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Abstract 

The overall objective of this study was to investigate major factors associated with 

contraceptive use among married Zay community members. The study involves 179(91 male 

and 88 female) randomly selected married men and women from two Island settlers, two 

Kebeles, and two towns where the community settles. 

Analysis of the data collected was made using quantitative analysis: percentile, Chi-Square, 

One Way ANOVA, Inter-correlations, and Stepwise regression analysis. Results of the 

analysis indicated that except sex, all variables (residence, religious attendance, educational 

level, age at first marriage, age of respondents and number of living children) were 

significantly associated with contraceptive use. Besides, there is significant difference 

between contraceptive users and non users on value of children, couples communication, 

concepts toward contraceptives and perception towards family planning counseling. 

Furthermore, analysis of the stepwise regression revealed that residential place, couples 

communication, age of marriage, distance in kilo meter to get the service, and educational 

level were the most powerful predictors of contraceptive use. 

Implication of this study is that concerned organizations both governmental and 

nongovernmental organizations should involve providing contraceptives and related family 

planning services in community based manner. Besides, expanding education will enhance 

couples communication and reduce early marriage in the community. 

VI 



CHA PTER ONE 

1. INTRODUCTION 

Everybody has the right to give birth as he/she requ ired. The same is true in regu lat ing lerti lity. Th is 

right to regulate ,to plan the size and spacing of the fam il y sizc was origina lly agrccd at the 

International Conference on Ilu man Right held at Tehran in 1968 (UNFPA, 1999). 

Even though it is the right of individuals to reproduce, this reproduction is not just a ques ti on of 

biology but also a phenomenon that is high ly in fl uenced by societal arrangements. Therefore, the 

structure and culture of the society have great impact in individual 's biological capacity to reproduce. 

Accord ingly, in di frcrent nat ion's different groups arc urgi ng actions to be taken to slO\v down the 

present rapid rates of population growth. Because, the late 20 lh century witnessed ex traord inary 

popUlation growth in the history of world. For instance, in world population history, higher rate 

increase is observed in 1 960s and largest anllual increment is also seen in the 19805 (Ulasicr and 

Gabbier, :WOO). For this rapi d population growth. olle research done in Latin Amcrica at the 

beginning of 1970s recommended special efforts to be made to in form all married adults about 

spac ing children as they wish and to li mit their famil y size to a desi red number. Because. such 

.scess ive population growth has significant impact on the soc ial and economic development of one 

nation (CELADE&CFSC, 1972). 

Ev~n if dilTcrent internat ional agencies invol ved in att itude change in fert ili ty regu lat ion behaviors, 

there are problems in carrying out the programs effect ively. For thi s, concern ing fertility regulating 

variab\l!s influencing individual behaviors remains a point of debate (Madean, 200 I). 

One s ide argues Ihal such programs can legi li mize preferences for sma il er famili es and he lp 

meel latenl de mand l'o r rcrtil ily regulat ion in high-fe rtility soc ie ties (Freedman R. and 

Bere lson B, 1(92). The d iffus ion of conlrace plion Ihrough litmily plan nin g programs lhus 

he lps reduce some of the costs of oblaini ng services by lowering bOlh monetary and 
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psyc hosocial costs. For example, acco rding to an analysi s or Fa mily plann ing use in Sub­

Saharan Africa, improved ava ilab ility or services (as evaluated by distance to sources and 

ava il ability or spec ific services) was generally assoc iated with hi gher leve ls or mode rn 

contrace ptive methods use (A insworth M, 1994). 

The other side of the debate is the idea that a country's socioeconomic deve lopment will be 

the ultimate factor in lertility dec li ne and contracepti ve prevalence. The case or I3raz il is 

often cited as an example in thi s argument; that the country experienced rapid fe rti lity dec line 

over the last three decades in the absence of a nati onal family planning program, but in the 

presence of rapid urbanization and industri ali zation (Bulatao R and Lee R, 1983). Whereas, 

1110st demographers agree that fe rtili ty is determined ultimately by soc ial, economic and 

cultural factors (Hinde, 1998). Others give 1110re crcdi bility for the inlroduction of modern 

fa mil y planning technologies in regulaling fc rt il ity behavior of individual s. What is 

compcll ing in resca rch findings as staled in Mac lean (200 1) is that many couples all over thc 

world want fc wer children. According to UN FPA report, if women could have on ly the 

num ber of children they wanted, the total Fertility rate in many countri es could Fa ll nearl y to 

one third per women (UN FPA, 2000). Because, the Fewer the children women wanl, the more 

time they spend in need of contracepti on and the more services are requ ired . Th is report 

added that even though so many options are ava ilable and introduced as 01' 1960s women do 

not always get the support they need to fulfill their reproductive intention. From thi s one 

could understand that women need to regul ate their fertil ity as they desired. I3Ul, lhey 

could n' t do so due to diffcre nt tilelOrs. 

fn relat ion to the use of contracept ive methods to regulate fertility, UNFPA ( 1999) report 

pointed out that although the usc of contraceptive to regulate fc rt il ity in deve loping countries 

increased, the need is unmcet. Parti cularl y, the leve l of th is unmet need is higher in sub-
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Saharan Afi·ica. For these differences. researchers put down different factors as hindrance 

age nts. And these factors vary from region to region ; country to country. 

Theories that attempt to explain the pattern of contraceptive use in Africa tend to be based on 

cultura l or institutional factors, economic, and individua l socio-demographic characteristic s 

(e.g. education and age at marriage) (Un ited Nat ions, 1987). The cu ltural theses argue that the 

prcvai ling practices and norms encourage large families (Caldwell, 1982; App iah, 1985; 

Caldwell & Caldwell, 1987) and reduce the motivation for couples to use contraceptives. 

Ethiopia is one of the sub-Saharan Afri ca countries, where total fertility rate is ve ry high and 

coverage of fam ily planning is very low over the country. Accordingly, a woman bears an 

average of six ch il dren by the end of her reproducti ve life and "unil y planning constitutes 

only 17.2% (Ministry of Health and WHO, 2003). Thi s situation made the country to be 

characteri zed by higher rate of fertility . The report added that there is a regional and 

residential disparity in total fertilit y. 

International communities set provis ion of reproductive hea lth particularly access to a full 

range of safe and reliable hunily planning mcthods and related reproductive and sexual health 

services as one major goal to be achieved by 20 15(1nternational Conference on Population 

and Development(lCPD), 1994). According to The World Bank (2005) rcport dcspite the 

declining fertility level in Eth iopia, the rate of change is insignificant to achie ve the national 

population policy target of four ch ildren pcr woman by 2015. 

According to the report, in Eth iopia there is re lative ly higher knowledge of contraceptive 

methods. But the actual use of mode rn contraceptive even among the richest household is 

very low. On the other hand the report depicted that the majority of Ethiopian women and 

men (98%) prefer to space or limi t the number of children they have. But, the Eth iopian 

women and men couldn't do so due to dinerent factors. This indicates there is unmet demand 
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of lillnily planning both in urban and rural part of the country. Il owever. the report failed to 

explain the factors that impede the actual use of modern contraceptives among marri ed 

groups. From this report, one cou ld question as why Ethiopia could not achieve the national 

population policy of fou r children per women when there is hi gher knowledge in the area of 

reproductive health and most individuals want fewer children? 

As a target to achieve the national population poli cy target of fo ur ch ildren pcr woman by 

20 15(TGE, 1993), conducting a research on family planning and birth con trol package on 

communities who have the same psychological and socio-cultural make-up is timely. 

I3ecause, the fertility behavior of an individual is condit ioned by the ethnic group and soc io­

cultural influence to whi ch she/he be longs (Ezeh, 1997). 

Therefore, to realize national policy it is necessary to conduct research in identifying factors 

involved in contraceptive use at community leve l before taking actual actions. Thi s situation 

made the wr iter to do this research on th is issue. 
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1.1. Thc Study ArcH 

This study carried out in Oromia admin istrati ve reg ion where Zay community is se tt led. Zay 

community settled in two zones and three woredas. These zones are East Shoa and Ars i 

zones; and the woreda's are AdamiTu llu , Dugda(both of them are found in East Shoal and 

Ziway Dugda woreda(which is I(llilld in Arsi zone). 

To be more specific, the community res ides on the islands of Lake Ziway which is 160 km 

south east of Addis Ababa on the main road to Awasa, the surrounding peasant assoc iation 

kebeles. Ziway and Meki tOlVns. The tive islands arc Geli la , Debrcsina (both of them arc 

found in cast Shoa, Adam i Tulu woreda), Debretsion (Tu lugudo).Famat(f'unduro) and 

Aysut(Tsedecha) (which arc Illund in Ziway Dugda woreda ;i\rsi zone). l3esides, the kebdes ' 

this community settled and thi s study covered are Bochesa kebele which is found in Adami 

Tu lu woreda; Mekdela which is fo und in Dugda woreda. The towns thi s study included are 

Ziway and Meki towns. Even though there is no documented data on fertility and fam il y 

planning status of the community, the zones and woreda's where the comm unity sett led have 

hi gh ferti lity rate . According to the Central Statistics report of the 1994 popu lation and 

housing census, tota l fert il ity for Arsi zone is 6. 1 and 5.3 for east Shoa zone. 130th zones have 

above total fertility rate of the region which is 4.9 children per woman in rural area . 

Rega rding the two urban areas, Ziway and Meki town where the community settled constitute 

total fertility rate of2.9 and 3.9 respecti vely (CSA, 1996). 

Rega rding provision of fam ily planning service in the communi ty, aga in there is no we ll 

doc umented evidence. However, at zonnl leve l the statistics obtained from the reg ional hea lth 

bureau indicate that Arsi zone achi eved only 38.3% of it's target and East Shoa ach ieved 49% 

of it 's target plan in 2000 Eth iop ian fi sca l year in add ress ing fam il y planning serv ice in thei r 
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zone (Oromia Regional Health Bureau,2008) . But the report failed to describe In ru ral 

kebc lc, town and worcda le ve l distribu tion. 

As far as re li gion of the soc iety is concerned, almost the majority of the soc iety is Orthodox 

and few of them are other type of Ch ristian. 

Like other areas of the country, the Zay community is among the highl y afleeteu area by high 

population growth. This over population affected the commun ity members before the 

beginning of 20 th century{l'au l Henze, 1989). As described in Tesfaye (2000 E.C) and Paul 

Henze(200 1), thi s high rate of population growth obliged the Zay community to leave the ir 

mother land islands and lives in the nearby peasant assoc iat ion kebcles' as of I 960s. 

But regarding fertility rates and related reproductive hea lth issues we ll documen ted sources 

arc Ilot uvuilable to take actiolls in reproductive hea lth malters. f1esides, it is the area und 

community were considered as isolated for about th ree hundred years (Henze, 1989) and we ll 

compiled research has not been done so far. 

1.2. Statement of the problem 

There has been a long standing (';O Il C!.: rJl in the social sc iences vv'ilh the study of fertility. 

Accordingly, sc ientists cume up with dilTe rent determining 1~lcturs in fertilit y regulu tiun 

Illcchan isms. 

As stated in earl ier section, in reccnt years there is decreasing tendency among couples to 

have more children in developed and developing cou ntri es. The desi re to bear additiona l 

chi Idren could be attributed to so many factors. HOlVever, it varies from country to country, 

region to reg ion and com munity to community. So, it is difficult to conclude one area 's 

facto r as the major cause fo r fertility behavior of individuals in other settlement area. Besides, 
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such issues can not be addressed in one study. Rather they need continues investigation in the 

area. 

When we come to the case of contraception 's in community level , it could serve as not on ly a 

means to control fertility but also a means to improve the health of women, children, and 

families as a wholc. Even though the truth is thi s, it 's coveragc to the national as well as 

regional level is very low in Ethiopia. I'or this, concerted efforts have becn on by the 

concerned organizations to addrcss thc issuc of unmct nced for family planning (MOI-I/WHO, 

2003) . . I'or example, in Oromia regi on in 2000 E.C fiscal year the acceptance rate of family 

planning increased from 27% to 37.7% which is the maximum incremcnt during the past 

couples of years. However, there are still remarkable achievement gaps among zones 

(Oromia RcgionalHealth Burcau, 20IlS) . 

The Ethiopian Demographic and Hea lth Survey (EDHS)(2005) has shown that a third of 

women surveyed do not wa nt any more children, 36 percent of women expressed a desire to 

space their next birth by at least two yea rs and another 22 percent wanted child soon. This 

indicates as the majority of women in reproductive age group are not in need of ch ildren 

soon. Yet, EDHS failed to present the contraceptive behavior at zonal and woreda leve l. 

Researches in the family planning area indicate that the gap is not in attitude or knowledge 

area; rather, the problem is in practice area. So. what happens at the community leve l and 

involvement orthe community in f'amily planning can make a dif'ference (Wayne& Shannon, 

1984). One's the problems associated with practicing elements are identified at comm unity 

level , it paths the way to take action and design family planning programs in the manner to 

sati sfy the needs of the soc iety. Based on thi s assumption, this study is intended to be 

conducted on major factors and elements associated with contraceptive lise behavior of 

community at large and individuals in particular. Hence, thc present study will analyze both 
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married females and males contracepti ve usage and associated factors in one selected 

community in Oromia regional state, namely Zay community. The focus IS on soc io-

demographic and other factors associated with contracept ive use. 

1.3. Objectives 

The overall objective of thi s study was to invest igate major factors associated with 

contraceptive use among married Zay community members. 

The Specific objectives of the study are: 

• To identify socio-demographic factors assoc iated with contraceptive use among 

married women and men, 

• To examine the association of access ibility of cont raceptive methods and 

contraceptive use 

• To find out if there is signilic;Jnl difference hetween contracept ive users and non use rs 

on various factors like val ue of children, couples commun ication, concepts about 

contraceptives and perception towards co unse ling. 

• To recommend some practical means to reduce family size and promotion of family 

planning. 

To this end, this study tried to answer the following questions. 

What are the socio-demographic va riables that affect contraceptive use? 

Does availability/accessibi lity of contraceptive methods affect contraccptive usc? 

Do contmceptive users and con traceptive non uscrs signiiicantl y dil'lcr on the var ious factors 

like value of children, couples communicati on, concepts about con traceptives and perception 

toward counsel ing '! 
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1.4. Significance of the Study 

The need fo r a balance between resources and population size assumes the need fo r se lf-

suffic iency with in a parti cul ar populati on. To achieve this balance, it is necessa ry to regu late 
i , 

fe rtility behavior. Nowadays, government and internat ional agencies are hi gh ly concerned 

about addressing the issue of reprod ucti ve hea lth in di fferent parts of the country through 

different means. For instance, successful expe riences have been ga ined in Jimma, and North 

and South Gonder Zones by involv ing the community in address ing contraceptives and 
, 
~ family planning services to the hard-to reach rural communities (Korra 11 ., 1997; Getnet M. , 

I 
'/ 2000). In line with add ress ing the sc rvicc at community level, it is neccssary to fi nd out 

-I , significant fac tors that contribute far fertil ity behavior and contraceptive behavior of 
j , 
, indiv iduals in the community to take appropriate act ion at di ffe rent part of the country. 
~ 

i Uecause, the reasons 1'01' changes in birth rates are diJ'iicult to determine and the availability 
! 

of contraception is on ly one of a number of interacting factors (Loudon, 1985). As Loudon 

added, availability of contraception plays signifi calll role in regulating fe rti lity. However, 

adequate services to contro l fert ili ty are not avail able in the majority of deve lopi ng countries. 

'. Even there are lots of problems to use the ex isting methods. I'lence. it is necessary to assess 

the fac tors assoc iated with contraceptive use at comm unity leve l. Thereforc, this study is 

important fo r the fo llowing reasons. 

I. It provides useful and up-to-date information for future programs that can be 

f. 

developed to regulate fert ili ty rate in the area. 

2. It may give pert inent information to Government organ izations and no n-government 

organizations concerning signilicant lilctors that iniluence contrace pti ve practice. 

3. It provides information to those who are involved in fam ily planni ng programs in the 

area; particularly fo r those who would like to carry Oll t hu ma nitarian act ivity. 
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Additional ly, it will serve as a source for other researchers to conduct such type of 

research in the area . 

1.5. Scope of the Study 

Research on family planning requires a wide scale study on diffcrent groups, le vels, and arca 

of the country. However, focusing at community level helps to design appropriate 

intervention mechanism to cascadc at wider scale of it 's good practice. l3esides, it is more 

manageable to carryout a research in specific area and community which have common 

psychological make-up. According ly, thi s research is delimited to one selected community in 

Oram ia region, namely l ay Community. 

When we come to the theme of the research, according to UNFPA(2000), reprodu cti ve health 

has five components. Among them, this research focuses only on family planning 

particularly, contraceptive usc duc to it 's relation to counseling. l3esides, due to different 

reasons, this research incorporated only information of beneficiari es but not health 

profess ionals' response. 

1.6. Operational Definition 

Family planning: means the use of contraception to regulate birth rates. 

l ay community: In this study lay Community members are those communities found tn 

Zeway and Meki town, Hochessa and Mekdela kebeles and Islands or Lake l eway. 

Contraceptive Methods: refers to different methods appropriate for preventing fertility 

in a temporary or reversible way. 

Contraceptive use: Applicat ion of diffe rent contraceptive methods to avoid 

pregnancy during thcir marriage peri od for the last one yca r. 

10 
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CHAPTER TWO 

2. REVIEW OF RELATED LITERATURE 

In this section, different factors and research findings related with contracepti ve use were 

critically analyzed and presented as follow. 

2.1. Socio-demographic variables and contraceptive usc 

Among various factors that innuence contraceptive use number of li ving Children is one 

factor. As explained by Habimana (1984) African women wish to have li ve or more children. 

The justifications are in the case of hi gh mortality out of large numbers of births, only a small 

number survives; the child strengthens the family group economically and socia lly and 

ensures its survival. Besides, the child eases the burden of the work done by women. 

Moreover, the woman ensures her fertility and responds to the pressure of the soc iety by 

giving much birth. Habimana added that in general the African women wishes to have as 

many children as she can wishes to have and so that some will survive. Therefore, the ir 

intention to use contraceptive methods to delay or space pregnancy is low. 

In contrary to African women to bear child , other culture 's women's need to have additional 

children depends on different lac tors. ror example, the research result in Iran by Good, Farr, 

and J.Good (1980) indicated that number of living children varies inversely with income, 

education, ownership of modern items, and occupational group. But its degree va ri es in urban 

and rural sett ings. 

On the other hand Razzaque as cited in l3iniam (2007) indicated that mean desi red family 

size increase with the number of' li ving children. This implies that contracepti ve use 01' 

women is determined by number of living ch ildren . According to the above statement, those 

who have large desired family will have a large number of family and their intention or 
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experience about contraceptive use is determined. However, th ose families whose living 

children exceed their ideal number of children motivate to use contraception twice as those 

who had not yet reached their ideal number(Razzaque as cited in Biniam ,2007). ln Morocco, 

contraceptive use was J 3% among women with no children and 57% among women with 

four or more children (Althaus F., J 997).This research finding implies that as the number of 

living children increases, intention to use contraceptive methods also increase. Moreover, a 

study conducted in Pakistan revea led that there is a direct association between the number of 

living children and the usc of contraception, and contraception use increases with an increase 

in the number of living children, and in the number of living sons, linearly(Farooq ui M, 

19(0) . 

Furthermore, living number of children indirectly affects fertility behaviour and desired 

family size. For example, one study carried out in Turkey revealed that contraceptive was 

more likely not used among you nger couples than in the oldest age-groups. and was 

positively associated wi th number of living children (Andrzej Kulczycki, 2008). Accordingly 

as number of living children increases, contraceptive use also increase. Moreover, Kulczyck 

suggested that couples who both wanted more than three children, and couples in which on ly 

the wife wanted three or fewer, had lower odds of using a method than did couples in which 

both spouses wanted three or fewer children. 

In the case of Ethiopia, EDHS (2005) revealed that living number and ever born children rise 

monotonically with increasing age of women. Besides, the report revealed that as the number 

of children increases, their desire to limit childbearing increases. This means their intention to 

use contraceptive use increase. However, in this finding contraception lise of women does not 

affected by number of living children. Instead, it is affected by age; and accordingly yo unger 

females use family planning than older ones . 

12 
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In addition to number of living children, there is a debate as there is Gender Difference in 

contrace pt ion use. As stated in Kille (1999) var ious research resu lts argue lor abo ut gender 

reproduct ive dec ision making and con tracepti ve usc difference. For instance, a research 

conducted by Emberstdt as cited in Ki ll e states that women consistentl y desire smaller 

families than do their husbands. In similar manner, the finding of Isiug, Abanihe( 1994) and 

Sul va( 199 1) revealed that in develop ing nations men genera lly dcsirc large fam il ies than do 

their wivcs. Thc UN (200 I) report conducted in different regions of the world, like West 

Africa, come up with similar finding and suggest that men wants large fam il y size than 

women. Additionally, the find ing of Bankole and Singh (1998) shows that men want more 

children than women and al so that men make ultimate decisions about the usc of 

contracept ives and size of the family. Similar study by Reed, Fred, McHroom, and Wil liam 

(1986) in America suggest that men are more li ke ly to towards ferti lity while women 

become less so. These results are in part due to differential values regarding marriage and the 

famil y. 

In contrast to the above research finding, Cain as cited in Mason and Taji(1987)has indicated 

that there is greater desire fo r more children among women than men. As it is stated, the 

reason for such difference might be attributed for physio logica l difference, costs and benefits 

of children (K ille, 1999).The above research findings implicitl y suggest that there is gender 

difference regarding desired famil y. Consequentl y intentions to use or expe rience of using 

contraceptives vary in the same manner. 

In a mediatory way some fertility determination theories indicate that there arc plausible 

reasons for expect ing simi lar fertili ty desires among womcn and men, greater des ires among 

women, and greater desires among men in pre-transition settings. Most theori es agree, 

'. however, that soc ial, econom ic, or demographic modernization should red uce any prc-
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existing differences. Studies Statistics show, on average, only small differences between 

women's and men's family size desires, with women wanting more children than men in some 

studies and wanting fewer in others. Thus, claims that women consistently want fewer or 

more children than men appear to be incorrect. In high-fertility settings. however. there is 

some tendency for women to express the desire to cease childbearing more frequently than 

men do (Mason, Karen 0., Taj and Anju M, 1987).for instance, one study conducted in 

! Turkey revealed that wives and husbands had similar preferences regarding ideal tiunily size, 
'J 

with high proportions (84% and 82%, respectively) wanting three or fewer children (Andrzej 

Kulczycki, 2008). Just like the experience of Turkey, the desire and ideal family size in Egypt 

is moderate with slightly larger for husbands (Mayone, Sayed, Avery, and fridman, 1998). 

I Oppenheim Mason(2000) research result of five countries in Asia suggest that gender context 

,I 
has little net effect on couples' concordance, but influences the relative weight of husbands' 

and wives' preferences in determining contraceptive use. In a similar manner. Andrzej 

Kulczycki(2008) revealed that husband-wife inconsistencies were primarily attributable to 

the wife wanting fewer children than her husband would likc . 

r-inally, Andrzej Kulezyeki(2008) research reports of contraceptive method usc indicated 

that there is slightly lower contraceptive use among husbands than among wives (68% vs. 

72%), but the level of agreement suggests moderate concurrence beyond chance in Turkey. 

To conclude, these research tindings suggest that gender difference in desired tilillily and 

contraceptive use vary from region to region and country to country. So, it requires further 

investigation. 

In Ethiopian case, the result of EDHS (2005) indicated that majority of both sexes want no 

more child to have. However, men desire more children than women. In a similar manner, a 

study conducted in Tigray by Gebrekidan (2002) revealed that there is signiticant difference 
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in desired famil y size between males and fe males showing men needs higher proportion for 

desire of many children. Implicitly, these explanations depict that the desire to use 

contraceptives among men is low. Besides, it needs further investigation. 

Concerning gender difference in this study area (Zay community) on contraceptive use, there 

is no documented materi als that explain the ex isting situation. But fi·om experience male 

dominancc and decision ma ki ng is highc r in the area in many aspects like other part of 

Ethiopia. 

In addition to the above variab les, Age at first Marriage has signi licant influence on 

Contraceptive Use. However, it varies from country to country, region to region and 

educational level of' individuals (Murthy, 1968). 

It can be explained that the more a woman marries late r, the more confidence she has, the 

more she will be ab le to communicatc about her needs, about sex, and her feelings even in 

cu ltures where such communication is considered taboo. 

Inorder to substantiatc the above assumption, research carried out at different part of the 

world were analyzed. One study conducted in India by Reddy (1986) found that there is an 

in ve rse relat ionship between age at li rst marriage and contraceptive use. Accordingly, as age 

of first marriage increases, li ve birth dec reases and thei r in tention to use contraceptives 

decrease. Similar finding in Latin America states th ose girl s who marry ear ly bears many 

children, and those who marry late bear fewer children (Monsted and J'arveen, 1978; 

Mahadevan, Reddy and Na idu, 1986).ln contrary, the fi nding of' Mahadevan, K.and Sumanga 

(1987) confi rms that a higher age at first marriage, a decline in infant mortality, an extensive 

family planning infrastructure and the widespread use of contraceptive methods. This can be 

done because, the individua ls can develop/mature in the manner to express their needs and 

communi cate very well with their pa rtner. 
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A similar pattern was nuted bctwccn agc at first mtllTlagc and contraccpt ive nsc In 

Bangladesh. Age at first marriage was fOllnd to be the most important variable explaining 

fertility behavior and contraccptive lise .Accordingl y. those married IInder the age of 15 years 

had an average of 4.22 child ren compared to 1.77 among those who married at 20-21 years of 

age and 2.65 among those marrying at age 22 years or above. Contracept ive use increased 

from II % among women marricd below the agc of 15 years to 32% among thosc who 

married at agl! 22 yea rs Dr abovt,;(Cl!iuu.lhury R,IC)H4).ln a sim ilar millltH..:r. I'l'scarch I"l!SIIIt in 

Pakistan shuw titat, althuugh Icmalc age at first marriage has becn gradually rising. women in 

unions married at younger ages and were less likely to use modern contraceptive methods 

(Hussain R, Bittles A.H., 1999) . 

Age at first marriage In influencing the li se of contraceptives and fertility regu lation, the 

experience of Ethiopia ind icated that among women aged 25 -49 during interview 66% or 

them married by age 18 and 79% married by age 20. The median age at first marriage among 

""men (lge 25-49 during interview date is 16.1 yea rs . However the proportion of women 

married by age 15 has decreascd fro m 38% among women age 49-49 to 13% among women 

agc 15-19(EDHS, 2005) . However ED HS repOit didn't indicate the associat ion age at first 

marriage has with fcrtility desirc and contraceptive hehavior of respondents. 

The other influential factor in contracept ive usc is educational attainment of individuals. As it 

can be expected, an exposure to formal education contributes a lot in reducing fertility rates. 

However different studies at different times in different coun tri es have come up with 

contradictory results. Accordingly. sOl11e says it has significant contribution whe re as others 

said it has no effect. Let us di scuss some arguments on the el'fect 01' education on 

contraceptive usc. 
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As described by Castro and Jejeebhoy (1995) contracept ive use in deve loping countries are 

associated with various markers of socioeconomic status, most prominent of which is 

education. They further indica ted that the existence of we ll documented link between female 

educati onal attainment plays an important role in development of fami ly planning policies in 

lower income countries. This statement sign ifies the role of education in promoting small 

I(unily size and Ihe use 01" contmecpt ion. Ed ucati on clllcrged as the variable Illost strongly 

corre lated with contraceptive use ranged fro m 8% among those with no educat ion to 42% 

among wOlllen with a secondary educati on or above in Bangladesh (Chaudhury R, 1984). 

Another study ca rri ed out in China suggcsts that the most sign ificant variables affecting 

fertility and contraceptive behavior are ed ucation and income among socioeconomic 

variables (Jiang, Zhenghua, 1986). That is parents with more education may have a 

comparat ive advantage in producing we ll educated children and subsequently subst itute large 

family size with it. 

In some countries even though the rate vary, it is high even among illiterate groups. For 

example. contracept ive li se was 45%) among women w ith no education and 66%, among 

wOlllcn with a secondary or highcr educa ti on in Morocco (A lthaus F. 1997).Th is suggests as 

educat ion can make a difference in con traceptive behavior of individuals. 

Additional study conducted by Mary Jo. Farr and Good( 1980) in north western Iran indicated 

that women with greater educat ional attainment are apt to have more idea of fam il y planning 

methods and can be able to usc them to cont rol their family size. In addition to thi s. the study 

revea led that higher educat ion leads wOlllen to marry latcr and such womcn arc less apt to be 

contented with large families. The effect of women's cducation on fertility was proved to be 

greater in the settin gs with more lilmily planning inputs than in the settings with less inputs of 

family planning [and] the clTect of soc iocconomic devclopment on ferti lity is greater among 
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less-privileged women than among more-privileged women in Korean society (Kim. Ik 

Ki, 1987).Another study carri ed out in Columbia indicated that women with no education 

have three and/o r more children than do women with secondary schooling (Prada 

et.a l, 1986).lmpl ici tly, this finding suggests that those women with better educational 

opportunity are in a better pos ition to plan their family size through different means. 

In contrary to the abovc findings some study results in some countri es indicated that 

educat ional attainment and r' 1I11ily size has positive co rrelation result. 1'0 1' instance, one study 

conducted in rural Bangladesh by Stoeckel and Chowdhury (1980) come-up with the finding 

that women 's with highcr cducation and marry husbands of lower educational level has 

higher chi ld ren than th ose of higher educat iona l state of husbands. From thi s one might 

conclude that not only lemales cducation but malcs education matters in lamily sizc. 

The experience of Ethiopia is the same with that of other countries. The result of EDHS 

(2005) ind icated that level of fertility is inverse ly related to women's educational attainment. 

i.e., it decreases rapidly from 6. 1 ch ildren among women with no education to 2.0 children 

among women who have at Icast some secondary education. Alier say ing thi s about 

association of educatioll and I~rlilily I':Ilc, Ihe report also added allllul Ihe relationship of 

educational level and contraceptive usc. As revea led in the report, cu rrent usc of 

contraceptive is fivefold among secondary and above than those womcn with no education. In 

similar manner, research lindings at different places of the country come up with similar 

findings. According ly, these resea rchers sa id that fertilit y preferences and contraceptive use 

have significant relationship and alTeeted by educat ional attainment (Murad, 2006 ; Negussie, 

2006; Worku ,1997, Tamiru, 2007). 

However, the finding of Alcill seged (1989) revealed that there is little fertilit y difTerence and 

contraceptive usc between the illiterate and those who attendcd forillal cducillion. This 
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variati on and insignifi cant effect of education might be attributed to passage o r time where 

famil y planning and famil y life educati on has not get due attention. 

When we come to Zay Commun ity, even though there are no doc umented materials that 

dep ict contracept ive behavior and mechanisms they use to avoid or de lay unwanted 

pregnancy, the Zay people are part ly dependent on medicinal plants lo r the treatment and/or 

control of human and livestock ai lments (Mirutse Giday, Zemede Asfaw, Thomas Elmqvist 

and Zerihun Woldu, 2002). Similar Study conducted by Haileab Zegeye, Dcmel Teketay, 

Ensermu Kelbessa(2006) ind icated that the island commlillities are highly dependent on the 

natural vegetation for various purposes. What signifies the reality of the above findings is that 

in the rural areas where the commun ity settled, absence of appro priate hea lth center run by 

government and Non government orga ni zations might ob li ge them to depend on natu ral 

vegetation for medica l purposes. Therefore, it is diffi cult to conc lude effect of educat ion on 

contraceptive behavior of such c«(,nmunity. 

Scholars argue that in many situations contraceptive usc is afrected by rdigious attendance or 

individual. Because, all reli gion prohibit the use of contraceptive by citing their holly books 

man uscripts. But different findings come up with contradictory results regarding the impact 

of rel igious service attendance on contraceptive use. As indicated by Jenn ifer M. (2006) and 

her assoc iates, stronger fam ily reli gios ity does not translate into improved contrace pti ve use. 

However, they indicated that frequent parenta l reli gious attendance and lamily re lig ious 

activities are related to later tim ing of sexual initiation, high lighting an im portant dimension 

of fami ly environments that can help improve reproductive hea lth outcomes tor children. 

Another study carried out in Canada indicated that while the role of religious affi liation in 

determ ining child bearing decis ions has weakened, church attendancc is considered as an 

influential determinant of Canadian ferti li ty in I 984(Balakrishnan T. and Chen 1. , 1993). In 

19 



, 
I 
l 

, 
I , 

I , 

I 
~ 

the same manner cons istent find ing was obta ined with thi s study by Ke lly Martin and Zheng 

Wu (2000) suggesting that contracepti ve use decreases with religious attendance. They 

further added that while contraceptive practice did not vary much according to religious 

denomination, prevalence was highest among people with no rel igious affil iation. Further. 

between 1984 and 1995, the rate of contraceptive use declined in all religious groups, as well 

as at all levels of church attendance. 

The study carried out in Jamaica by CDC (2004) also revealed that contraccpt ivc usc also 

tended to decline as frequency of attendance at religious services increased. In Bangladesh, a 

study conducted by Nashid Kamal (1994) found that Women who are less rel igious have a 

higher (43 per cent) probability of being an acceptor compared with those who are strictly 

relig ious. Women who consider themse lves average in terms of rel igios ity do not differ from 

thei r more religious counterparts. He added that in a predominantly Muslim society like 

Bangladesh, this differential is not at all surpri si ng. 

However, in contrary to the above findings, a study in United States come up with the finding 

suggesting that the connection between religiosity and contracept ive use is not 

clear(www.teenpregnanvy.org). Similarly, another study conducted in Bangladesh indicated 

that religious attendance and work experience of women arc found to have little encct on 

contraceptive lise (Ahmed T, Rhll ya n M" 1993). Moreover, a study as cited in Whitehead, B., 

Wi Ieox, B.L.. Rostosky. Randall, 13., and Wright, (200 I )by Ze lnik and col leagues (1981) 

showed that while hi gher re ligiosity pred icted later initiat io n or and less fi'eq uen t intercourse, 

it was not related to contracepti ve use or pregnancy rates. Like the above finding , another 

study as cited in their analysis National Longitudinal Study of Adolescent Health found no 

assoc iation between contraceptive use and religiosity (Bearman and BrUckner, 200 I). As they 

compi led, there is mixed finding in the area by stat ing that reli gion attendance decreased 

contraceptive li se for females and increased use for males. Similar ly, one st udy conducted on 
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religious Jewish contraceptive users III Israe l ind icated that the contracept ive choices or 

re ligious women are determined large ly by considerations unrelated to religious doc trine. 

Rather combination 01' lactors, including the suitability orspecilic methods to lertility contro l 

needs, peer influences, and other cultural effects, appear to modify the acceptance and 

application or a particular religious theology (Barbara S., 2000). Moreover, Bcrnhaart and 

others (1990) remarked that reli gious beliefs are wide ly perceived and practiced in 
; 
) 

" 
l3angladesh, but there was no association between contraceptive use and devoutness. 

However, that study was lim ited because of its small sample size. 

What can be understood from these findings is that the area needs further explorati on. 

Even those there is no well documented evidence on the relationship between religiosity and 

contraceptive use of Zay community, almost all or majority of the settl ers on Island and 

mainland are foll owers or the Hhiopian Orthodox Chri stianity (Ronny Meyer. 2005: Paul 

Henze, 2001; Leslau Wolf, 1999; Pau l IIenze, 1989). 

Ruml Urban Ditl'crence in Contraceptive usc is another area that draws the attention of 

researchers. Zay community members res ide in urban and rural area. As can be expected, 

residentia l differences have great impact on contraceptive use. Accordingly. those or urban 

settler are better users of contraceptives than rural settlers. Because, family planning services 

in urban areas are perceived as more access ible (Tey Nai Peng and Abdurahaman I, 1981). In 

Morocco, contraceptive use occurred among 50% of women. 74% had ever used. Urban use 

was 64% and rural usc was 39%. (Althaus F. 1997).Thi s indicates there is residential 

difference in contraceptive usc. However. the stud y carried out by Khalida P. Zak i and Nan 

E. Johnson (1992) in Pak istan revealed that th ere is no ru ra l-urban gap in contracept ion for 

spacing purposes by literate women . Tilu s, the rural-urban gap in contracepti ve prevalence 

would vanish more qui ck ly ir the nationa l Illlnily-planning progralll emphasized 
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con traceptivc mcthods suitable to spacing births. Another study conuucteJ in llanglaucsh by 

Ahmed T. Bhuyan M.( 1993) ind icated that, contraceptive use has no sign ificant variation 

between rural urban regions. 

When we assess the experience of Ethiopia, there is great variation in contraceptive use 

between urban and rural dwellers (EDI'IS , 2005). Accordingly, current use is four times 

higher in urban than in rural areas. Can thi s variation hold true lor Zay community'! 

2.2. The Effect of Contraceptive Methods Access on Contraceptive Usc 

A good family-planning prog ram will ensure that beneficiaries have access to contraception 

and that they can raise healthy. happy families when they choose to do so. Improving access 

to birth control is the forcfront of evcry concerned body's efforts to prevcnt uni ntended 

pregnancy. 

It is widely accepted that family planning services are essential to fertility decline. The 

proximate determinant of ongoing fertility decline in the deve loping world has been the 

widespread adoption of contraception. Previous studies have shown that thc availability and 

accessibility of family planning services is an important determinant of contraceptive use 

(Nguyen and Dang, 2002) . 

Tlwy lind Ihat uccessibility WlIS pusi tively assuciuted with cuntraceplive lise luI' several 

subgroups of women. The result shows that, women aged 25-34. those with more education. 

and those with at lcast three children werc more likely to use a modern method when services 

were access ible. Accessibility was negati ve ly assoc iated with non use of modern methods 

and with current use of traditionalmcthods. 

Accord ing to Nguyen and Dang (2002) in Vietnam, obtaining contraceptives has been shown 

to be an important factor in the success of family planning programs. In th is finding the 
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perceived avai lability of contracept ive methods was strongly affecting contraceptive use of 

beneficiaries. Their finding further showed that ready access to any source of family planning 

significantly reduced nonuse of modern methods and current use of traditiona l methods. 

What can be concluded is that increased availability of contraceptive methods and 

information cou ld increase use of lillnily planning in the stuuy area. Anothe r stuuy by 

Vernon-Carter (1982) in Egypt explained that the cost of contraception variables influence 

more strongly contraceptive practice variables such as ever, current, and intended future 

contraceptive usc. In a similar manner, in Nepal, the Contraceptive Prevalence Survey data 

of 1981 indicated that an inverse relationship exists between the prevalence of contraceptive 

use and travel time to an out let. The study indicated that unfortunately, a majority of 

contraceptive users in Nepal need more than I hour to reach an outlet. In thi s study, the 

effects of education and place of residence on contraceptive usc become wcaker when the 

analysis is confined to women who have access to an out let within 30 minutes travel time 

(Tu ladhar, 1987). In Bangladesh. a resea rch conducted by Ann Lev in , Bruce Caldwel l and 

Barkat-e Khuda(1999), revealed that couples were less li kely to use contracept ion or choose 

methods if the travel time to fixed clin ics was greater than 30 min utes. 

In contrast. there are areas were access ibi lity of methods is not problematic to use. Rather the 

way service providers accept and treat the beneficiaries is a major worry. For instance, in 

Mali , young women suggested that access to modern methods was not a problem (Castle S., 

2003), but health services were considered inaccess ible in most of the studies and they had 

significant fears of recciving a negative reception from clinic sta fr. 

In a similar way a study conducted in rural Tanzania on 233 respondents indicate that the 

perceptive quality of famil y planning facility was a more important determinant of 

, 
• I contraceptive usc than acccssibility mcasures In communities with a facilit y with in 30 
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kilometer (Mroz. Bollen, Speizer, and Mancini, 1999).As they indicated. in addit ion to 

quality of servi ce in the cl ini c. factors like tim e. distance, accessibi lity. or quality were 

significantly related to contraceptive use. 

In another study perceived and actua l measures of access did not show different effects and 

the evidence was also inconclusive on whether the choice of independent variables - travel 

time, distance to source, access to personnel, density of sources and costs - influences the 

results. It is emphas ized that differences in travel time or distance to an outlet may not be as 

important an influence on contraceptive use once a population has reached a thresho ld leve l 

of access(Cochranc, S. f-I.and Gibney, L ,2(06). 

When we ana lyze accessibility of contraceptive mcthods si tuation in Eth iop ian, there is no 

well documented materials that rcveal the distance and time it takes for cl ients to get the 

service. However, one study done at rural married womcn in Amham region indicatcd that 

2S% of respondents ind icated as the access of methods is not conven ient to usc. But the 

majority said the mcthods arc easi ly available to them. According to thi s finding, it is couples 

communication than availability matters. This research could be done in the area were famil y 

planning clinic is available in near to the beneficiaries. What this finding added is 

contracepti ve prevalence is higher among urban than rural cOllnter parts in the study area 

(flizualem. 200S). In JODI IS (200S) statement, element that lI sed to measlire availability of 

methods are lack of access/too far, cost too much, and method not available. As indicated in 

the report thcse elements accollnt only 4.S% for discontinuation of cont racept ivcs among 

users. What th is indicates is availability indicators suggest as availability is not a major 

problem. [lut both findings t"ikd to explai n availability from the distance and time it takes to 

get the service in objective Illanner. When we ana lyze this situation in Zay community, again 

there is no documented materia l. [lut the distancc it takes to get the serv ice can bc guessed. 
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2.3. The Value of Children and Contraceptive Use 

Different va lues are att ributed to the child in different socioeconomic contexts, and these 

va lues are differentially re lated to the outcome vari able of child bearin g. 

As stated in Kagitcibasi (1996), several va lues attributed to children by pa rents cou ld be 

grouped under three main va lue types: utilitarian, psychologica l, and social values. 

Kagitcibasi added that uti litarian va lues have to do basically wi th the economic-material 

benefits of children. Of spec ial sign ifi cance there is the old-age security ad ult offspring 

provide to their elderly parents. Psychological values have to do with such sat isfactions as the 

joy, pride, love, and companionship that children provide to their parents. And social va lues 

of children refer to general socia l acceptance that marri ed adu lts ga in when they have 

children, in the scnse that cspecially in traditional society people arc considered to be ad ul ts 

whell they have children, Ilot necessari ly when they get married . Cont in uation of the fam ily 

name or family line is also a socia l value of children. 

A comparative analys is of data li'OIll cight countries on val uc of childrcn by Ergoyen (1997), 

fo und that women with five or more children and not using contraceptive methods stressed 

the economic value of children more than women with two or fewer children using 

contraceptive methods. 

Low woman statu s, strong econom ic va lue of children, and strong son preference is also 

assoc iated wi th high fert ility. In this sense, fa mil y dynamics and functioning are close ly 

interwoven with orientations toward children, va lue of childrcn, fcrtility, and gcnder ro les 

(Kagitcibas i, 1996). From this one could understand that. in those communities like Ethiopia 

where value of children is high, contracepti ve use and inten tion to use are expected to be low. 

As a result ferti lity rate is high. 
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In addition, in urban and rural areas of Egypt observed that the va lue of children variables 

have a comparatively stronger effect upon reproductive idea ls (desire fo r addit ional ch ildren 

and ideal family size), whereas the cost of contraception variables inn uence more strongly 

than contracepti ve practice variab les (such as eve r. current. and intended future contraceptive 

use) (Vernon-Carter R. 1982). What this implicitly tells us is that the va lue the soc iety gives 

for children determines ones cont raceptive practice. 

However, the study carricd out by Tolnay, Mehryar and Jamshidi ( 1980) fo und that the 

perceived value of children appears unimportant, negligible in fertility and contraceptive use, 

and only showing a slight positive relationship bctween expected reliancc on children lor 

support in old age and the number of children ever born. 

2.4. The Role of communication among Couples on Contraceptive Use 

Communication between couples on family planning is more sensitive. It needs 

confidentiality because; it deals with very pri vate matters that in vo lve sexual behavior, 

children. and family relationsh ips (Rawson-Jones& Salkeld. 1992). Communication between 

husband and wile enabks the 111 to know each other's attitudes toward lil l11ily planning and 

usc of contraceptives. Morcovcr, it all ows them to voice their concerns about reproductive 

health issues. such as worri es about unwanted pregnancies or sexually transmitted di seases 

(STDS). Moreover, couple cOl11munication also encourages shared decision-making and an 

equal role fllr both sexes. 

Therefore, communication between couples is a key filctor in achieving correct and consistent 

use of contraceptive methods. Howevcr, in many communities, discussions about sexual 

matters are taboo for men as we ll as J()r women, and couples Illay be afraid to rai se the topic 

of contracepti on, especially at the beg in ning or marriage. Thus, in many soc ieties. fe w 

couples ever talk to each oth er about reprod ucti ve health issues (Nyblade, 1995). For such 
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fear, particularly in traditional cultures, married women do not feel free to talk about 

contraceptive methods with their husbands. A woman's education, economic situation, age 

and the type of marriage affect the husband- wife relationship (Rakhshani, Niknami and 

Moghaddam, 2005). 

The role of husband - wife communication in the adoption of contraceptive methods has been 

1 well documented (I3eckman, 1978; Mukherjee, 1975: Lasee and I3eckcr, 1997; Sharan and 

I 
Valente, 2002). The successful practice of contraception to a large extent depends upon the 

1 
spousa l communication regarding fertility desires and contraceptive choices. Although 

discuss ion between husband and wife about contraceptive use is not a precondition for the 

adoption of contraception, it 's abse nce may be an impediment to contraceptive use (NDHS, 

2006). The frequency of couple's discussion is positively related to contraceptive use in 

general and method choice and efiectiveness in particular (Bean et aI., 1983: Kasarda et aI., 

1986; Sakyi, 1992; Ullah & Chakraborty, 1993 ; Nyblade and Menken, 1993). Inter-spousa l 

communication has thus been considcred as a sensitive indicator , ,I' contraceptive use due to 

three important reasons (Srikantan, 1993). They are: (i) child I caring, instead of being a 

cultural imperative, has come within the scope of conscious choice for the communicating 

couples, (ii) women's role arc no more confined to child bearing and rearing among such 

couples, (iii) the wilC's preferences arc taken into account in making the couple's reproductive 

decisions. 

Among married couples, communication seems to improve contracepti ve use. One survey 

conducted in Kenya on 7,150 married women, found that 36 percent of couples who 

coml11u nicatcd li'equently about sex used con traception, cOl11p<lreci with only 12 percen t of 

women who did not cOllllllunica te with their spouses (Nyblade, 1995). 
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According to the finding of Widman Laura and her assoc iates (2006), more open 

communication about sex from both male and fem ale partners was associa ted with increased 

contraceptive use. Sim ilar slll dy on Yoruba tribes of Nigeria, indicated that spousal 

communication was found to affect contraceptive use: contraceptive use is higher among 

marital partners who di scll ss and take joint decisions on contraception (Fey ise tan , 2(00). 

Similarly, a study by Andrzcj Kulczycki (2008) in Turkey found that couples' contraccptive 

usc is positively associated with thc contraceptivc knowlcdgc of both spouscs, as we l1 as with 

"their approval of family planning, spousal "communication about family planning and 

husband-wife agreement regarding fertility preferences. 

In Ethiopian situation, different research findings come up with similar result regarding thc 

effect of couple ' s communication on contracept ive usc. According to Antigcgn (2008), high 

level of contraceptive usc is hi ghly correl ated with high Icvel of couples communication 

among rural married women. Similar study by Bizualem (2005) indicated that those couples 

who discuss about contrace ptive mcthods were better uscrs of contracepti vc methods. 

Similarl y, linding of Kill e (1999) among Guraghe comm unity and Mulu (1996) from Tigrean 

women subjccts also comc up with thc same rcsult. 

From these explanations one could understand that couples communication enhances 

contraceptive use. However its degree of influence differs from region to region and soc iety 

to society. 

2.5. Concepts about contnlccptivcs and its impact on usagc 

A misconception is a mistakcn interpretation of ideas or in fo rmation. If a misconccption is 

fil1ed with elaborate detail s and becomes a fancitlil story, thcll it acqu ires the characteri stics 

of a rumour. Unfortunately, such rumours or misconceptions regardi ng contracepti ve 
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methods are sometimes spread by hea lth workers who may be misin form ed about certain 

methods or who have re ligious or cultural be liefs pertain ing to famil y planning wh ich they 

allow to impact on their professional conduct (Hamani eLal, 2007). 

Frost. Singh and Finer (2004) have identified the follo wing misconceptions associated with 

cOl7lraceptives on study groups carried alit in United States. 'l'hese are: 

- Ilad infertility prob lems 

- Were breast feeding or had had a recent misca rriage 

- Stated that a hea lth care provider had told them they were unable to gel pregnant 

- fe lt that a condition, such as cndomctrios is or diabctes. put them at low risk for 

becoming pregnant 

- Thought their partner was sterile 

- Thought they were too old or too youn g to get pregnant 

They further added that lack of thought or preparation or "perce ived low risk for pregnancy" 

was the reason cited for unintended pregnancy in more than half of a stud y group of 1,429 

women. According to thi s study. women who responded that the reason was lack of thought or 

preparation stated they just were not thinking. were careless, or ru n out of their method but still 

had sex. 

Another case study conducted by Thorburn and Bogart (2005) on Afro Amer icans identified 

that many potential cu ltural altitudes could infl uence many husbands to be lieve that it is his 

wili: 's uUly lo bl:ar ~hil dn.: 11 or thaI only promisclious women lI SC cun tracepti ves. They could 
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lack knowledge or have misinll)rmation about contrace ptives. In addition ma les might afraid 

that contraceptives will harm women 's or cause them to become infertil e. The research 

finding carried out by Lynn Hea rton (2007), reveals that women do not end up with the best 

form of birth contro l for them due to fal se be lie fs and iCars. As I Jcarton indicated, 

contracept ion is of paramount importance to many women of all ages, but th ere are many 

myths and misconceptions circulating about how mcthods work and what thc sidc cffects arc. 

So it is imperative that each and every woman has the information, time and support to 

consider al l these issues and make her own informed choice. 

An attempt was made to compare misconception of contraceptive between users and 

nonusers. The result of these findings contradicts to each others. For instance research st udy 

conducted by Powell (2006) on modern contraceptive users and non use rs revealed that non 

modern contraceptive users cited more negative perceived barriers aga inst the use of modern 

contraceptives and preferred larger families than their counter parts of mode rn contracepti ve 

lIsers. From thi s one could conclude that misconception is higher among non users of modern 

1, 

I 
contraceptives. Hamani and hi s associates (2007) have found that the preva lence of incorrect 

beliefs was exceedingly high in the whole study group of users and non users and even 

relatively high among thc phys icians. In th eir study group, th e prevalcnce of incorrect beliefs 

IV,IS comparable bctIVeen comb ined ora l contracept ive pill users and non-users. regarding the 
• 

10 misconceptions investigated. The duration of ora l contraceptive pill use did not influence 

I ' 
I 
j 

the prevalence of misconceptions about the pill. Besides, age did not serve as a confounding 

factor for all misconceptions in their study. 

Low perception of ri sk ror pregnancy is another criti cal factor ill inilucllcillg altitudes abOlll 

contraception. An analysis of data from the 2000- 2002 Pregnancy Ri sk Assessment 

I 
I' 
! 

Monitoring System in United States revea led that 42 percell t or women who had an 

unintended pregnancy ending in birth be lieved that they could llot become pregnant at the 
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time of intercourse or that they, or their partners, were ste rile (Nett leman , Chung 1-1 , 

Brewer J, Ayoola A, and Reed P.,2(07). 

Another study undertaken by Costa and Chaloub ( 1992) in three cities or I3 razil revea ls that, a 

large number or women, both use rs and non-users, attribute negati ve characteri stics to oral 

l contraceptives. More than hal f believe that the oral contracepti ve is harmful , causes we ight 

I gain, headaches and dizziness, and is not an effective method. It was further stated that ora l 

I, 

1 
contraceptives cause cancer and are expensive. In their study Costa and Chaloub while there 

are also .pos itive views about the ora l contraceptive, their finding gives thc impression that on 

the whole, women believe that use of the oral contraceptive implies hardship and damage 

them . As an underl ying ractor, Costa and Chaloub ( 1992) att ri buted some or the negati ve 

attitudes towards the place where they are purchased and counsel ing se rv ices orrered to 

clients. They explained that the ora l contracepti ve are likely to be related to the ract that 

many women purchase the ora l contracept ive from the pharmacy without a prescri ption, and 

generally do not rece ive instruct ion on the use and characteristics or thi s method. Similar 

problems arc experienced by women who attend some public and private sector services 

where complete information or counse ling is not prov ided. 

2.6. Role of counseling in determining contraceptive use 

Counseling is one or the criti cal clement s in the prov ision orquality ramily planning servi ces. 

Through counse ling, providers help clients make and carry out their own choices abou t 

reproductive hea lth and lam ily plan ning. Good counsel ing leads to improved clie nt 

satisfacti on (Asfaw and Mckunncnt, undatcd). /I sal isfied client pro motes lum ily plann ing, 

returns when s/he needs to and continues to use a chosen method. 

In general and simplified term, counse ling could be explained as the facc-to-face, personal 

communicati on in which one person helps another to make decisions and thcn to act on them 
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(Nayak, 2004). In the context of family planning services, counse ling is a process, which 

helps a client to decide if slhe wunts to pract ice fam il y planning. If slhe does, counse ling 

helps her/him to choose a contracept ive method that is personally and med ically appropriate 

and that s/he wants. understands how to use, and is ab le to use correctly lor sa fe and effective 

contraceptive protection. 

j The sensitive nature of reproducti ve health/family planning requires that clients' right to 

1, 
I 

privacy, confidentiality, respect, und dign ity are always ensured (Pathfinder International, 

1 
1998). 

Cl ients are more li ke ly to be satisfied with services if all staff, not onl y the counselor, treats 

them with respect and tj·iendl iness. In turn, cl ient sat isfaction is assoc iated with improved 

use-effecti veness, contin uation and posit ive "word-of-mouth" reports (Delbanco T, Daley J. 

1996; Ley P .. 1982; Bongaarts .I. Watk ins S., 1996). Conversely. poor cli ent Provider 

Interaction is assoc iated with discontinuation and method failure. For example, research in 

Egypt found that client-centered vs . physic ian-centered consultations we re associated with a 
, 
I 

I 

three-fold higher level of both client satisfact ion and con tinual ion. even though the client-

centered sessions lasted onl y one minute longer (Abdel-Tawab, Nahla and D. Rater, 1996). In 

this study they identified that clients fee l more comfortable if assured that information wi ll be 

kept confident ial and if visual and auditory privacy is maintained dur ing counse ling and 

Fam ily Planning procedures. This con tribu tes to an atmosphere of trust in wh ich the cl ient 

and prov ider can explore emotiona l, sexuality or gender-related aspects of method choice. 

Providers should encourage clients to ask lollow-up questions about side effects or to clarify 

instructions. Body language that transmits warmth and interest (e .g. givi ng fu ll attention, 

smiling and nodding when the cli ent speaks) and a friendly tone of voice arc behaviors that 

enhance client provider interaction (WellS E, 1995). 
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According to Wells, another factor that innuences a woman's contracepti ve use is her level or 

sati sfacti on with her chosen method. Many women are dissatis fied with their contracept ive 

options. In his study, 38 percent or women chose their currentmelhod primarily because they 

did not like any other method. Nearly 40 percent of women were not sati sfied with their 

method for reasons such as red uced sexual pleasure. an tic ipated side effects. and worry about 

eficctiveness. The women who were not completely sati sfied with their method tended to 

have gaps in lISC and to li se methods incorrect ly or inconsistently, putting them at increased 

ri sk for unintended pregnancy. 

Another study carried out at the San Pao lo Hospital of Milan for 30 minutes counse ling 

intervention by Psychologists and gynaecologists found that knowledge, favorable attitudes 

and use of effective contraception increased significantly for the experimental group, whereas 

there was no significant change fell' the control group (Nobili, Piergrossi, Brusati, and Moja. 

undated). They concl ude that the counse ling interventi on was t(llllld to be efficacious in 

improving understanding and lISC of contraception in womcn who have undergone a 

termination of pregnancy. 

The other important ractor in contraceptive co unseling is time spent during servicc provision 

tim e. A survey conducted by the Assoc iation of Reproductive Ilea lth Profess ionals (ARI-IP) 

in United States in 1999 found that almost 70 percent of women spend fewer than 15 minutes 

with a clinician during vi sits f'or contraception. In a subsequent po ll conducted in 1998-99,40 

percent of obstetri cian/gynecologists responded that they did not havc adcquate time with 

their pat ients. 

Indeed, the 1989 rapid evaluation of Mother Child Health/ramily Planning se rvices III 

Zambia found that actual staff-client contact timc avcnlged (l nly onc to two minutes pCI' 

family planning acceptor (Mbomcna, 1995). Obvious ly, under these cond it ions, clients have 
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little opportunity to seek clarilication on the methods offered or engage in any meaningful 

interaction with the provider. Such limited time or interaction allow rew opportunities for 

meaningful interaction between providers and clients. 

Other studies in West Africa, China, and India suggest that women who recei ve more 

counseling or information at the initiation of use have lower rates or discontinuation than 

thosc who receive little eounseling.( Kravitz R, Lcigh J, Samuels S, et al,2003; Pariani S, 

Heer D, Van Arsdo M, 1991). These findings further suggest that pre-treatment and ongoing 

counseling about hormonal effects and possible side effects appears to be especially 

important. 

One study in African found that women who receive inadequate counse l ing about side effects 

are more likely to become Family Planning dropouts when they experience side effects, while 

those who are fully counseled on side effects arc likely to continue contraception with the 

same method or a different, more acceptable method (Feyisetan, 2000). 

In China, women who received pre-treatment counse ling about side effects and ongolllg 

support were almost four times more likely to continue with that mcthod than women not so 

counseled. Women who experience side effects for which they are not adequately prepared 

may worry that their health is endangered or that the side effect, even if not dangerous, may 

be permanent and debilitating(Lei Z, Wu S, Garceau R, Jiang S, Yang Q, Wang WL, et 

al,1996). Another study by Nada L. Stotland ( 2002)indicated that women who received 

personalized counseling were significantly more likely to be satisfied with their counseling, 

to be using contraceptives, and to intend to use contraceptives than werc those who received 

no personalized counseling'(i.e., general di scussion of contraception or provision of materials 

or videos on the topic) or no co un se ling. All these findings signify the importance of family 

planning counseling in promoting contraceptive usc. 
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In Brazil very short consultation times observed in many clinics suggest that in many cases 

thorough gynaecological exams including breast examination are not cond ucted for family 

planning clients (or for womcn secking other reproductive health care scrv ices). Time for 

individual counse ling concerning method choice and instructions on method use is similarly 

limited when consultations are very brief. In many clinics physicians see 16 women in less 

than two hours rather than in the allotted four hours. This means, a client has only 7 to 8 

minute to communicate with service provider (WHO, 1994). The report added that such 

shortage of time might contributc to frequcnt observations of incorrect oral contraceptive usc, 

indicate that women do not have enough information about the appropriate use of ora l 

contraceptives. 

In addition to shortage of communication time between client and serv ice provider, WHO 

survey in Brazil has identified that most scttings have no formal mcchanism for ensuring 

continuity of family planning care. Established systcms for contacting clicnts who do not 

return for follow-up visits are rarc, and in many clinics the scheduling systcm by itsel f is 

insufficient. Clients with sched ul ed appointments may not be guaranteed attention, and there 

is little ab ility or wi llingness to schedule emergency consu ltations for clients with complaints. 

Women who attend emergency room serv ices for contraceptive complaints ollen receive 

instruction to discontinue the method rather than counseling or di scuss ion of alternative 

method choices. If these women are unable to receive family planning attention within a 

reasonable time, their ri sk of unintended pregnancy is increased. With thi s rega rd , [n addition 

to scheduling return visits, providers should tell clients that they are welcome to return to the 

clinic any time they have questions or concerns (Kubba A .. 1995). As Bruce J. (1990) 

indicated. revi sit schedules must be ind iv idual ized basl.!u un the client's IlCl:U lor education, 

cDllllscJing, and clinical ca re beyond that providcd at the initial and annual visit. Clients 

se lecting hormonal contraceptives. IUDs, cervica l caps, or diaphragm s lor the lirst time 
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should be scheduled for a rev isit as appropriate aner initiation of the method to reinforce its 

proper use, to check For possible side effects, and to provide addition information or 

clarification. Bruce further suggested that a new or establi shed client who chooses to continue 

a method already in use need not return for thi s early visit unless a need for reeva luation is 

determined on the basis of findings at the initial visit. 

In Ethiop ia, eventhough there is no comprehensive research finding in the area, one study 

conducted on more than 500 married women in Addis Ababa who were not using any modern 

method and recc ivcd counse ling alone indicated that after one year, contraceptive use was 

nearly double among couples who rece ived husband-wife counseling (33 percent), compared 

with usc among couples in which women were counseled alone, without their husbands ( 17 

percent) (Terefe& Larson, 1993). 

To conc lude problems assoc iated in the use of contraceptives, UNfPA (2004) and WHO 

(2003) report in developing countries 29% Of women have an unmet need for modern 

contraception. The highest proportion is in Sub-Saharan African wherc 46% of women arc at 

ri sk or un wanted pregnancy .The report li sted the fo llowi ng clements as ba rriers to use 

modern contraception. These arc: 

• Lack of information and knowlcdge about contraceptives and where to get them 

• rear of violence from partner/parents and pressure to have children 

• Religious and Cu ltural norms 

• Lack of accessible services, and shortages of equ ipment ,commodities and personnel, 

• Lack of method choices appropriate to the situation of the woman and her fami ly, 

• Lack of knowledge about the safety effectiveness and avai labi lity of choices, 

• Poor client provider interacti on, 
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• Lack of community or spousa l support, 

• Misinformation and rumours, 

• Side effects for some, and insuffi cient follow-up to promote meth od switchi ng or 

ensuring proper use and dosage, 

• Financial constraints, 

• Inadequate confidentiality and privacy and Providers lack of sensitivity to their 

client ' s perspective. 
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CHAPTER THREE 

3. METHODOLOGY 

3.1. Sampling and Sampling Design 
In this study, two types of sampling design were employed: namely purposive sampling 

which is used to determine the target population and study area, and systematic random 

sampling technique which is used to se lect the ultimate number of participant of the study. 

The sample for the study is based on the res idential characteristics or respondents. 

Representative samples of both urban and rural areas under the study were drawn separately. 

The target popUlation of the study was all currently married women aged 15-49 years and 

men of aged 18-60 years groups based on the following three assumptions. 

I. In most Ethiopian societies couples are expected to bear children only alier they 

contracted marriage although it is not very strange for unmarried females to have 

children (Reidulf Knut Molvaer, 1980). The same is true lor Zay community. Sexual 

relationship is not expect cd to take placc among unmarried . In Zay community, sex 

before marriage and childbearing is shame and not acceptable. That is why this study 

focuses only on married population. 

2. Most studi es in the area of family planning mainly focu s on female and neglect the role 

of men. Accordingly, they comc-up with one sided data (Gcbrekidan M., 2002). 

Therefore, it is necessary to include male respondents to get comprehensive data. 

3. Lastly, the reason fill' including men was that both sexes of couples have similar 

psychological make-up in matters related with decision making on fertility (Mulu, 1996). 

So that instead of taking both husband and wife from a family this study restricted on one 

sex in the family. 

The places/zones and woredas were Zay community settled among the most populous (CSA, 

1996) and early marriage is practiced and the researcher is familiar with the language, 
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cu lture and psychological make-up of the people. So th at conducting a resea rch would be 

convenient and smoother in many aspects. 

In thi s study, majority of kebeles where the community settled were included. From Dugda 

1V0reda, two settlement area namely Mekde la fanners assoc iation kebe le and Meki town 

lV~r~ inciu(ku . FI"llIl1 Ziway Uugua wureua, resiuents on Uebretsion f l"uluguuo, 

AysutfTsedecha were included. These two islands were the most populous places (Wolf 

Leslau, 1999). 

Bochessa kebele and Ziway town were included from Adam itulu woreda. Most residents of 

these two sites are from Gelila and Dcbresina Islands (Paul Henze, 1989). 

3.2. Subjects 

Regarding the number of the community members, there is no well documented material. 

Even the numbers given at different times contradict to each other (Wolf Lcslau, 1999).For 

instance, Wolf estimated that number of speaker of Zay community are about 2680 to 4889. 

Additionally, Ronny Meyer (2005) estimated regarding the number of the community 

mcmbers as 14,000 and it added tlwt CSA doesn ' t includc the name ofZay while it undertake 

census at nationa l leve l. I3ased on the above latest information and passage of time, currently 

the number of members of the community can be estimated up to twenty thousand . 

In order to realize thi s research, two frames of reference were used to get list of house hold 

numbers. The first reference was li st of Iddir members which is set up by the community to 

help each other during mourning. Accordingly, urban settlers of the community were se lected 

based on this reference. The second frame of reference was li st of tax payers found at each 

rural Farmer Kebele' s Assoc iat ion office. Representativc samples from two towns and the 

rest four rural Farmer's Kebele 's we re presented on the foll owing table. 
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Table I: Targct area POpuhltioll anu Slllllpics tal{cn 

---- -_ .. _---
Target Pl aces Population Samples 

Ziway Town 110 40 

Meki Town 105 35 

Bochessa Kebelc 230 55 

Mckdcla Kcbcle 180 21 

Tuluglldll Island 120 22 

Tsedccha Island 160 27 

Total 905 200 

As can be seen from the above table I, in this study totally 200 sample was taken out 

of 905 house hold members only from six s ites where the community settled for this 

study. 

But due to different factors twenty one respondents didn ' t fill the quest ionnaire 

properly and it is discarded fi-om the study. So, this study analyses only the response 

of 179(91 Male and 88 Female) participants. 
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3.3. Statistical Design and Analysis 

3.3.1. Variables 
Contraceptive Use Variable 

Different scholars classify contraceptive use experience of individuals based on different 

criteria. For example Laura M. Gaudet and associates (2004), classified 

contraceptive users as New users (pill users for less than I year), Experienced 

Contraceptive users (pill use of" 1- 5 years) and long-standing contraceptive users (pill use of 

more than 5 years) (Laura M. Gaudet, Sari Kives, Philip M. Hahn, Robert L. 

Reid,2004). Additionally they describe that anyone who used contraceptive at one time in 

his life time is considered as contraceptive user. 

On the other hand, the American Department of Health and Human Service Bureau stated 

that in order to be counted as a family planning client, the beneficiaries must meet the service 

provider face-to-face and have a document in their medical record. The bureau further added 

that those who have a medical record at health center and visit these centers at any time for 

family planning service are considered as family planning client (Unites States health Bureau, 

200 I). from the above explanations, one can understand that the means to categorize 

beneficiaries as contraceptive users and contraceptive non uscrs is client ' s exposure 

lexperience to contraceptive usc at one time in their life time to avoid pregnancy purposely. 

Based on this assumption, the variable utilizcd in this study, contraceptive use experience of 

respondents (which is represented by V,), is directly taken from the study question. 

Participants were asked to respond in self reporting manner about their contraceptive use 

experience in their marriage time. The variable has two categories of sel f" report responses 

indicating experience of using and experience of not using contraceptive methods. 
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Socio-demographic Variables 

The socia-demographic variables used in this study are age of respondents, sex, residential 

place, educational level, age at first marriage, number of living children, religious 

attendance, access of contraceptive service in kilo meter to get the service, value the society 

attaches for children, couplcs communication, concepts about contraceptives, and perception 

towards family planning counseling. The above mentioned socio-demographic variables are 

taken from EDHS data and some of them like age at first marriage, religious service 

attendance, access of contraceptive service in kilo meter and value the society attaches for 

children arc considered based on socioeconomic status of the community. /\11 these variables 

were computed against contraceptive use experience variable. 

3.3.2, Instruments and Procedures Used in the Study 

Instruments of the study 

In order to collect the necessary data on contraceptive experience of respondents, structured 

as well as open ended questionnaire, and scales were used. Background information was 

collected in self reporting manner from the respondents. Some of the items of scales 

questionnaire were a modified form of KAP survey of birth control originally developed by 

the Population Council (1970) and used by Mulu (1996) and Kine (1999) so far. 

Accordingly, scales of Value of Children, Couples Communication, and concept about 

contraceptive methods werc t(Jr111erly used by the aiorementioned individuals. i3ut the scale 

designed to measure perception towards family planning counseling, all items were 

developed and designed by the researcher after a critical review of different literature. As far 

as scale of Value of children in this study is concerned, it consisted of 15 items that are 

Likert type in nature. The items were answered on live point scales (Strongly 

disagrce= I,Disagree=2, Undcciucd ·~ 3, i\grce~4 and Strongly agree· 5).Thc possible scores 
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on thi s scale ranges between 15 to 75 .l.ow score indicates low value the soc iety gives lor 

children and high score indicates hi gh value the society gives lor ch il dren by reverse scoring 

negatively worded statements. The same step is applied for the scale of" concept of 

contraceptive methods. The scale consists of 15 items and the possib le scores on thi s scale 

ranged between 15 to 7S.Low score indicates low concept about contraceptive methods and 

high score indicates high concept about contraceptive methods by reverse scoring negatively 

worded statements. 

Like the above scales, the sca le designed to measure couples communication about 

contraceptives is a modified form and Likert type in nature. The scale consists 16 items and 

its possible scores range betweenl6 to 80. High score indicates existence of high 

communicat ion between couples on contraceptive use. On the opposite side low score 

indicate there is less cOllllllunication between couples on contraceptive use by reverse 

scoring negatively worded statements. 

As far as sca le designed to measure perception towards family planning counsel ing is 

concerned, the items were Likert type in nature and answered on five point sca les (Strongly 

disagree= l, Disagree=2, Undecided=3, Agree=4 and Strongly agree=5). The scale cons ists 

15 items and its possible scores ranges between 15 to 75. Wh ile high score indicate positive 

perception towards family planning counseling. low score indicates negative perception by 

reverse scoring negatively worded statements. 

Procedure 
In order to carry out the resea rch in objective manner, the following procedures were 

employed. 

1. The instruments were drafted and prepared in English and translated into 

Amharic version by language experts from TEFL. 
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2. The instruments have been pilot tested for their reliability using 30 married 

women and men in the community. Accordingly, Cronbach Alpha were 

obtained 0.8782 fo r couples communication, 0.7504 for concepts about 

contraceptives, 0.7691 [or perception toward family planning counseling and 

0.7883 for scale of value of children. Regarding its validity, the prepared 

questionnaire were given to two medical doctors, two health officers ,three 

nurses, and four second year post graduate Sociology and Psychology 

students to give their own comment on the prepared questions. Then based on 

their comment and the results of pilot test appropriate modifications were 

made on instruments. Accordingly, vague, unc lear, and those wh ich have 

errors and dil'lieulty were di scarded I'rom thc itcm li st. 

3. The instruments were administered by ten interviewers'. To avoid 

inconvenience, kmale data colkctors were ass igned to interview illiterate 

female participants, and male data collectors were ass igned to illiterate 

interview male respondents. The interviewers were those who completed 

minimum grade ten , teachers, and have acceptable conduct in the community 

on the basis of the ir acquaintance with the study arca and know both Amharic 

and Zayinga languages to minimize language di J'fi cu lty during data 

collection. 
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3.3.3 Method of Data Analysis 

After the data collection process were completed, data edition were performed. Accordingly. 

those questionnaires which were not appropriately and completely lilled were identified and 

excluded. Then all items were coded for computerization. f'inally, the quantitative data were 

analyzed using SPSS version 15.0 software. In order to analyze the gathered data, both 

descriptive and inferential statistics werc used. Descriptivc statistics like mean, percentage 

and standard deviations were used to give general overview of the data. 

In addition to descriptive stati st ics, inferential statistics wcre employed. Accordingly, Chi-

Square was employed to analyze the association between socio-demographic variables and 

contraceptive use experience of respondents. Additionally, One Way A NOV A was employed 

to observe the significance differences between contracept ive use rs ancl contraceptive nOn 

users on scale of value of children. concepts of contraceptives, coupl es communicat ion, and 

perception towards family planning counseling services. 

Moreowr. in order to have knDlvledge about the extent of relationships among different 

variables. inter-correlation matrix was used. At last, multiple and stepw ise regress ion ana lysis 

was carried out to tind the contribution of the predictor variables in general and the 

contribution of each predictor in estimating contraceptive use of respondents in particular. 

Test of significance were performed using alpha= 0.0 I and 0.05 level of signi fi cance. 
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CHAPTER FOUR 

4. RESULTS AND ANALYSIS 

This chapter deals with thc analysis and interpretation of the data obtained through 

questionnaire. This chapter has two palis. The first section presents results of the study. In 

section two, main findings of this study are explained in detail under discussion part by 

comparing thi s finding with others. The data obtained from respondents are presented and 

interpreted as follow. 

4.1. Results 

4. 1.1 Characteristics of the stuoy populatioll 

Table 2 below shows the distribution of respondents in terms of residence, sex, educational 

level, and religious attendance category. 

Table 2: Distribution of respondents by some selected background characteristics 

l3ackground Characteristics Frequency Percent 

So .\ 

1------ -------------- - -- ------------- --
Male 91 

-- ---- - -- ----- ----
50.8 

- ------- -- -------- - --------------- ------ -------- ----- ------
I:emale 88 4~.2 

Total 179 100.0 
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Residence 

Urban 

_. 
Rural 

- ----_ .. _----_. _ -------
To tal 

Religious Attenda nce 

Daily 

Two to three times a week 

- ------
ones a week 

Monthly 

1-------- -
Sometimes 

r--·------- . --.-.--
Never attended 

Tut.1i 

Educationallevcl 

Not attended Formal Education 

Primary educat ion 

Secondary education 

Higher institut ion 

Tota l 

55 30.7 

124 69.3 

--- _._----_._--- ----
179 100.0 

20 11.2 

-- ----JT:7--21 

-----
92 51.4 

37 20.7 

--
7 3.9 

----
2 1. 1 

--
179 loo.n 

40 22.3 

83 46.4 

33 18.4 

-----
23 12 .8 

179 100.0 



As can be seen from the above table, in terms of gender, 9 1 (50.8%) of married women and 

88(49.2%) or married male are invo lved in the study. Concel'lling residenti al place, 

55(30.7%) urban dwellers and 124 (69.3%) of rural respondents were in vo lved in thi s study. 

Regarding religious affiliation and attendance, all respondents are Orthodox Chri stian 

fo ll ower. As can be seen from table 2 above, the majority 92(51.4%) attend the religious 

service ones a week, 20(1 1.2%) attend daily, 37(20.7%) attend monthly, 2 1(11.7%) attend 

2-3 times per week, 7(3.9%) attend sometimes and only 2( 1.1 %) never attend religious 

services. As far as educational level is concerned, 40(22.3%) didn ' t attend forma l education, 

83(46.4%) attended primary education, 33( 18.4%) attended secondary educati on, and lastly, 

23( 12%) attended higher ed ucat ion. 

4.1.2. Contr'aceptive Use Experience of Respondents 

Inordcr to gct information about contraceptive use expericnce or responde nts, they were 

asked to exprcss their experience or contraceptive use by ask ing" How do you express your 

contraccptive usc experience in your marriage period?" Their se ll' report responses were 

presented on the fo ll owing ta ble. 

Table 3: Distribution of responuents by contraceptive usc experience 

Contraceptive use Experience Number % 

Used Contraceptive Methods 80 44.70 

-
Never Used Contraceptive Methods 99 55.30 

----------_._--- -------
Total 179 1UU.UU 
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As can be seen from the above table, 80(44 .7%) of respondents used contracept ive methods 

at one time during their marriage period or were using contraceptives during the interview of 

data co llecti on. The majority of respondents i.e. 99(55.3%) never used contracept ives in their 

marriage life time. 

4.1.3. Contl'3ceptive Knowledge of Respondents 

Inorder to know familiarity o f respondents with SOme mcthods of contraceptives, participants 

were asked whether they ha ve heard/familiar with the li sted contracepti ve methods or not 

heard/familiar with them .They answered their fa miliarity/knowledge by tick ing (.,J) their 

response in self report manner. 

As can be seen from table four (below), 141(78.8%) of respondents know pills as method of 

contraceptive. Only 67(37.4%) of respondents know IUD. Diaphragm is known by 

60(33.5%) of the subjects wh ich constitute the least position from the rest. In a better manner 

than Diaphragm, Norp lant is known byl19 (66.5%) of respondents. Regarding female 

steri lizati on and male sterilization. they are known by 72(40.2%) and 75(41.9%) of 

participants respectivel y. The majority of the respondents arc unfamiliar with them. Of all 

methods, condom and abstinence constitute a better position. Accordingly, 149(83.2%) of 

respondents know/heard about condom and 144(80.4%) of respondents heard about 

abstinence. Coitus interruption is heard by 78(43.6%) of respondent. Concerning breast 

feeding 140(78.2%) of the subj ects know it and only 80(44.7%) of this study participants are 

familiar with abortion as a method of contraceptive. From thi s, one can obse rve that condom 

(83.2%), abstinence (80.4%) und pills (78.8%) are better known than other methods. On the 

other hand, Diaphragm (33.5%), female sterilization (40.2%) and male sterilization (41.9%) 

constitute the last position respective ly. Accordingly, majority of the subjccts didn 't hear of 

them. From thi s one cou lclunderstancl that awareness level of the soc iety about some methods 
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is not sati sfying when we compare il wilh EDHS (2005) rcsult. As staled in EDI IS result, 

know ledge of al Iea, t one method of contraceptive method is 84%. And it implies as much 

has to be done ill I _ ,Irea by the concerned body. 

Table 4: Contr.ceptive knowledge of respondents 

SIN Methods frequency 0/0 of respondents know of each methods 

I Pi ll s 14 1 78.8 

2 IUD 67 37.4 

--- -------- --- -_. ----- ._-
J Indictable 140 78.2 

4 Diaphragm 60 33.5 

5 Female Sterilization 72 40.2 

-
6 Norplant I I <) 66.5 

7 Male Steril ization 75 41.9 

8 Condom 149 83.2 

-
9 Ahstinence 144 80.4 

-
10 Coitus Interrupt ion 7R 43.6 

-
II Breast Feeding 1'10 7,. 2 

- ,. 
12 Abortion SO I -14. 7 

--_._-- ------------- . _. - .- .. ___ 1 ______ ----.-----------

Concerning sources of in formation about contraceptives, respondents we re asked to namc 

their favor ite sources of in format ion about contracept ives fro m the provided list. As can be 

seen from table 5 below, radio is the major 53(29.61 %) sources of information conce rning 

contraceptives. 
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Tab le 5: Sources of Informatioll cuncerning Contraceptives 

-
Source of Informatio n N % 

------.-~.-- .... __ ._-_._._._-- ------ _.- ------
Radio 53 29.61 

News Papers 4 2.23 

Television 28 15.64 

Friends 51 28.5 

Health Profess ionals 43 24.02 

-------
Total 179 100 

--

From the above table, the role of hea lth professionals in di sseminating contraceptive 

information is lower 43(24.02%) than those of radio (29.6 1 %) and friends51 (28.5%). For 

thi s, abse nce or health ct.:llln; !c linic at rural areas parti cu larl y on Islands where lhe 

community settle might contri bute. 

4,1,4, Association of Socio-dcllIographic Variablcs and Contraccptivc usc 

When we analyze result of 1he finding from gender variable dimension from table 6 on page 

50, females are re lati ve ly better (47.72%) users of contraceptives than males (41. 75%). But 

Chi-square analys is result show as there is no sign ificant difference on contraceptive use 

between male and female respondents. 
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Table 6: Association of sex, agt' of respondents unu age at first marriage and contraceptive usc 

Bad<ground Vnriablcs rJscd Not Used Total Chi-Square fS ig. 

Number Test 

N % N % N % 

fS" 

Ma le 38 41.75 53 58.25 91 100 

FCIlJ:llc 42 47.72 46 52.28 HH f--Joo .050 823 

Tota l 811 44.70 99 55.30 179 100 

- --I--
Age of RcspondcOls 

--
15·19 8 53.33 7 46.67 15 100 

----- -- 14- --- 1""""""iOO 20·24 12 46 .1 5 53.85 26 

._-_ .. -
25·29 H 36.36 14 63.64 22 100 

30·34 ' - 20- 60.60 13 JijAo' 33 100 3.fiOJ 00 

_. 
-----~.- ~-.-.-

~ 35-39 17 43.59 22 56.4 1 39 

-.-- .--------.~------- .. _._- . -------- _._--------- - ~ ---
40·44 9 39.13 14 60.87 23 100 

45·49 (, 46.15 7 53.85 13 100 

Greater than 49 II 0 r--s lOll -S-r-
IOO 

I-- -_._- - 80-- - - -~ 
Tot'l) 44.70 99 55.30 179 1110 

_._--_ . --- .---~ ---- -- - --- ._------ -
.\j..\c 1I1lil'sf 1\ lal'dll~c 

---~ .. .._-- ------
31 - 7H IS-19 47 60.25 39.75 100 

~- 53-20·24 26 49.05 27 50.95 100 

----------.-.~- .... - ----- .. _-- ._- ---_.- - - -_._--
25·30 I I 35.48 20 6-'.:U JI 100 

--- II 31·34 5 31.25 
-:c:---

(,S.7':; 1(, 11111 . 011 

----.----_. - 1""""""iOO Greater liulII3" I 100 0 0 I 103.430 

Total 80 43.02 99 56.98 179 100 

- ___ L.. 
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As it can be seen from table 6 above, as far as association of age of respondent and 

contraceptive use is concerned. highest number 20(60.6%) of contraceptive users are found in 

the age group of 30-34years.Thcn fo llowed by slightly above average (53.33%) are found in 

age group of 15-19 years during interview time. Number of contraceptive user declined to 

17(43 .59%) for age group of 35-39.This declining trend to use contraceptive is also higher fo r 

age groups 20-24 wh ich constitute 36.36% .This might be due to their intenti on to have more 

chi ldren. This trend continued to the later age groups i.e. respondents of over age 40 groups 

also showed sma ll number of users. This might be attributcd to the ir early marriage and their 

perception as they cannot get pregnant at these years due to approaching menopause stage. 

The experience of contraceptive use is absent for age group of over 49 years respondents. 

What can be seen from these data is majority of respondents are not user of contracept ives 

during high ferti lity time. 

Concerning the assoc iation of age at first marriage and contracept ive use, majority (47 

contraceptive user and 31 contraceptive non users) of responden ts marry at the age between 

15- 19 years. These groups again take the leading (60.25%) in contraceptive usc in the ir later 

years. The data in this study indicated that average age at first marri age is 21 years. Around 

half (49.05%) of those who marry at the age of 20-24 arc users of contracept ives. But the 

trend in contracept ive li se decrease as age of marriage incrl·ase. further ana lysis of Chi­

Square result revealed that age of respondents has significant dilTerence on contracept ive use. 

Contraceptive use also varies according to living number of children. As can be seen from 

table 7 below. among those who do not have chi ldren. majority (68 .75%) are contraceptive 

users. Then onwards, contraceptive use trend decreases as li ving number of chi ldren 

increases. This might be duc to hi gh valuc attached for children 
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Regarding association of religiolls attendance and contraceptive use, among those who attend 

religious service more or less dai ly, the majority (70%) are non user of contracept ives, 

Table 7: Associa l ion or Living num(;!! r of chi ld ren, Religious AttcmJlIllcc, EduCll l itluli I Level, a lid Uc sidclilial l' llice 

Background vllriab lcs Used Tlllal % Chi Sig. 

Cll lilraccplivcs Sq ua re 

test 

N r N r 
07".--.------------.----. _._-_. 1----- - - - -------
Lh'il1g Number of Children 

I-Joo - - -----
None II 68.75 5 31.25 16 

1-2 26 49.06 27 50.94 53 100 

3-4 14 36.82 24 63. 18 :H~ '100 
5-6 19 45.24 23 54 .76 '12 100 

7-8 9 37.5 15 62.5 
.---
24 100 1.782 00 

~9 I 16.67 5 83.33 6 100 

Tora l 80 43.02 99 56.98 179 f--joo 

-
Re ligious Attendance 

--
Daily 6 ]0 1'1 70 :W 100 

- .. _.- _._---_._-.. _----._ .. - ._ .. -- --- ... _-
-.-~ 

-_._._ .. .. - - --
2·3 limes per week ]4 3().1J5 58 63.05 (12 100 

Ones u week 12 32.43 25 67 .57 .17 100 
. __ .- ,- - _ ... - - - --,- - r ·6 1.1)O ~ 

---
Month ly I.l 38. 10 11 IOU 180.56'1 UO 

1\ f!!w limes per year 5 71.42 2 28.58 7 100 

" ! Nol Attended 2 IOU 0 0 2 100 

Total 80 H02 99 56.98 179 100 

-- - c---
,r.duca ti ona l Level 

No t Attended Formal Education II 27.5 29 72.5 ,'0 100 

Primary Education 26 ) 1.32 57 68.68 83 I-Joo 
Secondary Education 23 69.70 10 30.30 :n f--joo 

Higher Education 20 86.95 3 13.05 ,) 100 00 
-_. --- -- 16.1'155 

TOlli l SU 44.70 ".19 55.30 179 100 

~-id\,lIlillll'lacl! --------- -- - - -- ---._- .. _---- ---
f--- --;c----- --- _._----- - --

Urban 411 80.0 II 20.0 55 100 

Rural 36 29.03 88 70.97 IN 100 

TOtl11 SU .f4.69 99 55.31 179" 100 6.598 pOO 
-
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What is clea rl y observed iI'om tab le 7 on above, as religious serv ice attenda nce decreases 

contraceptivc use increase. Chi Square result Further indicatcd that as there is significant 

difference in religious service attendance and contraceptive use. 

The other factor that determines contraceptive use of respondents is educational atta inment of 

respondents. This finding revealed that as educational level increased, contraceptive use 

prevalence also increased . Accordingly. among those groups who attended higher 

institution"s educational leve l, 86.95% used fusing contraceptives. Among secondary 

education attendants, 69.7% uscd contracept ives. Besides, 31 .32% and 27.5% of primary 

and those who didn't attend formal school used fusing contraceptives respect ive ly. 

Additionally, Chi-Square resul t indicated that there is sign ifi cant difference between 

educational atta inment and contrace ptive use variable. 

When we look at contraceptive use from residential place var iable, the maj ority (80%) of 

urban sett lers of the subjects used/using contraceptives. Whereas, the majority (88%) of rural 

dwellers did not use contraceptives during their marriage period. This indicates that urban 

subjects are better contraceptive users than rural respondents. Moreover, Chi-Square resu lt 

signifies that there is residential difference in contraceptive use. 

To conclude, as can be seen from the above two tab les (table 6 and 7), except sex all soc io­

demographic variables have an association with contracept ive use at alpha=O.OS. 
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4.1.5. Contraceptive Use and Accessibility of Methods 

Access and availabil ity of contracept ive methods plays significa nt role on the behavior of 

bcnefieiaries. Accordingly, di stan ce of" ava ilability of" the methods and their re lation with 

contraceptive use is presented as fo llow. Reference centres to get the service were Ziway and 

Meki towns. The averagc di stance obtained from service prov ision centres is 12.37km. 

Respondents were asked to express their appropriate centre to get the service. Based on their 

self report response, distances to get the service were presented as fo llow. 

Table 8: Accessibil ity of Methods in Kilo meIer and Experience of Contraceptive Usc 

Contraceptive Usc Experience Tol l1 l 

'used- NOI Used 

. __ ._-----;,,-------- - . 
lJistllllCC in KM N~ % NQ % Nu % 

0-5 kl11 51 58.0% 37 42.0 XX -- 'Io~ 

-
6- t Okl11 7 t7 .5% 33 82.5 40 100 

---.--------.~ - - 0 - .---0 - -0-----
11·15k01 0 II 0 

16· 20kl11 0 0 0 0 0 0 

2 t ·25k01 0 0 0 0 0 0 

- - --
26·30k01 9 56.25 7 43.75 1(, tOO 

3 t·35kl11 II 0 0 0 0 0 

-
36·40 kl11 13 37. t4 22 62 .86 35 100 

TOlal 80 44 .7% 99 55.3 17') 100 

. -- --
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As can be observed from the above tab le, the majority (58%) of the respondents who used/a re 

using contracepti ves get contracept ives within fi ve kilo meter range. As distance to get the 

service increases, contraceptive use experiences of respondents decrease . As can be seen 

from the above table, as distance increased their expos ure to contracepti ve service and usage 

decrease except for those who travel about 26-30km respondents. Accordingly, the rate in 

contraceptive use lowered as distance of service area increased. Based on the distance, one 

could estimate the tim e it take to get the serv ice. 

To conclude the findin gs from the above table, distance they trave l to get the service have an 

effect on contraceptive use of respondents. 

4.1.6. Contraceptive Use and Value Attached to children by Zay Community Members 

Value Zay community attach for children were assessed by comparing mean valu e of those 

who used contraceptive methods and those who didn ' t use contraceptives. The resu lt was 

analyzed us ing One Way ANOVA. 

Accordingly, the figures in table 9 below shows the compari so n of contraceptive user 

respondents ' contraceptive non uses and values the Zay soc iety give for children. 
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Table 9: Co mpariso n of Scores on Value of Chi ldren for .contraceptive users and non users 

Group N Mean Std. Dev. 

Contraceptive Methods Users 80 55.99 8.970 

Contraceptives Methods Non Users 99 48 .03 8.863 

Sum of Squares df Mean Square F Sig. 

Between 2801.511 I ~801.5 11 . 35.278 .000 

Groups 

Within 14055.897 177 79.4 12 

Groups 

otal 16857.408 178 

As it can be seen from the above table, there is significant difference between contraceptive 

users (N=80, X=55.99) and contraceptive non users on score of value of children (N=99, X 

=48.03) at alpha=0.05, and F= 35.278). Thi s means value respondents of contraceptive users 

attach for children are different from those of contraceptive non user respondents. 

Accordingly, those of contraceptives users Zay community members scored higher mean 

scores than those of none users on the scale the community gives value for children. 
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4.1.8. Contraceptive Use and Concepts about Contraceptive Methods 

Table I I shows the distribution of re spondents' contraceptive usc and myth/misconcept ions 

the Zay community members has on contraceptive methods. To sec the existence of 

misconceptions mean difference between contraceptive users and non users on contraceptive 

methods, misconcept ion sca le qucstions were employed and ana lyzed using One Way 

Ana lysis of Var iance (ANOVA). 

Table II: Comparison of co ntraceptive users and non users on scales of contraceptive concepts 

and Summery or ANOV A Res ul ts 

Group N Mean Std. Dev. 

Used contraceptives 80 57.49 9.023 

Not Used Contraceptives 99 49.61 8.336 

'------- ------- I -

-
p'r S U11l ur Mean Square F Sig. 

Squares 

~~nGroups ~748 .4 2 1 I P748 .42 1 136.738 .000 

Within Groups 13241.624 177 ~4 .811 

Total· - -
15990.045 178 

As it can be seen from the above table II, there is significant di ffere nce between 

contraceptive users and non users on score of contraceptive concepts. This means concepts 

about contraceptive methods vary according to contraceptive li se exper ience of respondents. 

As it is prese nted 0 11 the abuve tahle , contrace pti ve use rs have hi gher score 0 11 concepts or 
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contraceptive methods (N =80, )(=57.49) than those of non USC I' groups (N=99, )(=49.6 1) at 

alpha=0.05, and F=36.738.'I'his means, misconception is higher among contraceptive non 

users. 

4.1.9, Contraceptive Use anti perception towards fami ly Planning Counseling 

Table 12 shows the distribution of respondents' contraceptive use experience and 

respondents' perception towards Ihc role of fam ily planning counse ling . 

. Tablel 2: Comparison of contraceptive users and non users 011 sca les of perception towards 
fami ly planning counselli ng and Summery of ANOYA Results 

·_-----
Group N Mean Std. Dev. 

Used contraceptives 80 57.2 1 9.013 

Not Used Contraceptives 99 50.18 8.351 

L-_ _ ~ _____ ._~_. __ . __ --

, -+ .-.. _--------.-~---- -- -. .. ~ ._+.- . --- - pr - .- - _ .. - -
Sum of Squares Mean Square F Sig. 

b----- -----
Between Groups ~-.092 I 2187.092 29.2 12 .000 

Within Groups 13252. l iS 177 7'1.871 

Total 15439.207 178 

As indicated on Ihe above tab le, the mean va lue difference between the scores of 

contraceptive user (N=80, )(=57.21) and none user (N=99, )( '50.18) on percepti on towards 

family plann ing counsell ing is stati sti call y significant at alpha' 0.05, and 1'=29.212. The table 

further reveals that those who used contraceptives have better mean score than those of non 
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users of contraceptives on the perception toward family planning counse ling. This means, 

contraceptive method users have pos iti ve perception towards fa mily plann ing co unseling than 

contraceptive methods non user resJl llll dents. 

Inorder to further investigate contracept ive users' interaction with contraceptive methods 

service providers, those who used contraceptive methods were asked about thei r contact 

period and duration of discussion time with the pro fess ional s. Their responsc is presented as 

follow. 

As can be seen from table 13 below, the majority 44(55%) o f contraceptive users contact 

service providers only once (at the beginning of service delivery).Then foll owed by every 

two month duration of contact which constitute 20(25%) of respondents. The rest 14( 17.5%) 

and 2 (2. 5%) contraceptive use rs contact service prov iders every week and every month 

respectively. 

Table 13 : Durntion of contact "lilt! discussion of respondents with famil y planning service 

provider professionals and availahility ufprofcssionals for help 
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In addition to duration M visiting family planning service providers, durati on of discuss ion 

w ith health professionals about the se rvice matters in lh e continual ion and consistent usc of 

w ntnlccptivc methods. Il ccallse. as the time of di scli ss ion increases between the cli ent and 

service provider, so many things can be raised and the clients can get beller understanding 

about contraceptive methods. As can be seen from the above table. the majority 23(28.8%) of 

respondents sa id they di scuss with professional family planning service providers up to 

twenty minute to get appropriate instructions and guidance about the methods while they 

meet serv ice providers. 20(25%) of respondent said they discuss with family planning service 

providers for about 30 minutes. The rest 19(23.8%) and 18(22.4%) of contraceptive users 

said they di scussed about the methods and related issues for about ten minute and over thirty 

minute respectively. 

The other important thing in j,"nily planning service is availability of service providing 

p~ofess i onal s when they are needed. Concerning thi s, the fo ll owing resu lts were obta ined 

Irom contraceptive methods uscrs (table 13 above). 

As depicted on the above tab le 13, the majority 41 (S I. 2S%) of respondents sa id that they get 

professional service prov idcr at the time of appointment. 24(30%) of the users said they are 

not able to get serv ice providcrs when needed_ The rest IS( 18 .75%) said they are ab le to get 

the service providers when they are in need of their help. What call be concluded from thi s 
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se lf report result is that majority or respondents get the ir servi ce providers during their 

appointment time or at any time when they need help from service providers. 

4.1.10. Factors Affecting Contraceptive Use 

In the preceding section, inter-variable correlation was employed to assess the relationship 

and interdependency of variables among each other. Accordingly, the correlation matrix on 

table 14 shows the following resu lts. 

Ed ucational level . Value of children, Communication between couples, perception toward 

counseling and concepts on cont raceptives have negati ve relation with contraceptive use. 

Age of respondents and contracept ive use(r ~ 0. 147), residential place and cont raceptive use( r 

= 0.473); and Number or livi ng children and contraceptive use (r = 0.157) have positive 

relationship. On the other hand sex. age at first marriage, religious attendance, and distance in 

kilo meter to get the servicc have rclationship with contracept ive use. But they are not 

sign i tican!. 

Table 14 be low further indicate that age of respondents and number of li ving children have 

strong correlation to each other(r = 0.718) and with contraceptive li se (P<.OI).Th is means, as 

age of respondents increase, number of living chi ldren increase. Consequently, their 

experience in contracepti ve use also increases. 

Travelling distance and contraceptive use have also negative relationship. This implies that as 

distance the respondents travcl to gct the service increases, their contraceptivc use cxperience 

decrease. Additionally, res idential place and distance in kilo meter to get the service have 

pos itive re lationship to each other and contracept ive use. 
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Scale va lues on children's va lue, communication between couples, perception towards family 

planning counseling and concep ts about contraceptive methods have posit ive relationship to 

each others. All of them have negat ive re lationsh ip with contraceptive lise or respondent. 
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Tablel4:Variables Inter-Correlation Matrix 

I 1 

I 

I ~ 
I 

i i ! 
I Y, I 

Va riabl~ x, 1 x, Xj I '" j x~ X1 X. X, XI. XII X,: 

I I I 
Age of r~pondenl(XI) I i -.383*" I .05-4 ; -. 163· .':52"* t·7I8

** 
I .1-'7· -.038 -.I·U I -.073 -.095 I -.070 -. 14-1 

i I I I ! i 
Se:o:(X!) ! I I .0..9 I -.086 -.601 '· -.097 I -.060 -.096 .007 -.098 -.075 -.078 

! 041 i , 
I : i , 

, , , 
R~idenfia' placc(XJI I I I ! -53,"* -. 117 I''''· ! --'73** I··m .. -..183"* 1-·"'·· ·. ~ 90·· 1 -·3M" 1.532 •• 

, I i I I 

Ed uca tional Le'·el(x..) I 

i 
, ' 1 .2-.11"' I""'·· 1 -04 15** .107 ,347" 1.3.,.· I .370" I .360" ! -.290·· 

I i I I I I I I I 
Age at fint Marriage(\~1 I I I i I · .1106 j .085 .062 .011 .112 .098 \ . 109 I -.185" 

, ! I , 
Number of Living Children (Xo.., 

I I I i I i .1 57· -.105 -,077 1-.026 -.101 -.055 -.028 
I 
I 

Contr:acepl i,'e U~e(Y, ) 

I I I 
I -.09 1 _..108" -AIS" ---'79 · · _.376'" -, 103 

I 
Rel ifious Atlcndance(X,) 

I 
I 

I I .081 .127 
1.

129 . 105 -. ISO· 

I 
I 

Value ofChildren(X.) 

I I 
I .807'" .815 · " ,688·· -.2.31 *. 

Concepts about 

! I I I, 1.755 •• .867** I -.256*· I 

I I 
I 

I I 
, 

I 
I 

Contracepl in:s (X~l 

I I I 

C ouples Communication(X,.; I I I .697· ' -.244--

I I 
Perception lowa rds , 

I 
I 

I 
I i 

I 

, 
I I''''·· I I 

Counselin g(X ,11 I I , 
I I 

I I , 
Distance in KM(X Il) _1_ I I I i 

I 

i .. Correlalion is significant at the 0.0 I level (2-tail ed). * Correlation is s ignificant at the 0.05 leve! (2-tai led) . 
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4.1.11. Results of Multiple Regression Analysis 

This study deals with not only determining the relation of each soc io-demographic variable to 

contraceptive use variable. It also discerns the combined effect of two or more soc io­

demographic variab les on the contracept ive use variab le. Thus. multiple regression analysis 

technique is considered and appropriate to be applied in this study. Accordingly, in order to 

evaluate the combined effect of all predictor variables (socia-demographic variables) for the 

prediction of criterion variable (contraceptive use), all predictor variab les are employed 

simultaneously and the result has been presented on table 15 below (page 64). Tab le 15 

res ults revea ls that all the soc io-demograph ic variables together contributed 42.5% of the 

explained variance of contraceptive li se variable. This means. socio-demograph ic variables of 

this study all together contributed 42.5% of the explained variance in contraceptive use of 

subjects . The F-value (7.937) of the multiple regressions as can be seen in the below table 

show that of all variab les, only li ve or them (residentia l place, educational level , distance in 

kilometre, couples communication and age at tirst marriage) are significant at a 0.0 I andO.OS 

level of significance. 
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Table 15 : Results of Multip le Regression Ana lysis 

---- ----~ --
.. -

- Slalld-;nJizl!u Mult iple Stand,HJ Adjusted Multipk 

UnSlilmtnrdizcrJ (\"lCftkiI!I11S CIlctflciCIl \S 1 SiC Corrl'laliotl Error of R SqUilfCS F· Value 
Variables 

Estimate 
Entered B SId. Error Bela 

Il ","-

(Constant) 1. 125 .298 ] ,771 .000 

-- ------
Age · .019 0)2 -.on ~ 550' .... --

rsc,... - ._- - ----.0211 .OT! -::i'i28 -.JSI) .720 

Residential 
.]44 .l)l)IJ .31 !l ].46 1 .001 ' 

place 

Educational 
-.115 .042 -.2 16 -2.732 .007 ' 

Level 

------
Age of Marriage .100 .046 .202 2TI8-~ 

------- _. __ ._-
.67S-~W-. Living Children .028 ~O42-- .074 

-
Religious 

.005 .029 010 .167 .868 
Attendance 

-----.--- ---------... _--
Value or 

.003 006 .065 .546 .586' 
Children 

Concepts about 
.008 008 .155 1.057 .292" 

Conlracl!plivcs 

----------
Coupl..:s 

-.0111 OOh - 424 _J ,076 .(1)2 ' 

CumllHul ical illl1 
.372 7.937 

- ---- ------ --- -_._.- - --- ---_. ---
Perception .652 .425 .396 

Toward -.007 .005 -. 125 -1.297 . 196· 

Counseling 

Dislance in KM -.121 076 · .393 - 1.593 . 113 

--._ -_ . ---'---- -------
• slgJ1J fJca nt at 0.0 I level of sign . -.... slgnll lcant at 0.05 level or sign 

Y= 0.3 44 X3 -0.0 18X 12+0.I OOX5 -0. 121 x14- O. 11 5x4 + 1. 125 
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On the other hand, magn itude of standardized regress ion coeffic ient can also be descri bed in 

descending order based on the signifi cant contri bution of each pred ictor var iab le pred icting 

contraceptive use variable li'om the be low tab le .As can be seen from table 15 above, the t-

val ue indicate that residen tial place, couples communicati on, educational level, age of 

marri age and di stance in kilometre has contribution to the pred iction of contraceptive use at 

0.05 and 0.01 level of signifi cance. In general, res idential pace. coup les comm unicat ion, and 

educational level have major ity of the variance in contraceptive use. 

4.1.12. Results of Step-W ise Regression Analysis 

In order to evaluate and iden tify the relati ve contribution of each pred icting vari ab les in 

pred icting criterion variables and to ident ify the strongest pred ictors, step-wise regress ion 

methou was employed. 

In this step-wise regress ion analys is. res idential place. couples communication. age at first 

marriage, distance in ki lometre to get family planni ng service. and educat ional level were 

considered . The following tab le shows step-wise results. 

Table 16: Results of Stepwise Regression 

- 1, 2 chang!! F-\:hangc Sign. r-Variables 
Steps :-ltd. Error or 

change 
Number Entered R R Square the Estimate 

--
I Residential place .,00 ,--.•. J.I .·m : 33 53 26·1 000 

2 Couples COInmtlllicatiutl .559 .313 .4 16 n79 39.S53 .000 

3 Age at first Marriage .584 .342 .408 .032 29.909 .003 

- --- .-
4 Distance in Kilomctl!r .605 .367 .402 029 2UX I .016 

-- 1125-- --- +-:001-----.-----
5 Educational Level .63 1 .398 .393 22.(,·17 
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They are presented in descending order at alpha=0.05(age 01' marriage) and alpha=O.O I 

significance level (for the rest variab les) .The proportion of variance they accounted for 

contraceptive use are residential rlace 23.3%, couples communication contribute 7.9%, age at 

first marriage has 3.2% of contribution, distance in kilometre to get family planning service 

constitute 2.9%, and 2.5% is accounted lor educational level respect ively. II' the rest variables 

in add ition to those statcd above considered in the regrcssion model, the total variance 

accounted for contracept ive use would have been 42.5%(sce table 16).This means, the 

increase in contraceptivc usc attributed to thc rest of variab les than these five variablcs is 

only 2.7% . Th is shows that the addit ive effect of the variab les of those which are not 

included in step-wise regress ion analysis is very little or not significant. 

4.2. Discussions 

The primary objective of thi s research was to investigate major factors that affect 

contraceptive use among married Zay community members. The discussion part of th is 

scet ion is based on the findings of the prcceding chaptcrs. 

Different research findings identilied that knowledge of contraceptives are universal (WHO, 

2003; EDHS, 2005). Howevcr, in this rcsearch finding, condom and abst inence constitute 

higher position (83.2 vs 8(04) respectively than other methods. But when we compare it with 

the country level awarencss ofthesc methods which const itute over 84 0/0,( EDHS, 2005) this 

study shows as the knowledge level is not satisfactory. This implies that familiarity of the 

socicty with these methods is not satisfactory and needs Illrther eflort to improve the 

knowledge and awareness level of the commun ity with this rega rd. In thi s study, there is no 

gender disparity in contraceptive use. This result contrad icts wit h the linding or Reed, Fred, 

McBroom and William which states that men are more likely towards ferti lity while women 

become less so. This difference cou ld be attributed for cu ltura l difference. 
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As far as source of information is conce rned, the role 01' health proless ionals in disseminating 

contraceptivc information is lower than those oi'radio and fricnds. For thi s, absence oi'health 

centre Iclinic at rural areas particularly on Islands where Ihe communily seille might 

contribute. 

This research fUl1hcr indicates that all soc io-economic and demographic variables except 

gender have significan t association with contraceptive use. 

As far as availability indicator is concerned, the distance to get the service is another 

determinant factor for contraceptive use. As identified in the study, contraceptive use have 

inverse relationship with di stancc in kilometre to get the service. This is consistent with 

Tuladhar (1987) and Ann Levin, I3ruce Caldwell and I3arkat-c Khuda (1999) wh ich states 

that couples were less likely to use contraception or choose methods if the travel time to fixed 

clinics was greater than 30 minute a Ill! the distance is above 30 kilometer. Therefore, 

expanding health clinics and integrat ing family planning serv ice with other service is 

important. 

It is interesting to note from Ihe mean ratings that the value Zay comm unity allach for 

children is higher among contraceptive users than contracepti ve non users. This might be 

allributed to the current cost of living condition. Accordingly, poor community members who 

do not plan their family might have faced difficulty to cope up the current living cost than 

those who were planning. The finding of this research contradicts with the finding of Ergoyen 

(1997) which state that women wi th li ve or more ch ildren and not using contracept ion 

stressed the economic value of ch ildren morc than women willi two or leIVer ch ildren using 

contraception. 
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Moreover, thi s finding revealed and confirmed that those couples who communicate about 

contraceptives, family li fe and related sexuality issues are better users of contraceptives 

(Bean et aI. , 1983; Kasarda et aI., 1986: Sakyi, 1992; Ullah and Chakraborty, 1993; Nyb lade 

and Menken, 1993; Mulu, 1996; and Kine, 1999). In most studies, couple's discuss ion is 

positively related to contraceptive use in genera l and method choice and effectiveness in 

particular. This finding further indicate that availability of couples communication also 

pos itively affect contraceptive usc. 

This finding also expla ined that those of users of contracepti ves have higher concepts about 

contraceptives than contraceptive nonusers. This might be attributed to the knowledge they 

gain while they visit service prov iders and the duration they spend in discussing with 

profess ional s on the issue. This result is sim ilar with the finding of Powell (2006) which 

states that non modern contraceptive users cited more perceived barriers against the use of 

modern contraceptives and preferred larger families than their counter parts of modern 

contraceptive users. 

In relati on with counse ling service, counsel ing intervention wou ld be efficacious in 

im prov ing, understanding and use of contraception in women who have undergone a 

termination of pregnancy (Nobili, I'iergrossi, Brusati, and Moja). In a similar analogy, thi s 

resea rch finding confirms the above statement and indicates that those who used 

contraceptives have positive perception than those or non users towards ramily planning 

counseling service. Duration of discussion time about contraceptives with health 

profess ionals contribute a lot. Because, in this research, majority of users discuss about the 

methods with service providers up to 30 minutes which contradicts with the finding of WHO 

(1994) in Brazil where service providers spend less than eight minute with clients of 

contraceptives, and in the same manner finding of Mbomena (1995) in Zam bia, where actual 
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staff-client contact time ave raged on ly one to two minutes per fam ily planning acceptor. 

However, from contracepti ve users, what thi s study iden tilied is that majority of 

contraceptive users meet their service provider once or after a long period of gap. This 

indicates a gap in structu re to reta in the clients to continue in using th e methods. This trend is 

similar with the linding of WHO ( 1994) survey result in Brazil that stales most settings have 

no formal mechanism for ensuring continuity of family planning care. Hence it needs the 

commitment of service provider to retain the servi ce seekers for the effectiveness of the 

family planning service prov ision. 

This research further identified that age of respondents and number of living children have 

strong correlation to each other and with contraceptive use(P<.O I ).This means, as age of 

respondents increase, number of living children increase. Consequently, their experience in 

contraceptive usc also increases. This linding is consistent with the re search result of 

Farooq ui (1990) wh ich explains that there is a direct association between the num ber of 

living children and usc of contracepti on. and thus, cont raception usc increases with an 

increase in the nu mber of liv ing children. But what is obse rved in thi s study is that the 

majority of respondents marry wit hin the age range of 15- 19. As it is kn own. if they are not 

able to practice contracepti ves as of their early years to limit their family. and exerci se at 

their parity might not bring th e desired outcome. Additionall y. thi s resea rch result revealed 

that the higher rate of contraceptive lI SC age category is 30-39. It is relatively lower for the 

younger (15-24) age groups and upper (ove r 40) years age groups. This finding is in line with 

the finding of Mulu (1996) which states that use of contracepti ve is re lative ly lower at the 

lower (15 -1 9) and older (45 -49) age grou ps. But it is hi gher at the middle age (25-34) groups. 

As far as education is conce rned. educat ional leve l and contraceptive usc have pos iti ve 

relationship. As educational le vel increases. contracepti ve use also increases. Further ana lysis 
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also reveals that education has sign ifica nt con tri bution in cOlltraceptivc usc. Th is fi nding 

co incides with the findin g or Lliflcrent researchers wh ich states that ferti lity pre rerences and 

contraceptive use have sign i lican t relationship and affected by educational attainment 

(Althaus r . 1997; EDH, 2005; Murad, 2006; Negussie, 2006; Worku 1997, Tamiru, 2007). 

Concerning residential place, there is signilicant and pos iti ve relationship between residential 

place and contracept ive usc. As revea led in this study, urban settlers are better users of 

contraceptives. The result further indicates that as distance of family plan ning service 

provision area increases from residential place, contraceptivc use decreases. Th is finding 

contrad icts with the fi ndi ng of Mroz, Bo llen, Spe izcr, and Manc ini (1999) wh ich states that 

the percepti ve quality or lami ly planning facility was a more important determinant of 

contraceptive use than access ibili ty measures in communities with a facility within 30 km. 

This ditlerence cou ld be due tll cultural difTerence llrthe two stuLly population. 

When we look it at the stepwise regression analysis, residenti al place is the most powerful 

predictor of contraceptive use .Add itionally, couples communication, age of marriage 

,d istance in kilometre to get the service, and educational level arc other powerfu l predi ctors 

of contracepti ve usc respecti ve ly in this study. 

Value or children, perception towa rds family planning CLlu nse ling and concepts on 

contraceptives have negative correlation with contracepti ve l"C not considered as the most 

power ful predictor of contraceptive use in th e regression anal ys is. This might be due to 

residential di sparity and couples communication effecl. 

To explain the fi nding or thi s research result, those married pe<> pic who arc nearer to lamily 

planning service provision area, who marry in their latter years, who comm unicates wi th their 

couples on family planning and related sexual matters, and better educated groups are better 

users of contraceptives. 
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CHAPTER FIVE 

5. Summary, Conclusions and Recommendations 

5.1 Summary 

The main purpose of this study was to find out maj or factors that contribute to contraceptive 

use among married Zay community members. The study involved 179 randomly selected 

respondents. 

In the study, attempts were made to provide answers to the following questions. 

What are the socio-demographic variables that affect contraceptive use? 

Do ava ilab ility/accessibility of contraceptive methods affect the contraceptive use? 

Do the various factors like value society attach for children, couples communication, 

concepts about contraceptive methods and perception toward counseling have sign ificant 

di fference on contraceptive users and non users? 

In order to react and deal with these basic questions, related literatures were analyzed and 

properly reviewed. Additionally, di fferent sca les were employed in structured questionna ire. 

Based on the data obtained through questionnaire, analysis was made in relation to the existing 

literature in the area. After analysis of data, the following major results were obtained. 

• Level of awareness of the Zay community members about contraceptive methods was 

not satisfactory. 

• This research further indicates that al l socio-economic and demographic variab les 

have significant assoc iation with contraceptive use. 

• As far as availability indicators are concerned, there is residential place (rural urban) 

disparity and both the distance and travell ing time to get family planning service are 
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inversely related with contraceptive use. That means, majority of the community 

travels over five kilometres and 30 minutes journey to get the service. 

• Couples who communicate about contraceptives, family life and related sexuality 

issues are better users of contraceptives. 

• Residential place is the most powerful predictor of contraceptive use . Additionally, 

couples communication, age of marriage, distance in kilometre to get family planning 

service, and educational level are other powerful predictors of contraceptive use 

respectively in thi s study. 

• Value of children, perception towards family planning counseling and concepts about 

contraceptive methods are not considered as the most powerful predictor of 

contraceptive use 

5.2 Conclusions 

Based on the finding of the research, the following conclusion were made 

The research found that awareness level of the community about contraceptives is not 

satisfactory and it may impede the use of contraceptives 

There is availability and access problem to get the service with in short distance and time. 

Accordingly there is great disparity between rural and urban users. For this, unavailability of 

health centres and clinics on the islands and nearby area contribute for non use rural 

community 

Communication between couples about contraceptives, educational attainment and being 

marrying lately enhance the use of contraceptives. 
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5.3 Recommendations 

In view of the findings of the study, and conclusions drawn, the following recommendations 

are forwarded: 

I. As it was identified, unavailability of contracept ive services in the nearby area was 

the most hindering factor. Therefore, if those organizations both governmental and 

nongovernmental organizations provide the service in community based manner; it 

can improve the awareness level about the methods and addresses the unmet need of 

contraceptives in the community. 

2. Community based campaign (activity) should be made to enhance couples 

communication on family planning and sexuality related issues. 

3. The concerned bodies i.e both government and non government organ izations should 

made their effort to reduce early marriage practice in the community. Because, such 

couples who marry in their early years of age lacks confidence and skills to discuss 

about sexuality and family planning services with their husband /wife. 

4. Educational opportunities shou ld be expanded for female teenagers. 
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Instruction: For the foll owing questions circle the appropriate letter 

C.l. If you heard about these methods, what is your source? 

Nradio BI Newspaper C/Television D/Friends E/Health professionals 

Fl If others, specify----------------------

C.2. Have you visited heal th centers and get contraceptive methods for usage? AlYes I 

have visited and used contraceptives BI No, I have never visited and used 

contraceptives 

C.2.1. In order to get contraceptives, on average, how many Kilometers yo u trave}? AID­

S km 13/ 6-10 km CI 11-15km D/16-20km EI over 20 km 

C.2.2. On average how much time yo u travel to get contraceptives? 

minute Blup to one hour CIUp to two hour 

DI Up to 3 hour Elup to 4 hour FI over 4 hour 

C.3. If you experienced abo ut using contraceptive methods, how do you 

availabi li ty of service provider professionals'l 

AI up to 30 

explain 

AI They were avai lable whenever needed B/They are available only at 

date of appointment CII couldn't get them when I am in need of them 

C.3.I. If you used contraceptives, how often you meet your se rvice provider 

profess ional? AIOnly on service pi ll vision day B/Every week C/Every 

two weck D/ Every month Ellf any Specify-----------------

C.4 .1. If you used con traceptives, on average how often you discuss with service 

pro v i der? -------------------------

C.5. In general, during your marriage period, how do you explain your contraceptive usc 

behavior? NMostly 131 Sometimes CI Often D/More or less I didn't use 



PPENDIX-B 

ADDIS ABABA UNIVERSITY 

SC IIOOL OF GRADlJATE STlJDIES 

DEPARTMENT OIiI'SYCHOLOGY 

Under this section, the va lue society gives for children are presented. So, read them 
carefully and put (X) mark on your level of agreement under the space provided in each 
column. 

Sentences Strongly Disagree Undecided Agree Strongly 
Disagree Agree 

I Children are wealth. 

.., 
Children are source of power -
and/or prestige in the society. 

, Couple who decides 110t to have .1 

children ,even if they can, are 
selfish 

4 Having many children is source of 

happiness [or the 1~\Inily than 
limiting of it. 

5 Since cost of 
.. 

ch ildren I'<ll slllg 
makes it hard to support a large 
famil y. it IS advisable to limit 
numbcr of child rc n. 

6 Using birth control to have small 
number of chi ldren means making 
self too busy III household 
activities 

7 Even if the number of children I 
desire is met, I will continue 
having more children. 



8 Purposively using contraceptives 
indicates ones hate [or chi Idrcn 

9 I prefer having 1110r~ children to 
using birth control 

10 The practice of contraceptive use 
to prevent pregnancy is cquivalent 
to murder 

I I I believe that every married 
woman should bear as many 
children as she can than taking 
contraceptives 

12 I approve of young couple to use 
contracepti VI.! nwtllOcis to pr~v~ llt 

having children right aner being 
married 

13 Contraceptives are very cost than 
other medicines. 

14 Whether the sex desired is made or 
not, usage of contracepti ves IS 

acceptable 

15 Lack of resources can not let me to 
lise contraceptives 



APPENDIX - C 

ADDIS ABABA UNIVERSITY 

SCHOOL OF GRADUATE STUDIES 

DEPARTMNT OF PSYCHOLOGY 

Under this section, concepts about contraceptives are presented, So, read them carefully and put 

(X) mark on your level of agreement under the space provided in each column , 

,SIN Sentences Strongly Disagree Undecided Agree Strongly 

Disagree Agree 

1 Contraceptives make sex less 

pleasurable 

----- -----,----------------
2 Us ing birth cOl1troll11eans 

selfishness 

3 Modern contraceptives can afIect 

fertility or produce sterility on usc r. 

4 Sidc cffect of contraccptives can be 

treated easily 

5 I do not think pregnancy can occur 

using contraceptives 

- - ----- - --- -- _ .. - --------- --------_.-. - -----.. - - ._--- --
6 I do not think that breast feeding 

females can get pregnancy. So that 

she should not usc conlraccpti ves, 

7 Using of contraceptives creates 

regular health problems, 

--~- - ---- ... _- "_ ._._----------- .. -_ .. _--



8 It is a sign of modernity to think ] ahead about birth control. 

9 Using contraceptives can promote 

the health condition of mothers and 

children 

------- ---- r-----
10 There are contraceptive methods 

that males can use. 

-
11 Irregular usage of contracepti ves 

can prevent pregnancy 

- -
12 Contraceptive usage means 

complete stoppage of child 

bearing. 

13 An individual can bear a child ones 

slhe stop lIsing contraceptives. 

.. -.. ----- _. __ . __ .. _- -- -_._- - -' --- -_._-- -- .. --~--- . - . ----_._.- - -- . ... ---... .----_ ... _---_. -
14 Washing immediately after sex can 

prevent pregnancy. So no need of 

contraceptives 

15 Most of the time , contraceptives 

aren't effective in birth control. 

16 I do not have sex otten and I can't 

get pregnancy and no need of using 

contraceptives 

_____ . _______ . ______ _________________ L _ -----_._--
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PPENDIX -D 

ADDIS ABABA UNIVERSITY 

SCHOOL OF GRADUATE STUDIES 

DEPARTMNT OF PSYCHOLOGY 

Under this section, different questions to assess couples communication on contraceptives and 

related sexuality issues are presented. So, read them carefully and put (X) mark on your leve l of 

agreement under the space provided in each column. 

SIN Sentences Strongly Disagree Undecided Agree 

Disagree 

1 The trouble with contraceptive use is that 

the mistrust my partner has to me . 

2 My partner disapproves contraccptives and 

hate the idea 

3 Having sex is unexpected and do not time 

to prepare. So, no need of discussion ahout 

to take contraceptives. 

-
4 Discussing about birth control with a 

partner is shameful. 

rs- ... 
Discussing about contraceptives among 

, 
couples have positive outcome for the 

fami ly 

._--
6 Since contraceptive usage is the 

responsibi lity of womcn, no need of 

di scussion 

7 - --_._-_. 
Whencver I raise about birth control. my 

partner is happy 

Strongly 
agree 

--

._--



-
8 Discussing about contracepti vc use with 

partner indicates their modernity. 

- 1-- -
9 I and my partner discuss about how to limit 

our family. 

10 I wouldn't use contraceptives when Illy 

partner is at home. 

d 11 Discussing about contraceptive usage with 

partner promotes promiscuity -
.---.-~-- --- -----

12 It is wise I'ull to di sc uss with p"rln~r "bout 

contraceptives. 

13 Discussing about contracepti ves wi th 

partner is a sign of subspecies to each other 

14 It is embarrassing to ask my partner to use 

contracepti ves 

._- ._- -

15 I have regular discussion time with my 

• ) 
partner about conlraceplivcs 

--- ---



APPENDIX-E 

ADDIS ABABA UNIVERSITY 

SCHOOL OF GRADUATE STUDIES 

J)I~PARTMNT OF PSYCHOLOGY 

~.-

Under this section, different questions that he lp us to know about perception of beneficiaries about 
contraceptive counseling are presented. So, read them carefully and put (X) mark on your level of agreement 
under the space provided in each column . 

SI Sentence Strongly Disagree Undecided Agree Strongly 
N 

Disagree Agree 
~-._-- ---- --- _. -- I---~--.----I--- ~ --

I I think service providers do not explain very 
well about proper use of the mcthods, 1 do not 
want to use them. 

-- - _. 
2 Since service providers are not avai lable when I 

am in need of them, so it is not appropriate to 
use contraceptives. 

3 1 think that appropriatc profess ional tl'l:atmcnt 
can help me to ove rcome side efket oj' these 
methods. 

4 I have experienced Ipcrccivel that scrvlce 
providers do not let the method that suits my 

, interest. 

-- ~---.. -- --.- .--.~--.. -.--- ---.-. . . ---
S I have experienced/expect that service providers 

do not treat well. 

-----~-- ------. 
6 1 have no problem to use contraceptives if 1 am 

able to get contraceptive provides when I am in 
need of them for help. 

7 Frequently visiting contraceptive service 
providers to get birth control is cmbarrass ing. 

8 Frequent visit to family planning serv ice 
provider do not bring any beha vioral change on 
my contracepti ve use. 

- -
9 1 have no problcm to usc cOlltmccpti vcs if 

service providers do not break confiden tial ity. 
L _ 

.-----~-~-~--------



- -- - -.- ~.--- - _._--- .... - ------------_._- -- --- ----
10 Since family planning is onc aspcet or health 

care service, allending the service is important. 

II If I get appropriate guidance on the way to 
return fertility after contraceptive lise, I have no 
problem to use contraceptives 

--_ .. - _.---- --_._. - - --- .-- --
12 Frequent family planning service providers visit 

expose for discrimination. So, no need to visit 
them. 

-- -- --- -

13 Since nearby contraceptive providers are not 
well trained so that I prefer not to take 
contraceptives. 

~ 
._- --_ .. _------ ._- ----- --

I f I am able to get appropriate pri vale 
counseling, I prder to lise contraccpti Yes 

---- --------- -- -
15 Fear of stigma and discrimination can never 

prohibit me to use contraceptives ones I get 
appropriate guidance 

---

l 
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