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Abstract

Introduction: Despite the increase in contraceptive use worldwide over the last decade, there is
still discrepancy in the need to limit birth and utilization of modern contraceptives specifically
long acting and permanent contraception methods in sub-Saharan Africa including Ethiopia.
Intention to use long acting and permanent methods of contraception is an important indicator of
the potential demand for family planning services.

Objective: To assess intention to use long acting and permanent contraceptive methods and
factors affecting it among married women in the reproductive age group in Adigrat town

Method: A quantitative cross sectional study design complemented by qualitative method was
conducted. The total 594 sample size was proportionally allocated to each of the three selected
kebeles. Systematic random sampling was used to reach at the study subjects. Structured
guestionnaire and guides were used for the quantitative and qualitative method respectively. Data
was entered in to Epi Info version 3.5.1 and analyzed using Statistical Package for Social
Sciences version 1@4ultivariate logistic regression was done to control effect of confounders.

Open code software was used to carry out content analysis of the qualitative data.

Result: Intention to use LAPMs was 48.4%. The main reasongdt intending to use were fear

of side effect and infertility after us@articipants perception on husbands support for LAPM
use (AOR=0.2, 95% CI1=0.09, 0.45) and LAPMs can harm the womb (AOR=0.24, 95% CI=0.14,
0.41), knowledge of LAPMs (AOR=4.7, 95% CI=1.58, 14.01) were significantly associated with
intention to use LAPMs. Desire to have birth within the next 2 years (AOR=1.9, 95% CI=1.22,
3.13), ideal desired number of children (AOR=0.7, 95% CI=0.62, 0.88), partner’'s education and

participants occupation status were also significantly associated with intention.

Conclusion: The magnitude of intention to use LAPMs in the study area was low. The main
limiting factors were fear of side effect and infertility after LAPMs use, knowledge on LAPMs
and perception on partner’s support. This needs more effort from the family planning providers
and program facilitators to address misconceptions that exist about LAPMs and highlight the
benefits of LAPMs and not only women but also their spouses should be included in family

planning programs.

Vil



1. Introduction

1.1. Background of the study

Family planning (FP) is a process that usually involves a discussion between a woman, a man and
a trained FP service provider focusing on family health and the desires of the couple to either limit

or space their family (1).

There are different methods used for FP. Contraceptive methods used for FP can be grouped into
two categories. These are long-acting and permanent methods (intrauterine devices, implants and
sterilization), and short-term methods (pills, condoms, spermicides, injectables, other modern

methods and all traditional methods). Long-acting and permanent methods are usually used to limit
childbearing, whereas short-term methods are better suited for women who want to delay but not

forfeit having a child (2).

Women and couples who want safe and effective protection against pregnancy would benefit from
access to more contraceptive choices, including long acting and permanent contraception methods
(LAPMs). Long acting and permanent contraception methods are convenient for users and
effectively prevent pregnancy and are cost-effective for programs over time. They can result in
substantial cost savings for couples, governments, and contribute directly to reaching national and

international health goals by providing long-lasting contraceptive protection (3).

1.2. Statement of the problem

Contraceptive use has increased worldwide over the last decade even though contraceptive
preferences, endorsement of different methods and contraceptive method mix may vary in every
region and country (4). Yet, Africa has a high unmet need for FP. Approximately 25 percent of
women and couples in sub-Saharan Africa (SSA) who want to space or limit their births are not

using any form of contraception (5). This may result in abortions or unintended pregnancies.

Long acting and permanent methods (such as implants, intrauterine devices and voluntary
sterilization) are the most effective contraceptives, and they require little action by the client.

Despite the advantages of LAPMs, utilization remain small, and sometimes missing component of
many national reproductive health (RH) and FP programs and it has not kept pace with that of

short-acting methods, such as oral contraceptives and injectable (3) .



Many potential clients in SSA lack information or have misconceptions about LAPMs. Even in
countries where most people know about FP, fewer people have knowledge of the intra uterine
device (lUD) and vasectomy than of other methods. Myths and misconceptions are also

widespread for these methods (6, 7).

A discrepancy exists between the proportion of women who wish to stop having children and the
proportion who are using LAPMs. Study in SSA between 2003 and 2005 show that more than 20%
of women in nine of the 11 countries including Ethiopia surveyed do not want any more children.

However, in each of the nine countries, fewer than 7 percent of the women are using LAPMs (8).

In a country like Ethiopia with high fertility rate and unmet need of contraceptives as well as
difficulty to sustain services and ensure constant supply of contraceptives, shifting towards
LAPMs is an important strategy to ensure continuity of services. But the issue is controversial; and
the contraceptive method mix is dominated by short term methods like pills and injectables and the
knowledge on LAPMs was very low (9-11). About 27 % of currently married women are currently
using a modern method of FP. Thirty seven percent of women want no more children but only 3.4%
of married women reported using implants, 0.3% IUD and less than 1% reported sterilized.
Specifically in Tigray the contraceptive prevalence rate of modern contraceptives among the
currently married women was 21.2%; with 5.6% implants, 0.3% of female sterilization and none

of them were using IUD (12).

A study in Mojo town indicated that only 38.3% of the respondents were using and 68% have
intention to use FP methods. Injectable was the most frequently used (55.45%) followed by pills
(26.06%), condom (7.1%), IUD (5.21%) and Norplant (0.95%).(13)

A given behavior is more likely to occur if the int®n to practice it is strong, no environmental
barriers to performing it, and individual has the skills and ability to perform the behavior (14).
Intention to use a method of contraception is an important indicator of the potential demand for FP

services (9, 10).

The Ethiopian ministry of health has planned and is working on the provision of all FP methods,
especially LAPMs in the lowest service delivery levidiis is through ensuring the presence of at

least two health extension workers and/or community-based agents in every Kebeles, with training,



knowledge, and skills needed to provide basic FP services and refer for LAPMs. In addition to this
pre-service training to all mid-level health workers on LAPMs (15). Despite this and the presence
of all modern contraceptive methods (16), utilization is very low especially LAPMs and intention

to use is very low and limited to the short-term methods such as pills and injectable (12).

1.3. Rationale of the study

The Ethiopian Ministry of Health has set target to increase contraceptive prevalence rate to 60
percent by the year 2010 (1H8ut the country has still a long way to go in féilreduction and

raise of the contraceptive prevalence rate to fulfill the target.

Despite the fact that modern contraceptive services are made accessible nearly at all major urban
areas in Ethiopia (including the study area, Adigrat town) and in most instances at lower or no cost

(16), the utilization and intention to use LAPMs is low (12).

Understanding the characteristics of women withnitib® to use may provide further insight to
demand and future use of LAPMs. Intention naturally precedes use and therefore those women
who use contraception also intended to use before they actually began using contrdeeption.
Ethiopia in general and in Tigray regional state in particular, very few studies have ever been
conducted to assess the main factors responsible for intention to use LAPMs. It is, therefore
essential to examine the magnitude of intention to use and identify the associated factors affecting

intention to use LAPMs so that well targeted interventions could be undertaken.

This study is, thus conducted to assess the magnufidntention to use LAPMs and factors
affecting it in Adigrat town, North Ethiopia. The study area (Adigrat) is selected because this town

is the zonal town of Eastern Zone of Tigray with public hospital and health centers on which
women have access of LAPMs service but the utilization of LAPMs is low (Personal
communication). In addition to this there are no previous studies done in the area regarding
contraceptive needs and practices of women. Therefore; the result of this study can be used as a
baseline information for further studies in that area and provide important information for program
managers and other concerned bodies to enable them provide appropriate contraceptive services to

these segments of the population and the community at large.



2. Literature review

2.1. Long acting and permanent contraceptive methods

Family planning contributes to family health, that is, to the mental and social well-being of
mothers, fathers and their children by enabling the couples to achieve their reproductive goals, and

therefore adapt some measures of control over the pattern and direction of their lives (1).

Among the contraceptive methods used for FP, LAPMs are a contraception methods that provide
pregnancy protection for many years and /permanently if used once and include methods like
implant, IUD, and sterilization. Implants are a small plastic rods or capsules, each about the size of
a matchstick, that release a progestin in a woman’s body. It is inserted by trained provider with a
minor surgical procedure to place the implants under the skin inside of a woman’s upper arm.
There are different types of implants; Implanon, Jadelle, Sinoplant, and Norplant which are 1, 2, 2,
and 6 rods and effective for 3, 5, 5, and 5 respectively. It prevents pregnancy very effectively

through thickening cervical mucus, disrupting the menstrual cycle, and preventing ovulation (17).

Intrauterine Device (IUD): the copper-bearing IUD (TCu-380A) and levonorgestrel IUD (LNG-
IUD) is a small, flexible plastic frame with copper sleeves or wire around it with one or two strings,
or threads, tied to them. It is inserted by a specifically trained health care provider into a woman’s
uterus through her vagina and cervix. TCu-380A is effective for 12 years but it is labeled for up to
10 years of use which Works primarily by causing a chemical change that damages sperm and egg
before they can meet. LNG-IUD steadily releases small amounts of levonorgestrel each day which

is very effective for 5 years by suppressing the growth of the lining of uterus (17).

Female sterilization (also called tubal sterilization, tubal ligation, voluntary surgical contraception,
tubectomy, bi-tubal ligation, tying the tubes, minilap, and “the operation”). Vase¢itsoycalled

male sterilization and male surgical contraception). Both are permanent contraception methods
through blocking the release of the egg and closing off each vas deferens keeping sperm out of
semen through a safe and simple surgical procedure with no long-term side effects for women and

men respectively. Vasectomgeds3-month delay in taking effect (17).



2.2. Knowledge and perceptions about LAPMs

A qualitative study done in Scotland indicated that women were poorly informed about Long-

acting reversible contraception. They had firm but incorrect beliefs about their safety and side
effects, disliked any method which involved an invasive procedure and/or vaginal examination,
and had rather a low opinion of advice given by health professionals. For many of the participants,
insertion and removal of implants in the arm were not comfortable. Intra uterine device was also

perceived negatively (18).

The young people in Uganda believed that contraceptives interfered with fertility, resulted to
frighten to use it. Most of the married and unmarried women believed that pills burned the
woman’s eggs. Both male and female participants believed that pills accumulate in the body
causing swellings, such as fibroids, cancer, destruction of the fallopian tubes, and when used they
can cause abortion and IUD could pierce the uterus (6)

The 2011 Ethiopian DHS showed that the knowledge of any modern method among currently
married women was high (97%). But selectively knowledge on LAPMs was very much low;
female sterilization (39.8%), male sterilization (10.8%), IUD (26.4%) and implants (69.2%) (12) .

About 99% of women in Butajira district knew at least one method of contraception. Dipo-Provera

and Pills were known by more than 97% of married women (19).

2.3. Intention to use LAPMs

A given behavior is more likely to occur if the intention to practice it is strong, no environmental
barriers to performing it, and individual has the skills and ability to perform the behavior (14).
Intention to use a method of contraception is an important indicator of the potential demand for FP
services (9, 10). A study from 27 countries DHSextended postpartum period, explorthe

extent to which intention to practice contraception predicted actual levels of contraceptive use. On
average, for each increase of 1% in intention, there is nearly a 1% rise in contraceptive adoption
(20). A Longitudinal Study in India, indicated that those who had intended to use contraceptives
were significantly more likely to use a method than were those who had not planned to do so
(p<0.01) (21).



A study conducted in Pakistan showed that woman’s intention to use IUD and tubal ligation was
strongly associated with the belief in the health benefits of child spacing (OR= 1.51), access to
perceived choice of methods (OR = 1.48), among women below age 35, women with four or more
children and education. Woman who belief that the use of FP was the husband’s decision and

could harm the womb was negatively associated with intention to use IUD and tubal ligation (22).

A Study in Nigeria indicated that; of those who were using a method but stopped, 54.6% intend to
use it again in future whereas among those who have never used a method, 42.7% intend to use it
later (23).

Fewer than half of women, who had not been exposed to FP messages, intended to use
contraceptives in the near future. The proportion of intended users exposed to FP messages on
television was 26% followed by radio and television (13%) and only radio (6%). Age, number of
living children, discussion with husband, husband’s approval, and desire for more children
emerged as significant predictors of future intention to use contraceptives (24).

The 2005 Ethiopian DHS showed that, 52% of currently married women said that they intend to
use FP in the future. But their preferred method was injectable and pill. The reason for not
intending to use were fertility-related reasons (38%), desire for as many children as possible (18%),

and religious prohibition (10).

A study in Oromia indicated that; more than 50% of women with intention to limit childbearing
were older (ages 35-49), have 4 or more living children (72.5%), have no formal education (78.4%)
and live in rural areas (89.9%). More than half have no exposure to any source of media but almost
all (96.6%) know some form of FP methods. Intention to limit childbearing was significantly
associated with women age, number of living children, education, wealth, experiences of child
death, exposure to media, and knowledge and use of FP (P<0.05) (25).

Study conducted in Gonder indicated that; nearly two-thirds of the married women reported their
intention to use contraceptives in the future (26). SimilamlyHossana; 62.1% respondents
intended to use contraceptives in the future with injection (40%), oral contraceptive (12.2%),
norplant (6.7%), male condom (5.2%), IUD (0.5%), and female sterilization (0.4%). About 66% of
the respondents reported that they had discussion on FP matters with their wives during the last

year of the survey (27).



A community based cross-sectional study done in Butajra indicated that, among the subjects who
support the use of LAPMs, 395(65.8%) have intention to use it and 51.3% of them said that their
husbands or friends support the use of LAPMs (28%kimilar study in Ambo among women
attending FP clinics showed that intention to use LAPMs was 291(56.1%). Of those who intended,
72.2% was for implants (29). Women’s knowledge, attitude on LAPMs, total number of alive
children and communication with husbawere significantly associated with future intentimn

use LAPMs (29).

2.4. Long acting and permanent contraceptive methods utilization

From 2000 to 2005 contraceptive use among married women of reproductive ages has risen
gradually in all areas of the developing world and has reached nearly 66% in Asia and 73% in the
Caribbean and Latin America (4). Yet, Africa has a high unmet need for FP especially LAPMs (5,
8). In Nigeria, 1UD (18.4%), condoms (18.4%), injectable (13.1%) and pill (12.3%) were the most

common methods used. The least was male sterilization (23).

In Ethiopian demographic health survey (DHS) 2011, injectables (21%) was the most popular
methods with implants (3.4%), 0.3% IUD and less than 1% sterilization (12).

About 48% of the married women in urban areas of the Gonder zones were using contraceptive,
compared to only 18.8% of married women in rural areas f2g)ther study in Southern Ethiopia

was 293 (87.5%) urban and 243 (72.8%) in rural. Having better knowledge about modern
contraceptive methods, gender equitable attitude, better involvement in decisions related to
children, socio-cultural and family relations were statistically significant factors for decision

making power of women on the use of modern contraceptive methods in the urban setting (30).

A case control study donie Jimma showed thathose couples who openly discuss about FP
(OR=2.5, 95%CI 1.1-5.9), and wives who perceive that their husbands approve of FP (OR=6.8, 95%
Cl 1.7-23.9) were more likely to be current users than their counterparts. On the other hand
couples who had a history of child death (OR=0.2, 95% CI, 0.1-0.6) were less likely to be current

contraception users (31).

Women who had used oral contraceptives were significantly more likely to have had a tubal
ligation (32).



Policy-makers and program managers are sometimes reluctant to make LAPMs part of the mix of
contraceptive methods because of perceived cost barriers. As a result, the lack of availability of
commodities, of equipment and supplies, and of opportunities to train providers is a persistent
barrier to the use of LAPMs in some areas of SSA. Providers may not provide LAPMs to their
clients because of unfamiliar with the latest evidence, they may not offer comprehensive
information about all methods during counseling, which limits the ability of a client to make an

informed contraceptive choice (3).

A study done in Tigray Mekelle shows that the overall prevalence of LAPMs uses was 12.3%. The
majority of women used implants (87%) followed by IUD (13%). There were no married women

who underwent female sterilization (33).

In summary, contraceptive use and intention to use is determined by several factors as discussed in
the literature. Some of these factors have direct influence on modern contraceptive use and
intention to use. However, it may not be possible for one factor to entirely determine contraceptive
use, but rather, these factors are interrelated. Also intention to use LAPMs is influenced by some
of these factors, like socio demographic, fertility preference, exposure to FP messages, health care
system and networking among women of reproductive age. This interrelationship is showed in the

conceptual framework (Figure 1).



2.5. Conceptual framework

Reproductive variables

-Communication with partner on FP
-Number of alive children

-Desire for another child

-Desire for spacing and limiting
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-Choice of method
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-Contraceptives -Decision role on FP
-Health care system

Figure 1: Conceptual framework of intention to use LAPMs



3. Objectives

3.1. General objective

To assess the magnitude of intention to use long acting and permanent contraceptive methods and
factors affecting it among married women in the reproductive age (15-49), in Adigrat town,

Eastern Zone of Tigray, National Regional State, January 2012

3.2. Specific objectives

» To assess the magnitude of intention to use LAPMs among married women in the
reproductive age group (15-49 years) in Adigrat town, Eastern Zone of Tigray

* To identify factors affecting intention to use LAPMs among married women in the
reproductive age group (15-49 years) in Adigrat town, Eastern Zone of Tigray

» To assess the knowledge and perceptions of LAPMs among married women in the

reproductive age group (15-49 years) in Adigrat town, Eastern Zone of Tigray
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4. Methods
4.1. Study area

The study was conducted in Adigrat town, Eastern zone of Tigray, which is locateil®03
meters to the North of Addis Ababa, the capital city of Ethiopia, and 120 kilo meters away from
the regional capital city, Mekelle. This town is the zonal city of weredas of Eastern Zone of Tigray;
which is bounded by Gola-a Genahti to the East, Buket Nihbi to the West and North, Baati
Maymesanu to the North (Figure 5).

The total population of the town according to the 2007 census report was 57,572, of which 31,573
(54.8%) were females (34). According to the information obtained from the town Health Office, in
the town there are six Kebeles with a total of 14,000 households (HH), 2 public health centers, 1
public hospital and 7 private clinics (3 higher clinics, 2 middle clinic and 2 lower clinics), 5 drug
shops and 4 rural drug venders. There are also 3 different non-governmental organizations working
on the area of RH and HIV/AIDS in the town. TheseHiN/AIDS Prevention and Control Office
(HAPCO), Tigray Development Association (TDA) andhigpian Road Association (ERA).

4.2. Study period

The study was conducted from December 20, 2011 to January15, 2012.

4.3. Study design

A community based quantitative cross sectional study complemented by qualitative methods

4.4. Population
4.4.1. Source population

All married women in the reproductive age group (15-49 years) residing in Adigrat town

4.4.2. Study population
The study population were all married women in the reproductive age group (15-49 years) living

in the randomly selected 3 Kebeles of Adigrat town, Eastern Zone of Tigray
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4.4.3. Study unit
The study units for the quantitative method were married woman aged 15-49 years in the selected
HH.

The study units for the qualitative methods were purposely selected married women aged 15-49
years who were not included in the interview for the quantitative method, married men and FP

service providers in the health facility of the town providing LAPMs service.

Inclusion criteria: Married women of aged 15-49 years who were resident in the selected Kebeles

of the town at least for 6 months were included in the quantitative method.

Exclusion criteria: Marriedwomen of aged 15-49 years who were unable to hear and speak

4.5. Sample size calculation

Sample size for the quantitative method was determined by the formula for single population
proportion with the following assumptions; the prevalence of intention to use LAPMs; 65.8% from
Butajira community based study (28), with a margin of error of 4%, and 95% confidence level.

This gives 540. Adding a 10% allowance for a non-response rate, the total sample size was 594.
2
n= (Za/_z)_%(l_lg)

Where: z=standard score corresponding to 95%CI=1.96
p=assumed proportion of intention to use LAPMs=0.658
d=Margin of error/ precision = 4%
n=(1.96§0.658)(1-0.658¥540

(0.0%)

For the qualitative method, four focus group discussion (FGD) sessions with married women and
men, and six in-depth interviews with health professionals providing FP in the health facility of the

town were conducted.

12



4.6. Sampling procedures

4.6.1. Sampling procedures of the quantitative method

Out of the total 6 administrative Kebeles in Adigrat town, 3 Kebeles were selected by lottery. The
total sample size was allocated by using proportional allocation to size (PAS) to the selected
Kebeles to achieve a representative sample. The study subjects were selected by systematic
random sampling after calculating the interval (K value =11) by dividing the total HH in each of
the selected Kebeles by the allocated sample to each of the selected Kebeles. Ertywith

married women aged 15-49 years was included (Figure 2). The first HH was chosen at the center
of each Kebele by lottery as a starting point, and then the data collector were going in the right
direction from the first chosen HH until the required sample size for the Kebele is achieved. It was
assumed that there is one married woman aged 15-49 years in each HH. If there was no eligible
woman in the selected HH, the next HH was taken and if there were more than one eligible woman

in the selected HH, one was included randomly in the study.

06 Kebeles
——————»SRS
Kebele 01= Kebele 03= Kebele 05
1959HH 2322HH =2382HH

! ! !

Proportional allocation to size (PAS)

7 I T

175 207 212

ystematic sampli&g (every"l HH)

Total Sample size=594

Figure 2: Schematic presentation of the sampling procedures, Adigrat town, January 2012
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4.6.2. Sampling procedures of the qualitative methods

Purposively selected married women in the reproductive age group and married men were
included in the FGD excluding any participants already interviewed in the quantitative survey by
considering age, and sex of the participants in grouping the FGD. The FGD was conducted in three

groups of currently married women and one group of currently married men.

In-depth interview was conducted with purposively selected FP service providers from each of the
health institutions providing FP service. Based on this a total of six in-depth interviews were done.
The inclusion criterion was health professionals in the health facilities who offer any of the

LAPMs of contraception, and available during the data collection and volunteer to participate.

4.7. Data collection tools

The questionnaire was developed and adopted with modification from related studies (10, 22, 28,
29, 35). Both the quantitative and qualitative instruments were prepared first in English then
translated to the local language (Tigrigna) and retranslated back by other translator to English, and

administered in the local language for data collection.

For the quantitative method; structured closed ended Tigrigna version questionnaire was used after
pre-testing on 5% (30 women) of the same source population other than the sampled population
(Kebele 04) of the town. It includes 55 questions in 5 parts; consisting of socio-demographic

characteristics, reproductive history, knowledge of modern contraceptives, perceptions on modern
contraceptives, and modern contraceptive practice and intention to use LAPMs. Data on

knowledge of modern contraceptive variables was collected in two ways. First, respondents were
asked to mention all what they know and heard spontaneously. For the responses not mentioned

spontaneously, the interviewer described and probed for whether the respondent recognized it.

Open ended discussion guide and interview guide were used in the qualitative method for the FGD
and in-depth interview respectively. The FGD guide includes open ended discussion guide on the
knowledge, method preference, perception on LAPMs and intention to use LAPMs. The
participants also asked closed ended questions on socio-demographic characteristics (sex, age,
religion, educational status and occupation status) and reproductive history (number of births and
contraceptive status) of the participants. Open ended interview guide was used to interview the FP

providers of the town to assess experience on the method preference and perceptions of the clients
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they were serving on LAPMs, training status of the interviewees on long acting contraceptives, and

availability of LAPMs in the institution working in.

4.8. Data collection methods

4.8.1. Quantitative data collection method

Five Tigrigna speaker females who had a minimuffigrade completed education were collected

the data. Two diploma nurses were supervising the data collectors. They have trained for two days
on the study instrument and data collection procedure. Data was collected through face-to-face
interview with the study subjects. The supervisors were supervising, assisting data collectors and
collect filled questionnaires every day and checked for consistencies and completeness. The
principal investigator was responsible for coordination and supervision of the overall data
collection process. Only one respondent was interviewed per HH. If the selected respondent was
not present, but it was known that there is illegible woman in that HH, 3 attempts were made to
reach the respondent. If the respondent were not interviewed after 3 attempts, the HH was dropped

and the next HH with the eligible woman was selected.

4.8.2. Qualitative data collection methods

After selecting the participants, appropriate time and comfortable place of meeting was selected
and organized. Four sessions of FGDs were undertaken among purposively selected married men
and women in the reproductive age group separately. Each FGD consisted of seven up to twelve
discussants. All the FGDs were moderated by principal investigator with the assistance of one
trained note taker. On average each FGDs lasted an hour. Six in-depth interviews with FP
providers working in the health facilities of the town providing LAPMs were undertaken by the
principal investigator. Each lasted on average half an hour. Two of the FGDs were taped, note was

taken for all of the FGDs and in-depth interviews.

4.9. Data quality assurance

4.9.1. Quantitative data quality assurance

As much as possible attempt was done for questions to suite the local setting and was first
prepared in English language and later translated to Tigrigna language and retranslated back by
other translator to English to compare the consistency and amendment was considered as needed.

Prior to the actual data collection, questionnaire was pre tested on 5% (30 women) of the sample
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on similar population who were not part of the actual sample (Kebele 04) of the town. Based on
the pretest, questions were revised, edited, and those found to be unclear or confusing were
removed. Data collectors and supervisors were trained for two days on the study instrument and
data collection procedure using training manual developed by the principal investigator. Data
collectors were all females to make the communication easy with the female respondents. During
the actual data collection process, supervisors cross checked the data collectors on the field
randomly every day foguestionnaires consistency and completeness. Filled questionnaires were

checked daily for omissions, legibility, and consistency and readying them for data entry.

Prior to data entry, each questionnaire was given a unique code by the principal investigator. The
principal investigator prepared template and entered data using Epi Info version 3.5.1. Ten percent
of the entered data was double checked by comparing the entered data with the actual
guestionnaire. Data was cleaned for inconsistencies, outliers and missing values by running
frequencies. Any errors identified were corrected after revision of the original data using the code

numbers

4.9.2. Qualitative data quality assurance

The collected data was transcribed to Tigrigna on daily basis and translated to English for further
processing. The principal investigator and note taker reviewed key terms in Tigrigna and their
respective translations to ensure a degree of standardization. A small, selected sample of
interviews was translated from Tigrigna into English by an independent translator to assess the
accuracy of the translation. Final transcripts were compared against note takers’ notes to ensure
guality. Open code software version 3.6.2.0 (36) was used to facilitate coding. Analysis focused

more heavily on themes than on which words were chosen and how responses were phrased.

4.10. Data analysis

4.10.1. Analysis of quantitative method

Cleaned data was exported from Epi Info version 3.5.1 into to SPSS version 16.0 for analysis.
Descriptive statistics were made and results are presented in texts, tables and graphs using
summary measures such as percentages, median and mean. A binary outcome variable indicating
no intention coded as no “0” and intention to use any of the LAPMs coded as yes “1” was used as

the dependent variable. Bi-variate analysis was used to determine the association between different
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factors and the outcome variable. Multivariate logistic regression was used to identify the relative
importance of each predictor to the dependent variable by controlling for the effects of other
variables. Only those variables with significant association (P-value<0.05) on bi-variate analysis
were entered to perform multivariate analygis.knowledge of LAPMs, and exposure to LAPMs
message through media tended to correlate; in the final analysis, only knowledge of LAPMs was
included in the multivariate modeRssociations between independent variables and depén
variable in the logistic regression model were assessed using odds ratio (OR) with 95% confidence
interval (Cl). The level of significance was taker at0.05.

In the analysis; family size, family monthly inconage at first birth, the number of living children,

the number of child death, number of more children wanted, and ideal desired number of births
were treated as continuous variables. The other explanatory variables were treated as categorical
variables. The OR [Ex]] for the reference category was set at 1.0, and the OR for other values

of the variable were interpreted relative to this reference category.

4.10.2. Analysis of the qualitative method

The data was transcribed first to Tigrigna then di@ed into English language. Before the
analysis the text was read through several times to obtain a sense of the whole and familiarize with
the data. The data was first saved in text format and exported in to open code software version
3.6.2.0 (36). Analysis codes were developed through the open code software. The coding was
carried out by the principal investigator. The various codes were compared based on differences
and similarities and sorted into categories. Finally based on content analysis, the underlying
meaning; that is, the latent content of the categories was formulated into a theme (37). Quotes that
best described the various categories and expressed what was said frequently in several groups

were chosen. Finally the findings were triangulated with the quantitative result during write up.
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4.11. Study variables

Dependent Variable
* Intention to use any one of LAPMs
Independent Variables
» Socio-demographic variables: age, religion, ethnicity, educational status of the women and
her partner, and family size.
» Socio-economic variables: family income, and occupation of the women and her partner
* Reproductive variables: communication with partner on FP, role of women on deciding
number of children and FP, choice of method, number of alive children, desire for another
child, spacing, limiting
» Exposure and experience of FP: Past use, exposure to FP messages

* Knowledge and perceptions of LAPMs

4.12. Operational definitions

Modern contraceptive methods Such agills, injectables, implant, IUD, female sterilization,

male sterilization, or condom.

LAPMs: Implant, IUD, female sterilization and vasectomy (male sterilization).

Ever use A married women who ever used any of the modern contraceptive methods. If more
than one method was used, then the most recent contraceptive method used was taken into account.
Intention to use LAPMs: All married women who are not currently using LAPMs but reporting
intent to use any of the LAPMs at some time in the future.

No intention to use LAPMs Married women who are not currently using LAPMs and stating no
intention to use LAPMs or unsure of their intentions are classified as not intending to use LAPMs.
Married woman: Refers to woman living in stable sexual uniowkich could be marriage
through both formal and informal unioeven if a formal civil or religious ceremony has taiten

place.

Knowledge of LAPMs: Refers to the participants’ ability to name or recognize at least one of the
LAPMs (implants, IUD, female and male sterilization)

Knowledge score of the participants on LAPMsThis was computed based on the participants’

response to the seven distinct characteristics of each LAPMs (29).
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* Very good knowledge Those who know 5-or more distinct characteristics of LAPMs from
knowledge questions.
* Good knowledge Those who know 1-4 distinct characteristics of LAPMs, from
knowledge questions.
» Knowledge Those who only name the method of the LAPMs.
Utilization: Respondents’ current state of using modern contraceptive methods (contraceptive pill,

injection, male condom, implants, IUD, male sterilization, and female sterilization) (38).

4.13. Ethical issues

Prior to data collection, ethical clearance was obtained from Research and Ethics Committee of the
School of Public Health, College of Health Science of Addis Ababa University (AAU). Written
permission letter was also produced from Tigray Regional Health Bureau, and then Adigrat
Woreda Health Office. During data collection, each respondent was informed about the purpose,
scope and expected outcome of the research, and appropriate informed verbal consent was
obtained from the respondents in the quantitative method. Written informed consent was also
sought prior to FGD and individual in-depth interviews. There were no known risks and benefits
posed to the study participants. Anyone who was not willing to participate was excluded from the
study; and during the interview, respondents who were interested to avoid specific questions or
discontinue the interview was allowed to do so. In order to establish anonymous linkage, only the
codes, not the names of the respondents, were registered on the questionnaire. Confidentiality of
the participants was kept throughout the study. During the training of data collectors and

supervisor, ethical issues were addressed as important component of the research.

4.14. Dissemination of the result

After the study is accomplished, it will be presented to AAU College of Health Science. Reports
will be submitted to AAU College of Health Science, UNFPA, Tigray Regional Health Bureau,

and Adigrat town Health Office. Subsequently, attempts will be made to present it on the annual
and biannual meetings of Tigray Regional Heath Bureau and other meetings in the region
concerned with maternal health; moreover, attempts will also be made to present it on scientific

conferences and publish it on scientific journals here or overseas.
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5. Results

5.1. Socio-demographic characteristics of the participants

A total of 592 married women were interviewed in the quantitative part. The response rate was
99.5%. Table 1 shows the socio-demographic characteristics of currently married women aged
between 15 and 49 included in the quantitative method. The mean age of the participants was 30[+
6.9 standard deviation (SD)] yearslajority (98.5%) were Tigrie by ethnicity and Orthodox
(90.5%) by religion. More than one third of the participants and their partners were with secondary
education level while 92(15.5%) of the participants and 54 (9.1%) of their partners were with no
formal education. By occupation, 345 (58.3%) of the participants were housewives, 158(26.7%)
were employed, and 344 (58.1%) of their partners were employed. The mean family size of the
participants was 4.58 SD). Out of the total participants, 426(72.0%) and 300 (50.7%) had
television and radio respectively. About one quarter of the participants has less than 600 Ethiopian
birr (ETB) monthly family incomes. The median monthly family income of the participants was
1000.0ETB with the range of 100 to 7000ETB (Table 1).

Four FGD sessions were conducted. Three FGD sessions were with married women (78.1%) and
one FGD session was with males (21.8%). Most (40.6%) of the participants were in the age group
of 25-29 years, and almost all were Christian orthodox. More than two third of the participants of
the FGD were housewives by occupation, 13(40.6%) of the participants had 1-2 number of births.
Twenty three (71.8%) of the participants was currently using modern contraceptives, and of those
12 (37.5%) was Depo-Provera (Table 2).

In addition to the FGDs, in-depth interview with six FP service providers in the public and private
health institutions providing FP service in the town was also conducted. Four of the interviewees
were trained on long acting contraceptives (insertion and removal of implants and IUD). In the
hospital all the short term (condom, pills and Depo-Provera) and LAPMs (implants, IUD, male and
female sterilization services) were available. In the two health centers and private clinics the short

term and long term (implants and 1UD) methods were available.
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Table 1: Socio-demographic characteristics of married women in the reproductive age group,
Adigrat town, January 2012 (n=592)

Socio- demographic characteristics Frequency (n) Percentage (%)
Age group of participants
15-19 10 1.7
20-24 128 21.6
25-29 172 29.0
30-34 103 17.4
35-39 113 19.1
40-44 40 6.8
45-49 26 4.4
Religion
Orthodox 536 90.5
Muslim 22 3.7
Catholic 34 5.8
Educational level of participants
No education 92 15.5
Primary (1-8) 189 31.9
Secondary (9-19) 217 36.7
Higher education 94 15.9
Educational level of their partner
No education 54 9.1
Primary (1-8) 142 24.0
Secondary (9-19) 215 36.3
Higher education 181 30.6
Family size
2 53 9.0
3-4 283 47.8
>5 256 43.2
Occupation of participants
Housewife 345 58.3
Employed (government & private) 158 26.7
Daily labourer 59 10.0
Merchants 30 5.0
Occupation of their partners
Employed (government & private) 344 58.1
Daily labourer 209 35.3
Merchants 39 6.6
*Family monthly income (ETB)
<600 143 24.1
600-2000 306 51.7
>2000 143 24.2

*income was categorized based on quartiles, ETB-Ethiopian birr
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Table 2: Socio-demographic characteristics of FGD participants, Adigrat town, January 2012
(n=32)

Socio-demographic characteristics Frequency (n) Percentage (%)
Sex
Female 25 78.1
Male 7 21.9
Age (years)
18-24 6 18.8
25-29 13 40.6
30-34 4 12.5
35+ 9 28.1
Religion
Orthodox 30 93.8
Catholic 1 3.1
Muslim 1 3.1
Educational level of participant
No education 9 28.1
Primary (1-8") 12 375
Secondary (9-12th) 7 21.9
Higher Education 4 12.5
Occupation of participants
Housewife 22 68.8
Employed (government & private 6 18.7
Daily labourer 4 12.5
Number of births
0 3 9.4
1-2 13 40.6
3-4 7 21.9
5+ 9 28.1
Contraceptives use status
No 9 28.1
Pill 6 18.8
Depo-Provera 12 37.5
Implants 5 15.6
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5.2. Reproductive history of the participants

The mean age of first marriage and first birth of the participants were31® $P), and 20.7 (3:2

SD) years respectively. Forty six (7.8%) of the participants have never given birth. The median
number of births was 2 with 1 and 12 minimum and maximum births respectively. The median
number of living children of the participants was 2 with 0 and 10 minimum and maximum children
respectively. Seventy nine (14.5%) of the participants have experienced child death. Three
hundred fifty eight (60.6%) of the participants do not want more child within the next 2 years; of
those who do not want, 180(50.3%) was to space and 172(48%) was to limit. The mean of ideal
desired number of births of the participant was 4.265-6D) with 366(61.9%) wanting to have
three to four births in their life. In 552(93.4%) of the participants the decision on the number of
children to have was decided jointly by the husband and wife, while 8(1.4%), 23(3.9%) and
8(1.4%) said husband, wife and God decides the number of children respectively. Five hundred

twenty two (88.3%) of the participants discuss about FP with their husband.

5.3. Knowledge of modern contraceptives of the participants

Five hundred eighty seven (99.3%) participants mentioned (spontaneously or prompted) at least
one type of modern contraceptives. Depo-Provera was the first (99.8%), followed by pills (99.5%)
and implants (94.2%) to be recognized as modern contraceptives. Of the total participants of the
survey, 556(94.7%) know at least one method of LAPMs. Among LAPMs the most known method
was implant which was 553(99.5%), followed by IUD 493(88.7%). The least known methods were
tubal legation (52.5%) and vasectomy (23.7%) (Table 3).

More than half (61.2%) of the participants mentioned that their first information was from health
professionals. Four hundred eighty eight (87.8%) of the participants reported that they have
exposure to LAPMs message through media within the past one year. About ninety four percent
(93.5%) of the respondents said that LAPMs can prevent unwanted pregnancy, and 342 (61.3%)
know that LAPMs can prevent child and maternal death (Table 3).
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Table 3 Knowledge of modern contraceptives of married women in the reproductive age group,
Adigrat town, January 2012

Variables Frequency (n) Percentage (%)
*Types of modern contraceptives known (n=587 eacl
Pills 584 99.5
Depo-Provera 586 99.8
Implants 553 94.2
IUD 493 84.0
Tubal ligation 295 49.7
Vasectomy 132 22.5
Condom 518 87.5
Source of first information on FP (n=587)
Neighbours/friends/relatives 71 12.1
Health professionals 359 61.2
Mass media 94 16.0
Husband 10 1.7
School 53 9.0
Know at least one LAPMs (n=587)
Yes 556 94.7
No 31 5.3
*Type of LAPMs known (n=556 each)
Implants 553 99.5
IUD 493 88.7
Tubal ligation 292 52.5
Vasectomy 132 23.7
Exposure to LAPMs message (n=556)
Yes 488 87.8
No 68 12.2
Type of media (n=488)
Television 417 85.4
Radio 37 7.6
Print media 34 7.0
*General uses of LAPMs (n=556 each)
Prevent unwanted pregnancy 520 93.5
Prevent maternal and child death 342 61.5
Limiting family size 438 78.8
Child spacing 516 92.8

* Each of the percentages does not add up to 100.0 because respondents could choose several responses
which could be spontaneous or prompted
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The theme, categories, and codes of the result of qualitative analysis using open code are indicated
in table 4 and the result is presented based on each category.

The qualitative result also indicated that the majority of women in the study were aware of short
term (Depo-Provera, pills, and condom) and long-acting methods of contraception (implants, and
IUD). But most of the participants had no knowledge of permanent contraceptive methods (male
and female sterilization) (Table 4). One FGD patrticipants said:

“l did not hear about sterilization of female as well as male befo(80 years old

women, illiterate, para five, depo user)

Similar to the women, male participants in the FGD indicated the presence of lack of awareness of
LAPMs especially permanent methods of contraception (Table 4). One male FGD participants
explained as

“I am government employee; there are also other government employees in my neighbor.
We did not have knowhow about male contraceptives. Clearly today’s discussion is a
good opportunity of education for me. | never learnt before as today, because nobody
teaches us about such things (37 years old man, Diploma, pill user)
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Table 4: The theme, categories and codes of the qualitative result of the married women in the

reproductive age group, married men and FP providers, Adigrat town, January 2012

Theme: Intention to use LAPMs is affected by preference of methods, knowledge and perception of

LAPMs, service quality and other barriers.

Categories

Knowledge of LAPMs

Perception on LAPMs

Preference of short term
contraception

Codes Lack of awareness Misperception of implants | Prefers Depo-Provera
Never taught before | Fear of side effects Short term familiar
Considered as new Misperception of IUD Depo popular
thing Resistance to remove Depo easy to stop
Misunderstand durationMisperception of permanent | Depo avoid repeated visit
Sterilization methods Depo uncomfortable
uncommon Dislike procedures Depo side effect
Know all methods Dislike long term Depo delay/stop birth
Implants is good
Avoids repeated visit
Good to limit birth

Categories | Service quality Other factors to Future fate of LAPMs

contraceptives use
Codes Limited practice Users middle income Good to shift to LAPM

Poor counselling
Resist to remove
Providers busy
Lack of professional
confidence
Commodity unsecured
Capacity unsecured
Proper counselling
Commodity secured
Remove as you like
Capacity secured

Users poor

Users unmarried going out
Users younger

Married prefer depo
Support each other
Decide to gather

Women convince partner
Women accept more

No difference by religion,
No difference by education
level

Accept with knowledge
Long term popular

Take time to shift

Prefer long term
Acceptance increased
Avoid resistance to remoy
Provider training

Home to home education
Male education
Comprehensive educatior
Consider male sterilizatio
Involving the community

e

N

Aware employee
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5.3.1. Knowledge on the distinct characteristics of LAPMs

Of all of the participants who know about LAPMs, 454(92.1%) of the participants know
(spontaneous or prompted) that IUD is long term, and 360(73.0%) pregnancy occurs immediately
after removal. More than fifty percent of participates do not know that IUD has no effect on breast
feeding and has no interference with sexual intercourse. About fifty two percent (51.5%) had very
good score of knowledge of IUD (Table 5).

Among the participants who mentioned implant as LAPMs, 506(91.5%) stated that it is long term
contraceptive. More than half of the participants do not know that implants has no effect on breast
feeding, has no interference with daily activity, and has minimum side effect. The knowledge
score of implants was very good in 326(59.0%) of the participants (Table 5).

Only 132(23.7%) of the participants; know vasectomy as modern contraceptive method. Of those
who know, 101(76.5%) said that it is permanent, and 99(75%) reported it do not need repeated
clinic visits. About two third of them said it is fully effective and needs counseling and informed
consent of the couples before performing it. Less than half of the respondents know that vasectomy
requires safe and simple procedure. More than two third had very good knowledge score of
vasectomy (Table 5).

More than half (52.5%) of the participants know that tubal ligation as one of the modern
contraception method. Of those who know tubal ligation, 255(87.3%) said it is permanent method,
and 245(83.9%pvoids repeated clinic visit for contraception. Two hundred thirty one (79.1%) of
those respondents reported that it requires counseling and informed consent by both the husband
and wife, and 182(62.3%) requires safe and simple procedure. About Eighty percent of participants
had scored very good knowledge of tubal ligation (Table 5).

In the FGD sessions with women and men, and in-depth interview with the FP providers; it
became clear that the majority of participants in the study were aware of long-acting methods of
contraception (implants, and IUD). They also recognized the long term protection of pregnancy by
avoiding repeated visit for short term contraceptives. But they had limited knowledge of
permanent methods, and relied heavily on negative, second-hand stories from friends. There was a
strongly expressed fear/dislike of procedures, misunderstanding of procedures, and side effects

(headaches, bleeding changes, weight gain). Women also expressed concern about the return to
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fertility after taking implants or IUD, and told stories about difficulty of removal and resistance to

remove by the FP-providers (Table 4). One FGD patrticipant said that;

“I did not have any knowhow on male and female sterilization, how is that? Implant is
very dangerous, me myself | see it in my friend | feared it very much. | know that it
suffer you. Sterilization is also harm full, | want to do that but | fear it because | heard

that it can harm you if you do not eat well. | want to stop birth but it is said that it is not

good for your health and you should eat. Poor who can’t eat well how can ug806t?”

years old women, illiterate, para 5, Depo user)

One male FGD participant explained as:

“I heard the presence of a medication which is inserted in your hand. But we do not
know about male contraceptives. | suggest that it is good if we know and we entered it.”

(30 years old male, grade 7 complgted
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Table 5: Knowledge on the distinct characteristics of LAPMs of married women in the
reproductive age group, Adigrat town, January 2012

Distinct characteristics of LAPMs n (%) score
Knowledge good very good
*Know about IUD (n=493 for each) 14 (2.8) 225 (45.6) 254 (51.5)
It is very effective 341(69.2%)
It is long term (used for more than 5 years) 454(92.1%)
No effect on breast feeding 219(44.4%)

Not good for female at high risk of STI 161(32.7%)
No interference with sexual intercourse 232(47.1%)

Immediately reversible 360(73.0%)
Has minimal side effect 199(40.4%)
*Know about implants (n=553 for each) 14(2.5) 213(38.5) 326(59.0)
It is very effective 377(68.2%)
It is used for long term (up to 5 years) 506(91.5%)
No effect on breast feeding 260(47.0%)
Insertion and removal require surgical
procedure 329(59.5%)
No interference with daily activity 261(47.2%)
Immediately reversible 408(73.8%)
Has minimal side effect 252(45.6%)
*Know about vasectomy (n=132 for each) 14(10.6) 30(22.7) 88(66.7)
It is very effective 86(65.2%)
It is permanent 101(76.5%)
Requires safe and simple procedure 65(49.2%)
Do not need repeated clinic visit 99(75.0%)
No effect on sexual performance 85(64.4%)
No known long term side effect 82(62.1%)
Requires counseling and informed consent 91(68.9%)
*Know about female sterilization (n=292 each) 15(5.1) 42(14.4) 235(80.5)
It is very effective 250(85.6%)
It is permanent 255(87.3%)
Requires safe and simple procedure 182(62.3%)
Do not need repeated clinic visit 245(83.9%)
No effect on sexual performance 197(67.5%)
No known long term side effect 190(65.1%)

Requires counseling and informed consen 231(79.1%)

*Each of the percentages does not add up to 100.0 because respondents could choose several responses
which could be spontaneous or prompted.

STl-sexual transmitted infections

Knowledge=only name the method, Good=know 1-4 distinct characteristics of LAPMs, Very good=know 5
or more distinct characteristics of LAPMs
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5.4. Participants’ beliefs and perceptions on modern contraception

Eighty one percent of the participants perceive as their husband supports the use of LAPMs but
69(11.7%) disagredlmost all (99%) of the participants agree that child-spacing protects mothers
and child death. Five hundred fifty two (93.4%) of the women perceive that as they have access to
choice of all methods and facilities with competent providers in their vicinity. Ten percent of the
participants do not agree that providers can be trusted to maintain confidentiality, to advice on
method use and side-effects. Less than six percent of the participants perceive as they can not
discuss about FP with spouse or convince spouse to use contraceptives. Only 171(28.9%) believe
that husband decides if wife wants to use contraceptives. More than one forth (26.2%) of the
participants perceive that contraceptives can harm a woman’s womb, especially LAPMs can be
very dangerous (Table 6).

In the qualitative result both the women and male participants said couples should support each
other and contraceptive use should be decided to gather by the couples. But concerns about
LAPMs were still evident, especially in relation to implants and IUDs. Women still expressed
concern about negative effect on the return of fertility after taking implants or IUD, insertion and
removal procedures, effect on physical activities and they were also associated with the type of
food they were taking. They told stories about difficulty of removal and resistance to remove
implants by the FP-providers. IUD was perceived negatively. Some women had concern about the
need for a vaginal examination, discomfort during sex, side effects (infection), effects on long-
term fertility, and lack of protection against sexual transmitted infections (Table 4). One FGD
participants said that:

“After using IUD you may not give birth even it is said that it can stop birth. Implant
also has pain and may be difficult to remove it if it is absorbed (covered) by fat. IUD
can result in sterility. Implant can make the injected hand numb and you can't rise and

carry heavy things through that hand37 years old woman, illiterate, para 9, depo user)
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Table 6: Beliefs and perceptions on modern contraceptives among married women in the

reproductive age group, Adigrat town, January 2012, (n=591)

Statements regarding perceptions on modern

Level of agreement

contraceptives

Agree, n(%)

Neutral, n(%) Disagree,n(%)

Husband supports LAPMs use 478(80.9)
Child-spacing protects mother’s and child death 585(99.0)
Access to choice of methods 552(93.4)

Providers can be trusted to maintain confidentiality 530(89.7)
Discuss with spouse or convince spouse to use 556(94.1)
Husband decides if wife wants to use contraceptive 171(28.9)
LAPMs can harm the womb 155(26.2)

44(7.4) 69(11.7)

5(0.8) 1(0.2)
28(4.7) 11(1.9)
40(6.8) 25(3.6)
20(3.4) 15(2.5)
45(7.6) 375(63.5)
103(17.4) 333(56.3)

The FP providers in the in-depth interview said that, the most frequently mentioned attitudes that

women had which contribute to keeping LAPMs use low were: fears and rumors about the

methods, mistrust towards the providers on removal especially implants, and preference for other

methods (Table 4). One of the in-depth interview participants explained the situation as:

“...long term is perceived by the mothers as it needs surgical procedure (operation);

they fear it. They said it can cause infertility after use. Implant can cause numbness of

the hand, it can price you, and you can’'t work. They perceive IUD as if it can go to

head and not good during sex. Female sterilization, they consider as a heavy and

difficult procedure; they hate it. Male sterilization is not talked hergEP provider,

diploma nurse)
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5.5. Modern contraceptive utilization pattern of the participants

Among the participants, 473(80.0%) have ever used at least one of the modern me
contraception. The current modern contraceptive prevalence rate was 51.3% (95%CI=47.
The most preferred method w DepoProvera accounting 207(68.3%followed by pills
35(11.6%) The prevalence of LAPMs among the women currently taking modern contrac
was 59(19.5%), with the highest contribution of implants 31(10.2%) (Figure 3). Tdian
duration of modern contraceptive use of the participants24 morths with one and hundred
months minimum and maximum respectih. Among the ever user$07(22.6%) have history
method shift due to diffent reasons. he main reasons was due to side ef(43.9%), need for
long acting contraceptive methods .5%) anddue to convenience of t new method (17.8%)
(Table 7).The highest shift wasom pill to injection accounting 59(55.1, followed by the shift
from injection to pill24(22.4%) 16(15%) was shifted to one of thAPMs.

The main source of the current method was government health centers (71.3%) and
(20.8%). Twenty on€6.9%) of the participants said that their partner does not approve the
contraceptivanethod they were taking (Tabl).
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Figure 3 Modern contraceptives practice among married women in the reproductive age
Adigrat town, January 2012
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Various reasons were given during the interviews for not imoderncontraceptio. The main
reason stated was desire to be pregnant 112(38.9%), followed by exclusive breastfeedi
(Figure 4).
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Figure 4 Reasons for non current use of modern contraceptives among married wome
reproductive age gr@ Adigrat town, January 20

The FGD and irdepth interview also revealed that D-Provera and pills were considel
“normal”. For many these methods were all they k. Specifically injection (Def-Provera) was
perceived as easy to use and stop adike, easily accesBle, and free from procedures. Inject
enabled avoidnce of procedure which could be embarrassing and necessi making an
appointment, which some women clearly fo difficult (Table 4). Ondn-depth interviewee said
that:

“Mothers prefer depo and pill because they can stop themselves. They did n
procedure and othersupport to stop or remove like implant, and 1UD. It be also

because of their partneto take it covert.{Diploma nursefFP provide)
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Table 7: Practice of modern contraceptives among married women in the reproductive age group,
Adigrat town, January 2012

Variables Frequency (n) Percentage (%)
Contraceptives ever use (n=591)
Yes 473 80.0
No 118 20.0
Duration of contraceptive ever use (n=473)
<36 370 78.2
36-60 68 14.4
>60 35 7.4
Ever shifted (n=473)
Yes 107 22.6
No 366 77.4
Reason for shifting (n=107)
Inconveniency of previous method 7 6.5
Convenience of the new method 19 17.8
Due to side effect 47 44.0
Need for long acting contraceptive 23 21.5
Provider advised 7 6.5
Others 4 3.7

Reasons of not ever use (n=118)

Lack of knowledge 9 7.6
Lack of access 5 4.2
To get pregnant 68 57.6
Fear of infertility 4 3.4
Fear of side effect 6 5.1
It is sinful to use 4 3.4
Traditional method use 9 7.6
Partner was abroad 11 9.3
Other$ 2 1.7
Current use (n=591)
Yes 303 51.3
No 288 48.7
Source of current method (n=303)
Health center 216 71.3
Government hospital 63 20.8
Private clinic 9 3.0
Pharmacy (Drug vendor) 10 3.3
Others 5 1.6

Yincludes partner influence, and to give birth; %includes partner disapproval, and perceive low risk of
pregnancy; includes shop and friends/relatives
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5.6. Intention to use long acting and permanent methods

The prevalence of intention to use LAPMs was 48.4% (95% Cl= 44.1, 52.7). While 78(14.6%)
were unsure of their intention. Of those who have intention, 152(58.9%) has intention to use one of
the LAPMs within the next one year. The most preferred method participants’ intend to use in the
future was implants which account 184(71.3%), followed by IUD 62(24.0%).The main reasons
stated for not intending to use LAPMs were fear of side effect (34.5%) and fear of infertility after
use (21.1%). Very few women (1.5%) reported that LAPMs contraception was against religious or
cultural beliefs (Table 8).

The participants in the FGD and in-depth interview with FP providers stated that the public might
be interested in LAPMs in the future. However, for greater consideration of LAPMs in the future,
women should be informed and counseled well on all of the choices of modern contraception from
health care professionals to make informed choices in an appropriate, non-judgmental and easily

accessible manner (Table 4). One FGD participant said that:

“Injection is considered as tradition because it is well known whereas long term is new;
but it will be preferred /used as the injection for the future. Therefore if it is introduced

well it will be used by everybod§?9 years old woman,"grade, housewife, jaddle user).

All providers believe that demand for LAPMs had increased since they had started to work in their
particular clinic or center; especially implants are becoming more popular. But the inclusion of
LAPMs especially permanent methods (tubal ligation, and vasectomy) in the counseling of
methods was still not well done. They indicated the need of education of the people on all methods
especially LAPMs and proper counseling on all methods and avoid the women’s fear of removal

of implants (Table 4). One FP provider in the in-depth interview said that:

“In our clinic we have done a lot, almost one per day for long term contraceptives. |
want to say that the health professionals should educate the people with the focus on long
term contraceptives. If you educate appropriately they can easily change and use long
term contraceptives. Because of knowledge women prefer short term but we should not
give her simply what she say, we should educate and counsel, then they can change. We
have clients as a sample in the Kebeles they are users of long term contraceptives they

educate women and they bring for us for the servi@@iiloma nurse, FP provider)
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Table 8: Intention to use LAPMs among married women in the reproductive age group, Adigrat
town, January 2012

Variables Frequency (n) Percentage (%)
Intention to use LAPMs (n=533)
Yes 258 48.4
No 197 37.0
| am not sure 78 14.6
Reason for no intention to use LAPMs (n=275)
Fear of side effect 95 34.5
Lack of awareness of the LAPMs 12 4.4
Not my preferred method 29 10.5
Little risk of pregnancy 25 9.1
To have more children 46 16.7
Husband disapproval 6 2.2
Religion prohibition 4 15
Fear of infertility 58 21.1
Intention to use LAPMs in the next one year (n=258
Yes 152 58.9
No 85 32.9
| am not sure 21 8.2
Types of LAPMs preferred (n=258)
Implants 184 71.3
IUD 62 24.0
Tubal ligation 10 3.9
Vasectomy 2 0.8
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5.7. Factors associated with intention to use LAPMs

On bi-variate analysis age, education of the participants and their partner, occupation of the
participants, number of child death, number of more children wanted, desire to have a child within
two years or soon, participants ideal desired number of children in their life, discussion on FP with
partner, knowledge of any one of the LAPMs, exposure to FP messages through media, ever use
and current use of modern contraceptives, perception on husbands supports of LAPMs use,
perception on husband decides if woman wants to use contraceptives, and LAPMs can harm the

womb were found significantly associated with intention to use LAPMs (Table.9-11)

Those variables which were significant on bi-variate analysis (P-value<0.05) were entered to
multiple logistic regression analysis to examine the effect of an independent variable to intention
to use LAPMs, while controlling other independent variables (19, 25, 30, 33). But variables with
small sample size (humber of child death, and number of more children wanted) were not included
in the model. Due to multi-colliniarity of exposure of LAPMs messages through media with
knowledge of LAPMs, exposure to LAPMs message also did not included in the model. Results of

all variables in the multiple logistic regression model by the enter method are presented in table 12.

5.7.1. Intention to use LAPMs and socio-demographicharacteristics
Participants’ age (45-49 years) compared to 15-19 years old was significantly associated with
intention to use LAPMs (COR=0.1, 95% CI= 0.02, 0.84) (Table 9), but this was not significant
after controlling other variables (Table12). This was also indicated in the qualitative method that
most of the LAPMs user was younger, unmarried women especially those going out unmarried
women. One FP provider explained this as:
“Married women did not usually prefer long term contraceptives they took Depo-Provera.
Most of the users of long terms are students and people going out usually took jaddle.
Because of the culture people perceive as prostitute if a young girl seen taking
contraceptives and they prefer to take once and they did not return/Dgdtma nurse,

FP provider).”

The proportion of women intending to use LAPMs increased slightly from uneducated women to
women with secondary education and then decreased considerably with increased educational

attainment but this was not significant after adjusting for other variables (Table 12). Similarly the
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proportion of intention to use LAPMs increases as the educational status of their partner’s
increases from those who were with no education to those who completed secondary grégle (9-12
but decreases with those who have higher education. Those participants whose partners have
completed primary education (AOR=3.7, 95%CI=1.47, 9.40), and secondary education (AOR=2.9,
95%CI=1.13, 7.44)vere significantly associated with intention to use LAPMs (Table12).

Participants’ working status had a significant effect on the intention to use LAPMs. Women who
were employed (AOR=0.4, 95% CI=0.23, 0.81), and merchants (AOR=0.3, 95% CI=0.10, 0.79)
have lower odds of intention to use LAPMs compared to women who were housewives (Table 12).
Whereas the working status of participants partner was not showed significant association with
intention to use LAPMs (Table 9). In the FGD and in-depth interview most of the participants
associated contraception with their economic status. As the main reason for taking contraceptives
is the economic problem making difficult to serve the children ever born. One male participant in

the FGD explained this as:

“If we talk really, if we have good economy we want to have many childB8shyears

old man, Diploma, pill user)

The monthly family income of the participants was marginally significant on bi-variate analysis
but it was insignificant on multivariate analysis. (AOR=1.0, 95%CI=1.00, 1.00) (Table12).

Family size, the possession of radio and television were not statistically associated with intention
to use LAPMs of contraception (Table 9).
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Table 9: Bi-variate analyses of respondents’ characteristics’ and intention to use LAPMs among
married women in the reproductive age group, Adigrat town, January 2012

Variables Total Intention to use LAPM COR(95%Cl) P-value
(n) Yes, n(%) No, n(%)
Age (years)
15-19 9 6(66.7) 3(33.3) 1.0(ref.)
20-24 122 58(47.5) 64(52.5) 0.4(0.10, 1.89) 0.278
25-29 162 82(50.6) 80(49.4) 0.5(0.12, 2.12) 0.356
30-34 98 46(46.9) 52(53.1) 0.4(0.10, 1.87) 0.267
35-39 93 45(48.4) 48(51.6) 0.4(0.11, 1.98) 0.304
40-44 31 17(54.8) 14(45.2) 0.6(0.12, 2.87) 0.530
45-49 18 4(22.2) 14(77.8) 0.1(0.02, 0.84) 0.032
Participants education
No education 86 25(29.1) 61(70.9) 1.0(ref.)
Primary (1-8) 174 102(58.6) 72(41.4) 3.4(1.98, 6.01) 0.000
Secondary (9-19) 192 102(53.1) 90(46.9) 2.7(1.60, 4.76) 0.000
Higher education 81 29(35.8) 52(64.2) 1.3(0.71, 2.60) 0.353
Partner’s education
No education 51 10(19.6) 41(80.4) 1.0(ref.)
Primary (1-8) 131 71(54.2) 60(45.8) 4.8(2.24, 10.5) 0.000
Secondary (9-19) 198 112(56.6) 86(43.4) 5.3(2.53, 11.2) 0.000
Higher education 153 65(42.5) 88(57.5) 3.0(1.41, 6.48) 0.004
#Family size 533  258(48.4) 275(51.6) 0.9(0.87,1.06) 0.479
Participants occupation
Housewife 320 175(54.7) 145(45.3) 1.00(ref.)
Employed 129 45(34.9) 84(65.1) 0.4(0.29, 0.67) 0.000
daily labourer 56 31(55.4) 25(44.6) 1.0(0.58, 1.81) 0.926
Merchants 28 7(25.0) 21(75.0) 0.2(0.11, 0.66) 0.004
Partners’ occupation
Employed 300 137(45.7) 163(54.3) 1.0(ref.)
Daily labourer 198 105(53.0) 93(47.0) 1.3(0.93,1.92) 0.108
Merchants 35 16(45.7) 19(54.3) 1.0(0.49, 2.02) 0.996
#Family monthly income 533  258(48.4) 275(51.6) 1.0(1.00, 1.00) 0.005
Possession of TV
Yes 370  88(50.8) 182(49.2) 0.7(0.50, 1.05) 0.095
No 163  70(42.9) 93(47.1) 1.0(ref.)
Possession of Radio
Yes 265  119(44.9) 146(55.1) 1.3(0.94, 1.85) 0.108
No 268  139(51.9) 129(48.1)  1.0(ref.)

H#variables treated as continuous variable
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5.7.2. Intention to use LAPMs and reproductive history of participants

Women who have history of child death have lower odds of intention to use LAPMs. Similarly
women who desired additional children were less likely to intend to use LAPMs than those who
did not want more children (COR=0.8, 95%CI=0.73, 0.95) (Table 10). But these variables were

not included in the multivariate analysis because of their lower sample size due to missing values.

Participants who do not want more child within the next 2 years were 1.9 times more likely to
intend to use LAPMs compared to those who want to have child within the next two years
(AOR=1.9, 95% CI=1.22, 3.13) after controlling other variables (Table 12). Ideal desired number
of children was found to have significant negative impact on the intention to use LAPMs of
contraception (AOR=0.74, 95%CI1=0.62, 0.88) (Table 12).

On bi-variate analysis couples discussion on FP was significantly associated with participants’
intention to use LAPMs (COR=2.6, 95%CI=1.47, 4.55) (Table 10). But this was not significant on
multivariate analysis (AOR=1.2, 95%CI|=0.58, 2.83) (Table 12). In most (93.4%) of the
participants the desired number of children was decided jointly and this had not showed significant

difference in the intention of the participants.

5.7.3. Intention to use LAPMs with knowledge and practices of modern contraceptives

There was a statistical significant association of intention to use among those who know at least on
method of LAPMs (AOR=4.7, 95% CI=1.58, 14.01) compared to their counterparts (Table 12).
Women who were exposed to LAPMs messages through media within the last year had 2.4 times
higher odds of intention to use LAPMs (COR=2.4, 95%CI=1.40, 4t28) those who were not
exposed (Table 10). But it was not included in the multivariate model because of co-linearity with
the knowledge of LAPMs.

Women with prior experience of contraception were 1.7 times (COR=1.7, 95%Cl=1.11a2.61)
likely to intend LAPMs as their counterparts without such experience (Table 10). But this
association has lost after controlling other variables through multivariate analysis (AOR=1.4, 95%
Cl=0.78, 2.57) (Table 12)Similarly women who were currently using modern contraception had
60% higher odds of intention to use any one of the LAPMs of contraceptives (COR= 1.6, 95% ClI
1.13, 2.25)ompared to their counterparts (Table 10). But this was not significant after controlling
for other variables (AOR=0.86, 95% CI1=0.53, 1.39) (Table 12).
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Table 10: Bi-variate analyses of respondents’ reproductive history, knowledge and practice of
modern contraceptives with intention to use LAPMs among married women in the reproductive
age group, Adigrat town, January 2012

Variables Total Intention to use LAPM  Crude OR (95%Cl) P-
(n)  Yes,n(%) No,n(%) value

#Age at first marriage 533 258(48.4) 275(51.6) 1.0(0.97, 1.07) 0.312
Ever Birth

Yes 491 236(48.1) 255(51.9) 0.8(0.44, 1.55) 0.592

No 42 22(52.4) 20(47.6) 1.00(ref.)
#Age at first birth 491 236(48.1) 255(51.9) 1.0(0.96, 1.07) 0.526
#No. of living children 491 236(48.1) 255(51.9) 0.9(0.84, 1.04) 0.264
#No. of child death 491 236(48.1) 255(51.9) 0.6(0.48, 0.98) 0.040
#No. more children wanted 491 236(48.1) 255(51.9) 0.8(0.73, 0.95) 0.006
Wants more child with in 2yr

Yes 223 87(39.0) 136(61.0) 1.0(ref.)

No 310 171(55.2) 139(48.8) 1.9(1.35, 2.72) 0.000
#ldeal desired no of births 533 258(48.4) 275(51.9) 0.7(0.65, 0.84) 0.000
Discussion on FP

Yes 467 239(51.2) 228(48.4) 2.6(1.47, 4.55) 0.001

No 66 19(28.8)  47(71.2) 1.0(ref.)

Decision on the noof child
Husband 8 4(50.0) 4(50.0) 1.0(ref.)
Wife 22 8(36.4) 14(63.6) 0.5(0.11, 2.93) 0.502
Both 495 246(49.7) 249(50.3) 0.9(0.24, 3.99) 0.986
Know LAPMs
Yes 498 251(50.4) 247(49.6) 3.5(1.47, 8.23) 0.004
No 31 7(22.6) 24(77.4) 1.0(ref.)
Exposure to LAPMs message
Yes 432 230(53.2) 202(46.8) 2.4(1.40, 4.23) 0.002
No 66 21(31.8)  45(68.2) 1.0(ref.)
Ever use of contraceptives
Yes 420 215(51.2) 205(48.8) 1.7(1.11, 2.61) 0.014
No 113 43(38.1) 70(60.9) 1.0(ref.)
Current use of contraceptives
Yes 245 134(54.7) 111(45.3) 1.6(1.13, 2.25) 0.008
No 288 124(43.1) 164(56.9) 1.0(ref.)

#variables treated as continuous covariates

no.=number
ref.=reference
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5.7.4. Intention to use LAPMs and perceptions on modern contraception

There was a significant positive relationship between the participants’ perception of husbands
support LAPMs use and his wife’s intention to use LAPMs. Wives with the perception that their
husbands do not support the use of LAPMs had 80% lower intention (AOR=0.2, 95% CI=0.09,
0.45) to use LAPMs than those who were with the perception that their husbands agree to use
(Table 12). Participants who do not know the view of their partner on LAPMs use had about 60%
lower odds of intention (COR=0.4, 95% CI=0.20, 0.78) compared to those who said that their
partners agree to use LAPMs. But this was not significant after controlling the other variables
(Table 12).

Women who did not perceive that their husband decides if wife can use contraceptives had about
60% higher odds of intention (COR=1.6, 95% CI=1.10, 2.36) than those who perceive that.
Participants who did not had view of whether her husband decides or not had lower odds of
intention to use LAPMs (COR=0.45, 95%CI=0.21, 0.95) compared to those who agree that her
partner decides if she want use (Table Byt this was not significant in multivariate analysis
(Table 12).

Participants’ fear that LAPMs would harm a woman’s womb lowered a woman'’s intentions to use
those methods significantly. A woman who perceive that LAPMs can harm her womb had about
76% lower odds of intention to use LAPMs (AOR=0.24(0.14, 0.41) compared to those who did not
perceive that it can harm the womb. A woman who did not have idea on the LAPMs harm womb

had also 74% lower odds of intention compared to those who disagree (Table 12).

There was no significant difference in the proportion of intention by the perceptions of participants
on child spacing protects mother’s chidath, perception on access to all choice of methods, and
facilities with competent providers in the town, providers can be trusted to maintain confidentiality,
to advise on method use and side-effects, and perception on the ability to discuss about FP with

Spouse or convince spouse to use contraceptives (Table 11).
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Table 11: Bi-variate analyses of respondents’ perceptions and intention to use LAPMs among

married women in the reproductive age group, Adigrat town, January 2012

Variables Total Intention to use LAPM COR (95%Cl) P-
(n) Yes, n(%) No, n(%) value

Husbands support

Agree 425 232(54.6) 193(45.4) 1.0(ref.)

Neutral 43 14(32.6) 29(67.4) 0.4(0.20,0.78)  0.007

Disagree 65 12(18.5) 53(81.5) 0.18(0.09,0.36) 0.000
Spacing protects death

Agree 528 255(48.3) 273(51.7) 1.0(ref.)

Neutral 5 3(50.0) 2(50.0) 1.6(0.26,9.68) 0.601
Access to all choices of FP

Agree 498 244(49.0) 254(51.0) 1.0(ref.)

Neutral 26 10(38.5) 16(61.5) 0.6(0.29,1.46) 0.298

Disagree 9 4(44.4) 5(55.6) 0.8(0.22,3.13) 0.787
Providers trust

Agree 477 238(49.9) 239(50.1) 1.0(ref.)

Neutral 37 14(37.8) 23(62.2) 0.6(0.30,1.21) 0.161

Disagree 19 6(31.6) 13(68.4) 0.4(0.17,1.24) 0.126
Convince spouse

Agree 502 249(49.6) 253(50.4) 1.0(ref.)

Neutral 19 6(31.6) 13(68.4) 0.47(0.17,1.25) 0.131

Disagree 12 3(25.0) 9(75.0) 0.3(0.09,1.26) 0.107
Husband decides

Agree 160 68(42.5) 92(57.5) 1.0(ref.)

Neutral 44 11(25.0)  33(75.0) 0.45(0.21,0.95) 0.038

Disagree 329 179(54.4) 150(45.6) 1.6(1.10,2.36) 0.014
LAPMs can harm womb

Agree 146 39(26.7) 107(73.3) 0.19(0.12,0.29) 0.000

Neutral 100 30(30.0) 70(70.0) 0.2(0.13,0.36) 0.000

Disagree 287 189(65.9) 98(34.1) 1.0(ref.)

ref.=reference
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Table 12: Multivariate analyses of selected factors affecting intention to use LAPMs among
married women, Adigrat town, January 2012

Variables Total Intention to use LAPM  COR(95%Cl) AOR(95%Cl)
(n)  Yes,n(%) No, n(%)
Age (years)
15-19 9 6(66.7)  3(33.3) 1.0(ref.)
20-24 122  58(47.5) 64(52.5) 0.4(0.10, 1.89) 0.4(0.08, 2.69)
25-29 162  82(50.6) 80(49.4) 0.5(0.12,2.12) 0.4(0.07, 2.25)
30-34 98 46(46.9) 52(53.1) 0.4(0.10,1.87) 0.2(0.05, 1.68)
35-39 93  45(48.4) 48(51.6) 0.4(0.11, 1.98) 0.4(0.07, 2.87)
40-44 31 17(54.8) 14(45.2) 0.6(0.12,2.87) 0.7(0.10, 5.35)
45-49 18 4(22.2) 14(77.8) 0.1(0.02,0.84) 0.1(0.01, 1.09)
Participant education
No education 86 25(29.1) 61(70.9)  1.0(ref.)
Primary (1-8) 174  102(58.6) 72(41.4) 3.4(1.98, 6.01) 1.7(0.84, 3.41)
Secondary (9-19) 192  102(53.1) 90(46.9) 2.7(1.60, 4.76) 1.6(0.73, 3.48)
Higher education 81 29(35.8) 52(64.2) 1.3(0.71, 2.60) 1.4(0.49, 4.02)
Partner’s education
No education 51 10(19.6) 41(80.4)  1.0(ref.)
Primary (1-8) 131 71(54.2) 60(45.8) 4.8(2.24, 10.5) 3.7(1.47, 9.40)**
Secondary (9-19) 198 112(56.6) 86(43.4) 5.3(2.53,11.2) 2.9(1.13, 7.44)*
Higher education 153 65(42.5) 88(57.5) 3.0(1.41, 6.48) 1.8(0.65, 5.31)
Participant occupation
Housewife 320 175(54.7) 145(45.3) 1.00(ref.)
Employed 129 45(34.9) 84(65.1) 0.4(0.29, 0.67) 0.4(0.23, 0.81)**
Daily labourer 56 31(55.4) 25(44.6) 1.0(0.58,1.81) 0.6(0.33, 1.31)
Merchants 28 7(25.0) 21(75.0) 0.2(0.11, 0.66) 0.3(0.10, 0.79)*
#Family income 533  258(48.4) 275(51.6) 1.0(1.00, 1.00) 1.0(1.00, 1.00)
Wants more child
with in 2 years
Yes 223 87(39.0) 136(61.0) 1.0(ref.) 1.0(ref.)
No 310 171(55.2) 139(48.8) 1.9(1.35, 2.72) 1.9(1.22, 3.13)**
#ldeal desired no of
births 533  258(48.4) 275(51.9) 0.7(0.65,0.84) 0.7(0.62, 0.88)***
Discussion on FP
Yes 467  239(51.2) 228(48.4) 2.6(1.47,4.55) 1.2(0.58, 2.83)
No 66 19(28.8) 47(71.2) 1.0(ref.) 1.0(ref.)
Know LAPMs
Yes 498  251(50.4) 247(49.6) 3.5(1.47,8.23) 4.7(1.58, 14.01)**
No 31 7(22.6) 24(77.4) 1.0(ref.) 1.0(ref.)
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Table 12: Multivariate analyses of selected factors affecting intention to use LAPMs among
married women, Adigrat town, January 2012 (Continued)

Variables Total Intention to use LAPM COR(95%Cl) AOR(95%Cl)
(") “Yes,n(%) No, n(%)
Ever use
Yes 420 215(51.2) 205(48.8) 1.7(1.11, 2.61) 1.4(0.78, 2.57)
No 113 43(38.1) 70(60.9) 1.0(ref.) 1.0(ref.)
Current use
Yes 245  134(54.7) 111(45.3) 1.6(1.13, 2.25) 0.86(0.53, 1.39)
No 288  124(43.1) 164(56.9) 1.0(ref) 1.0(ref.)
Husband support
Agree 425  232(54.6) 193(45.4) 1.0(ref.) 1.0(ref.)
Neutral 43 14(32.6) 29(67.4) 0.4(0.20, 0.78) 0.8(0.35, 2.00)
Disagree 65 12(18.5) 53(81.5) 0.18(0.09,0.36) 0.2(0.09, 0.45)***
Husband decides
Agree 160 68(42.5) 92(57.5) 1.0(ref.) 1.0(ref.)
Neutral 44 11(25.0) 33(75.0) 0.4(0.21,0.95) 0.6(0.27, 1.68)
Disagree 329 179(54.4) 150(45.6) 1.6(1.10, 2.36) 1.0(0.62, 1.69)
LAPMs can harm
womb
Agree 146 39(26.7) 107(73.3) 0.19(0.12,0.29) 0.24(0.14, 0.41)***
Neutral 100 30(30.0) 70(70.0) 0.2(0.13, 0.36) 0.26(0.13, 0.49)***
Disagree 287  189(65.9) 98(34.1) 1.0(ref.) 1.0(ref.)

* Significant at P<0.05, **significant at P<0.01, ***significant at P<0.001

#family monthly income and number of ideal desired children to have in life were treated as continuous
variable. no. =number; ref.=reference
NB. variables with P-Value<0.05 was entered to the model by using enter method but those variables with
high missing value (number of child death, and number of more children wanted) and exposure to mass
media due to multi-colliniarity with knowledge of LAPMs was not included in the model.
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6. Discussion

In this study the magnitude of intention to use LAPMs was 48.4%. This result was lower than the
findings in Butagira (65.8%) and in Ambo town (57.0%) (28, 2®js discrepancy could be due

to the difference in the study participants. This study was conducted only on currently married
women where as in Buajira was all women and in Ambo was among all women attending FP
clinics. In addition to this it could be also because of the misconception of the participants on
fertility return after the use of LAPMs. More than sixty percent (60.6%) do not want to have child
within the next two years but their intention is low. This indicates that the FP providers need to
assess the reproductive intention of the women and inform them about all the FP methods

available during FP counseling.

Fifty nine percent of the participants have intention to use at least one of the LAPMs methods in
the coming one yeai.he most preferred LAPMs was implants (71.3%). TWas similar with the

finding in Ambo (72.2%) (29).This is relevant for program planning and providesns
background for the provision of the different contraceptive method choices. Less than five percent
(4.7%) intend to use permanent methods. But in Pakistan intention to use female sterilization was
12% (22). This low level goes in line with the low level of knowledge of the participants in these
methods as only less than fifty percent recognized as modern methods of contraception and the

negative concern of the participants on these methods.

Intention to limit childbearing was significantly associated with women'’s age (25). But the age of
the participants was not significantly associated with their intention to use LAPMs. Similarly this
was not significant in the study conducted in Ambo (ZB)is could be explained by the

participants’ fear on LAPMs or preference of short term methods.

The proportion of participants’ intention to use LAPMs increased with their husbands’ education
level. Wives whose husbands had primary education and secondary education level shown
significant association with intention to use LAPMs. This result indicates that partner’s education
was one of the most important factors relating to intention to use LAPMs. Similarly partner’s
education was positively associated with contraception utilization in the study conducted in
Butagira district (19). Increasing education might help in discussion on modern contraceptive and

would increase knowledge about modern FP methods and hence, increase predisposition to their
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intention and use of LAPMs. But education of the participants was not significantly associated
with their intention. Similarly it was not significantly associated in Ambo town (B9gontrary
women in Pakistan with secondary (OR = 3.02) or icwdtite education (OR = 3.00) had higher
intentions to use the IUD (22).

Participants working status has statistically sigaiit negative effect on intention to use LAPMs.
Women who were employed (AOR=0.4, 95% CI=0.23, 0.81) and merchants (AOR=0.3, 95%
CI=0.10, 0.79)had lower odds of intention to use LAPMs compared to housewives. But the
association was not significant in Ambo (29). The possible reason for the negative association of
employment and intention to use LAPMs could be those employed women who work outside
home may be more educated than housewives and likely to use some sort of traditional methods as
indicated in Pakistan women with matriculate or higher education had a higher intention to use
traditional methods (OR = 2.15) (22). Other possible reason could be the employed and merchants
had good income and want to have many children. This is also supported by the FGD and in-depth
interview which indicated that mostly the users of LAPMs are young, unmarried and in the low to

middle economy. This could also an area of research.

Even though the monthly family income was marginally significantly associated with intention to
use LAPMs on bi-variate but it was not significantly associated after controlling the other
variables. This could be because of the participants’ resistance to tell their correct monthly family
income. The other possible reason could be due to the availability of all modern contraceptive

methods free of charge at the public health care facilities in the town.

Women who did not desire additional children within the next two years were more likely to
intend to use LAPMs than those who desired child within the next two years o(A0BR*1.9,
95% CI=1.22, 3.13). A woman who wanted no more children was much more likely to intend
using most contraceptive methods; particularly strong for sterilization (OR = 27.93%i{2#arly

desire for more children was significant predictors of future intention to use contraceptives (24).

The proportion of women intending to use LAPMs declines with increasing ideal desired number
of children (AOR=0.74, 95% CI=0.62, 0.88). This suggests that women with higher desired
number of children were less likely to intend to use these contraceptives. This could be explained

by the participants’ fear of fertility return after the use of long acting methods. Study in Pakistan
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indicated that intention to use contraceptive methods were higher among women with four or more
children (22).

Participants’ discussion on FP with partner wassignificantly associated with intention to use
LAPMs (AOR=1.2, 95% CI=0.58, 2.83). But it was significantly associated with intention to use
any one of the modern contraceptives in Pakistan (24). This discrepancy could be because of most
of the participants (88.3%fdliscuss on FP with their partner and the discussion may not be
specifically to LAPMs.There was no significant association with the rdiehe women on the
decision of the number of children to have as almost all decide the number of children to have
jointly (93.4%).

The participants’ knowledge to recognize at least orethod of LAPMs has significant positive
impact on intention to use LAPMs in the future (AOR=4.7, 95% CI=1.58, 143bhjlarly this
was significantly associated in the study done in Ambo town (AOR=2.6, 95%CI=1.30, 3.24) (29).

There was a significant positive relationship between the participants’ perception of husbands
support LAPMs use and his wife’s intention to use LAPMs. Wives with the perception that their
husbands do not support the use of LAPMs were 80% less likely to intend to use LAPMs than
those with the perception that their husbands agree to Sisdy in Butajiraalso revealed
significant association between men’s support to FP and current use among married women (19).
Therefore, policy makers responsible for national FP programs need to target husbands by
constructing a message that encourages male participation in FP.

Women who perceive that contraceptives; especially LAPMs would make a woman sterile or harm
her womb had 76% lowered odds of intention to use LAPMs compared to those who do not agree
with this. This fear was also indicated by the FGD and in-depth interview participants. Similarly in
Pakistan this perception was significantly associated with lowered intention to use female
sterilization (OR = 0.70), and IUD (OR = 0.75) (22).

Both previous experience and current use of modern contraceptive had not shown significant effect
in predicting future use of LAPMs. In the contrary to our study women who had used oral
contraceptives were significantly more likely to have had a tubal ligatidiexico (32). This
discrepancy could be because of the participants’ satisfaction with the method they were using and

did not see a need to switch to LAPMs or due to the misconception on LAPMs of the participants
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in the study area. It could be also due to the limited counseling of the providers on all of the
available methods. Every woman who seeks FP information or services should be counseled on all
methods of contraceptives and given an opportunity to ask questions after the provider has

described the methods available.

More than quarter (26.2%f the participants perceives that LAPMs could harm the womb.
Similarly more than half (53.6%) of the married women had negative attitude towards practicing
of LAPM in Mekelle (33) and 27.5% women in China believed that sterilizatmarmful to
health (39) A qualitative study in Scotland found that IUD wasgeived negatively (18). Myths

and misconceptions are widespread for LAPMs (6, 7).

The qualitative result indicated that some of the participants were misinformed about the methods,
have fears and rumors on LAPMs keeping many women from intending to use LAPMs. The main
source of fear of LAPMs use could be resulted from lack of appropriate information offered by
service providers. The participants also indicated lack of counseling on all choices of the modern
contraceptives especially LAPMs, and resistance to remove implants after insertion which could
be some of the factors responsible for the low usage and intention to use LAPMs. Therefore in an
attempt to promote reproductive health through the increasing use of modern contraceptives, FP
programs need to counsel and educate women’s to avoid these fears and perceptions hindering
LAPMs use.

This study found that knowledge of modern contraceptives was nearly universal (99.3%) among
the married women in the study ar@his was similar with the studies done in Southetmdpia

(99.4%) (19, 30). This finding indicated that married women in the study area seemed to possess a
reasonable knowledge about modern contraceptives as less than one percent only expressed having
not recognized any modern contraceptive method at all. But this finding may have been the result
of a "knowledge of a method" variable that was evaluated as "have you heard about it", which may

not actually reflect to an adequate knowledge to the method in question.

Specifically to LAPMs, almost all the participants (94.7%) were able to recognize at least one of
the LAPMs. This finding was higher than the findings in Mekelle (63.9%), Butajira (25%) and
Ambo town (57.0%)28, 29, 33). This could be due to the recent caotis advertisement of

LAPMs through mass media and significant number of participants (87.8%) said that they have

49



exposure to LAPMs message through mass media within the past one year which could have
significant effect on the knowledge of LAPMs of the participants.

The least known or recognized method was permanent contraceptive methods. This was similar
with the Ethiopian DHS 2011 and study done in Mekelle (12, 33). It is also supported by the FGD
and in-depth interview that most of the participants do not know about these methods and are
uncommon practice in the health facilities.

The overall current prevalence of modern contraception in the town was 303(51.3%). This finding
is almost similar with the national DHS 2011 among urban currently married women (49.5%),
urban areas of Gonder zones (48%) and Khartoum (51.4%) (12, 26, 38). The prevalence of
LAPMs among the participants who were currently using modern contraceptives was 59(19.5%).
This is higher than the findings in DHS 2011 (4.2%), Mekelle (12.3%), Butajira (5%), and Ambo
town (9.8%) (12, 28, 29, 33). This could be due to the recent promotion of these methods through
TV and radio. Only twelve (4%) of participants have found with tubal ligation and none of the
participants had used vasectomy. The qualitative result also indicated that these methods were
poorly known by both the women and men participants and rarely included in the FP counseling.

This indicates the need of promoting and counseling of permanent methods.
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7. Strength and limitation of the study

Strength of the study

The study uses both quantitative and qualitative study design. The use of qualitative
methods enabled us to gather information about the perceptions and beliefs of the study
population, information that may have been less easily obtained by quantitative inquiry.
Males were included in the FGDs to have better understanding of LAPMs use and
perceptions in the study area.

Family planning service providers were included in the in-depth interview to see the
perceptions and choice of clients towards the LAPMs.

The study subjects for the quantitative method were selected randomly and pretested
guestionnaire was used.

Data collectors were trained femalé"igtade completed to make the communication easy
with the female respondents. In addition to this daily check up of questionnaires for

completeness and consistency of the data.

Limitation of the study

Since this study examined the pattern of intention to use LAPMs only among married
women, the sample was limited to only currently-married women at the time of the study.
Therefore it does not include non married women or ever-married women. Hence these
results may not be able to be generalized to all women in Adigrat town.

The study did not ascertain the providers’ attitudes and behaviors on LAPMs use. Provider
behaviors such as imposing non-evidence-based requirements, refusal to counsel, and
restrictions to one method probably influence the service negatively and further constrain
access and use of LAPMs of contraceptives.

Interviewer bias may be there especially in the questions with probing

Cause and effect relationship was difficult to establish for the factors dealt in the study

since it is cross-sectional study.
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8. Conclusion

Based on the findings of the research it is concludedieatnagnitude of intention to use LAPMs

in the study area was still low (48.4%) and the main reasons to this were fear of side effect and
fear of fertility return after useThe principal factors affecting intention to use LAPMs were
women’s perception that LAPMs can harm womb and husband’s support of LAPMs use. This
leads to the conclusion that the main limiting factors to the utilization of LAPMs in the town were

misconceptions on LAPMs.

Other factors which were significantly associated with intention to use LAPMs were knowledge of
any of LAPMs, partner’s educational level, participants working status, women’s desire to have

additional children within the next two years or soon, and ideal number of children wanted to have.

The study has also clearly evidenced that knowledge of LAPMs, especially on female and male
sterilization among the married women in the study area was low accompanied with
misconceptions. The FGD and in-depth interview participants confirm that many of them know
very little about LAPMs; misinformed about the methods, have fears and rumors on LAPMs
keeping many women from intending to use LAPMs. The discussion also indicated lack of proper
counseling on all choices of the modern contraceptives especially LAPMs, and resistance to
remove implants after insertion which could be some of the factors responsible for the low usage
and intention to use LAPMs. Some of which may be overcome by thoughtful publicity and
positive, open discussion with health care professionals by focusing on concerns and barriers to

uptake including insertion/removal and return to fertility.
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9. Recommendations

Based on the finding of the study the following recommendations are forwarded to the responsible

bodies.

* The Federal minister of health and regional health bureau and other responsible organizations
should continue the promotion of LAPMs through mass media since this exposure is important
to create awareness and alleviate the misconceptions of the community on LAPMs.

» The woreda health office should design educational programs that promote and reduce barriers
to modern contraceptive use especially LAPMs at community level in the town. Encouraging
and including personal experiences of satisfied LAPMs users in the educational programs is
important to make other women aware of the advantages of this method over others and to
avoid their fear.

» Efforts should be made to promote these methods more vigorously by the health extension
workers in the town during their home to home visit.

 Women need more information from their health care providers in order to make informed
choices about their FP preferences. Therefore the FP providers should counsel properly on all
of the FP methods, address misconceptions and fears that exist about LAPMs and highlight the
benefits of LAPMs during FP counseling.

» Husbands need relevant information to participate responsibly in making decisions on FP.
Therefore the FP services should also be relevant for husbands to participate; by giving male-
focused awareness campaigns, special clinic hours for men and making male contraceptive
methods available and accessible at all level of the health facilities in the town.

» Teams of health care workers should be trained to offer the service, not just individuals within
health centers and clinics, given that the probability of offering LAPMs services increases
when at least two health workers are trained in each center. Provider training should include
strategies on how to handle clients’ fears and common myths during FP counseling.

» Training programs should also emphasize that providers must take into consideration women'’s
reproductive intentions during FP care in order to achieve a better match between women’s
needs and their method of choice.

» Further detailed investigation of the FP service providers’ attitude and behavior on LAPMs,

and quality of FP counseling sessions in the town should be conducted.
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Annexes

Annex |. English version data collection tools

Addis Ababa University College of Health Science, School of Public Health

Survey questionnaire on intention to use long acting and permanent contraceptive methods and

factors affecting it among married women in the reproductive age (15-49 years) in Adigrat town

Questionnaire ID: e Kebele Ne---

I. Participant’s information sheet

Greeting: Good morning/afternoon

My name is----- ---1 am working on behalf of research team (project),

which is conducted by Addis Ababa University. | would like to ask few questions which take

around 20 munities about knowledge, perception, and intention to use family planning methods
especially long acting and permanent contraceptives among married women in the reproductive
age. Your genuine responses that you are going to give is very important to identify problems
related to long acting and permanent contraceptive methods, and design programs of family
planning service in this town and in general to our country. You are selected randomly to be
participant of this study if you give me consent after you have understood the following

information sheet:

Title of the study: Intention to use long acting and permanent contraception methods and factors
affecting it among married women in the reproductive age (15-49 years) in Adigrat town.

Back ground of the study Despite of the increase of contraceptive use worldwide over the last
decade, there is still discrepancy in the need to limit birth and utilization of modern contraceptives
specifically long acting and permanent contraception methods in sub-Saharan Africa including
Ethiopia.

Objective of the study: To assess the magnitude of intention to use long acting and permanent
contraceptive methods and factors affecting it among married women in the reproductive age in
Adigrat Town.
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Benefit of the study: The participants will not gain any direct benefit for being they participated.
The result can be used as a baseline for further studies that can be done in this town and identify
problems associated with intention to use modern contraceptives specifically long acting and

permanent contraceptives in the town so that for planning in the town as well as in our country.

The result will be disseminated to AAU College of Health Science, donor/sponsoring organization
(UNFPA), Tigray Regional Health Bureau, and Adigrat wereda health office.

Risk of the study. The study has no any risk for the participants and interview will be private to
make safe participants from any fear.

Rights of participants: Participating and not participation is the full right participants and they
can stop participating in the study at any time. They can also skip any question which they want to
respond. They can ask any question which is not clear for them.

Confidentiality: Any information forwarded will be kept private and her name will not be
specified.

Il. Informed consent

| have read this form or it has been read to me in the language | comprehend and understand all
conditions stated above. Are you willing to participate in this study?
1. No (Say Thank you) 2. Ye® continue your interview
Name of principal investigator. Alem Gebremariam;
Address: Cell phone: 0910352915; E-mailemg25@gmail.com

Name of institution: Addis Ababa University College of Health Science Research Ethics

Committee
Address Addis Ababa, Ethiopia
Tel. N0 251-11-553873
Signature of the interviewer certifying that the informed consent has been accepted by the

participant Date

Date of interviewif Ethiopian calendar) / /

Result of interview: 1. Completed 2. Respondent not available
3. Refused. 4. Partially completed

Checked by supervisor, name Signature Date
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[ll. Structure English version questionnaire

Part I: Socio-demographic characteristics of the participants

Q.No.

Question

Choices

Remark

101

How old are You?(age in years

Enter

102

What is your ethnicity?

1. Tigrie

2. Afar

3. Amhara

4. Oromo

88. Othersgpecify)

103

What is your religion?

1. Orthodox

2. Muslim

3. Protestant

4. Catholic

88. Othersgpecify)

104

What is your educational level?

Can't read and write
Can read and write
Grade (1-4th)
Grade (5-8)

Grade (9-12th)
Grade 12

105

What is your partner’s
educational level?

Can't read and write
Can read and write
Grade (1-4th)
Grade (5-8)

Grade (9-12th)
Grade 12

ouhwWNEOOTAWN

106

Family size of the respondent?

Enter No

107

What is your occupation?

House wife
Government employee
Private employee
Daily labourer
Farmer

. Student
8.0thel(specify)

Q@R WN

108

What is your partner’s
occupation?

Government employee
Private employee
Daily labourer
Farmer
Student

. Other(specify)

A A

(o]
(o]

109

What is your monthly income?

Ethio.birr

110

Do you have 1 -Television
2- Radio

1. Yes 2. No
2. Yes 2. No
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Part Il. Reproductive history of the participants

Q. No | Question Choices Remark
111 What was your age at first marriage? years
112 Have you ever give birth? 1. Yes If “No” skip
2. No to Q. 117
113 How old were you when you have your years
first child?
114 How many births you give? Enter No
115 How many of them are alive now? Enter No
116 How many more children do you want? Enter No
117 Do you want to have a child within twp 1. Yes If “Yes” skip
years (Soon)? 2. No to Q.119
118 If Q117 isNo, why? 1. To space
2. To limit
88. Othel(specify)
119 How many children do you went to have
in your life? Enter No
120 Do you discuss with your partneron | 1. Yes
family planning methods? 2. No
121 Who decide/will decide on the number 1. Husband
of children you want to have? 2. Wife
3. Both
4. God
88. Others(specify)
Part Ill. Knowledge of modern contraceptives of the paricipants
Q.No. | Questions Choices Remark
122 What type/s of modern 1. Pills If she
contraceptive methods do you| 2. Injectables did not
know? Circle all methods 3. Implant know go
mentioned spontaneously or | 4. IUD to Q133
prompted) 5. Female sterilization
6. Male sterilization
7. Condom
88. Othergspecify)
99. | don’t know
123 From whom do you get 1. Neighbours/friends/relatives
information on modern 2. Health professionals
contraceptive methods for the| 3. Mass media
first time? 4. Husband
88. Othergspecify)
124 Do you know about LAPMs | 1. Yes If “No”
(methods used for many years 2. No skipto Q
or permanently just after havin 133
it once) F
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125 Have you ever exposure to 1. Yes If “No”
LAPMs message through medi@. No Skip to
within the last 12 months Q128

126 If “ye<” what was the type of | 1. Television
media 2. Radio

3. Print media ¢pecify)

127 If “Ye<” to Q124, which one 1. Implant

(Circle all mentioned) 2. 1UD
3. Female sterilization
4. Male sterilization
88. Othergspecify)

128 If “Ye<” to Q124, What general 1. Helps for prevention of unwanted pregnancy
uses of LAPMs do you know? | 2. Prevention of possible maternal and child death
(Circle all mentioned 3. Limiting family size
spontaneously or prompted) | 4. Child spacing

5. Others(specify)

129 What do you know about IUD? 1. It is very effective
(Circle all mentioned 2. ltis long term (used for more than 5 years)
spontaneously or prompted) | 3. No effect on breast feeding

4. Not good for female at high risk of sexual
transmitted infections.

5. No interference with sexual intercourse

6. Immediately reversible

7. Has minimal side effect

88. Othergspecify)

99.1 don’t know

130 What do you know about 1. ltis very effective
implant(Circle all mentioned | 2. Itis used for long term (up to 5 years)
spontaneously or prompted) | 3. No effect on breast feeding

4. Insertion and removal require minor surgical
procedure

5. No interference with daily activity

6. Immediately reversible

7. Has minimal side effect

88. Others(specify)

99. | don’t know

131 What do you know about 1. ltis fully effective after 3 months of the
vasectomy(Circle all operation
mentioned spontaneously or | 2. Itis permanent
prompted) 3. Requires safe and simple procedure

4. Don't need repeated clinic visit

5. No effect on sexual performance and sensation
6. No known long term side effect

7. Requires counselling and informed consent

88. Others(specify)

99.1don’'t know
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132

What do you know about
female sterilization?Circle all
mentioned spontaneously or
prompted)

Noohr~wbdE

It is very effective

It is permanent

Requires safe and simple procedure
Don't need repeated clinic visit

No effect on sexual performance and sensation

No known long term side effect

Requires counselling and informed consent
88. Others(specify)

99. | don’t know

Part IV: Mothers beliefs and perceptions on modern contraception

Q.No | Statements of perceptions on Choices Remark
modern contraceptives
133 | Do you think that your husband 1. Agree
support LAPM use? 2. Neutral
3. Disagree
134 | Do you think that child-spacing 1. Agree
protects mother’s and child death 2. Neutral
3. Disagree
135 | I have access to choice of all 1. Agree
methods, and facilities with 2. Neutral
competent providers 3. Disagree
136 | Providers can be trusted to 1. Agree
maintain confidentiality, to advise 2. Neutral
on method use and side-effects 3. Disagree
137 | I candiscuss about FP with spouse 1. Agree
or convince spouse to use 2. Neutral
contraceptives 3. Disagree
138 | Husband decides if wife can use 1. Agree
contraceptives 2. Neutral
3. Disagree
139 | Contraceptives can harm a 1. Agree
woman’s womb, LAPMs can be 2. Neutral
very dangerous 3. Disagree
Part V: Practice of modern contraceptives and intention to use LAPMs
Q.No. | Question Choices Remark
140 Have you ever used a modern | 1. Yes If No skip
contraceptive method? 2. No to Q146
141 If “Ye<” Q 140, what was the 1. Pills
method? 2. Injectables
3. Implant
4. 1UD
5. Female sterilization
6. Male sterilization
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7. Condom
88. Othergspecify)

142

For how long did you use it? (ng
for female and male sterilization

t Enter (months or years)

143

Have you ever shifted from one
contraceptive method to another

1. Yes
?2. No

If “No” skip
to Q.147

144

If Yes Q143 from which
contraceptive to which
contraceptive

From
to

145

If“Y e<” for Q143, Why did you

shift from one method to another

For inconveniency of previous method

w NP

Due to lack of access to the previous
method

. Due to side effect

. Need for long acting contraceptive meth
. Provider advised me

. Partner influenced me

8. Others(specify)

For the convenience of the new method

146

If No for Q140, why?

. Lack of knowledge

. Lack of access

. To get pregnant

. Fear of infertility

. Partner disapproves

. I am infecund

. Fear of side effect

. Itis sinful to use
Cultural taboo

147

Are you using modern
contraceptive method now?

8. Others(specify)
. Yes
. No

If Yes skip
to Q149

148

If Q.147 No, why?

. | am pregnant

. I want to be pregnant

. I 'am on exclusive breast feeding
. | fear side effect

. l'am infecund

8. Othergqspecify)

149

If “Ye< for Q. 147, Which
method are you using now?

. Implant

. 1UD

. Female sterilization
. Male sterilization

. Pills

. Injectables

. Condom

4
5
6
7
8
1
2
3
4
5
6
7
8
9
8
1
2
1
2
3
4
5
8
1
2
3
4
5
6
7
88. Othergqspecify)
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150 If yes to Q.14°, from where do 1. Health center
you get the method you are using2. Government hospital
3. Private clinic
4. Pharmacy (Drug vendor)
5. Health extension workers
6. Shop
7. Friends/ relatives
88. Othergspecify)
151 If Q.149 (1, 2, 3,5, or 6) Does 1. Yes
your partner approve you taking 2. No
of the method?
Go to the following if the mother is not taking any one of LAPMs and not infecund
152 Do you/your partner want to use apg. Yes If Yes go to
LAPMs to delay or to avoid 2. No Q.154
pregnancy at any time in the futureg?3. | am not sure
153 If you are not going to use LAPMs| 1. fear of side effect
would you tell me the main reasons?2. Lack of awareness of the LAPM
3. Not my preferred method
4. Little risk of pregnancy
5. To have more children
6. Husband disapproval
7. Religion prohibition
8. Fear of infertility
88. Other(specify)
154 If “Ye<” to Q.152, do you intend to | 1. Yes
use LAPMs in the next 12 months? 2. No
3. lam not sure.
155 If “Ye<” to Q.152, which one do you 1. Implant
want? 2. IUD
3. Female sterilization
4. Male sterilization
88. Others ¢§pecify)

THANK YOU

I have finished my interview

If you have any question/concern on LAPMs
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IV. Guide line for focus group discussion
Hello, participant’s good morning /afternoon.

My name is and my colleague here with me is called . We

are a team from Addis Ababa Universifyhis discussion is going to be conducted for assgssi

the status of FP utilization, specifically long acting and permanent contraceptives. We hope that
the discussion we would have with you is very much useful to improve the quality and
accessibility of contraceptives especially long acting (implant, and IUD) and permanent (voluntary
male and female sterilization) in this area and the whole our country. For this discussion | will
raise some point for discussion concerning long acting and permanent contraception’s knowledge,
attitude, use and future intention to use. Before that | would like to thank for all of you voluntary

participants.
Instruction

Your presence is very important.
We are interested in all of your ideas and suggestions.
There are no wrong or right answers.

All ideas; both positive and negative to the point of discussion are welcomed.

a ~ wnh e

Please feel free to disagree with one another. We would like to have many points of view.

We would like to ask your permission to audiotape your comments and opinions so that we could
not miss any of your ideas while trying to take notes. And | assure you that all your ideas are
confidential, used for research purpose only. | want our session to be a group discussion, so you
need not wait for me to call on you. Please speak one at a time, so that the tape-recorder can pick
up every of your ideas and suggestions. We have a lot of points to cover, so | may change the

subject or move ahead. Please stop me incase if you want to add something more.

It is very important not to have side conversations because it interferes with individual’s full

participation in the group discussion and also posse’s challenges for recording the discussion.

Each participant is asked to introduce herself alldis something about you.
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Discussion topic for the FGD

Date of Focus Group discussion:

Location of Focus Group discussion:

Name of Note Taker:

1. Warm up question

a. Current issue on family size
b. Advantage and disadvantage of many children birth.
2. Discussion about modern contraception
a. Knowledge of contraception
b. Knowledge of IUD, Implant, male and female sterilization
3. Preference of modern contraception methods
a. Short term
b. Long acting and permanent
c. Providers counseling, choice and skill
d. What is your attitude and communities perception concerning the use of LAPMs
e. What are the advantages /disadvantage of LAPMs over the other?
f. Do the community /you want to use LAPMs in the future? Which method do you
prefer? Why?
4. When should people start to use LAPMs?
a. Who should use LAPMs?/who should decide the use
b. Age Religion
c. Educational status
d. Economic status
e. Marital status
5. Is there any additional idea that you want to add on our discussion on LAPMs and related
issues?
THANK YOU!
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V. In-depth Interview Guide
| want to thank you for taking the time to meet with me today.

My name isMr. Alem Gebremariam. | come from Addis Ababa University School of Public

Health and | would like to talk to you about your experiences in the family planning clinic on
clients’ utilization and choice of modern contraceptives specifically, on the long acting and
permanent methods of contraceptives. | am assessing the women’s intention to use LAPMs and
factors affecting it that can be used in future interventions. The interview will take less than an
hour. | would like to ask your permission for taping the session because | don’t want to miss any of
your ideas and suggestions. Although | am going to take some notes during the session, | can’t
possibly write fast enough to get it all down. Because we're on tape, please be sure to speak up so

that we don’t miss your ideas.

All responses will be kept confidential. This means that your interview responses will only be
shared with research team members and we will ensure that any information we include in our
report does not identify you as the respondent. Remember, you don’'t have to talk about anything

you don’t want to and you may end the interview at any time.

Are there any questions about what | have just explained?

Are you willing to participate in this interview?

Interviewee signature Date
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In-depth interview topics for the family planning providers

Date of In-depth interview: / /

Sex of the interviewee

Type of Health facility:

Qualification of interviewee:

Name of Note Taker:

1. Adequately trained, supervised and equipped to counsel and provide long acting and
permanent contraceptive methods.
a. Side effects, counseling
b. Insertion and removal
2. Preference of modern contraceptives in your clinic
a. Why
i. Empowerment (woman decision)
ii. Fear of side effect
iii. Knowledge and perception
iv. Availability
3. Who are the users of LAPMs in your clinic?
a. Age
b. Religion
c. Educational status
d. Economic status
e. Marital status
4. What can you say about the future intention of clients to use LAPMs?

5. Do you think that there is a need to improve the service
a. What would improve the provision of family planning services in particular LAPMs?

6. What additional things can you say about LAPMs?
Thank You
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Annex Il. Tigrigna version data collection tools
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Annex Ill. Map of the study area

Figure 5. Map of the study area, Adigrat town
Source: Mihret Hiluf, from MPH thesis 2007
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