ACTHS? AGP18A 2. PaPBavCP ACTHST ATISeT
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407 | e7v07 BT oRPmC NN 0PE HE& TP | 1 AP 2. hADLP@P
L. PNI70LLA° Nk @8 407 AA¢-
408 | ATPE 407 aPANP AP hPai P97V E07 aPEMC A7 | 1. ACTHS? AGPILA 2. PaPBavCe ACTHG? ATI80T

LTPTIN?

3. hCTHGT ATIe-P

h§A 5:- SFAFGEP 0LE9° Il AT HAP P01l AL KIAICT A d9®

ne: TeRPT ATPE®- aPAAA, IP7 0T TAD- oLPme,
hhd
501 | DHU O&F L8P AG HAP POLTwA APL AIAANT TP | 1hP 2 hL.LAIP
0. P? hLLAI® i @8 601 ~Ahg-
502 | hAg AtmPet TP(501) aPANP AP Pt 0L PHF®7 | 1. AT OR7Y° TIWRA7T MAT P9PPavp 2 TIYR7T +0
PACTHS aPhAng HE, 10-? aEMC 3 2L OC PPpar
hEA 6 -2FAFEP 2L b AT HAP P10 6L RIAINT PaomPd® GATTE T18mbar-(1 9°h 20T AS QA A0 1Nk @A
ne TPRPT ATPLED- aPAQA., IP7 2L TAD mLPM
£ hhé
601 PLEI° M, AT HAP Pl 0P AT aPmdd® | 1. AP 2. AALAI®
LEAIN? hQLAT N+ @L 603 Ad-
602 hAe Atmeet TP 601 apANP AP7T NPe: AT %A9Y | 1 ACTHS? AGPHARE 2 ACTHGT A1 3 ACTTHGY
aoMPI° LLNINT? ATIe-eP
603 nAg Atmeet PP 601 aANP AALA® NPT | 1.PATC LT APmPI©
e mepav-(1t+ PNIOF 9OILT 10-? 2. R0t QATTISTTI° 3. P17 ToHT oot 4. ANA
&&F 5. 7871 P A14 6. U TH @A WAaPRLL T,
P FEDT NHI® AANAAT 8. (ARG LHh AT ACTIEHST
aadah: 9. Aot
604 A Z89° hG HAP 0w APe H&T NAALTP IC | 1. AP 2. AG@.pgo
+OLL . PM.PNhLLAT Nk DL 606 ANs
605 nAL AtmPet POE 604 apANP AP NPT AATP havant | 1. A18.mdar: LEPSA 2. AT9.mPav h LG PG.I°
I°7 LaPAAN?
606 DACA® AT hOALTP aPnARTImPearOTFO7 POAL | 1. 0A (FAT 2. .0t NFPY 3. p-hI~E.
aENMLP H&PT PTLON /10, R1977/9 100G FD-?

hGA 7: - PTGk HAFEPTF ALEP NG HAP 000 2L AMNIT AL havahh? (avdtvt

ne: TPEPT ATPED- NN U7 PTLTOD- oL
g,
A0é
701 | hh2€& &8 OC PPPParm@T apmPg° AP aPHAG aPRIHN | 1 AP 2 APALCI® 3 ACIMG ALLAUI® 4 HY AA Th(-
0790 (- AL BG PALGA
702 | hh2& &8 AC PPPermay aompd® OC AN aPHATTY | 1 /P 2 APANTAT® 3 ACTIMT ASLAU-I® 4 Y AA PPk
fantan?
703 | hhze &8 AC ePPerm@? 20O APL: AININT oMb | 1 AP 2 APANTAT 3 ACTME ABLAU-P 4 NHY AA T
a7y PANFAN?
704 | hhze 88 AC PP MAT admPI® ChavA/B0L ADTY | 1 AP 2 APANTFAT® 3 ACAME ALLAU® 4 NHY AA Tebik
Lantan?
705 | hhze &8 AC e9PParMaT aomPg® 0LI° AGFHa-NHTT | 1 AP 2 APANFAT® 3 ACTMT ALLAL® 4 Ny AA Tebi
fantan?
706 | hhze 8 AC £9PPaomat o mbg® Ade-N FPFHUaed | 1 AP 2 heANTFAT
ORI 0heT AATHT LOTHAA? 3 ACTIMG ALLAU® 4 HU AA Tdor
707 | hhze && aC PPPamaLy aombg® I8t oIt | 1 AP 2 APANTATC 3 ACIME ABLAU-I® 4 NHYU AA Tebi-
fantan?
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708 | 097007 @O PP MAT LA AP AT PMPT® | 1 AP 2 APa0MI® 3 ACAMT ALLAUI® 4 NHY AA TPor
a7y avm ?

709 | 097007 @O PP MAT LA AP AINICT PMPT® | 1 AP 2 APa0MI® 3 ACAMT ALLAUI® 4 NHY AA Tbir
eavs.( AnAt (A Aéhti? aom ?

7010 | 097007 @O PPPePMAT LA AP AT PMPT® | 1 AP 2 APa0MI® 3 ACAMT ALLAUI® 4 NHY AA Tbor
(¢ KOO aPHO TG Papay ?

7011 | N9W67T 0T PPPPaPMAT PNFAN APL: AINIT APMPI® | 1 AP 2 hePCI° 3 ACIME AGLAUI® 4 NHU AA TP
TYOT QAT AFOM Ll ?

7012 | N97067T QT PPPaPMAT PN APL: AT APMPT® | 1 hP 2 hParMI® 3 ACAINT ASLAUI® 4 NHY AA TP
NNLAD VR Tt Pt QUavg® (9917 Papam ?

7013 | 297007 0T APEPMC NEFG PETITT POLAIAN? 1 AP 2 APNEAI° 3 ACAMT ALLAU-I® 4 N'HY AA TP

7014 29U07 N7 aEPMC 277V07 (03 Ar.nT7 fahFAN? 1 AP 2 ALaNTAT® 3 ACIMG ALLAUI® 4 HU AA P

7015 | 999087 B0T @EPMC PMNLND ATFrE FAYE @PIT | 1 AP 2 APANTATC 3 ACTMT ALLAU® 4 Y AA ook
fanFan?

7016 | 997087 B0 AFPMC NGHE YIrI® hAD. 1 AP 2 2A@9° 3 ACAME AhLLAUI° 4 HU AA TP

7017 | 7007 07 DTarEPml (-PA Bkt AGP8T L8P M, | 1 AP 2 ALOALYI® 3 ACIMG ALLAU-I® 4 'HY AA T

LONAAN?

A5V~
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APPENDICES VI: - English version Question for in-depth interview

1. Do you know LAPM family planning methods?

2. From where you heard about LAPM family planning?

3. What do you think about LAPM family planning and their importance?

4. Describe factors affecting the demand for long acting and permanent contraceptive family
planning method?

5. What do you think how we can improve awareness of the client toward LAPM?

6. What do you recommend regarding LAPM at the end?

APPENDICES VII: Amharic version in-depth interview
A% HAAGP 1CE PALA AN RTACAT M5 4270 hhAE P1CNT AG TLEPLC Tt g +o1C LU 7h- A
PLEC LH, AG HAE Q0w APL: AININCT FAPMRP ATIL AG 12871 PPRISRFUTIACTT Aavaet
AHLY RTI5 AT

OHY PAPnP FhhhAT @L79° eHAAT avih LA TIAFI® U-9° aPANT AHY TG Ak PO
AVF@z PA-0oMEET PIOEIOLAL KE AT P9PTNYLLAL (1 £19° BT £A AT C-NA NAANT 0F LIPGA=
0P0 PMRE ATPLE ToT LLAT BT PACOP £:9°8 LPBA: TIC 17 PACAL aPLE PO TPk SN
S AJPCIPC %ATT F RIP0INNA PP T ALITITAPLT hEAIAU-= RILU9° (LY PATPMLP AL

PACAL O9° AZLTILMPA ALIVITALPT hDAAU-:: AdPAHE, &.PLE 107 hP ,
hLLAT°

AALPLATTP AGaPNISAY
PPATPMLE TP

1. RLP9° WG HAL Ot APL: H&T PO PA?

2. 0A ZB9° AG HA® (Pl AL HE N Aav-?

3. QA L8P AG HAE 0wl Ak HE TPI° L. P?

4, ALBI° WG HA® PO+ APL: HE GATTP TN OR7TI° PPNI9T PIPUP1T C10N6-?

5. PLEI° AG HAE PO+l AP HE ITHOL W2LT TTAGA ASANT 9°7 LOOA/Lavs-hi?

(926R,LAIP PLBI° AG HAS POFw AP 88,7 (havAnt I°7 gavhhiie?
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