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ABSTRACT

Background: In Africa the use of long acting and permanent family planning methods (LAPMSs) has not
kept pace with that of short-acting methods, such as oral contraceptives and injectables. The utilization of
contraceptive methods was dominated by short-term methods in Ethiopia as 21% of women used
injectables, 3.4% used implants, 0.5% used female sterilization and 0.3% used intrauterine devices.

Objective: To assess the association of women’s awareness, attitude and barriers with the intention to use

LAPMs among short term users in Wolaita zone, Southern Ethiopia.

Methods: A cross-sectional study using both quantitative and qualitative methods was conducted in public
health institutions of Wolaita zone from October 2012 to May 2013. Among six health institutions in the
study three were chosen by systematic random sampling technique from rural while the other three reform
town health centers were included. A total sample size of 416 was used for the quantitative study. Eleven
in-depth interviews held to explore women’s and provider’s perceptions and opinions. Data were entered
into EPI Info version 3.5.3 and it was also edited, cleaned, and analyzed using SPSS version 16.0.
Moreover, bivariate and multivariate logistic regression model with crude and adjusted OR along with their

95% confidence interval were used.

Results: Among 411 women participated in the study, only 156(38%) had the intention to use LAPMSs in
the future. More than half 216 (52.6%) had a negative attitude to use these methods. Furthermore, 276
(67.2%) had myths and misconception about these methods. Women who had no myths and misconception
on LAPM were (AOR= 1.71: 95% CI (1.08, 2.72) times more likely to use LAPMs compared with those
who had myths and misconception. Moreover, the odds of women’s intention to use LAPMs were
(AOR=2. 10: 95% CI (1.11, 3.98) and AOR=2.80: 95% CI (1.15, 6.77) times higher among women who
attained secondary and higher level of education compared with women with no education, respectively.
Likewise, the women who had positive attitude were (AOR =2. 47: 95% CI (1.48, 4.11) times more likely

to desire LAPMs compared with a woman who had a negative attitude on these methods.

Conclusion and recommendations: Most of the women had low intention to use LAPMs. Similarly, more
than half of the participants had a negative attitude, myths & misconception on these methods. The
government should focus on empowering women and increasing their educational level. There must be

great emphasis on educating communities to change the attitude, myths and misconceptions.

Keywords: LAPMs, intention, attitude, myths& misconceptions, Wolaita zone, Ethiopia
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1. INTRODUCTION

1.1 Background

Nowadays, more than 200 million women in the developing world want to avoid pregnancy but
are not using a modern method of contraception (1). If all women who currently use
contraceptives began using the most effective long acting and permanent methods (LAPMs) to
meet their fertility intentions, the level of unintended births would decrease by an average of 27
percent (2). Moreover, if the obstacles to contraceptives overcome and the demand for family
planning met, 54 million unintended pregnancies, more than 79,000 maternal deaths, and more

than a million infant deaths could be averted each year(1)

The use of provider-dependent LAPMs of contraception including (intrauterine devices, hormonal
implants, female sterilization, and vasectomy) has lagged behind in spite of their high
effectiveness (3). Moreover, these methods are the most effective contraceptives, (between 3 and
60 times more effective than short acting methods during a year of typical use) and they require a
little action by the client. Yet, despite these advantages, they are often difficult for clients to access

and are not used as widely as other methods, particularly in Africa (4).

LAPMs also can fulfill a full range of women’s and couples’ needs. Until now in Sub-Saharan
Africa, only 2.7 million women are currently using these methods (5). Over time, the practice of

these methods has not kept step with those of short-acting contraceptive methods (6).

Ethiopia ranked the 12™and 2™ most populous country in the world and Africa respectively. The
total population of the country is 87.1million according to 2012 population and economic
development data sheet (7). The total fertility rate was 4.8 in 2011; but the modern contraceptive
prevalence rate (CPR) among married Ethiopian women was 27%; the majority of them used short
acting methods rather the most effective LAPMs (8).

Wolaita Zone represents one of the most densely populated parts of the country. According to the
2011 socioeconomic profile of Wolaita Zone, average population density (crude) for the Zone was
about 374.8 persons per K% The highest and lowest population density was shown in Boloso Sore
and Humbo Woreda; with 798 and 163 persons/ K respectively. These show that there is high
population pressure, and competition for natural resources. Thus, providing contraceptive methods

particularly the most effective methods such as LAPMs is very important (9).



1.2 Statement of the Problem

Unintended pregnancies occur in the world because some 215 million women have an unmet need
for contraception (4). In Africa use of LAPMs is very low, even among couples using family
planning to limit family size. In thirteen countries in Africa, LAPMs accounted for an average of
17.1 % (range 2.2-37.8%) of the method mix of contraceptive users who did not want any more
children. In only Burkina Faso, Kenya, Malawi and Tanzania do LAPMs account for more than
20% of the family planning method mix. Among contraceptive users who wanted to delay their

next birth (spacers), on average only 3.3% (range 0.5-8.4%) were using LAPMs (5).

The awareness of LAPMs is much less than that of short-acting methods in Africa. Nineteen DHS
studies conducted in the past five years, while awareness of any modern method averaged 89%,
only 41% know of 1UD, 34% know about implants, 51% know of female sterilization and 21%
know about vasectomy. Among the different barriers, the system’s policies, structures and

organization of services and the providers’ practices greatly influence client access to LAPMs (5).

In Ethiopia the utilization of contraceptive methods was totally dominated by the use of short-term
methods such as pills and injectables (10). The most widely used methods are injectable (21%)
followed by the implants (3.4%), pills (2.1%), and female sterilization (0.5%), 1UD (0.3%), and
male condom (0.2%). This indicates that among the method mix, prevalence of LAPMs is very
low (8).

Moreover, in Ethiopia the discontinuation rate of short term contraceptives is higher than that of
LAPMs. The 12-month contraceptive discontinuation rate for all methods is 37%. Among the
major methods, the highest discontinuation rate is in the pill (70%), followed by the male condom
(62 %). In contrast, implants have a discontinuation rate of just 5% (8). These levels of
discontinuation for short-acting methods are highly inefficient and costly to programs, and
represent very poor quality service for individuals and often lead to unplanned pregnancies and a

bad image for family planning programs (5).



1.3 Rationale of the Study

Ethiopia relies more on short-term methods of contraception than LAPMs. The total fertility rate
(TFR) of the country is still high (4.8).Thus, the country aimed to shift the method mix of
contraceptives on LAPMs(11).The Minister of Health (MOH) reported that in Ethiopia lack of
family planning method mix is among the challenges and implementation gaps of the Health
Sector Development program (HSDP 111).This gap is also true in Wolaita zone and the country
envisages scaling up family planning program with focus on long-term options in HSDP IV
(12).To my knowledge no study was conducted in Wolaita zone on women’s awareness, attitude,
barriers and intention to use LAPMs. Thus, this study will contribute to fill the information gap to
scale up family planning program with focus on the most effective methods such as LAPMs

options.

The result will also be used to alert the responsible authorities about the need to expand such
services to increase contraceptive coverage by solving identified barriers to use of LAPMs.
Therefore, it helps to reduce the number of unintended pregnancies by fulfilling family planning
and reproductive health goals set in Millennium Development Goals (MDGs), HSDP and Health
Extension Programs (HEP).



2. LITERATURE REVIEW

2.1. Method Mix of Contraceptives

Method mixes of contraceptives are different among countries. Female sterilization is the most
widely used method of contraception worldwide, accounting for approximately 20% of all
contraception followed by IUD which was used by 150 million women. Oral contraceptives and
vasectomy were the third & the fourth most popular methods in the world (13).In contrary to this,
a study conducted in Pakistan showed that traditional methods (withdrawal, rhythm method) was
the commonest method of contraception (5.9%), followed by injectables (5.3%) and tubal ligation
(5.1%). Moreover, 4.8% were using contraceptive pills, 3.6% condoms, 2.1% IUCD, and 3.8%

were using contraceptives in combinations (14).

A study conducted in Rwanda showed that among current users, the method mix was dominated
by injectables (61%), followed by pills (14%), implants (9%), male condoms (7%), and the
Standard Days Method (SDM) (5%). In this country utilization of LAPMs other than implants was
low (2.2% IUD and 1.4% female sterilization). On the other hand 19% were using a traditional

method while 81% were not doing anything (15).

A study conducted at five regions (Amara, Harari, Oromia, SNNP, Tigray) and two administrative
areas (Addis Ababa, Dire Dawa) showed that 51% reported use of modern FP (urban 61% , rural
49%), leading method chosen was injectables (37%) , 3% of FP users were using LAPMs, Unmet
need 25% (16% and 27% in urban and rural areas, respectively), 52% aware of at least one long-
term method( urban 77% rural: 47%) , 20% aware of at least one permanent method (urban34%,
rural 17% (16).

Similarly, another study conducted in East Hararge Zone showed that 178(37.6%) were using
injectables, 37.6% were using pills, 23.3% were using implants, 1.1% were using an 1UD, 0.4%
were using condom. In general, 24.3% were using long term methods and 75.7% were using short
term contraceptive methods. When we see method shift, only 127(26.8%) of the respondents have
shifted from one family planning method to another and the reasons for method shift were 29.9%
due to side effect, 24.4% need for a long term method, 18.1% inconvenience of previous method,
11.8% for the convenience of the new method, 5.5% lack of access to the previous method, 2.3%

advised by provider, 0.78% influenced by partner, 7% mentioned other reasons (17).



A study conducted in Debre Birhan District, North Shoa Administrative Zone, Ethiopia showed
that the modern contraceptive prevalence rate among married women was 46.9%.In this area out
of the contraceptive users injectables comprised 62.9% while vasectomy was only about
0.8%(18).

Another study done in Tehuledere Woreda also showed that the majority of the clients were on
short term family planning methods such as pills (72.9%) and injectables (41.3%) before they
shifted to LAPMs. In this area close to 52.0% have undergone voluntary surgical contraception
followed by Norplant (39.0%) and IUD (8.7%).This study indicated that these high achievement
was due to CBRHA was their main source of information & 60% of model users were trying to

encourage others(10).

Method mix in study conducted in Butajira District, South Central Ethiopia also showed that the
method women ever used being totally dominated by short term contraceptives such as Depo-
Provera (42.2%) followed by pills (24.7%). The least ever used modern method of contraceptive

was female condoms (0.4%). Regarding LAPMs, 6.1% of married women used implants (19).

In conclusion female sterilization and IUCD are the most widely used methods in the world. On
the other hand, most African countries as well as Ethiopia the utilization of LAPMs was very low
despite the methods’ effectiveness. As described above, in most studies contraceptive utilization in

Ethiopia was dominated by short term methods particularly injectables.
2.2 Intention to Use Long-Acting and Permanent Family planning Methods

When we see women'’s intention and belief to use LAPMs, a study conducted in Pakistan showed
that the methods females, most commonly reported that, they or their spouses intended to use were
female sterilization (12%), condoms (11%) and rhythm (9%) in the next 12-months. On the other
hand, males reported that condoms (15%), withdrawal (8%) and female sterilization (8%) were the

methods they or their spouses intended to use in the next 12 months (20).

Another study conducted in Rwanda showed that the main reason cited for non-use among those
who did not have any intention to use was because they believed they were not fecund or had
reached menopause. Very few women 5% of non-intenders were fundamentally opposed to
contraceptive use because of religion, and only 6% of non-intenders referred to husband or partner
opposition (15).



The Ethiopia Demographic and Health Survey ( EDHS) 2011 showed that more than half (56%)
of currently married female nonusers intend to use family planning methods in the future, while
(41%) were not to do so(8) . Similarly a study conducted in Ambo town showed that the overall
magnitude of intention to use LAPMs in the future was (56.1%). Moreover, about half of the
respondents supported use of LAPMs of contraceptives. Among the total respondents, (31.1%) of
participants communicated about LAPMs with their husband or friends and (70.4%) of those who

communicated with their partner or friends support the use of LAPMs (21).
2.3. Knowledge and Attitude Related Factors of LAPMs

Knowledge and attitude are also one of the important factors affecting women’s intention to use
LAPMs. A study conducted in central Tanzania indicated that when respondents were asked if
they are aware of modern contraceptives, the overwhelming majority (98.8%) indicated to be
aware of the methods and over (80%) knew at least three methods. The most commonly known
methods were pills, followed by injectables, Norplant and IUD with (94.3%), (93.7%), (87.3%)
and (51%) of respondents respectively (22).

Knowledge of family planning methods in Ethiopia is nearly universal; 97% of all women and
98% of all men aged 15-49 knew at least one modern method of family planning. Governmental
health centers and health posts (occupied with HEWSs) currently provide contraceptives to 82% of
current users. The most commonly known methods were injectables (94.9%), male condoms
(80.4%), and the pill (91.3%) (23). Moreover, the Ethiopia DHS 2011 showed that the awareness
of women who aged 15-49 were (38.7%) for female sterilization, (11.2%) for male sterilization
(26.3%) for IUD and (67.8%) for implants (8). On the other hand, study conducted in South Wollo
zone showed that except for foaming tablets (70.0%), knowledge of modern family planning
methods was over 90%. The majority (73.9%) of the respondents got their information on family
planning from the CBRH program (10).

Regarding attitude on LAPMs, study conducted at Mekelle town in 2012 showed that (53.6%) of
the married women had negative attitude towards practicing LAPMs. Almost (15.5%) and (26.8%)
married women agreed that implant can result in irregular bleeding and cause severe pain during
insertion and removal respectively. Nineteen point six percent agreed that IUCD prevents from
doing normal activities and (34.4%) agreed that undergoing an operation for female sterilization
was dangerous. Similarly, (39.1%) agreed undergoing an operation for female sterilization is

unacceptable (24).



A study conducted in Butajira Southern Ethiopia showed that there was low (25%)
knowledge/awareness on LAPM in the town. Among the LAPMS which contribute (5.2%) of
contraceptive prevalence (18.7%), implant was known by most of the participants (20.5%) and the
least known method was male sterilization (8.1%). More than 65.5% of the participants intended
to use LAPMs sometime in the future (25). Similarly, another study conducted in this area also
showed that knowledge of contraceptives were (74.4%), (13.1%), (8.2%) and (19%) for implant,

loop, vasectomy and tuba ligation respectively(19).
2.4. Factors Affecting women’s use of LAPMs

There are different factors affecting women’s use of LAPMs. A study conducted in Pakistan
showed that a woman’s belief that the use of family planning was the husband’s decision, fear
that family planning could harm a woman’s womb and women’s belief that fertility was
determined by God were associated with a lower intention to use the IUD. But facilities with
competent staffs were significantly associated with women’s intentions to use contraceptive
methods. Similarly, women with secondary or matriculate education had higher intentions to use
the 1UD (20).

A study conducted in Dare Salam, Tanzania showed that stock outs of contraceptives continue to
be deterrent factor for the choice of appropriate methods. In this study a fifth of respondents used
oral contraceptive pills just because the injectables, implants and IUCDs were not available during

the study period, others decided not to choose the alternative methods that were available (26).

Another Study conducted in Rwanda showed that factors statistically associated with not using a
method were: being older, being less than six months postpartum, wanting a child within 12
months, hearing a family planning message in the media, distrusting contraception and
acknowledging a set of barriers to contraceptive use. In this study lack of knowledge of
contraceptive methods and access to services were not significantly associated with FP use. In
contrast to this, having some education, more children, being sexually active in the past month,
having a partner who supports FP, and attending a FP talk by a community health worker were

found statistically associated with FP use (15).



Similarity, in a study conducted in Bale Zone, Goba town, South East Ethiopia showed that there
was no statistically significant association between age of women, number of children alive,
educational status, religion, income of the family and other variables; and utilization of LAPMs of
contraceptives (27) .

The study in Mojo town showed that there was statistical significance with family planning
service utilization and those with higher parity, literate, approved use of family planning methods,

discussed with husband or partner and those exposed to mass media (28).

Women desire of children is another factor which affects women’s intention to use LAPMs. A
woman who wanted no more children was much more likely to intend using contraceptive
methods. A study conducted in Pakistan showed that intentions to use contraceptive methods were
higher among women with four or more children (20). Similarly another study in the district
Kohat in Pakistan showed that desire for more children, pressure from the husband and religious

leaders were the main reasons for the non-users (14).

The Study conducted in Ghana showed that when providers asked about why their clients might
not choose an 1UD, 63% said that it was because of the rumors they have heard about the methods,
(47%) reported hearing stories about 1UDs being inserted could be traveling to other parts of the
body, (22%) of providers said fear of insertion, or the fear of an infection and (17%) of providers

also said that the clients feel shy and do not want to spread their legs for medical examination(29).

Ethiopian Demographic and Health Survey 2011 (EDHS) also showed that just 28% of Ethiopian
women were informed about possible side effects of contraceptive methods, 24% were informed
about what to do if they experienced side effects, and 37% were informed about other available
family planning methods (23). Moreover, study in Batu town showed that no facility has the

material as well as trained staff to provide LAPMs (30).

The study conducted in the East Shoa Zone, Batu town also showed that among women who had
general knowledge about LAPMs, (33.2%) heard myths and misconception. Around (24.6%) said
that use of Norplant would affect their health negatively. Some women (5.2%) encountered that
implants could move around freely in the body once inserted and could be lost on the day of
removal (30). Similarly study conducted in Mojo Town showed that method related reasons like
health concerns, fear of side effects, and lack of access/too far, too much cost and health care

provider bias accounted for (32.4%) of non-utilizations of family planning services(28).



Another study conducted in Butajira District, South Central Ethiopia showed that barrier to
contraception in the area included absence of preferred methods, religion, complaints related to
providers and methods; and assumption of having proper diet and optimum workload when using
family planning methods (19). Moreover, study conducted at Ambo town showed that attitude on
LAPMs and total number of live children the women had were significantly associated with the
intention to use LAPMs in the future (21). Furthermore, a study conducted in Debre Birhan
District showed that the need for more children, husband approval of modern contraceptive use
and husband wife communication about family planning methods and income were significantly

associated with modern contraceptive utilization (18).

In conclusion there are different factors affecting women from using the most effective
contraceptive methods such as LAPMs. Among these client characteristics, spousal
communication, decision- making on family size and religion are the major ones. In addition to

that provider bias, facility characteristics, myths and misconceptions are also among others.

Wolaita zone, being one of densely populated areas in the country with population pressure and
variety of cultures; no study was so far conducted to show what barriers and misconceptions
affecting women from using LAPMs. Thus, this study will help to identify factors affecting
women’s intention to use LAPMs and associated cultural or other barriers in the area to fill the

information gaps for policy makers.
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v
Intention to use

v
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Figure 1: Conceptual frame work of women’s attitude, barriers and intention to use LAPM in
Wolaita zone.
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3. OBJECTIVES

3.1 Main Objectives
To assess women'’s attitude, barriers and intention to use long acting and permanent contraceptive

methods among short term users in Wolaita zone, Southern Ethiopia

3.2 Specific Objectives
1. To assess the level of women’s awareness and attitude to use LAPMs among short term

family planning users in Wolaita zone, Southern Ethiopia.

2. To assess the level of women’s intention and barriers to use LAPMs among short term

family planning users in Wolaita zone, Southern Ethiopia.

3. To identify factors associated with women’s intention to use LAPMs among short term

family planning users.

4. To explore opinion and perceptions of short term family planning method users and their
service providers on determinants of method mix (awareness, barriers, attitude and

misconceptions) to use LAPMs.
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4. METHODS AND MATERIALS

4.1 Study Area
This study was conducted in Wolaita zone. The capital, Sodo town, in Wolaita zone is about 360

km away to the south direction from Addis Ababa. Wolaita zone is one of the 13 zones in
Southern Nations Nationalities and Peoples region in Ethiopia. Based on the most recent census
(2007), the projected population of the zone was 1,750, 079 in July, 2012. By the year 2012 there
were one government referral hospital; one non-government hospital, one private hospital, 70
health centers and 326 health posts providing health services for the community. There were 2
higher clinics, 8 medium clinics, 121 lower clinics and 42 pharmacies are among the private

sectors serving the community according to the Zonal Health Department.

4.2 Study Design
Facility based cross-sectional study which employed quantitative and qualitative methods were

used. Key informant in-depth interview were done among selected short term family planning user

and service providers. The study was conducted between October 2012 and May 2013.

4.3 Source and Study Population
The source population was women aged between15-49 years who were using short term family

planning methods in Wolaita zone. Also providers, who were working on family planning service,
were included. The study populations were all women in selected health centers in Wolaita zone

who were using short term family planning methods at the time of the survey.
4.3.1 Inclusion criteria

e The women aged between 15-49 years who were using short term contraceptive methods

in the selected health centers.

e Health professional stay more than 3months on the same service delivery point working at

FP clinic.
4.3.2 Exclusion criteria
e Long acting and permanent method users.
e A client who has hearing or other physical difficulty.

e Refusal to participate
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e Health professionals not involved in direct care of FP, stay less than 3 months and

refused to participate.

4.4 Sample Size
The required sample size for clients exit interview was determined by the single population

proportion formula using the foliowing assumptions:

N- (Za/2)*P(1-P) (1.96)20.561(1-0.561)
B dz B (0.05)2

Desired precision: d = 5%
P=(56.1%) proportion of a client’s intention to use LAPMs in the future at Ambo town.

Confidence level = 95%, which means a set at 0.05 and Z /2 = 1.96 (value of Z at 00.05 or
critical value for normal distribution at 95% (C.1.)

Therefore, the calculated sample size was 378. Adding a 10 % non-response rate gave the required

minimum sample size n = 416.

4.5 Sampling Procedure

A total of 6 health centers (three from urban and another three from rural areas) was selected for
this study. The three rural health centers were randomly selected from the rural based health
centers by systematic random sampling technique while the other three reform town health centers
in Wolaita zone were included. Three health centers in these towns such as Sodo, Boditi and
Areka were represented urban facilities. Samples were allocated to each health center based on the
proportionate allocation to the size of their family planning clients’ flow. All short term family
planning users who were visiting selected health centers during the study period were interviewed

until the allocated sample size to each facility were reached.
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Monthly
Client’s flow in the 6 health
centers at Wolaita
zone (1773)
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Figure2: Schematic presentation of the sampling procedure used in the study, Wolaita zone,
Southern Ethiopia, 2013.
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4.6. Data Collection

4.6.1 Quantitative Study

Structured questionnaire was developed by reviewing different literatures and the standard EDHS
questionnaires. The questionnaire was prepared first in English and then translated to Amharic and
back to English to check for consistency of translation. The interview was administered in
Ambharic language. Data was collected through interviewer administered questionnaires. Data
collection was conducted by six health workers (Diploma holders) who were not working at that
specific health facility to minimize interviewer bias. Also two other health professionals, one

B.Sc. nurse and one health officer (B.SC.) supervised the six data collectors.

4.6.2 Qualitative Study
Key informant in-depth interview was used to gather greater depth of information to explore and

understand opinions and perceptions of short term family planning users and their providers. It
also helped to triangulate the finding of the quantitative study. Some of the important issues
addressed were awareness, attitude towards LAPM, rumors and misconceptions, barriers to use
LAPM, and factors that affect their intention to use these contraceptive methods. Five in depth-
interviews with probing and open ended questions for each client from different health centers
were done. Similarly, six professionals who were delivering family planning services, each from
different health centers were interviewed by the principal investigator after getting verbal consent

from them.

4.7 Variables
Dependent Variables: Intention to use LAPMs.

Independent Variables

Socio demographic and economic factors: - age, level of education, religion, marital status,
income, house hold size and occupation

Reproductive health factors: -Age at first marriage, children ever born, decision on number of
children and previous abortion or still births.

Other factors: -Knowledge on LAPM, attitude on LAPM, myths and misconception heard on
LAPM
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4.8 Operational Definitions

Long-acting and Permanent Methods of Contraception (LAPMs):- are defined as those
methods that Provide pregnancy protection for more than one year per application.

Short term users: those clients who are using Depo Provera, Pills, condoms (male, female).
Intention to use LAPMs-women who were not using LAPMs but want to use these methods in
the future

High knowledge: those who knew 7 -10 correct answers from ten knowledge questions.
Moderate knowledge: those who knew 4-6 correct answers from ten knowledge questions.

Low knowledge: those who knew 0-3 correct answers from ten knowledge questions.

Positive attitude: those who scored above the mean (4.6 correct answers) of ten attitude questions
Negative attitude: those who scored < the mean (4.6 correct answers) among ten attitude

questions.

4.9 Data Entry, Cleaning and Analysis

The quantitative data were entered in EPI Info version 3.5.3.Then the data were edited, cleaned
and analyzed by using SPSS version 16. Data cleaning was done in SPSS by running each variable
frequency and cross tabulations to check missed values. Errors identified were corrected after
revising orderly numbered questionnaires. Summary measures such as frequencies, tables, graphs
and mean values were used. Knowledge score was computed based on the ten knowledge
questions; so that “Yes” is coded as 1 and “No” as 0. The score is calculated by adding those who
answered “Yes” to each of the ten questions. Then, terciles is used to divide it in to three equal
parts as low, moderate and high knowledge. In the same way to measure frequencies of attitude
those clients answered “Strongly disagree” and “Disagree” were recoded as “Disagree”, while
those who answered “Strongly agree” and “Agree” were recoded as “Agree” but those who said
“Not sure” were categorized as it is. Finally, for analysis purpose those who scored below the
mean (4.6 correct answers) of ten attitude questions were recoded as “Negative attitude” whereas
those who scored above this point were categorized as “Positive attitude”. Furthermore, bivariate
and multivariate logistic regression model with crude and adjusted OR along with their 95%
confidence interval were used to see the independent associations of each factors with intention to

use LAPMs of family planning.
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Quialitative Study: The data was audio taped, transcribed, translated and coded with Open Code
version 3.6 and inductive content analysis was applied. The analysis was done using systematic
coding, i.e., segment by segment based on the research questions. Finally the narrative qualitative
information was organized and integrated according to emerging themes and concepts that used to

answer the research questions.

4.10 Data Quality Management

Questionnaires were prepared first in English then translated to Amharic language for data
collection. To check whether the translation was consistent with the English version the
questionnaire were back translated to English by another language expert. Before the actual data
collection, the questionnaire was Pre-tested on similar settings outside the study area. Two days
training was given to Data collectors to be familiar with the objective and the methodology of the
research. This training was given to standardize their interviewing technique and to ask questions
in a consistent manner. The principal investigator was closely supervising the performance of the
data collectors in the field and after field throughout out the data collection process. The
questionnaires were checked by the supervisors on a daily basis for completeness. In the
qualitative study data were recorded to capture all the information and note was taken to ensure
the data quality. In-depth interview guide were developed and further probing questions were used

to explore more information on the issue under caption.

4.11. Ethical Considerations

Ethical clearance was secured from the Research Ethics Committee of School of Public Health
College of Health Science, Addis Ababa University. Then a written letter from the Graduate
Coordinator of the Department was obtained and submitted to Wolaita Zone Health Department.
Finally official permission was obtained from them. Informed verbal consent was obtained from
individual participants. In order to assure confidentiality mothers name were not written on the
questionnaire. All study participants were told about their participation would be on voluntary
basis. The objectives of the study and the merits were communicated prior to asking the
willingness to participate in the study. Privacy of clients was maintained. The study tried to
increase the awareness of study participants by raising their knowledge, changing their attitude
and misconception to use LAPM by providing appropriate information at the end of interview.

17



4.12. Disseminating the Results

The findings of this study will be disseminated to various stakeholders including AAU, Ministry
of Health and SNNPR Regional Health Bureau and Zonal Health Department either through
written report with or without formal presentations. At last this study results will be published in
national or international journals. Moreover it will be presented at national and international

conferences.
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5. RESULTS

5.1. Socio-Demographic Characteristics

Out of 416 women approached, 411 women were included in this study, which makes the response
rate to be 98.8%. Out of these women, 126 (30.9%) were from rural and 285 (69.3%) from urban

areas.

Two hundred eight (50.6%) households had a family size of 1-4 persons and 203 (49.4%)
households had a family size of greater than or equal to five persons in their families, with a mean

household family size was 4.9 ( +1.9 SD) while the median household size was 4.

Two hundred two (49.14%) of the mothers were below the mean age (26.7 years). Three hundred
ninety nine (97.1%) of women were married, more than half 254 (61.8%) were Protestant and 128
(31.1%) were orthodox Christians by religion. Almost a great majority 370 (90%) of women were
Wolaita ethnicity; whereas the few others 41 (10) were the other ethnic origin. One hundred thirty
five (32.8%) mothers did not attend formal education (no education); the rest attended formal or
elementary school and above. With regards to the occupation status of the mothers, 184 (44.8 %)
were housewives followed by 140 (34.1%) who were traders. One hundred seventy one
(41.6%) of the respondents had low wealth index while 162(39.4%) and 78(19.0%) of women had

moderate and high wealth indexes respectively (Table 1).

In the qualitative study a total of five key informant women who were using short term
contraceptive methods and 6 family planning service providers with different socio-demographic
backgrounds were participated in the interview. Three of the key informants were housewives by

their occupation but the other two were merchant and civil servant.

Similarly two of the providers, who participated in the interview, were males and the rest four
were females by sex. Moreover, three female providers were midwife nurses but one had B.Sc.in

nursing. Among male providers one had B.Sc. in nursing while the rest were clinical nurses.
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Table 1: Distribution of respondents by various socio- demographic characteristics in
Wolaita zone, SNNPR, Ethiopia, April, 2013

Characteristics (n=411)

Frequency Percent

Age

15-24 126 30.7

25-34 249 60.6

35 and above 36 8.8
Residence type

Rural 126 30.7
Urban 285 69.3

Religion

Protestant 254 61.8

Orthodox 128 311

Others 29 7.1
Occupation

House wife 184 44.8
Trader 140 34.1
Governmental/NGO worker 38 9.2
Daily laborer 25 6.1
Others 24 5.8

Educational status

No education 135 32.8
Primary education 142 345
Secondary education 96 23.4
Higher education 38 9.2
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Characteristics (n=411) continued Frequency Percent

Hose hold size

1-4 208 50.6

5 and above 203 49.4

Wealth index

Low (1-5) 171 41.6
Moderate (6-7) 162 39.4
High (8 and above) 78 19.0

5.2 Reproductive Health Characteristics

Among the study participants, more than half 207(50.4%) women had 3 and more total number of
children in their household, while the rest had 0-2 children. The mean number of children ever

born was 2.9 (+ 2 SD) whereas the median number of children ever born was 3.

Almost half of women 208 (51.23%) were married betweenl2-17 years at time of the first
marriage. The rest married when they were 18 years and above. Their mean and median age at

first marriage were 17.6 (+ 2.47 SD), and 17 respectively.

Seventy four (18%) respondents had encountered miscarriage, abortion, or ended in a stillbirth.
Three fourth 55 (74.3%) women had one abortion in their lifetime; but the rest had two and more
abortions. Most of decisions on the number of children a woman wants were made together with
her partner 237 (57.7%); while 38 (9.2%) and 136 (33.1%) of decisions made by her husband and

herself alone respectively(Table 2).
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Table 2: Distribution of respondents by reproductive health characteristics, Wolaita zone,
SNNPR, Ethiopia, 2013

Characteristics Frequency Percent

Age at first marriage (n=406)
12-17 208 51.23
18 and above 198 48.8
Total number of children (n=411)
0-2 204 49.6
3 and above 207 50.4
Abortion, still birth or miscarriage (n=411)
Yes 74 18
No 337 82
Number of abortions (n=74)
1 55 74.3
2 and above 19 25.7

Decide on the number of children (n=411)

Husband 38 9.2
Myself 136 33.1
Together 237 57.1

5.3. Short Term Contraceptive User Women’s awareness of LAPMs and its
characteristics

Among 411 respondents who were asked whether they have ever heard LAPMs and its
characteristics 116(28.2%), 37(9%), 222(54%), 361(87.8%) heard about female sterilization, male
sterilization, IUCD and vasectomy respectively. Only around half 221 (53.8%) of participants
heard that IUCD can prevent pregnancies for more than 10 years. Very few, 29% of women heard
that after female sterilization pregnancy is not possible. Almost 349 (84.9%) of women heard that

the implant can prevent pregnancies for 3-5 years. Very few 41 (10 %) of participants heard that
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vasectomy has no interference with sexual intercourse. More than thee fourth, 317 (77.1%)
participants heard that implants require a minor surgical procedure during insertion and removal;
but few 114(27.7 %) heard that IUCD is not appropriate for female at high risk of getting STIs.

When we see the composite Knowledge score 165 (40.1%) of women had low knowledge, 160
(38.9%) had moderate knowledge, and 86 (20.9%) had high knowledge (Table3). Regarding
women’s source of information on LAPM the majority of women (49.5%) got information from

health institution, followed by friends (265.9%). (Fig. 3)
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Table 3: Distribution of short term contraceptive user women’s awareness on LAPMs and

its characteristics in, Wolaita zone, SNNPR Ethiopia, April, 2013

Characteristics (n=411) Frequency Percent
Female sterilization 116 28.2
Male sterilization 37 9
IUD 222 54
Implants (Implanon/Jadelle/ Norplant) 361 87.8
IUCD can prevent pregnancies for more than 10 years 221 53.8
After female sterilization pregnancy is not possible 119 29
The implant can prevent pregnancies for 3-5 years. 349 84.9
Vasectomy has no interference with sexual intercourse 41 10
Implants require a minor surgical procedure during insertion & removal 317 77.1
IUCD is not appropriate for female at high risk of getting STIs 114 27.7
Knowledge score (Composite)

Low knowledge (0-3 correct answers) 165 40.1

Moderate knowledge (4-6 correct answers) 160 38.9

High knowledge (7-10 correct answers) 86 20.9
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Figure3: Source of information on LAPMs in Wolaita zone, SNNPR, Ethiopia, 2013

5.3.1 Client’s Awareness to Use Long Acting and Permanent Methods

Family planning clients had low awareness on the LAPMs. There were discussants who didn’t
hear IUCD & vasectomy. There is a belief that living in rural area is considered as a hindrance to
use such methods as it cannot go with the type of workload which rural families had to undergo.
Knowledge on loop was poor. Fear to use female sterilization and vasectomy were even rampant.
Some clients said that even though they did not have enough knowledge on the methods; they also
believed that HEWs strived to bring about change.

Service providers have also mentioned that there was no enough awareness on LAPM in these
communities. According to providers view among the LAPMs women knew implant & IUCD but

they did not know vasectomy& female sterilization.

The situation explained as: “We have got health information from extension health workers. | am
using Depo Provera. | have always 6-7 year interval between every birth by using Depo Provera.
| have ever used implant but it was not comfortable for me. | heard loop but we are living in a
rural area and we have a work load to use it. So that loop is not the best method for us to use. |
have heard about female sterilization but not vasectomy. The reason why we are not using IUCD,
we have no enough education; community has no knowledge on loop and vasectomy. | used

implant but it has side effects. To use loop | am in a rural area, | have work load. I have fear to
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use IUCD, so that I don’t want to use it. Our community does not know loop. Our people have no
knowledge on female sterilization and vasectomy. | have also work load and I don’t want to use

ir.”
32 years old, married women

5.4 Attitude of Short Term Contraceptive Users women’s to Use LAPMSs in Wolaita
Zone

More than half 216(52.6%) of the women had negative attitude; while the rest had a positive
attitude. Two hundred eighty three (68.9%) of them agreed that using implants need proper diet;
while 102(24.8%) agreed insertion and removal of implants is highly painful. More than a quarter

86(20.9%) agreed insertion of intrauterine contraceptive device interfere with privacy.

Less than a quarter 69 (16.8%) of women believed that using an IUCD restrict normal routine
activities. Similarly, one quarter 109 (26.5%) women agreed that operation for female sterilization

is dangerous.

One hundred thirty seven (33.3%) of women agreed that the implant may freely move other area
from insertion site and cause severe pain, while 125(30.4%) agreed that it is not good to use
LAPMs. Fifty seven (13.9%) of women agreed that discussing about LAPMs contraceptive
methods with their husband or friend is not necessary. But 8 (1.9%) understood that using LAPMs
would not prevent one from having the large family size. Ninety eight (23.8%) of women agreed

that operation of women for female sterilization is unacceptable. (Table 4)
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Table 4. Distribution of respondent’s attitude to use long acting and permanent
contraceptive methods in Wolaita zone, SNNPR Ethiopia, April, 2013

Characteristics (n=411) Disagree Not sure Agree
# (%) # (%) # (%)
Using implants needs proper diet 89 (21.7) 39 (9.5) 283 (68.9)

The insertion and removal of implants is highly painful 113 (27.5) 196 (44.7) 102 (24.8)

Insertion of IUCD causes loss of privacy 173 (42.1)  152(37) 86(20.9)
Using IUCD restricts normal routine activities 162(39.4) 180(43.8) 69(16.8)
Operation for female sterilization is dangerous 115 (28) 187 (45.5) 109 (26.5)

Implant freely move in the body& cause severe pain 197(47.9)  77(18.7)  137(33.3)
For me, it is not good to use LAPMs. 231(56.2) 55(13.4)  125(30.4)
Discussing LAPMs with husband (friend) are not necessary 334(81.3) 20(4.9) 57(13.9)
LAPM not preventing one from having large family size  356(86.6) 47(11.4) 8(1.9)
Operation for female sterilization is unacceptable. 153 (37.2) 160(38.9) 98(23.8)
Attitude score (Composite)

Positive attitude: (Answered >4.6 correct answers) 195(47.4)

Negative attitude: (Answered <4.6 correct answers) 216 (52.6)

5.4.1. Attitude Related Barriers
Key informant clients believed that most of the community has a poor attitude towards LAPMs.

Similarly, providers believed that the community had a negative attitude to use LAPMs. But very

few clients and providers believe that community had good attitude.
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The situation is described as: “7 have a negative attitude on LAPMSs. Four years ago | have heard
some rumors that one woman has developed mental problem after the implant inserted. After I
heard the woman mental status was affected, | developed a bad attitude to use LAPMs .l need to
know more about LAPMs. | need to know more if any person with good knowledge on LAPMs
teaches me. | want to change my attitude if people with good knowledge on LAPMs explain to me
the detail.”

25 years old married client from urban health center

5.5 Women’s Intention Characteristics to Use LAPMs

Among the 50 (12.2%) of women who ever used LAPMs in Wolaita zone, all of them 50(100%)
used implant. No one ever used other methods of LAPM in the study area. The majority of women
35(70%) used implant for a duration of 33.8 months and above. The mean duration of use was
33.8 (+ 17.6 SD) months whereas the median use was 36 months.

Among the 411 women participated in the study, only 156 (38%) had the intention to use LAPMs
in the future. An implant, which accounts 143 (91.7%), was the most leading LAPMs in the study
area that most women intended to use in the future followed by IUCD 9(5.7%) and female
sterilization5 (3.2%).

The reasons why the women not to practice LAPMs in the study area included 129 (35.4%) had
fear of side effects, 31(8.6%) had medical problems, 28(7.8%) had fear of infertility, 38 (10.5%)
had partner disapproval, 76 (21.1%) planned to get pregnant, 45 (12.5%) had lack of knowledge
and 14(3.9%) had mentioned others. Moreover, 49(11.9%) of women did not get information

about how to use the methods they ever used effectively from their providers (Table 5).
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Table 5: Distribution of respondents by their intention to use long acting and permanent
contraceptive methods in Wolaita zone, SNNPR, Ethiopia, April, 2013

Characteristics (n=411) Frequency Percent

Intention to use LAPM (n=411)

Yes 156 38
No 255 62
Ever use LAPM (n=411)

Yes 50 12.2
No 361 87.8
Duration of LAPM ever used (n=50)

1-33.8 months 15 30
>33.8 months 35 70

Reason not practiced LAPM (n=361)

Fear of side effects 129 35.4
Medical problems 31 8.6

Fear of infertility 28 7.8
Partner disapproves 38 10.5
To get pregnant 76 21.1
Lack of knowledge 45 125
Others 14 3.9

Provider explained how to use the method ever used effectively
Yes 362 88.1

No 49 11.9

5.5.1 Women’s reasons for not using LAPMs

Most women said that the fear to use the methods and lack of a balanced diet were the main
reasons for not using LAPMs. But, some had different reasons for not using LAPMs like lack of
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knowledge of the methods, some myths and misconceptions or rumors they heard, partner
opposition, the shame to show their reproductive organ (vagina), side effects and belief that it may

interfere with workload.

Similarly, the majority of the providers mentioned that myths and misconceptions or rumors,
partner opposition, absence of information and lack of knowledge of the method were the major
ones. But few believed that fear of side effects and lack of trained professionals was also barriers
to use LAPMs. Yet again the majorities believed that religion related barriers were very few in

their community; though, some few mentioned that it is also a barrier.

The situation described as: “Emma...... I think rumors are the main reason for non-use of
contraceptives. The reason why women in our community are not using implants is not clear for
me. However, people are not using implant because they believed that it may cause burning of the
whole body and weakens them. Likewise, some others say it sucks blood and move other system
from inserted site and difficult for removal. | believe this is not the problem of implant but the
rumors in our community. Moreover, some people believed that implant causes cancer and they

enforce professionals for removal.”
30 years old married women

Similarly, 23 years old midwife nurse described as: “There are rumors certain individuals
believed that in scripture of bible God said that “Be fruitful, and multiply, and replenish the
Earth, and subdue it” In addition to that partner opposition is another barrier. Our husbands are
saying that “give birth,; I can take care for my children” government has no right on my issue.
Women who have such barriers come to our health center without disclosing their utilization to
their partner. Even some women with such barrier fear to take their appointment card at home
and put it in our office. Some partners watch the insertion site of the implant. Some other women
say, God said “Be fruitful and multiply, so that it is a sin for those who are delivering these

contraceptive methods. ”

5.6 Barriers, Myths and Misconceptions on the LAPMSs

Among study participants, 265 (64.5%) women believed that there are barriers to use LAPMs.
Moreover, 276 (67.2%) of women heard myths and misconception on LAPMs.
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There are different myths and misconception on the LAPMs in the study area. Among different
myths and misconceptions 191(71%) of women heard that implant would cause hypertension,
162(58.7%) heard that the implant could move around freely in the body once inserted and could
be lost at the day of removal, 187(67.8%) implant causes illness, 116(42%) IUCD Causes illness,
147(53.2%) implant causes anemia and 196(71%) implant cause weight gain.

When women were asked whether they heard another myths and misconceptions, 32(34%) heard
LAPMs to cause infertility, 3(3.2%) heard LAPMs burn the whole body, 6(6.4%) heard LAPMs
change the skin (facial) color black and 3(3.2%) heard that using LAPMs interferes with a routine
activity if one has work load. Again 15(16%) heard that LAPMSs cause irregular menstrual
bleeding, 4(4.3%) heard that LAPMs need a balanced diet, 9(9.6 %) heard LAPMSs can cause
weight loss and dizziness and 6.4% heard LAPMs dries (damages) vagina. Some other3( 3.2 %)
heard that using LAPMs leads to twin pregnancy, very few 1(1.1%) heard that after LAPMs
insertion health professionals refuse to remove 3(3.2%) heard that using LAPMs make labor
difficult and 9(9.6% ) heard other misconceptions(Table 6).
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Table 6: Distribution of myths and misconceptions respondents heard about long acting and
permanent contraceptive methods in Wolaita zone, SNNPR, Ethiopia, April, 2013

Characteristics Frequency Percent
Women who think there are barriers to use LAPM (n=411) 265 64.5
Myths and misconception heard on LAPM (n=411) 276 67.2
The implant would cause hypertension (n=276) 191 71

Implant moves freely in the body&

can be lost at time of removal (n=276) 162 58.7
Implant causes illness (n=276) 187 67.8
IUCD Causes illness (n=276) 116 42
Implant causes anemia (n=276) 147 53.2
IUCD causes anemia (n=276) 97 35.1
Implant cause weight gain (n=276) 196 71
LAPMs cause infertility (n=94) 32 34
LAPMs burn the whole body (n=94) 3 3.2
LAPMs change the skin (facial) color black (n=94) 6 6.4
It interfere with activities if one has work load (n=94) 3 3.2
LAPMSs cause menstrual bleeding excess and irregular (n=94) 15 16
To use LAPMs one needs balanced diet (n=94) 4 4.3
LAPMs cause weight loss and dizziness (n=94) 9 9.6
LAPMs dries (damages) vagina (n=94) 6 6.4
Using LAPMs lead to twin pregnancy (n=94) 3 3.2
After LAPMs insertion health professionals refuse to remove (n=94) 1 1.1
Using LAPMs make labor difficult (n=94) 3 3.2
Others (n=94) 9 9.6
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5.6.1 Myths and Misconceptions

Most of the key informant clients heard myths and misconceptions. Among the myths and
misconceptions most clients believed that implant burns the whole body and moves freely to other
body system from the insertion site. Some believed that implant causes weakness, itching and it is
not suitable for a person who has work load. Others believe that it needs major operation and
cause pain. Also very few believed that it causes cancer, mental problem. They also think that
health professionals bulges the uterus outward at the time of loop insertion. They believed that
LAPMs are only good for a woman who has abundant time to rest. Vasectomy is believed to make

males impotent.

Similarly, providers heard from their clients that implants move to other body systems from
insertion site, clients also assumed that it causes infertility and it would be a cause of cancer.
Clients felt that IJUCD moves to abdomen from its insertion site. They also heard that these
methods are not good for those who have workload. Clients assumed that implants interfere with
routine works. Providers have also heard that tubaligation causes severe illness, IUCD deters
normal sexual pleasure. Moreover, they heard complaints about the fact that implants cause
headache. After IUCD uterus cannot carry pregnancy and implant cause body burning. Providers
summarized their observation by stating that clients associate any illness they encounter with the
use of LAPMs. A client stated as “Yes I have heard rumors. Most people believe it is freely
moving inside the body flesh and to find it will be difficult at the time of removal ........ Most
people believe that implant may get out of insertion site when we carry objects (performing our
task). Another myth | have heard is that at the time of insertion of loop health professionals take
the uterus outward from its original site and replace it again they said. These rumors are spoken
among those who have not used LAPMs. Other rumors on permanent methods | have heard is that
after vasectomy male cannot perform sexual acts. They are just like castrated. I didn’t hear about
rumors on tubal ligation. But | observed one man used vasectomy in our area. Some other rumors
on implant | heard that most people think that to have implant it needs major operation and cause
pain. Also they have fear to use it. Some other talks that implants cause dizziness and those who

used three years say it cause itching.”

30 years old married women
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Additionally, 23 years old midwife nurse explained by saying “Women say that implant moves to
the abdomen, it is not found in the insertion site. It moves the other site from the insertion site. It
interferes with routine work. If users of implant develop any headache or abdominal cramp they

associate those illnesses with family planning methods. ”

5.6.2 Professional, Availability, Access and Facility Related Barriers

Most clients did not report family planning utilization barriers related to facility and availability of
contraceptives. Few, however, mentioned that there is no more health education which was given
previously. Most clients said that they are not getting detailed and proper counseling from their

service providers. But few clients told that they are getting appropriate counseling.

Similarly, providers did not mention any barriers related to the availability of contraceptives,
equipment, access and trained personnel for long acting methods; although there were no trained
personnel at any health center for permanent methods. In contrary to that some researcher that
there are supply problems whiles others reported on trained personnel shortages. Similarly some
providers reported that clients received the family planning method of choice while other

providers complained that clients could not get their preference.

Moreover, most providers said that clients were not getting detailed and proper counseling from
them. But few providers told that they are providing appropriate counseling. “Previously health
providers were not good. Now community knows where the service is given in a health facility.
They directly go to the card room and have a card without payment for FP service. Next to that
they go to a FP room with happiness because they didn’t pay for the card. After that they
disseminate this information to others and they also like to use. I don’t think the HEW teaches
women deeply. If a woman refuses to use they do not try to convince her. CBRH were giving them
better and deeper information. At this time no more health education as before. Some years ago
there was family planning information given by audiovisual in public and more people use family
planning. At this time no such kind of good health information given to the community. As a result

women are giving many children now than before.

30 years old married, CBRH agent
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Consistently, the situation explained by the provider as: “Health professionals are informing on
possible side effects of family planning methods, however, due to more client flow we cannot
deliver enough and detailed counseling to our clients. We are only giving the highlights of

counseling.”
28 years old midwife nurse

5.6.3. Availability of 1EC, FP Guidelines, Strategic Manual, Evaluation and
Monitoring on LAPMs

Most providers said that they have IEC materials to make awareness on LAPMs but few told they
have family planning guidelines to give service based on it. Almost all health centers have no

strategic manuals on family planning.

Concerning monitoring and evaluation from Woreda or zonal bodies with regards to LAPMs,
there were no particular monitoring and evaluation of family planning methods. Most told that

monitoring& evaluation was done along with other services.

The situation was described as: “Yes, every three months there are monitoring & evaluation for
all activities. We have a review meeting. But there are no particular monitoring and evaluation for

LAPMs. IEC and family planning guidelines are available but we have no strategic manual”
32 years old female BSc nurse

5.7 Enhancing Factors to Use LAPMs
Most participants believed that educating the community about family planning methods can

enhance its utilization. Some others believed that arranging public meetings to all communities,
educating the women with their partners, providing health information by audio visual aid, and
preparing contraceptive options for husbands can enhances the utilization of LAPMs. Some said
that observing model women who are using LAPMs can lead community to utilize LAPMs. The
situation explained as: “Educating women and their husbands together can help people to use

LAPMs. If the woman has workloads, teaching her husband to take vasectomy is a good option.”

32 years married women
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5.8. Factors associated with women’s intention to use LAPMs

Religion and wealth index were not significantly associated with the intention to use LAPMs (P-
value >0.05). On the other hand, the intention to use LAPMs among short term contraceptive user
women aged 25-34 was lower [COR=0.59: 95% CI (0.38, 0.91)] compared to those aged 15-24
years, while it was not significantly lower [0.57 (0.26, 1.23)] among those aged 35 and over
compared to the same reference category. Table 7 also shows that the odds of women’s intention
to use LAPMs were 0.96 (0.57, 1.62), 2.69 (1.58, 4.64) and 4.07 (1.91, 8.67) times higher among
women who attained primary, secondary and tertiary level of education, respectively. The odds of
intention to use LAPMs among women who were members of households with 5 and above
members were COR=0.58: 95% CI (0.39, 0.87) compared to those who had less than five

members.

Total number of children and abortion or still birth a woman had were not found to be statistically
associated with women’s intention to use LAPMs. Women who decide on use of family planning
together with their spouses were 2.93: 95% CI (1.29, 6.67) times more likely to use LAPMs
compared to those whose husbands decide the use for them.

A woman who had a high knowledge score had COR=1.77: 95% CI (1.04, 3.02) higher intention
to use LAPMs compared to those with low knowledge on LAPMs. Similarly, a woman who had
Positive attitude towards family planning use were 2.31 (1.54, 3.47) times more likely to use

LAPMs compared to those ladies who have negative attitude.

Moreover, women who had no myths and misconceptions on LAPMs were 1.57 (1.03, 2.39) times

more likely to use LAPMs compared to those who had myths and misconceptions.

Socio-demographic and reproductive characteristics, awareness about family planning methods,
attitudes and other factors which were significantly associated with the intention to use LAPMs in
binary logistic regression model were entered in the multivariate regression to know their
independent effect. Hence, women’s educational level, their attitude to use LAPMs, whether they
had myths and misconceptions on the methods was found to be significantly associated with
intention to use LAPMs.
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After controlling the confounders, the odds of women’s intention to use LAPMs were
(AOR=2.10: 95% CI (1.11, 3.98) and AOR=2.80: 95% CI (1.15, 6.77)times higher among women
who attained secondary and higher level of education compared with women with no education,
respectively. Similarly, women who had positive attitude were (AOR =2. 47: 95% CI (1.48, 4.11)
times more likely to have intention to use LAPMs compared with a woman who had a negative
attitude on LAPMs.

On the other hand, women who had no myths and misconception on LAPMs were (AOR= 1.71
(1.08, 2.72) times more likely to use LAPMs compared with those who had myths and

misconception.
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Table 7. Factors associated with women’s intention to use LAPMs in Wolaita zone, SNNPR,

Ethiopia, 2013

Characteristics (n=411) Yes, N (%) No, N (%0)

Intention to use LAPMs

COR (95%Cl)

AOR (95%CI)

Age

15-24

25-34

35 and above
Household

1-4

5 and above
Educational status
No education
Primary education
Secondary education

Higher education

Husband

Myself
Together
Knowledge score
Low knowledge
Moderate knowledge

High knowledge

59 (46.8)

85(34.1)
12(33.3)

92(44.2)
64(31.5)

40(29.6)
41(28.9)
51(53.1)
24(63.2)

Decision on the number of children

8(21.1)

44(32.4)
104(43.9)

56(33.9)
59(36.9)
41(47.2)

Attitude score (Composite)

Negative attitude

Positive attitude

62(28.7)
94(48.2)

Heard myths and misconception

Yes
No

95(34.4)
61(45.2)

67(53.2)
164(65.9)
24(66.7)

116(55.8)
139(68.5)

95(70.4)
101(71.1)
45(46.9)
14(36.8)

30(78.9)
92(67.6)
133(56.1)

109(66.1)
101(63.1)
45(52.3)

154(71.3)
101(51.8)

181(65.6)
74(54.8)

1.00
0.59 (0.38, 0.91)*
0.57 (0.26, 1.23)

1.00
0.58 (0.39, 0.87)*

1.00

0.96 (0.57, 1.62)
2.69 (1.58, 4.64)*
4.07 (1.91, 8.67)*

1.00
1.79 (0.76, 4.23)
2.93(1.29, 6.67)*

1.00
1.37 (0.72, 1.79)

1.77 (1.04, 3.02)*

1.00
2.31 (1.54, 3.47)*

1.00

1.57 (1.03, 2.39)*

1.00
0.86(0.47, 1.53)
0.89(0.34, 2.31)

1.00
0.81 (0.47, 1.41)

1.00

0.85 (0.48, 1.48)
2.10(1.11, 3.98) **
2.80 (1.15, 6.77) **

1.00
1.53 (0.62, 3.80)
2.215 (0.93, 5.29)

1.00
0.75 (0.43, 1.31)
0.74 (0.36, 1.52)

1.00
2.47 (1.48, 4.11) **

1.00
1.71 (1.08, 2.72) **

*Statistically significance in COR: P-value<0.05, **statistically significance AOR: P-value<0.05
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6. DISCUSSIONS

This study identified different factors affecting women’s intention to use LAPMSs in Wolaita Zone.
Hence, women’s intention to use LAPMs in Wolaita zone was low [156(38%)]. Moreover, most of
the women 216 (52.6%) had a negative attitude to use LAPMs. Different determinants like women
who attained secondary and higher educational level [AOR=2.10: 95% CI (1.11, 3.98)] and
[AOR=2.80: 95% CI (1.15, 6.77)] compared with those who had no education respectively, their
positive attitude to use LAPMs (AOR =2. 47: 95% CI (1.48, 4.11) compared to those with
negative attitude and woman who had no myths and misconceptions (AOR= 1.71 (1.08, 2.72)
compared to those who had myths and misconceptions were significantly associated with

women’s intention to use LAPMs.

In this study 38% of women have reported intention to use LAPMs in the future. This finding is
less than study conducted in Ambo town, where 56.1% women had intention to use LAPMs (21).
This difference could be due to the study settings. That means this study conducted both at urban
and rural area where as study at Ambo was only in urban settings. In addition low intention to use
LAPMSs could be due to the existence of various myths and misconceptions as well as a negative

attitude to use these methods.

Moreover, the LAPMs ever used and intended for use in the future by respondents is higher for
Norplant. This finding is in line with the finding of EDHS 2011, in which more people used
implants among LAPMs (8). The reasons could be the trainings given for Implanon insertion for
health extension workers (11), variety of implants available for different duration of years
(Implanon, Jadle, and Norplant), the service availability of these methods at every health center
than that of permanent methods. Such training of midlevel professionals should be enhanced for
permanent methods also. In contrary to this finding, women’s intentions to use LAPMs are
different from different parts of the world. The finding in the study at Pakistan showed that most
women intend to use female sterilization. Similarly, female sterilization is the most widely used
method of contraception worldwide, accounting for approximately (20%) of all contraception,
followed by IUD (13, 20).

In this study, about 28.2%, 9%, 54% and 87.8% of women heard about female sterilization, male

sterilization, IUCD and implants respectively. This finding is consistent with the findings of a
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study conducted in Butajira, south central Ethiopia, in which knowledge on vasectomy was the
lowest (8.2%) and implants the highest (74.4%). Moreover, this finding is consistent with DHS
2011, in which knowledge on vasectomy was lowest among LAPMs (11.2%) and highest on
implant (67.8%).However, knowledge on IUCD (13.1%) and tubaligation (19%) in Butajira were
much lower than this study finding. Similarly, in this finding women’s knowledge on IUCD and
&implant are higher than those studies of Butajira and DHS 2011.This could be the fact that the
government is scaling up the implant &IUCD training for HEWs and as a result these
professionals are inserting Implanon to their clients and teaching the community about it
(11,19,23).

In this study, more than half 216 (52.6%) of women had a negative attitude to use LAPMs. This
finding is consistent with the study fining of Mekele town where 53.6% of the married women had
a negative attitude towards the use of LAPMs (24). Similarly, this finding is in agreement with the
findings of the key informant in-depth interviews. In the interview most of the informants believed
that their community had a negative attitude to use LAPMSs. This could be due to the existence of
different myths and misconceptions in the community; which may lead the women to such a

negative attitude to use LAPMs.

This study showed that the odds of women’s intention to use LAPMs were (AOR=2.10: 95% ClI
(1.12, 3.98) and AOR=2.80: 95% CI (1.15, 6.77) times higher among women who attained
secondary and higher level of education compared with women with no education, respectively.
This study is consistent with the findings of other studies conducted in Rwanda, a population
based study conducted in Pakistan and study in Mojo town (15, 20, 28).This could be due to those
who were educated secondary& higher level can get more health information from different
sources, like school, leaflet, newspaper, media and internet than those with no education. In
contrast to this finding, a study conducted in Bale zone, Goba town showed that there was no

statistical significance association between education and LAPMs use (27).

In this study religion and wealth index were not found to be statistically associated with women’s
intention to use LAPMSs. This finding is in line with the study conducted in Bale town, Eastern
Ethiopia and Rwanda (27, 15). This could be the influence of HEWSs. They are participating on
Implanon insertion &delivering health information on family planning methods and this could be
changed the behavior of the community (11). Similarly, wealth index could not be associated with
women’s desire to use LAPMs due to the fact that contraceptive methods were provided to women

free of any cost. However, income was statistically associated with family planning use in a study
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conducted at Debre Birhan Town (18). In the same way, religion identified to play a significant
role in decision to use contraception in the study of Pakistan (14). This could be the difference in

the distribution of the types of religion and cultures among these countries.

After adjusting for all possible cofounders a woman who had positive attitude were (AOR =2. 47:
95% CI (1.48, 4.11) times more likely to desire LAPMs compared with a woman who had a
negative attitude on these methods. This finding is consistent with a study in Ambo town (21).
Similarly, the findings of key informant in-depth interviews on this issue were in agreement with
these findings. This could be due to lack of adequate health information and counseling on long
acting and permanent methods in the community as well as the various myths and misconceptions

on the methods may led the community to negative attitude.

There are problems related to different barriers to use LAPMs in this study area. About 64.5%
women were thinking that there are barriers to use LAPMSs. Similarly 67.2% had different myths
and misconception in this study area which is influencing the community from using LAPMs. This
finding is consistent with study of Ghana in which 63% of clients said that it was because of the
rumors why their clients might not choose an IUD and 47% heard IUD can travel other parts of the
body from the insertion site. On the other way, this finding is higher than study conducted at the
East Shoa Zone, Batu town where 33.2% heard myths and misconception. This difference could

be due to the study setting, duration and variations in cultures (29, 30).

Women who had no myths and misconception on LAPMs were (AOR= 1.71 (1.08, 2.72) times
more likely to use LAPMs compared with those who had myths and misconception. This might be
few women educated at secondary and higher level. Much more different misconceptions found in
this study area could be discussed here but lack of similar findings hinders to elaborate the
discussion. Hence, further research should be done in different parts of the country to compare
with these misconceptions.

Partner disapproval which accounts 38(10.5%) was also one of the reasons women for not
practicing LAPMs. Similarly, women who decide on use of family planning together with their
spouses were 2.22: 95% CI (0.93, 5.29) times more likely to use LAPMs compared to those whose
spouse decided the use alone. This finding is in line with some other studies at Rwanda and Mojo
(15, and 28). Similarly, the finding of the in-depth interviews also described the situation in
agreement with this finding. This could be due to the women might have low status and low self-
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determination as well as their husbands are the decision makers in the majority of household issue

in the community.

Finally, findings from in-depth interviews showed that few health centers have family planning
guidelines to referee the available standards. Almost all health centers had no strategic manuals on
family planning. However, most health centers had trained personnel for long acting contraceptive
methods (Implant and IUCD); though, there were no trained personnel and material at any health
center for permanent methods. Moreover, no services on permanent methods (vasectomy &female
sterilization) were given at all health centers. This finding is in line with the study of Batu town.
This is a gap preventing women to choose full range of contraceptive methods as well as the

bottleneck for contraceptive method mix (10, 30).
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7. Strength and Limitation

7.1 Strength of the study

R/
L X4

R/
L X4

e

The study used qualitative methods to triangulate the finding of quantitative results and
elaborates issues not significantly explained in the quantitative data.

This study is one of the few studies, which assess client’s intention &their barriers to use
LAPMs. Hence, the study identified the various barriers to the method mix of
contraceptive methods particularly to the most effective LAPMs in this study area and may

fill the information gaps on this issue.

7.2 Limitation of the study

It is a cross sectional study; so as it is difficult to know which occurred first, the
determinant/exposure or the outcome.

Since the study was institutional based, that might undermine generalizing the result to the
general population.

Using only six health centers from a zone due to financial constraints is another limitation.
Relatively low sample size was allocated for rural clients than that of urban inhabitants
though equal number of health centers was allocated on both cases. This is due to the low
client flow in rural health centers; which reduced by the probability proportional allocation
with their sample size.

Absence of enough literatures in Ethiopian situation hinders further discussion of the

results.
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8. Conclusion and Recommendations

8.1. Conclusion
In this study more than half of women had a negative attitude to use LAPMs. Moreover, women

had low intention to use LAPMs in Wolaita zone. Among different determinants secondary and
higher educational level, positive attitude to use the methods and those who had no myths and

misconceptions were significantly associated with women’s intention to use LAPMSs.

Furthermore, the various myths and misconceptions, low awareness to use the methods, shortage

of family planning guidelines and strategic manuals were barriers to use LAPMSs.

Among different barriers to LAPMs use in Wolaita zone, myths &misconceptions were the main
challenge to contraceptive use. For instance, women who believed that implant would cause
hypertension, it could move around freely in the body once inserted and could be lost on the day
of removal, implant and IUCD cause illness, implant causes anemia & weight gain were the major
ones. Moreover, women who believed that LAPMs cause infertility, LAPMs burn the whole body,
LAPMSs change the skin (facial) color black and using LAPMs interference with a routine activity
if one has work load, using IUCD dries (damages) vagina and LAPMs make labor difficult were

another misconceptions in Wolaita zone.

Above and beyond, low awareness on vasectomy and female sterilization were also barriers to use
LAPMs in the study area. Moreover, the availability of the methods and trained personnel on long
acting methods (implant& IUCD) as well as access to facility was not the barriers to use LAPMs;
though services provision and trained personnel on permanent methods (vasectomy& tuba

ligation) were a challenge to a method mix in most health centers.
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8.2. Recommendations

As this study shows, LAPMs utilization can be improved through empowering women& providing

further education to them, increasing their awareness and attitude, improving method mix by

training health professionals on surgical contraceptives and removing myths and misconceptions.

1.
2.

The government should focus on increasing women’s educational level.

Health providers and other concerned bodies must put great emphasis on educating
communities to increase client’s awareness and attitude to use LAPMs. Moreover, taking
great attention to bring the behavioral change of the community on myths and
misconceptions from the community through health information is critical.

FMOH and regional health bureau as well as other NGOs working on family planning,
should work to address provision of surgical contraceptives at every health center by
training health professionals.

Zonal Health Desk and Woreda Health Officers: Should strengthen family planning
guideline &strategic manuals in all health centers. Moreover, monitoring and evaluation of
family planning activities in particular is very important.

Service providers should be strengthening couple’s discussion on family planning methods
in the communities is very crucial.

Researchers should conduct further study by using strong study designs at the community
level in different parts of the country to identify what cultural, myths, misconceptions and
other barriers hindering women from using LAPMs in different parts of the countries as

well as private institutions, NGOS and manager’s views should be assessed.
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10. Annexes
Annex 1: The English Version of Structured Questionnaires
Questionnaire on Women’s attitude, barriers and intention to use long acting and
permanent contraceptive methods among short term users, in the Wolaita zone.

How are you? My name is----------------------- | represent a study team by a post graduate student
in public health in Addis Ababa University who intends to do a research in SNNPR, Wolaita
Zone, supervised by SPH/AAU instructors. We are studying women’s attitude, barriers and
intention to use long acting and permanent contraceptive methods and associated factors by asking
clients who came for the service. You are randomly chosen to be interviewed by the research
team. The information obtained from you and other respondents will help to enhance family
planning service in district and beyond.
Your truth full answers for all of our questions about family planning service utilization will be
very important to know the status of long acting and permanent contraceptive methods. In the
interview we do not need to write your name. Your answers will be kept confidential. The
interview shall be conducted in private situation. If you decide that you do not want to participate
in the study, we can stop at any time you feel so .It will also not affect the services you receive at
the clinic now or in the future. We appreciate if you try to answer all the questions. If you agree to
be interviewed, we will go 20-25 minutes for us to complete the questionnaire. If you have any
questions about the study you can ask. In case if you have any question you can contact the
principal investigator Mr. Mengistu Meskele using his mobile phone +251-913-17-79-96.
Thank you. Next | will read a consent, which assures your interest to participate.
CONSENT FORM: The researcher explained the aim of the study with clear language that I can
decide once | understand the objective of the study. | decided: 1.Agree to participate 2. Not
agree to participate (stop here)

If the study subject agrees to participate in the study, start the interview.
Interviewer signature certifying that informed consent has been given verbally by the respondent.

Interviewer’s name---------------------------- Signature------------------- Date---------------------
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Section one. Socio-demographic and economic characteristics

No Questions Response Skip
Q001 How old were you at your last
birthday? Age in completed years----------------
Q002 What is your current Marital status? 1. Single 4.Widowed
2. Married 5.Separeted
3. Divorced
Q003 What is your usual place of residence | 1.Urban
type? 2.Rural
Q004 What is the size of your house hold?
Q005 What is your religion? 1.0rthodox
2.Muslim
3.Protestant
4.Catholic
5.Traditional
88.0thers,specify
Q006 What is your ethnicity? 1.Wolaita
2.Amara
3.Dawuro
4.Gurage
5.0romo
88. Others/specify
Qo007 Have you ever attended school? YES. 1|If no go to
NO. ..o 0 | no.009
Q008 What is the highest level of
Education (school you attended)?
Q009 Now | would like you to read this | Cannot read at all

sentence to me.

Show card to if respondent cannot read
whole sentence, PROBE: Can you read
any part of the sentence to me?

Able to read only parts of

sentence

Able to read whole sentence

No card with required

language (specify language)---------
Blind/visually impaired
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Q010 What is your Occupation? 1.Farmer

2. Trader
3.Potter

4. House wife
5. Government/NGO employee
6. Daily laborer
88.others,specify

What is the total monthly income of
Qo011 your household?

(From all sources and all members. | Enter the No. in birr
Please ask income in kind and cash. If
in kind use the current market price to
convert it to cash income)
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Q012

Does your household have:

Q012.A Electricity?
Q012.B A watch/clock?
Q012.C Aradio?

Q012. D A television?

Q012.E A mobile telephone?

Q012.F Anon-mobile telephone?

Q012.G A refrigerator?
Q012.H A table?
Q012.1 A chair?”

Q012.J A bed with

Cotton/sponge/spring mattress?

Q012.K An electric mitad?

QO012.L A kerosene

Yes No
1 0
Electricity
A watch/clock 1 0
A radio 1 0
Television 1 0
mobile telephone 1 0
non-mobile telephone 1 0
Refrigerator 1
Table 1
Chair 0
bed with 0
cotton/sponge/spring
mattress
electric mitad 1 0
Kerosene 1 0
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No Section two. Reproductive Health | Response Skip
History Questions

Q013 | What was your age at time of first
marriage? e --

Q014 | How many children have you ever
given births to? e --

Q015 | How many of those are living with | --------------
you?

Q016 | How many are living elsewhere?

Q017 | How many of your biological children
are currently alive? G --

Q018 | How many of your biological children
are dead? e --

Q019 | Total number of children ever born?

Q020 | Have you ever had a pregnancy that | 1. Yes If no go to
was miscarried, aborted, or ended in a | 0.No (if No, skip to 022) 022
stillbirth?

Q021 | How many abortions do you have?

Q022 | How many children you want to | Enter no —-mmmoe-
have?

Q023 | Who decide on the no of children you | 1. Myself
want to have? 2. Husband

3. Together
88. Others, specify------------=-nenux--
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No Section three. Knowledge Questions Response Skip
Q024 | Do you know about Long Acting and | 1.Yes If no
Permanent Methods 0.No (if answer is no go to Q No. 028) go
(methods used for many years or to
permanently just after having it 028
once)
Q025 | If yes to Q 024 what are the general uses of | A. Helps for prevention of unwanted
LAPMs? (Tick all Pregnancies
mentioned) B. Prevention of possible maternal and
(Multiple answers are possible) child death and ill health.
C. Limiting family size
D. Child spacing
E. Others
Q026 | If yes to Q 024 which LAPMs do you know? | A. IUCD
(Multiple answers are possible) B. Implant
C. Vasectomy
D. Tubal Legation
E. other
Q027 A. Health institution
What is your source of information? B. Family
(Multiple answers are possible) C. Friend
D. Mass media (TV, Radio, etc.)
E.NGO
F. Others
Now | would like to talk about family
planning - the various ways or methods that a
couple can use to delay or avoid Pregnancy.
Have you ever heard of (METHOD)?
Q028 | Female sterilization PROBE: Women can | 1....... Yes
have an operation to avoid having any more | 0. ...... No
children
Q029 | Male sterilization PROBE: Men can have an | 1....... Yes
operation to avoid having any more children. | 0........ No
Q030 | IUD PROBE: Women can have a loop or coil | 1....... Yes
placed inside them by a doctor or a nurse. 0.cvvnnn. No
Q031 | Implants (Implanon/Jadelle/ Norplant) | 1.......... Yes
PROBE: Women can have one or more small | 0.......... No

rods placed in their upper arm by a doctor or
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nurse which can prevent pregnancy for one or
more years.
Q032 | IUCD can prevent pregnancies for more than | 1........ Yes
10 years 0...c.tl. No
Q033 | After female sterilization pregnancy is not | 1........ Yes
possible 0...n. No
Q034 | Implant can prevent pregnancies for 3-5 years. | 1........ Yes
0........ No
Q035 | Vasectomy has no interference with sexual | 1........ Yes
intercourse 0........ No
Q036 | Implants require minor surgical procedure | 1......... Yes
during insertion and removal (| No
Q037 | IUCD is not appropriate for female at high | 1........ . Yes
risk of getting STIs 0.ocvvnt. No
Section four: Family planning information
No Questions Response Skip
Q038 | Do you currently have a regular sexual | 1. Yes If no go # 42
partner? 0. No
If yes, does your partner support use family | 1. Yes If no go #41
Q039 | planning methods? 0. No
Q040 | If yes, have you discussed use of family | 1. Yes
planning method with your partner? 0. No
Q041 | Whose preference was accepted during | 1. My choice
discussion on use of family planning | 2. Partner’s choice
method? 3. Other’s choice
Q042 | Which family planning method (s) did the | A. Female sterilization

provider whom you met last, discuss with
you?

(MULTIPLE RESPONSE IS

POSIBLE)

B. Male sterilization
C.IuD

D. Injectables

E. Implants

F. Pill

G. Male condom
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H. Female condom

I. Diaphragm/foam/jelly

J. Lactation Method

K. Rhythm method

L. Withdrawal

M. Other modern method
N. Other traditional method

Q043 | Did you get the method you want when you | 1. Yes If yes go no
discussed with the provider? 0. No 045
Q044 | If not, why do you think you did not get | A. Chose not to accept a method at
your preference (method named in 042)? this time
B. Preferred method was not
(Multiple response is possible) appropriate another method
(contraindications)
C. Changed mind after listening to
provider
D. Not available at all
E. Provider recommended
F. Cost of method is not affordable
G. Not available at clinic today.
H. No appropriate provider available
that day
I. Don’t know/ can't remember
J. Other(specify)
Q045 | For the method you just decided to accept,
did the provider:
A. Explain to you how to use the method | 1. Yes
effectively? 0. No
B. Describe potential side effects? 1.Yes
0.No
C. Tell you what to do if you have
experienced side effects? 1.Yes
0.No
D. Give you information about other
methods of family planning? 1. Yes
0. No
Are you currently using any family planning | 1.Yes If no goto 50
method? 0. No
Q046 99.Don’t know
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Q047 | Which method(s) are you currently using? A. Injectables

B. Pill

C. Male condom

D. Female condom

E. Diaphragm/foam/jelly.
. Lactation Method

G. Rhythm method

H. Withdrawal

I. Other modern method

J. Other traditional method

n

Q048 | Why do you prefer to be on the method you | 1. Side effect of the previous method

are currently using? 2. Spacing
3. Limiting
4. Better method use
88. Others
Q049 | Is the method you are currently using your | 1. Yes
choice? 0. No
No Section Five: Attitude Questions Reponses Skip

Please tell me whether you strongly agree, agree, not
sure, disagree or strongly disagree with each of the
following statements

Q050 | Using implant need proper diet 1.Strongly agree
2.Agree

3. Not sure

4. Disagree
5.Strongly disagree

Q051 | The insertion and removal implant is highly painful. 1.Strongly agree
2.Agree

3. Not sure

4. Disagree
5.Strongly disagree

Q052 Insertion of Intra uterine contraceptive device causes to | 1.Strongly agree
lose privacy 2.Agree

3. Not sure

4. Disagree
5.Strongly disagree

Q053 Using Intra uterine contraceptive device restrict normal | 1.Strongly agree
routine activities. 2.Agree
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3. Not sure
4. Disagree
5.Strongly disagree

Q054 | Operation for female sterilization is dangerous 1.Strongly agree
2.Agree
3. Not sure
4. Disagree
5.Strongly disagree
Q055 For me, implant may freely move other area from | 1.Strongly agree
insertion site and cause severe pain. 2.Agree
3. Not sure
4. Disagree
5.Strongly disagree
Q056 For me, it is not good to use LAPMs. 1.Strongly agree
2.Agree
3. Not sure
4. Disagree
5.Strongly disagree
Q057 | For me, discussing about LAPMs contraceptive | 1.Strongly agree
methods with my husband or friend is not necessary. 2.Agree
3. Not sure
4. Disagree
5.Strongly disagree
Q058 For me, using LAPM not preventing one from having | 1.Strongly agree
large family size. 2.Agree
3. Not sure
4. Disagree
5.Strongly disagree
Q059 | For me, operation for female sterilization is | 1.Strongly agree
unacceptable. 2.Agree
3. Not sure
4. Disagree
5.Strongly disagree
Section six: Intention Questions
No Questions Response Skip
Q060 | Have you ever used LAPMs |1.Yes 066
contraceptive methods? 0. No (if answer is No, skip to 066)
(For those who have knowledge)
Q061 | Which of the LAPMs have you ever | 1.Implants
used? 2.1UCD
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3.Female sterilization
4.Vasectomy(my husband)

Q062 | If yes to Q No. 060 when did Enter the starting year.......
You start?
Q063 | If yes to Q No 060 how long did you
use it? In months
Q064 | If yes to Q No. 060 where did you | 1. Government Health institution
get the service? 2.NGO
3. Private medical sector
88. Others, specify
Q065 | If you change the method ( IUCD or | A. Fear of side effect
implant), what B. Medical problem
is\could be the reason? C. Fear of infertility
D. Partner disapproves
E. To get pregnant
F. Itis sinful
G. Cultural taboo
H. Others
Q066 | If you don’t practice any of A. Fear of side effect
LAPMSs what is / are the reasons? B. Medical problem
C. Fear of infertility
D. Partner disapproves
E. To get pregnant
F. Itis sinful
G. Cultural taboo
H. Lack of knowledge
I. Service unavailable
J. I am single
K. Others, specify
Q067 | Do you want to use LAPMs in the | 1.Yes If no go to 069
future? 2. No (if answer is no skip to 069)
3. I am not sure
Q068 | Which method do you intend to use | 1. IUCD
in the future? 2. Implant
3. Female sterilization
4. Vasectomy ( for my husband)
Q069 | If you have no plan what could be the | A. Fear of side effect

reason?
(Multiple answers are possible.)

B. Medical problem
C. Fear of infertility
D. Partner disapproves
E. To get pregnant

F. Itis sinful

G. Cultural taboo
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H. Lack of knowledge
I. Service unavailable
J. I am single

K. Others, specify

Section seven. Barriers to use LAPMs Skip
Q070 Do you think are there any barriers to use | 1.Yes If No skip to
LAPM? 0.No (If No skip to 072) 072
Qo071 What are the barriers to use LAPM? A. | desire more children
(Multiple response possible) B. Lack of proper diet
C. Absence of preferred
methods
D. Religion,
E. Complaints related to
providers
F. | have work load to take
LAPM
G. Lack of trained personnel to
provide the methods,
H. Providers’ bias me to choose
other method.
I. I have no knowledge
J. Provider refusal at any time
we want to discontinue the
method.
K. Others specify-------------
Q072 Are there myths and misconceptions you | 1.Yes Skip
heard in communities like this on the use
of family planning in general and long | 0.No
acting and permanent methods in
particular?
If yes to Q.072 for the following questions,
I am going to read myths and
misconceptions and answer “yes’’ or “no’’
whether you hear about it.
Q073 Implant would cause hypertension 1. Yes 0. No
Q074 Implant could move around freely in the | 1. Yes 0. No

body once inserted and could be lost at the
day of removal
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Q075 Implant causes illness 1. Yes 0. No
Q076 IUCD Causes illness 1. Yes 0. No
Q077 Implant causes anemia 1. Yes 0. No
Qo078 IUCD causes anemia 1. Yes 0. No
Q079 Implant cause weight gain 1. Yes 0. No
Q080 If other myths& misconceptions specify

Thank you!
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Annex1.2. In-depth interview guide for clients

Good morning/afternoon.

My name is

| am a post graduate student in public health in Addis Ababa University and intend to do a
research in SNNPR, Wolaita Zone for partial fulfillment of master’s degree in public health
supervised by SPH/AAU instructors. The information obtained from you and other respondents

will help to enhance family planning service in district and beyond.

In the interview we do not need to write your name. Your answers will be kept confidential. The
interview shall be conducted in private situation. If you decide that you do not want to participate
in the study, we can stop at any time you feel so .It will also not affect the services you will
receive at the clinic now or in the future. We appreciate if you try to answer all the questions. If
you agree to be interviewed, we will go 35-40 minutes for us to complete the questionnaire. If you

have any questions about the study you can ask.
Thank you. Next | will read a consent, which assures your interest to participate.
CONSENT FORM

The researcher explained the aim of the study with clear language that |1 can decide once |
understand the objective of the study. | decided: 1.Agree to participate 2. Not agree to

participate (stop here the interview)

Signature of Person administering consent Date
Client’s Signature Date ID no. ------------
Age ------mmmeeme - Occupation---------=-====mmemmemmmmeo-
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Discussion topics
1. How do you understand about LAPM?

2. What do you / the community knows about long acting (IUCD, Implant) and Permanent

(voluntary sterilization) contraception?

3. What are the reasons you/ the community don’t use long acting (IUCD, Implant) and permanent

(voluntary sterilization) contraception?
4. What are the barriers to use LAPM?
5. What myths and misconception you heard about LAPM? Can you tell if any?

6. Do you want to know more about long acting (IUCD, Implant) and Permanent (Voluntary

sterilization) contraception? What could be the reason?

7. What can help people to use LAPM? Enhancing factors?
8. What is your opinion on having large family size?

9. Who should decide about family size? Why?

10. Are there any provider, facility and availability related issues prevent the community from
using LAPM?

11. What is your attitude and communities perception concerning the use of LAPMs in this

community?

12. Do you/community intend to use LAPMs in the future? Which method? Is there any additional
issue up on LAPM?

Thank you!
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Annex1.3:In-depth interviews guide for service providers

In-depth interviews questioners for Service providers and manager of health centers

How are you? My name is

| am a post graduate student in public health in Addis Ababa University and doing a research in
SNNPR, Wolaita Zone for master’s degree in public health supervised by SPH/AAU instructors. I
am studying women’s attitude, barriers and intention to use LAPM contraceptives among short
term users. The information obtained from you and others respondents will help to enhance family

planning service in district and beyond.

In the interview we do not need to write your name. Your answers will be kept confidential. The
interview shall be conducted in private situation. If you decide that you do not want to participate
in the study, we can stop at any time you feel so. We appreciate if you try to answer all the
questions. If you agree to be interviewed, we will go 35-40 minutes for me to complete the

questionnaires. If you have any questions about the study you can ask.
Thank you. Next | will read a consent, which assures your interest to participate.
CONSENT FORM

The researcher explained the aim of the study with clear language that |1 can decide once |
understand the objective of the study. | decided: 1.Agree to participate 2. Not agree to

participate (stop here the interview)

Signature of Person administering consent Date

Service provider’s/health center manager’s Signature
Date

Age ------mmmee - Occupation---------=-==-==mmmmmemmeeeo-

Health center---------------------omm--- -
Discussion Guides (Remember to ask many probing questions to have an in depth insight)

1. How do you perceive the population growth in your community?
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10.
11.

12.

13.

14.

15.

16.

17.

18.

What mechanisms should be put in place to control the fast growing population in this
community?

How do you evaluate the attitude of your community towards use of family planning
methods?

What are the barriers to use of modern family planning methods?

How about the use of long acting and permanent contraceptive methods?

What are the social, cultural and attitudinal and economic barriers to use LAPMs in this
community?

What are service related barriers to use of LAPM in this community?

Are there any barriers to deliver LAPM in regarding supplies, equipment and trained staff
and access in your health center?

What are health professional related attitude and barriers to deliver LAPM to his/her
clients? For example during counseling and service provision?

What are religion related barriers to use of LAPM in this community?

Is LAPM available at all times in last 6 months? If no, what is the reason for unavailability
in the last time?

Are all clients receiving their preferred method? If not why? What about provider
determination in client’s method selection?

What about provider delivery mechanism of giving accurate information about how to use
the method and side effects?

What is women’s awareness to use LAPM in your community?

What myths and misconception in your area preventing women from using LAPMs?

What is women’s attitudinal barriers and intentional to use LAPM in your community?

Is there any follow up evaluation and monitoring from Woreda, zone, region and other
stake holders in your health center about LAPM? When?

Are there any IEC materials, family planning guideline and strategy manual in your health

center? Can you show me?

Thank you so much!
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Annex 2: The Amharic Version of structured Questioneries
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Annex2.1: Amharic in-depth interview with clients
Annex 2.1 ha1dqaet tadel AGET IC PoLhEe mad £A oL
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@FMMLL H&PT AL TG APMGTD. AITAU-:: ACO PTLAMT aPl8 NNt avlB 92T oC +89°C
PO 9oM% A1 PTLAAANTY U5 AHY ADANLS AMACET® ATIo0 T+ FAP O4+HI8 PG 10.::(HY
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Annex2.2: Amharic in-depth interview with providers

hAtdet A PT OC 291820 mad L4 PN aomPP
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AZE° LG MHAETE AATLEINN PONL: aPENMEP H&PTT APmPI® PAFAT HINAIATPETS FAYE
N71PST AL A1SAU:: 1 ACH P7LAMT aPlB DT avl8 9oset ¢ +49°C e0HAN 9PN Ardlbet
PLAGANTT? UsF  AHY ARALS AMLAE ATIRFFF SO ¢HHOE PO 10013 FT @Ot OTGE
AATPNEA (19775 D9 OPT NOOT NTTE QI (% PmeET AGPTINT::NHY PmeP OO OATFTT ACHT
AGPALT 27101010 11C ALIEIP:: ACAL TLAM<T TLAT U=k NTLATC LOHA::aPMPERI® 90 P°F+7 NN
U3 @NLANTIC U7 U9 TERPT ATAANANT ASOLT T 0T :NTPBA. APAT§ . PLT hiPt h35-40
LEP MNT ATMTPPATCIN LAV T1C DA An@kT RTAN::

ATPACISAD- NaPPma POFCICrT PR ATNAU- LU (17T APAHe CAPTT GAPE PLI1TN:
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fr@eP TEEPT

10.

11.

12.

13.

MOCHANP AL PAQTT CUHA HH(OLTT) A28 £PA/LTIHAN?

(LY 400N QAT NFTrE AL PAQT CHA OHT APSNMC I°7 A avR/29 hANT?
VNAHANDP 0O I°M 2 AdPmPd® PADT TN A28 T £19P1TIN?

HooG R 0O 0L AININCT ATPMPI® AIP4FE I°187 SFaL?

PLEI° LHG (HARYT PTLLININDT POHAN 9N AN TPT° W78 1.7

(LY LA @O L8 LRG OHARYE P7Le1A1AD7 200N 9°M2 AT AdPmbd®
TYNERIVARIPHTAN AT ADTTLLER WrPGAT 187 SFAL?

OHY NN QAT P89 LHS OHARTE P91L010°10@7 POFAN 9°M% A10NINT  AgemPd®
A0 AANT IOC OFPPH Wibdett 9787 GFM?

PLEI° LG (HARTT 291010007 00 9°N5 AT APt CAPCOTIRaOVLLT PwAmY
0AG>f 1S N0 CbT OC OHEPH ATPdT hi?

PLE9° 1HS (HA®YE 99010910077 P0-FAN 9°N3 A1t AePamt hmS OAT-P+EF D¢
OHPOH HINAS AIPGPT 90187 CFA? AIPAA PI°NC AT AONTS 20N 9°ME A1d 10T
AN P?

OHY 10N QAT 2489° LHG OHARTE P99.010°1007F PO 9PNy Aldlhet  Aaemeparg®
NYeTISt IC ePPH WrPdtT 9P CF.?

0A$<T A0t Ot Oav PLEI° LHS (HARTE P91.0100@. PO PPNy ATNNT av &S AT
OHY MG ML 104? hdie FPN70HE 97087 TF@?

Ueg° LUNFT  Pavlmet HE LmPIN? MAUY Pn20E 90787 1.2 (LINFT 9°Cm, AL Pm.S
QAT+ F @1 W38T 1.7

MG AP HPT HE AT W18t aPMPI® ATRANVFAG AA 1780 T8t AL ThhAG avlB eavhmet
U2 W21 10?7
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14.

15.

16.

17.

18.

LY et QAT OBF P8P LHS (HALM P79.0900Q7 PN P°MNE  ATANT
ATPMPaOT® PATFA. AT (TTHL) AILT 10, ?

(LY 104 THaN @At BT 2489 1HS OHARYE 29101091007 00N 9PN ANt
AT8LMPor- PTLNANA AANAT AS PHAGT AerAnnfT 90787 G Fa.?

OHY 040N @AT T P48 LS OHARTE PU1.01091A0.7 PO 9N A0 AgPmbd®
PATF@. YN ATPEGPTS FAYE AL T 1007

(LY mS MLE h@LLThH7EOL? hhdd (A L8 LS OHALYE P91.210007 20HAN 9N
AT T 91T AN PO PAN? avE?

(LY mS ML ant Perlf €aeot( IEC materials):nat+a0 9°My e+ad. avghe( family
planning guide line )iaG trk¢-8, “1rPa-T( strategy manual) Ak? ALART LFAN?

NMg° hao(19A-!
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Annex3: knowledge score

No Knowledge questions, whether women had heard the method &its Score
characteristics
1 Female sterilization PROBE: Women can have an operation to avoid Yes =1
having any more children No =0
2 Male sterilization PROBE: Men can have an operation to avoid having | Yes =1
any more children. No =
3 IUD PROBE: Women can have a loop or coil placed inside them by a Yes =
doctor or a nurse. No =
4 Implants (Implanon/Jadelle/ Norplant) PROBE: Women can have one | Yes =1
or more small rods placed in their upper arm by a doctor or nurse which No =0
can prevent pregnancy for one or more years.
5 IUCD can prevent pregnancies for more than 10 years Yes =1
No =0
6 After female sterilization pregnancy is not possible Yes =1
No =0
7 Implant can prevent pregnancies for 3-5 years. Yes =1
No =0
8 Vasectomy has no interference with sexual intercourse Yes =1
No =
9 Implants require minor surgical procedure during insertion and removal | Yes =
No =
10 IUCD is not appropriate for female at high risk of getting STIs Yes =
No =
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Annex4: Attitude score

Attitude score

1

Using implant need proper diet

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

The insertion and removal implant is highly painful.

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagre

Insertion of Intra uterine contraceptive device causes to lose

privacy

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

P RO OO P PO OORFR kP OOOoO

Using Intra uterine contraceptive device restrict normal

routine activities.

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

Operation for female sterilization is dangerous

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

For me, implant may freely move other area from insertion

site and cause severe pain.

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

For me, it is not good to use LAPMs.

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

For me, discussing about LAPMSs contraceptive methods
with my husband or friend is not necessary

1.Strongly agree
2.Agree
3. Not sure

4. Disagree
5.Strongly disagree

P RPOO0OORFRRFPFRPROOOIFPPRPIOOO|IPPFPOOOFRrEFPOoOOO
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For me, using LAPM not preventing one from having large
family size.

1.Strongly agree
2. Agree
3. Not sure

4. Disagree
5.Strongly disagree

10

For me, operation for female sterilization is unacceptable.

1.Strongly agree
2. Agree
3. Not sure

4. Disagree
5.Strongly disagree

PR, OOOFRrPEFPOOOoO
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Table8 .The theme, categories and codes as identified from the qualitative study, Wolaita

zone,SNNPR, Ethiopia,2013.

Theme: Women's awareness, attitude, myths, misconception and other different barriers to use LAPMS

in Wolaita zone.

Catego Awareness to Reason Myths and misconceptions Professional,
ries use LAPM women/community availability, access
doesn’t use LAPM and facility related
barriers
Code eDidn’t hear eFear to use the eImplant burns the whole body *Good counseling

IUCD&
vasectomy
eDon’t know
other than
implant

eFear to use IUCD
eFear to use
female
sterilization
&vasectomy
eHEW are source
of information
*No enough
education on loop

*No knowledge
on loop

*Not hear
vasectomy
eAsking removal
because of side
effects.

¢| know implant
¢| know implant
&female
sterilization
*HEWSs brought
great change

method

*Work load

elLack of method
*Myths&
misconceptions
elack of balanced
diet

eProblem on
insertion and
removal

eShame to show
reproductive organ
ePartner opposition
*No more
information

eLack of knowledge
elack of trained
professional

eFear of side effects
eReligion opposition

eImplant freely moves to other area

from insertion site
eDevelopment of mental problem
*Good for who has rest
eImplant causes cancer
eImplant causes dizziness
eImplant causes itching
eImplant causes weakness
¢|UCD interfere with sexual
intercourse

eImplant needs major operation
¢ APM not suitable for who has
work load

*Bring uterus outward at time of
IUCD insertion

|t causes cancer

¢|UCD causes infertility

eUterus cannot carry pregnancy
*Tuba ligation causes illness
*LAPM cause pain

¢ APM cause head ache

eIt moves to abdomen

elt interferes with routine work

eAssociate LAPM with other illness.

*No problem with
availability

*No problem with
providers

*No enough health
education

*No deeper
education

eTrained personnel
available

No vasectomy &
female sterilization
*No access problem
*No proper
counseling

*All methods are
available

*Client receives
their preferred
methods

*No equipment
problem

¢ Client not receives
their preferred
methods.

eSupply problem
*No supply problem
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Theme: Continued...

Categories Attitude related IEC, FP guidelines, Enhancing factors to
barriers strategic manuals, use LAPMs
M&E
Code *Poor attitude (4) *Has FP guideline *Observing model users

*Good attitude (1)
*Poor attitude (4)
*Good attitude (2)

*Has [EC

*Has M&E

*Has strategic manual
*No FP guideline
*No IEC

*No M&E

*No strategic manual

of LAPMs

*Educating women at
public meeting
*Providing health
information by audio
visual

*Preparing
contraceptive option for
husbands

*Regular training
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Annex5: Map of Wolaita zone
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