SAINT PAUL’S HOSPITAL MILLENNIUM MEDICAL
COLLEGE DEPARTMENT OF OBSTETRICS AND

GYNECOLOGY

~..’
(- |- | /
DETERMINANTS OF CONTRACEPTIVE
UTILIZATION AMONG WOMEN WITH DIABETES
& HYPERTENSION, A FACILITY BASED CROSS
SECTIONAL STUDY, ADDIS ABABA, ETHIOPIA

7/

PRINCIPAL INVESTIGATOR: ALFERID ABRAR (OBGYN RESIDENT)
ADVISOR: MATIYAS ASRAT (ASSISTANT PROFESSOR OF OBGYN)

49




B0
Saint Paul’s Hospital Millennium Medical College Department
of Obstetrics and Gynecology

DETERMINANTS OF CONTRACEPTIVE UTILIZATION AMONG
WOMEN WITH DIABETES & HYPERTENSION, A FACILITY
BASED CROSS SECTIONAL STUDY, ADDIS ABABA, ETHIOPIA.

PRINCIPAL INVESTIGATOR:-ALFERID ABRAR
Obstetrics and Gynecology Resident
Saint Paul’s Hospital Millennium Medical College

A thesis paper submitted to Saint Paul’s Hospital Millennium Medical
College, Department Of Obstetrics and Gynecology, in partial
fulfillment of the requirements for postgraduate study in OBGYN

ADVISOR: -Dr. MATIYAS ASRAT
Assistant professor of Obstetrics and Gynecology
Department of Obstetrics and Gynecology

Saint Paul’s Hospital Millennium Medical College
SEPTEMBER, 2021



ABSTRACT

BACKGROUND: Many chronic medical conditions have been affecting women in reproductive age

group. Women with medical conditions like hypertension, heart disease& diabetes are at higher risk
of pregnancy related morbidity & mortality than women without medical conditions. Due to the high
risk associated with pregnancy, it is extremely important for women with chronic medical conditions
to have a well-planned pregnancy. As to the knowledge of the investigator, there were no specific
studies conducted on determinants of uptake of modern contraception among women with diabetes &
hypertension in Ethiopia. Therefore, it is invariably important to assess contraceptive use & factors

affecting it among women with diabetes & hypertension.

OBJECTIVES: to assess magnitude of modern contraceptive use & factors affecting it among

women with diabetes & hypertension.

METHODOLOGY: A facility based cross sectional study was conducted from March 1/2021-May
30/2021. An exit interview of sampled women enrolled at the medical Out Patient Department (OPD)
at diabetic & hypertensive clinics of SPHMMC was done using structured and pretested questionnaire.
Descriptive, bivariable, and multivariable methods were used to analyze the level of contraceptive use

& associated factors.

RESULTS: More than two-third (71.4%) of women had ever used contraceptive methods. Among
the contraceptive methods, injectables (28.9%) and implants (28.3%) were the most commonly used
methods. Almost all (98.4%) used modern contraceptive methods. One-third of the study participants
used long-acting reversible contraceptives (LARC). One-third of women were using contraceptive
methods at the time of interview. The most common reasons for use and non-use were spacing and
desire of having a baby, respectively. After fitting multivariable logistic regression composed of seven
predictors, five variables (age, education, relationship, giving a birth, and partner support) were
identified as significant predictors of contraceptive use.

CONCLUSION & RECOMMENDATION: The overall contraceptive utilization of women with
diabetes & hypertension who are having follow-up at medical OPDs is low. Hence, strengthening
counselling about family planning & partner involvement would help increase the contraceptive

uptake of women with chronic medical illnesses.

KEY WORDS: chronic medical illnesses, contraceptive utilization, pregnancy
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CHAPTER ONE

INTRODUCTION
1.1 Back Ground

Many chronic medical conditions have been affecting women in reproductive age group. Women with

medical conditions like hypertension, heart disease, diabetes are at higher risk of pregnancy related
morbidity & mortality than women without medical conditions. (1)Chronic medical conditions
account for almost 65% of women’s deaths globally, & the majority of these deaths occur in low &

middle income countries and are premature.(2)

According to a cross sectional study of chronic disease in Jimma the overall prevalence of chronic
disease of 8.9% (diabetes 0.5%, cardiac disease 3%, hypertension 2.6%, asthma 1.5%, epilepsy 0.5%,

depression 1.7%), and 80% of the subjects studied had at least one risk factor for chronic disease.(3)

Chronic diseases can influence the course of pregnancy and may have lasting effects that manifest at
and after birth.(4) Pregnant women with hypertension and heart disease have a higher risk of
developing congestive heart failure, arrhythmia, preterm delivery, intrauterine growth retardation and
reduced birth weight. Women with diabetes and hypertension are at increased risk of pregnancy-
related complications, which includes spontaneous abortion, preterm labor, hypertensive disorders &
delivery by cesarean section. Existing population based studies demonstrated increased congenital

anomalies and perinatal mortality in diabetic mothers as compared to the nondiabetic population.(5)

Due to the high risk associated with pregnancy, it is extremely important for women with chronic
medical conditions to have a well-planned pregnancy. It is also equally important to avoid unplanned
pregnancy among the women who do not intend to get pregnant, by using effective contraceptive
methods. As recommended by the Preconception Care Workgroup and the Select Panel on
Preconception Care, Centers for Disease Control and Prevention (CDC), optimal pre-conception care
which include adequate spacing of childbirth and effective contraception are among the important
elements to ensure successful maternal and fetal outcome among women with chronic medical

conditions.(1)



Despite the large range of contraceptive choices available, many women with medical issues that put
them at risk for pregnancy do not use effective birth control. This is partly owing to the medical
community's common misconception of these women's eligibility for effective contraceptive
techniques as well as missed opportunities for collaboration between medical specialists and the
family planning community. This scenario places large numbers of women unnecessarily at risk for

unplanned pregnancies and worsening of medical conditions.(6)

According to EDHS (2016), the 12-month contraceptive discontinuation rate for all methods was 37
percent. Among the modern methods, the highest discontinuation rate was for the pill (70 percent),
followed by the male condom (62 percent). In contrast, implants have a discontinuation rate of just 5
percent. The contraceptive failure rate among participants using pills, patch, or ring was 4.55 per 100

participant-year, as compared with 0.27 among participants using LARCSs.(7)

The most effective modern family planning method consists of LARCs which are IUCD and Implants.
These methods have multiple advantages over other reversible methods. Most importantly, once in

place, they do not require maintenance and their duration of action is long, ranging from 3 to 10 years.
(8)

Nationally, Ethiopia strives to improve the utilization rate of modern contraceptives. As to the
knowledge of the investigator, there were no specific studies conducted on determinants of uptake of
contraceptive methods among women with chronic medical illnesses in Ethiopia. Hence, conducting
this study was found helpful to assess the utilization rate and identify determinants factors for

contraceptive use among women with diabetes & hypertension.

1.2. Statement of the problem

Pregnancy & child birth carries a significant health risk for women with chronic medical conditions.
1)

Women with chronic medical problems are at higher risk for unintended pregnancy as their healthy

counterparts, but pregnancy in these women carries greater health risks.

Although primary care has placed a strong emphasis on the management of chronic diseases,

reproductive planning in high-risk populations has been largely ignored. Chronic illness management,
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such as diabetes, is standardized and protocol-driven & clinicians do an excellent job with these
patients. Comprehensive reproductive planning, on the other hand, is frequently undervalued and even
disregarded. We must systematize reproductive planning to guarantee that we satisfy our patients'

needs, given the rising demand on primary care clinicians' time.(39)

To reduce perinatal morbidity and mortality caused by chronic conditions, key concerns such as
optimizing health before pregnancy, the effects of drugs on a prospective pregnancy, and counseling
regarding appropriate birth control techniques must be addressed. The importance of discussing and
managing these issues with patients is critical in reducing the burden of prenatal morbidity and

mortality. (39)

Therefore planned pregnancy and birth spacing is a key element to prevent complications of
cardiovascular illness & diabetes during pregnancy. The reason for having planned pregnancy is to
optimize the cardiovascular condition, to change teratogenicity drugs such as ACEls, and to be

proactive for complication readiness. Consistent use of contraceptive is crucial to obtain this goal. (9)

The government of Ethiopia had targeted 55% CPR by the year 2020, of which 35% is expected to
come from LARCs, which in turn implies that much needs to be done to catalyze the uptake of these
methods. Despite these expectations and advantages of contraceptives, their use remains small and

sometimes missing component of many national reproductive health and family planning programs.

CHAPTER TWO

LITERATURE REVIEW
BURDEN OF CHRONIC MEDICAL ILLNESSES AMONG REPRODUCTIVE
AGE WOMEN

Chronic medical conditions are diseases & conditions which are usually of chronic in nature, with
slow onset, lengthy progression for which there are no known causative agents, and generally are non-

transmittable from one person to another.(5)



Chronic medical illnesses account for almost 65% of women’s deaths globally, & the majority of these
deaths occur in low & middle income countries. In recent years, chronic medical illnesses among

women of reproductive age has doubled in many African countries. (2)

Diabetes mellitus (DM) and hypertension (HTN), both essential risk factors for coronary artery disease
(CAD), heart failure, & cerebrovascular illness, have arisen as serious medical & public health
challenges around the world. Globally, the prevalence of diabetes mellitus is rising. According to the
WHO, the prevalence of diabetes in adults was estimated to be 4.0 percent in 1995 and is expected to
rise to 5.4 percent by 2025, resulting in a global increase in the number of adults with diabetes from
135 million in 1995 to 300 million by 2025. (10)

Furthermore, HTN affects around one billion people worldwide, (11) and it is anticipated that up to
1.56 billion adults will be hypertensive by 2025. (12)Raised blood pressure (BP) is thought to be
responsible for 7.5 million deaths and 57 million disability-adjusted life years (DALYSs). According
to the Burden of Metabolic Risk Factors in Chronic Diseases Study, men's age-standardized mean
SBP was 128.1 mm Hg (95 percent uncertainty interval 126.7-129.4) in 2008, while women's age-
standardized mean SBP was 124.4 mm Hg (123.0-125.9). SBP fell by 0.8 mmHg per decade in men
and 1.0 mmHg per decade in women globally between 1980 and 2008. (13)

Because of its enormous incidence, HTN is a substantial risk factor for heart disease. When compared
to normotensive adults, people with HTN have a twofold increased risk of coronary artery disease, a
fourfold increased risk of congestive heart failure, and a sevenfold increased risk of cerebrovascular
disease and stroke. Non optimal blood pressure is blamed for 62 percent of strokes, 49 percent of
coronary artery disease (CAD), and 14 percent of other nonfatal cardiovascular disease (CVD) events,

according to global estimates.

The WHO Western Pacific (WP) and Southeast Asia (SEA) regions had the largest number of fatalities
and DALYs attributed to high blood pressure, (13) Extensive epidemiological research in the AFR
region demonstrate that HTN is one of the most common cardiovascular diseases, and that BP
becomes more important with increasing blood pressure. (10) DM is quickly growing in people of
South Asian, African, and African Caribbean backgrounds, according to epidemiological studies. (14)
The WHO and IDF used approaches that combined available nation data at regular intervals with
extrapolated estimates for countries where data was not available. According to WHO, the prevalence

of diabetes mellitus (DM) was expected to be 7.02 million individuals in the WHO AFR region in
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2000, and 4.69 million in the SEA region. (13)(15).There are considerable disparities between

countries as well as within them.

The burden of chronic medical illnesses in Ethiopia is similar to other developing nations, which is
estimated to account for 39% of all deaths with the leading causes being cardiovascular diseases &
cancer. (16)

CHRONIC MEDICAL ILLNESSES IN WOMEN OF REPRODUCTIVE AGE

In comparison to men, women have specific health challenges. Some are self-evident, such as chronic
ilinesses resulting from pregnancy and tumors of the female reproductive tract, which are only found
in women. The impact of chronic disease on women can be more complicated at times. Women, for
example, smoke at a lower rate than men, but the repercussions of smoking-related diseases have a
higher detrimental influence on women's health. Other diseases, such as migraine headaches, are just
more common in women (18%) than in men (6 percent). In the United States, chronic disease is the
most expensive group of illnesses. It's also the most avoidable, as most preventative initiatives target

behaviors like good nutrition, tobacco use and excessive alcohol consumption. (17)

Despite the fact that rates of optimal blood pressure control are similar in men and women in the
United States (18), individuals with hypertension aged 18-39 are less likely to be well controlled than
those aged 40 and up (19). Women who are obese, non-Hispanic black, or have diabetes or chronic
renal disease are at an even higher risk of hypertension. In addition, as women get older, the prevalence
of hypertension rises. When women of reproductive age are treated for hypertension, they are most
typically given diuretics, beta-blockers, and angiotensin-converting enzyme (ACE) inhibitors (20), all
of which have been designated as potentially contraindicated in pregnancy by the US Food and Drug
Administration (FDA) (21). Hypertension in younger women is commonly undertreated for a variety
of reasons, including the fact that only half of women of reproductive age with hypertension are
prescribed antihypertensive medicine (20). As a result, many women of reproductive age may be
ignorant of their hypertension or have it uncontrolled, putting them at risk for heart disease &

pregnancy complications. (21)

CONTRACEPTIVE USE & OPTIONS FOR WOMEN WITH DIABETES &
HYPERTENSION



According to the Ethiopian demographic & health survey 2019, 41% of married Ethiopian women
practiced modern contraceptive methods. In the same survey, contraceptive prevalence rate was
reported to be 52% which combined the prevalence of both modern & traditional contraceptive
practices. According to a cross-sectional study on contraceptive use in women with hypertension and

diabetes the contraceptive prevalence rate was found to be 53.8%. (16)

The low prevalence of contraceptive use among Ethiopian women showed that there is a significantly
high unmet needs for contraception, which may expose the woman to the risk of unplanned

pregnancy.(22)

Contraceptive methods includes Abstinence, Rhythm method of contraception (periodic abstinence)
Calendar, Ovulation method, Symptothermal, Post ovulation, Oral contraceptives (combined),
Transdermal contraceptive patch (Ortho Evra) ,Vaginal contraceptive ring (NuvaRing), Mini-pills
(progestin-only pills; POPs),Emergency contraceptives, Barrier contraceptives, Diaphragm, Vaginal
contraceptive sponge, Cervical cap, Female condom, Vaginal spermicides, Male condoms, Injectable
contraceptives, DMPA, Lunelle, Intrauterine devices, ParaGard (copper T380A IUD), Mirena (IlUD
with ,levonorgestrel) (Mirena 1UD/IUS), Implants, Implanon (Nexplanon), Sterilization Woman,
Man (vasectomy), Coitus interruptus.(23)

In Ethiopia there are modern hormonal and non-hormonal contraceptives being provided in HC,
governmental hospital, private setting and NGO clinics. This includes 1UD, implants, COC, POP,
DEPO Provera, Male condom, Emergency contraceptives, BTL and male sterilization. (24)

For adolescents with chronic medical problems, avoiding unintended pregnancy is imperative.
Regardless of the medical problem, guidance is available for helping adolescents with chronic medical
problems to obtain the best contraceptive methods possible. The United States and WHO Medical
Eligibility Criteria for contraceptive use, combined with the framework of contraceptive effectiveness
and the risk analysis algorithm should guide the choice of contraceptives in adolescents with chronic

medical problems. (9)

The risks of CHCs outweigh the benefit in women with a history of hypertension where blood pressure
cannot be evaluated, adequately controlled hypertension, and elevated blood pressure (systolic 140—
159 or diastolic 90-99 mmHg) (WHO MEC category 3). In women with severely elevated blood
pressures (systolic >160 or diastolic >100 mmHg) or evidence of vascular disease, CHCs represent an

unacceptable health risk and should not be recommended (WHO MEC category 4). Although it is
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preferred to have a blood pressure measurement before starting a woman on CHCs, if blood pressure
cannot be evaluated in a woman with no history of hypertension (such as in a setting without medical
personnel who know how to take a blood pressure measurement or without a working blood pressure
cuff), the woman should not be denied estrogen containing methods. In such settings, pregnancy
related morbidity and mortality are high and estrogen-containing pills may be one of the few
contraceptive methods available. In women with DM without vascular disease, the advantages of
using CHCs outweigh the risks (WHO MEC category 2). On the other hand, limited data exist on the
risk of CHC use in women with vascular complications of DM. Therefore, women with vascular
complications (nephropathy, retinopathy, and neuropathy) and women with diabetes of greater than
20 years' duration should avoid CHC use unless no other methods are available (WHO MEC category

3 or 4 depending on severity of the condition).(25)

In women with a history of hypertension, adequately controlled hypertension, and mildly elevated
blood pressures, the benefits of DMPA outweigh the risks (WHO MEC category 2). However, the
risks outweigh the benefits in women with severely elevated blood pressures and vascular disease
(WHO MEC category 3). in diabetic women without vascular complications, the benefit of DMPA
use outweighs the risks (WHO MEC category 2); however, in women with vascular complications or
who have had the disease for over 20 years, the risks of use outweigh the benefits (WHO MEC

category 3) based on theoretical increased cardiovascular risks in these women if using DMPA. (26)

All LARC methods are MEC Category 1 for women with both complicated and uncomplicated
caridiovascular disease. And the benefits of LNG-IUD outweigh any potential risks in diabetic women
with and without vascular disease (WHO MEC category 2). (27)

FACTORS AFFECTING CONTRACEPTIVE USE

In the United States, women who were inconsistently or wrongly utilizing contraception at the time
of conception accounted for 43% of unplanned births, while women who were not taking
contraception but not planning a pregnancy accounted for 52%. (28) An unplanned pregnancy is a
stressful situation for any woman, and it may force her to make difficult decisions, but an unintended
pregnancy in a woman with a chronic medical condition exacerbates these challenges. If her health
isn't stable or ideal for pregnancy, she could face significant morbidity or even death, and an unplanned
pregnancy could result in less-than-ideal fetal or neonatal results. Maternal comorbidities are

responsible for about half of all maternal deaths in the United States, and this number is rising.(29)
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Safe, effective, and easy-to-use contraception is a crucial technique for preventing unintended births

among women with medical issues.

According to a Malaysian study on contraceptive use among women with chronic medical conditions
& factors associated with its non-use, 30.7% of women were reported using modern contraceptives
out of 450 women. 69.3% of the participants didn’t use contraceptives. The most popular method used
was OCP where 40% of the study participants use it. This was followed by IUD, condoms, implants
& injection. In another study done in US, of 4473 women considered at risk of unintended pregnancy,
87% reported using contraception, with 64.5% using highly effective method & 22.5% using a less
effective method. According to this study, male & female sterilization were the most prevalent
category of methods used among women 18-44 years of age (32.3%) while LARC methods were the
least prevalent (6.7%). (1)According to cross sectional study done in north west Ethiopia, 53.8% of
about 403 participants use modern contraceptive methods & the frequently used method was
injectable(39.8%). The most frequently mentioned reasons for not using contraceptive were fear of
side effects (12.8%), desire for children (12.2%), and religious prohibition (11.2%), and husband
opposition (11%), lack of knowledge about contraceptives (8.9%).(5)

Studies done in different countries & some regional studies in Ethiopia reflected different factors
contributing to use of contraceptives.(7) There is a body of literature that suggests some
socioeconomic & demographic factors that are associated with contraceptive use. (30)For instance a
study done in Ghana identified that contraceptives were used mainly by women with more living
children and those who had previously used contraceptives.(31) In another study, the odds of using
contraceptives were more than 4 times higher in women in their twenties as compared to teenagers.
The increase was even greater in parous women. Prior experience of an unintended pregnancy,
reported by 18% of women interviewed, seemed also to be a strong motivation to use LARCs,

regardless of women’s parity. (9)

According to a study qualities of LARCs such as reliability, high efficacy & long duration of action
would encourage young women to accept LARCs. On another studies the most common reason for
choosing LARC methods included requiring a client controlled method & desiring to conceive in the
near future. The most common reasons for choosing short acting methods were ease of access, lower
cost, privacy, perceived fewer side effects & freedom to stop using a method without involving the
health provider. (30)



According to a study done in southern Ethiopia History of LARC use, discussion with health care
provider on LARC in last 6 month, high knowledge of LARC method, and positive attitude towards
LARC, to be associated with the LARC use. (32)

Another study done in Northwest Ethiopia concludes factors such as age 25-34 years having middle-
and high-level incomes, receiving provider counseling, and controlled disease condition were

significantly associated with contraceptive practice.(5)

2. RATIONALE OF THE STUDY

Women with chronic medical illnesses like diabetes, hypertension & cardiac illnesses are prone to

severe complications. The problems are even more pronounced among reproductive age women.
Thus, women with chronic medical illnesses must use valid contraceptive methods for reducing

unwanted pregnancy & its complications. (4)

In spite of family planning benefits to this categories of population, practice of using contraceptive
among these segments of the population in Ethiopia was not properly assessed. Therefore, this study
with the purpose of assessing contraceptive practice by women with diabetes & hypertension on
follow up at chronic illness care clinics at SPHMMC with the hope of bringing information to support
& guide further development & accomplishment of specific intervention program targeted to women
of reproductive age group with chronic medical illnesses. Besides it could serve as a baseline data for

planning future studies.



CHAPTER THREE

OBJECTIVES

3.1. General objective

e To assess magnitude of modern contraceptive utilization & associated factors among

reproductive aged women with diabetes & hypertension

3.2. Specific objective

e To determine magnitude of modern Contraception utilization among women with diabetes &

hypertension
e To evaluate knowledge of women with diabetes & hypertension about modern contraceptives

e To assess factors affecting modern contraceptive use among women with diabetes &
hypertension

10



CHAPTER FOUR

METHODS & MATERIALS

4.1. Study area and period

The study was conducted in St. Paul’s Hospital Millennium Medical College. It is the largest referral
center in Ethiopia located in the capital Addis Ababa. It is under the Ethiopian Federal Ministry of
Health management; receiving patients from 10 catchment health centers and numerous non
catchment health centers and hospitals in Ethiopia. According to a yearly HMIS registry at SPHMMC
atotal of 1608 diabetic and 715 hypertensive clients are having regular follow-up at SPHMMC chronic

patient follow-up clinics. Among these, 1168 (829 diabetic, & 339 hypertensive) were women.

Data was collected from March 1/2021 to May 30/2021.

4.2. Study design

A facility based cross sectional study was conducted to assess factors affecting contraceptive use

among women with diabetes & hypertension at SPHMMC

4.3. Source population

All women who has been diagnosed as having diabetes or hypertension or both was the source

population

4.4. The study population

Women of reproductive age group between 18 to 45 years who has been diagnosed as having either
hypertension, diabetes or both & having follow up at chronic illness clinics at SPHMMC who give

their consent during the data collection period were the study population

4.5. Inclusion and exclusion criteria

Inclusion criteria

e Participants were selected among women of reproductive age group between 18 to 45 years
who has been diagnosed as having at least one chronic medical condition including diabetes,

hypertension or both.

11



Exclusion criteria

e Women who are pregnant or who are seriously ill were excluded from the survey.

4.6. Study Variables
Dependent Variable

Contraceptive use (outcome variable)
Independent variables

-Socio-demographic factors such as: age, religion, ethnicity, educational level and occupational status

of woman, spousal educational and occupational status.
-Client’ awareness about contraceptives
-Reproductive Health history.

- controlled disease condition

4.7. Sample size determination and sampling technigue

Sample size

The sample size for the study is calculated by using the finite population formula for a single
population proportion with assumption of 95% CI, 5% degree of precision and 53.8% Prevalence

(using contraceptive prevalence rate from previous study).

2

N zl_% P(1-P)

2

P(1-P)

d*(N —1)+ 2y,
2

N -is minimum sample size

12



P -is estimate of the prevalence rate for the population
d- is the margin of sampling error

Z1-0/2 -is the standard normal variable at (1-a ) % confidence level Usually 95% confidence level is
used = 1.96

N -population size

By adding non-response rate of 10%, the final total sample size becomes 262 for diabetic & 180 for
hypertensive patients. All consecutive patients having follow up during the study period were

interviewed until sample size is reached.

4.8. Data collection procedure and instrument

The data was collected using a structured questionnaire. Nurses at medical OPD who were not directly
involved in the care of patients collected the data via exit interview using structured questionnaire.
The questionnaires were developed according to the objective of the study. The data collectors were
trained nurses working at medical OPDs at SPHMMC. Two day training was organized for data
collectors and supervisors about the purpose and the overall data collection process to make them

familiarize with the questionnaires.

Data were collected on women’s age, place of residence, educational status, occupation of mother,
monthly income, media exposure, duration of follow-up, BP or glucose level, number of comorbidities

and provider counseling, and number of living children and contraceptive practice.

Operational definitions

Modern Contraceptive use: if awoman is currently using any one of hormonal(Combined Oral
Contraceptive, Progestin Only Pill, injectable, implants, Levonorgetrel containing IUCD) barrier(male
or female condom), or male or female sterilization method. Hence, a woman was categorized as

current contraceptive user if she used one of the methods, otherwise as a nonuser. (24)

Long acting revisable contraception (LARC) user: women who are using either of

Implanon, Sino-implant/Jadelle or IUCD at the time of data collection (24)
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Knowledge about modern contraception: women who know at least one of the

Contraceptive methods i.e. hormonal, barrier, or sterilization method. (24)

Controlled hypertension: If awoman had maintained the average BP reading, 140/90 mmHg at

the time of data collection irrespective of measurements at other times. How- ever, readings >140/90

mmHg is referred as uncontrolled hypertension. (5)

Controlled diabetes: If a woman had maintained mean fasting blood sugar <130 mg/dL for the

last three consecutive visits. (5)

4.9. Data Analysis

The data were entered and cleaned using EPI info Version 7 statistical software (Centers for Disease

Control and Prevention) and exported to SPSS Version 23 statistical packages for analysis.
Frequencies, proportion and summary statistics were used to describe the study population in relation
to relevant variables. Logistic regression was carried out to see the effect of each independent variable
on the dependent variable. P-value, 0.05 was used to declare statistical significance. Odds ratio with

95% CI was computed to assess the strength of the association.

4.10. Data quality control

To maintain the data quality, a two days training was given to the data collectors and supervisors on
the objectives, methods, confidentiality, about pre-test informed consent and other technical aspects

of the study before data collection.

Primarily, the questionnaires were prepared in English and translated to local language (Amharic) to
make the communication easy for data collectors then translated back to English, to check for

consistency.

The collected data was checked for completeness and consistency by the principal investigator on
daily bases. As clearly mentioned in the data collection procedure part applicable and standard

questionnaire tools were searched literatures were reviewed to address the objective of the study.

4.11. Ethical Considerations

Ethical clearance was obtained from the Institutional Review Board of SPHMMC. After the purpose

and objective of the study have been informed, verbal consent was obtained from each study

participant. Participants were also informed that participation would be on voluntary basis, and they
14



could withdraw from the study at any time if they were not comfortable about the questionnaire.
Participants were also informed that all data obtained from them would be kept confidential by using

codes instead of any personal identifiers.

4.12. Dissemination Plan
This thesis will serve as a pilot for further studies. The results of this research will be disseminated

on the college’s website through articles published in peer- reviewed journals.
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CHAPTER FIVE

RESULTS

In this study, a total of 441 women responded to the questionnaire, yielding a response rate of 99.8%

Sociodemoqgraphic characteristics of participants

The mean (SD) age of participants was 32 (8) years. The contraception use was higher among women
aged between 30 to 40 years & lowest among women who are above 40. The use of modern
contraceptive methods was also higher in those women who attended formal education. Similarly, the
use of modern contraceptive methods was remarkably higher in those women who had their own

income (Table 1).
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Table 1: Sociodemographic characteristics of women who are diabetic and/or

hypertensive in relation to contraceptive use, N=441, SPHMMC, March- May 2021

Current contraceptive use
No (n=295) Yes (n=146) Total

Sociodemographic characteristics n (row %) n (row %) (N=411) P value
Age, years 0.001
15-19 14 (93.3) 1(6.7) 15
20-29 105 (63.6) 60 (36.4) 165
30-39 103 (60.6) 67 (39.4) 170
40-49 73 (80.2) 18 (19.8) 91
Educational status <0.001
Iliterate 60 (92.3) 5(7.7) 65
Primary/Secondary 113 (66.1) 58 (33.9) 171
Higher 122 (59.5) 83 (40.5) 205
Occupation 0.498
Student 35 (72.9) 13 (27.1) 48
Unemployed 41 (71.9) 16 (28.1) 57
House wife 79 (68.1) 37 (31.9) 116
House maid 7 (70.0) 3 (30.0) 10
Daily laborer 11 (78.6) 3(21.4) 14
Merchant 22 (56.4) 17 (43.6) 39
Government employee 72 (62.6) 43 (37.4) 115
Private employee 28 (66.7) 14 (33.3) 41
Income 0.006
Yes 123 (60.3) 81 (39.7) 204
No 172 (72.6) 65 (27.4) 237
Relationship <0.001
Married 185 (63.4) 107 (36.6) 292
Live with a partner 12 (33.3) 24 (66.7) 36
Not in a relationship 98 (86.7) 15 (13.3) 113
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Religion 0.272
Orthodox 131 (63.9) 74 (36.1) 205
Muslim 86 (66.2) 44 (33.8) 130
Protestant 52 (78.8) 14 (21.2) 66
Catholic 22 (64.7) 12 (35.3) 34
Other 4 (66.7) 2 (33.3) 6

Husband or partner occupation <0.001
Daily laborer 24 (66.7) 12 (33.3) 36
Merchant 105 (58.3) 75 (41.7) 180
Government employee 45 (59.2) 31 (40.8) 76
Private employee 19 (61.3) 12 (38.7) 31
Other 4 (80.0) 1(20.0) 5
Not applicable 98 (86.7) 15 (13.3) 113

Gave birth <0.001
163 (59.3) 112 (40.7) 275
132 (79.5) 34 (20.5) 166

Clinical and follow-up related characteristics

In this study, 177 (40.2%) diabetic, 180 (40.7%) hypertensive, and 84 (19.0%) of the participants were
diabetic, hypertensive, and both diabetic and hypertensive, respectively. There was no significant
difference in contraceptive use among the chronic illnesses (p=0.456). Around two-third of the
participants had a chronic illness that lasted for years. Among those women who were hypertensive,
about two-third (177/264) of them had blood pressure above 140/90 mmHg. Likewise, among diabetic
participants, two-thirds of them had a blood sugar level above 130 mg/dl. Half of the participants
prefer to get family planning service at family planning clinic. Regarding the relationship between
partner support and contraceptive use, those who had partner support were 30% more to use
contraceptive methods and this difference in rate of use was highly statistically significant (<0.001) (

Table 2).
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Table 2: Clinical and follow-up related characteristics of women who are diabetic

and/or hypertensive in relation to contraceptive use, N=441, SPHMMC, March-May

2021

Current contraceptive use

No (n=295) Yes (n=146) Total
Clinical characteristics n (row %) n (row %) (N=441) P value
Type of chronic medical illness 0.456
Diabetes 108 (65.1) 58 (34.9) 166
Hypertension 126 (66.0) 65 (34.0) 191
Both 61 (72.6) 23 (27.4) 84
Duration of chronic medical illness 0.138
Months 82 (64.1) 46 (35.9) 128
Years 213 (68.1) 100 (31.9) 296
Duration of follow-up for chronic 0.430
the illness
Months 94 (65.7) 49 (34.3) 143
Years 201 (67.4) 97 (32.6) 280
Blood pressure (n=275) 0.841
Below 140/90 27 (64.3) 15 (35.7) 42
140/90 39 (69.6) 17 (30.4) 56
Above 140/90 121 (68.4) 56 (31.6) 177
Fasting blood sugar (n=250) 0.770
Below 130 20 (62.5) 12 (37.5) 32
130 34 (66.7) 17 (33.3) 51
Above 130 115 (68.9) 52 (31.1) 167
Pregnancy counselling 0.330
Yes 84 (68.9) 38 (31.1) 122
No 182 (65.9) 94 (34.1) 276
I don't remember 29 (67.4) 14 (32.6) 43
Family planning counselling 0.632
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Yes 87 (64.0) 49 (36.0) 136
No 181 (67.8) 86 (32.2) 267
I don't remember 27 (71.1) 11 (28.9) 38
Ever referred to family planning 0.133
clinic
Yes 92 (62.2) 56 (37.8) 148
No 203 (69.3) 90 (30.7) 293
Preferred family planning service 0.015
site
Here 93 (69.4) 41 (30.6) 134
FP clinic 135 (61.1) 86 (38.9) 221
No preference 67 (77.9) 19 (22.1) 86
Integration 0.191
Agree 240 (68.4) 111 (31.6) 351
Disagree 55 (61.1) 35 (38.9) 90
Owner of decision for FP use <0.001
Respondent 32 (56.1) 25 (43.9) 57
Husband/Partner 13 (52.0) 12 (48.0) 25
Both 150 (61.5) 94 (38.5) 244
Self- No husband/Partner 100 (87.0) 15 (13.0) 115
Partner support on FP use <0.001
Yes 115 (52.0) 106 (48.0) 221
No 180 (81.8) 40 (18.2) 220

Contraceptive use and knowledge

Nearly all participants are aware about contraceptive methods and the source of information for
majority of women was multiple. More than two-third (71.4%) of women have ever used contraceptive
methods. Among the contraceptive methods, injectables (28.9%) and implants (28.3%) were the most
commonly used methods. Almost all (98.4%) contraceptive methods use were modern. One-third of
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this study participants used long-acting reversible contraceptives (LARC). Concerning current
contraceptive use, about one-third of women were using contraceptive methods at the time of
interview. The most common reasons for use and non-use were spacing and desire of having a baby,

respectively (Table 3).

Table 3: characteristics of participants in relation to contraceptive methods use,
N=441. SPHMMC, March-May, 2021

Frequenc Percentage
Contraceptive use related characteristics y (95% confidence
(N=441) interval)

Have you ever heard about family planning?

Yes 427 96.8 (94.9, 98.2)

No 14 3.2(1.8,5.1)
Have you ever used contraceptive?

Yes 315 71.4 (67.1, 75.5)

No 126 28.6 (24.5, 32.9)
Type of contraceptives ever used (n=315)

Pill 59 18.7 (14.7, 23.3)

Injectable 91 28.9 (24.1, 34.1)

Implants 89 28.3 (23.5, 33.4)

Condom 8 2.5(1.2,4.7)

IUCD 16 51(3.1,7.9)

Natural method 3 1.0 (0.3, 2.5)

Breast feeding 2 0.6 (0.1, 2.0)

Multiple 47 14.9 (11.3,19.2)
Type of contraceptive based on effect (n=315)

Short acting 210 66.7 (61.3, 71.7)

Long acting 105 33.3(28.3, 38.7)
Type of contraceptive based on modernity (n=315)

Traditional 5 1.6 (0.6, 3.4)
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Modern 310 98.4 (96.6, 99.4)

Current contraceptive use

Yes 146 33.1(28.8, 37.6)

No 295 66.9 (62.4, 71.2)
Duration of current contraceptive use (n=146)

<3 months 11 75(4.1,12.7)

3-6 months 22 15.1 (10.0, 21.5)

>6 months 113 77.4 (70.1, 83.6)
Reason of current contraceptive use (n=146)

Spacing 127 87.0 (80.8, 91.7)

Limiting 19 13.0 (8.3, 19.2)
Reason of non-use currently (n=295)

Desire of having a baby 111 37.6 (32.2,43.3)

Infrequent sex 102 34.6 (29.3, 40.1)

Fear of disease condition or side effects 50 16.9 (12.8, 21.7)

Other 32 10.8 (7.5, 15.0)

Factors affecting contraceptive use

The impact of selected sociodemographic and other characteristics on contraceptive practice was
investigated using both the classic bivariate methods and the multivariate logistic regression
technique. Variables found to be significant at P-value of 0.2 were included in the multivariate

analysis.

After fitting multivariable logistic regression composed of seven predictors, five variables (age,
education, relationship, giving a birth, and partner support) were identified as significant predictors of
contraceptive use. Accordingly, the odds of contraceptive use were more than three-fold higher in
younger age group (i.e., <40 years old) compared to those who are above 40 years old. Those who
attended primary education and beyond were more than ten times more likely to use contraceptive

compared to those who are illiterate. Those who live with a partner were also several folds more
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probably to use contraceptives than those who have no partners. The chance of contraceptive use was

also about six times higher in those who gave birth. Lastly, partner support on family planning use

was also found to increase the likelihood of contraceptive use by nearly three-fold. This final

multivariable model was good fit for the data (Hosmer-Lemeshow test: y?(8) =5.158, p=0.741).

Multicollinearity was not an issue in this model (maximum variance inflation factor (VIF)=1.969)

(Table 4).

Table 4: Factors affecting contraceptive use among women who have diabetes and/or
hypertension, N=441.SPHMMC, March-May 2021

Predictors COR (95% P AOR (95% P value
Cl) value  CI)

Age
<30 2.1(1.1,3.8) 0.017 3.2(15,6.9) .003
30-39 2.6 (1.4,4.8) 0.002 3.0(1.5,5.9) .002
40-49 1.0 1.0

Education
Iliterate 1.0 1.0
Primary/Secondary 6.2 (2.3,16.2) <.001 13.6 (4.0,45.7) <.001
Higher 8.2(3.1,21.2) <.001 12.4 (3.6, 43.1) <.001

Income
Yes 1.7 (1.2, 2.6) 0.007 1.5(0.8, 2.5) 170
No 1.0 1.0

Relationship
Married 3.8(2.1,6.8) <.001 0.8(0.3,1.9) 557
Live with a partner 13.1(5.4,31.5) <.001 14.0 (4.5, 43.4) <.001
Not in a relationship 1.0 1.0

Gave birth
Yes 2.7(1.7,4.2) <.001 5.9 (2.8, 12.6) <.001
No 1.0 1.0

Chronic medical illness .563
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Diabetes 1.4 (0.8, 2.5) 1.4 (0.7, 2.8) 313
Hypertension 1.4 (0.8, 2.4) 1.4 (0.7, 2.8) 330
Both diabetes and 1.0 1.0
hypertension

Partner support on FP use
Yes 4.1(2.7,6.4) <.001 2.7 (1.5,4.9) .001
No 1.0 1.0

Factors affecting Long Acting Reversible Contraceptive (LARC) use

All variables with a p-value of less than or equal to 0.2 in the bivariable model was fitted to the
multivariable model. After fitting multivariable logistic regression composed of six predictors, two
variables (education & relationship) were identified as significant predictors of contraceptive use.
Accordingly, those who attended primary education and beyond were more than ten times more likely
to use contraceptive compared to those who are illiterate. Those who live with a partner were also
several folds more probably to use long acting reversible contraceptives (LARCs) than those who have
no partners. The chance of LARC use was also higher in those who are married or living with a partner
(Table 5).

Table 5: Predictors of LARC use among women who have diabetes and/or
hypertension, N=441.SPHMMC, March-May 2021

Predictors COR (95% P AOR (95% P value
Cl) value  ClI)

Age
<30 1.6 (0.8, 2.9) 0.154 1.4 (0.7, 3.0) 4
30-39 1.3(0.7, 2.4) 0425  1.2(0.6,2.3) 6
40-49 1.0 1.0

Education
lliterate 1.0 1.0
Primary/Secondary 2.7 (1.1,6.6) <.001 11.1 (5.6,21.8) <.001
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Higher 8.9(5.6,14.1) <.001 14.3(8.1,25.3) <.001
Relationship
Married 4.1 (2.0, 8.6) <.001 3.0(1.2,7.5) 19
Live with a partner 12.9(5.0,33.2) <.001 16.0 (5.4,52.7) <.001
Not in a relationship 1.0 1.0
Gave birth
Yes 1.3 (0.8, 2.0) 0.2 1.1 (0.6,2.1) 0.762
No 1.0 1.0
Chronic medical illness
Diabetes 1.6 (0.9, 3.2) 0.131 1.8 (0.9,3.7) 117
Hypertension 1.5(0.8, 2.8) 0.254 1.6 (0.8, 3.2) 230
Both diabetes and 1.0 1.0
hypertension
Partner support on FP use
Yes 2.45 (1.45,3.9) 0.123 1.2 (0.7, 2.2) .0460
No 1.0 1.0
CHAPTER SIX
DISCUSSION

The overall level of modern contraceptive use in women of reproductive age with diabetes &
hypertension at SPHMMC in Addis Ababa, Ethiopia, was analyzed in this study. It has also tried to
figure out what might be affecting the contraceptive utilization. These statistics serve as a baseline for
future comparisons and monitoring, as well as laying the groundwork for determining a target level

for the reproductive needs of women with chronic medical illnesses.

A key strategy to prevent unplanned pregnancies among women with medical conditions is to provide

safe, effective, easy-to-use contraception. (2)
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In this study more than two third (71.4%) of women have ever used contraceptive methods & about
one third of women are using contraceptive methods at the time of interview. According to the
Ethiopian demographic & health survey 2019, 41% of married Ethiopian women practiced modern
contraceptive methods. In the same survey, contraceptive prevalence rate was reported to be 52%
which combined the prevalence of both modern & traditional contraceptive practices. (3) This study
showed a comparable contraceptive utilization in women with chronic medical illnesses with the
general population. According to similar studies done in Ethiopia, we can see a comparable
contraceptive utilization rate. One such study was a cross sectional study done in northwest Ethiopia
on women with hypertension & diabetes, where 69.1% of the study population reported that they ever
used contraceptive methods. 53.8% of which were using methods during the time of the data
collection. (4) The other study was done on women with cardiovascular diseases at SPHMMC, where

the contraceptive utilization rate is 30.2%. (5)

According to a similar study done in south Africa, 10.4% of the participants never used any
contraception & a further 33% of them were not currently using contraception.26.1% of the
participants have previously received contraceptives. (6) The possible reason for this might be due to

geographic and time variation and study design used.

The necessity for increased spending in treatments targeted at regulating the spike in contraception
demand has been highlighted by global trends over the last two decades. (7) The impact of information
on the selection and correct and consistent use of contraception demonstrates the relevance of
contraceptive education. When choosing a technique, many women say that contraceptive
effectiveness is one of the most crucial factors to consider. Better understanding of contraceptive
effectiveness is linked to higher adoption rates for long-acting reversible contraceptives (LARCS),
which have extremely low failure rates even when used as directed. Inadequate contraception
knowledge, on the other hand, is linked to erroneous views of the dangers and side effects of
contraceptive usage, inaccurate or inconsistent use, and method dissatisfaction. (8) Nearly all
participants in this study are aware about contraceptive methods and the source of information for
majority of women was multiple. Similarly, in the national studies, the Knowledge of contraceptive
methods is virtually universal in Ethiopia, with 96% of currently married women age 15-49 knowing
at least one method of contraception. (3) However, the high knowledge & awareness on contraceptives
didn’t match with high contraceptive practices. The mere physical access & awareness of

contraceptives are not sufficient to ensure that contraceptive needs are met. There should be an
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integrated work in line with better counselling & better partner participation. Especially for women
with chronic medical illnesses, due to their better access for health care areas there should be

integration of family planning services with contraception counselling & provision.

In this study among the contraceptive methods, injectables (28.9%) and implants (28.3%) were the
most commonly used methods. Almost all (98.4%) contraceptive methods use were modern. This is
similar to the national contraception utilization practices where most well-known methods for
currently married women are injectables (93%), implants (87%) and pills (83%). Among all women,

male sterilization is the least-known modern contraceptive method (13%). (3)

One-third of this study participants used long-acting reversible contraceptives (LARC). Overall, there
is substantial evidence that LARC is superior to SARC in terms of technique effectiveness, side
effects, safety, and cost. For communities like Ethiopia, where high maternal and neonatal mortality
and morbidity are aggravated by high fertility rates, big populations, and imbalanced economic
growth, the use of such highly effective birth control technologies is critical. Furthermore, LARCs
have the potential to reduce the high maternal and newborn mortality rates seen in underdeveloped
countries such as Ethiopia. LARC use is lower than SARC use among sexually active reproductive-
age people over the world. Despite an overall increase in contraceptive prevalence in Ethiopia over
the previous two decades, SARCs are now used 3.6 times more than LARCs. The prevalence of
contemporary contraception is 47 percent in Ethiopia's Amhara region, with LARC usage accounting

for only 15 percent. (9)

The most common reasons for use and non-use were spacing and desire of having a baby, respectively.
According to national studies in the general population, the most common reasons for nonuse of
contraceptives among married reproductive-age women were thinking that contraceptives are fatalistic
(17.6%), menses not returned (15.2%), on breastfeeding (9.1%), infrequent sex or have no sex (5.9%),
and fear of side effect (3.0%). (10) Similarly studies done among women with hypertension &
diabetes, the most commonly mentioned reasons for not using contraceptive were fear of side effects
(12.8%), desire for children (12.2%), religious prohibition (11.2%), husband opposition (11%), and
lack of knowledge about contraceptives (8.9%) (4)

In this study, the odds of contraceptive use were more than three-fold higher in younger age group
(i.e., <40 years old) compared to those who are above 40 years old. In national studies, the odds of

modern contraceptive use among women aged 35-49 years were 30% less compared to women aged
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15-34 years (AOR =0.7; 95% CI: 0.5-0.9). (38) This finding was in line with studies done in Ethiopia.
The reason might be that older women preferred traditional methods to delay or limit the number of
birth. This may be one of the reasons why the prevalence of unplanned pregnancy is generally higher

among older women compared to younger women

Those who attended primary education and beyond were more than ten times more likely to use
contraceptive compared to those who are illiterate. This finding was in line with other studies done in
Ethiopia, Sudan, Ghana, and Afghanistan. (15) The reason for this might be that women’s education
helps them to understand their rights and responsibilities on the reproductive and sexual issues. And
also it enables them to discuss with their partners and make joint decisions on FP and family size.
Women empowerment is essential to improve maternal health service uptake. Also, educated women
are more likely to receive family planning-related messages from different sources. Furthermore, the
positive effect of education on modern contraceptive use may be associated with the delay in marriage

and first pregnancy.

The chance of contraceptive use was also about six times higher in those who gave birth. Different
national studies has shown that women who have several children are more likely to use contraception

to limit their number of subsequent pregnancies. (19)

Lastly, partner support on family planning use was also found to increase the likelihood of
contraceptive use by nearly three-fold. This finding is consistent with the pattern in the Ethiopian
demographic and health survey, which reported higher contraceptive use among women having one
to four living children than those without children. (16) This is because the main determinant to
contraception continuation and type seems to be the size of the family, which is determined by the

number of children. It is also considered as one of the major determinants in the developing countries.
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CHAPTER SEVEN

STRENGTH & LIMITATIONS OF THE STUDY
STRENGTH OF THE STUDY

e In order to analyze their impact on the outcome of interest, a large number of independent
variables were identified from diverse literatures.

e The use of standard operational definitions enabled results to be compared to global, national,
and regional findings.

e In addition to the overall contraceptive utilization rate, LARC utilization rate was assessed
since it is most effective form of contraceptive use.

e Use of logistic regression helped to control possible confounding factors in order to assess the

relative effect of independent variables.

LIMITATIONS OF THE STUDY

e The information was self-reported, and there was no verification of contraception collection.
These self-reports may not accurately reflect the women's actual activities and intentions.

e Other socioeconomic factors may also influence contraceptive usage, therefore the background
data obtained in this study that may influence contraceptive use are not exhaustive.

e The research was conducted solely in the medical OPD of SPHMMC, a teaching hospital in

the nation's capital. As a result, the findings may not be applicable to the entire country.

CHAPTER EIGHT

CONCLUSION & RECOMMENDATION
CONCLUSION

e The overall contraceptive utilization rate among women with diabetes & hypertension is lower

than previous similar studies.
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e The requirement for contraception in women with diabetes & hypertension followed the same
pattern as contraceptive use in the general population, in that there were more spacers than
limiters.

e Among the contraceptive methods, injectable (28.9%) and implants (28.3%) were the most
commonly used methods. Almost all (98.4%) contraceptive methods use were modern.

e Long-acting and permanent techniques were not widely used.

e Less than half of the study participants talked to their physician about using a contraceptive
technique. The absence of such discussion was linked to a decreased contraceptive utilization
rate.

e Those who had partner support were 30% more to use contraceptive methods. Active male
partner involvement can have a significant impact on contraceptive utilization particularly in
the context of chronic medical illnesses.

e The most common reasons for use and non-use were spacing and desire of having a baby,
respectively.

e Woman’s age, education, relationship, giving a birth, and partner support were identified as
significant predictors of contraceptive use.

e One of the missed opportunities to introduce and promote contraception was the medical
OPDs.

e The reproductive health requirements of women with diabetes and hypertension can be
addressed by integrating family planning and other reproductive health care with the regular

OPD program.

RECOMMENDATIONS
1. FOR POLICY MAKERS & STAKEHOLDERS IN THE STUDY AREA

e Family planning should be embraced as a fundamental technical component of care as

part of preconception care, and new techniques to administer contraceptive
technologies in medical OPDs should be developed by policymakers and stakeholders.
e It is recommended that existing policies, strategies, and guidelines be reviewed, and
new integration guidelines be developed.
e To guarantee that rules and guidelines are implemented at all levels, improve the

systems for distributing and disseminating them.
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Family planning needs to be re-enforced at the national, provincial, and institutional

levels so that it is seen as a priority by everybody.

2. FOR HOSPITAL MANAGERS & UNIT LEADERS

Create a system for incorporating family planning services into all medical outpatient
clinics that treat women with chronic conditions.

Improve health-care providers' ability to handle the reproductive health needs of
women with chronic illnesses.

Organize training/reorientation to health care providers in the family planning and
medical OPDs on how to offer integrated services and screen clients for contraception
utilization.

Ensure that medical OPDs are sufficiently extended to accommodate integrated service
in terms of human resources to handle workloads, space for service delivery, and

storage of additional supplies that come with integration.

3. FOR HEALTH CARE PROVIDERS IN THE UNIT

Concentrate your attention on the people who have least contraceptive utilization rates.
Women who have no partner or partner support require special attention.

Provide a variety of contraceptive techniques and make them more accessible. Women
need access to a wide choice of contraceptive techniques in order to negotiate the
adverse effects associated with various contraceptive methods and avoid those that are
unacceptable to them.

Advocate for contraceptive methods that have few risks or adverse effects as compared
to the maternal health difficulties caused by unplanned births.

In addition, improving access to long-acting and permanent methods should be a top
priority for women who want to limit family size.

Pay attention to both men and women. Improving contraceptive utilization rates
requires encouraging couples to communicate and increasing male partner involvement

through a renewed focus on couples counseling.

4. FOR RESEARCHERS

Conduct more research on the same topic in different sections of the country to obtain

more representative results.
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Conduct a similar study to determine the unmet contraceptive needs of women with
chronic medical illnesses.

Conduct longitudinal research to see how reproductive and fertility intentions vary over
time before and after a diagnosis of a chronic medical illness, or other comparative
studies to see how contraceptive use and associated factors differ between women with
and without chronic medical illnesses.

Conduct a study to evaluate the quality of family planning counseling in the context of
chronic medical diseases at several entry points, such as prenatal, postnatal, family
planning, medical OPDs, and hospital post-abortion service units.

Assess the readiness of medical OPDs to provide integrated medical care and family
planning services by conducting a situational analysis.

Look for integrated service delivery models that are effective and understand their
impact on contraception use.

This study could have been done as a comparative study to assess the contraceptive
utilization among women with chronic medical illnesses & those without. Even a

comparison can be made among LARC utilization rate & SARC utilization rate.
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ANNEX |

DATA COLLECTION FORMAT AND CONSENT-ENGLISH

Hello, my name is

First of all I would like to thank you for your time.

I am a member of research team in Saint Paul’s Hospital Millennium Medical College. The
research team is conducting a study on contraception use among women with diabetes &
hypertension at SPHMMC. We are inviting women between the ages of 18 and 49 years to
contribute for the study.

We would very much appreciate your participation in this study. Your responses will help
through policy formulation and program implementation to improve family planning service
needs and access. It would be a building block to decrease maternal mortality and morbidity in
general. The study usually takes between 20 and 30 minutes to complete.

Your name will not be recorded and whatever information you provide will be kept strictly
confidential and is to be used only for the purpose of this study. You have the right not to respond
any question you don’t want to and your participation is absolutely voluntary. It’s also your right
to quite the research response at any time.

This research will have no any fee or gain for your response .However, we hope you will
participate in the study since your views are important.

In case you need more information about the study, you may contact the person listed on this
card. (GIVE CARD WITH CONTACT INFORMATION)

Do you have any questions? May | begin the interview now?
SIGNATURE OF INTERVIEWER: DATE: / /
(DD/MM/YYYY)
RESPONDENT AGREES TO BE
INTERVIEWED....1 RESPONDENT DOES NOT AGREE TO BE
INTERVIEWE....2 l
END
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Questionnaire factors affecting contraceptive use among women with diabetes & hypertension
at SPHMMC and its affiliate hospitals, Addis Ababa, Ethiopia.

Questionnaire Data
1. Code Number
2. Date of Interview / /
(DD/MM/YYYY)

Interviewer Data

1. Interviewer’s Name

2. Interviewer Signature

Supervisor Data

1. Supervisor Name

2. Supervisor Signature

Result of the Interview
Complete
Incomplete
Refused
Other (specify)

A w0 np e

PART 1-SOCIO-DEMOGRAPHIC CHARACTERISTICS
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No. QUESTIONS AND FILTERS CODING CATEGORIES SKIP

101 | How old are you? ... YEARS (AGE IN COMPLETED
YEARS)

102 | Have you ever attended school? YES. ..o 1
NO . .o 2 —104
PRIMARY. ... ... ... ... .. ..... 1

103 | What is the highest level of school you attended? SECONDARY. ................... 2
TECHNICAL/VOCATIONAL. . ... .. 3
HIGHER. ......... ... ... .. .... 4
STUDENT. ...............ii... 1
UNEMPLOYED. ................. 2
HOUSEWIFE. . .................. 3

104 | What is your occupation? HOUSE SERVANT. . .............. 4
DAILY LABORER. ............... 5
MERCHANT. .................... 6
GOVERNMENT EMPLOYEE. ...... 7
PRIVATE EMPLOYEE. ............ 8
OTHER (SPECIFY). ... .... 9

105 | Do you have a monthly income? YES. .o 1
NO. . 2 226

106 | What is your total monthly income? Eth.Birr

107 | Are you currently married or living together with a YES, CURRENTLY MARRIED. . .... 1

man as if married? YES, LIVING WITHAMAN ...... 2

NO,NOTINUNION........ .... 3

108 | What is your religion? OrthodoX.......ooeviiiiiiiiiiiin, 1
Muslim ... 2
Protestant................cooo L, 3
Catholic........cooviiiiiiiiiii, 4
Other.....cooovviiiiii, 5

109 | What is the occupation of your husband/partner? Daily laborer..............cooviiniann.. 5
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Government Employee................... 7
Private Employee.......................... 8
Other......ccoiiiiii 9

PART 2-ASSESSMENT OF FAMILY PLANNING

No. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
YES ... 1
226 | Are you pregnant now? NO ... 2
UNSURE........................ 8 J» 238
228 | When you got pregnant, did you want to get pregnant | YES . ........ ... . .. oL 1 = 238
at that time? NO ..o 2
229 | Did you want to have a baby later on or did you not | LATER . ......................... 1
want any (more) children? NOMORE....... ... ... ... ... 2
230 | Are you currently doing something or using any | YES ......... .. ... ... ... ...... 1
method to delay or avoid getting pregnant? NO . 2
231 | Have you ever given birth? YES .. 1
NO ... 2
232 | How many children do you have?
233 | When did you give birth to your last baby?
234 | Now I have some questions about the future. Would you | HAVE (ANOTHER) CHILD ...... 1
like to have (a/another) child, or would you prefer not | NOMORE/NONE . .................. 2
to have any (more) children? SAYS SHE CAN'T GET PREGNANT. 3
UNDECIDED/DON'T KNOW. . ...... 8
235 | How long would you like to wait from now before the | SOON/NOW. .............1
birth of (a/another) child? SAYS SHE CAN'T GET PREGNANT .2
AFTER MARRIAGE. ......... 3
OTHER (SPECIFY) 4
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DONTKNOW. ............... 5

PART 3- Knowledge and utilization of Contraceptive methods among women

No. QUESTIONS AND FILTERS CODING CATEGORIES SKIP
301 | Have you ever heard of contraceptive methods? YES. 1
NO. 2
302 | If yes to the above question, from where did you get HEALTH WORKERS ................ 1
the information about contraceptives?
FRIENDS ..., 2
TELEVISION ..., 3
RADIO ..o 4
HUSBAND......ccoiiiiiiiiiis 5
OTHER..........co 6
303 | Have you ever used Contraceptives? YES. 1
NO. 2
304 | If your answer for the previous questionis ‘YES’what |PILL......................... 1
Contraceptive method have you used previously? INJECTIBLES . . .. )
IMPLANTS . .......... .. ... ... 3
DIAPHRAGM...........ccooviviinn 4
CONDOM......ooviiiiiiiiiiiiiie, 5
TUBAL LIGATION.................... 6
TUCD..ooiiiie 7
NATURAL METHODS............... 8
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LACTATIONAL AMENORRHEA..9

305 | Are you currently using any contraceptive method? YES. o 1
NO. 2
306 | If your answer for the previous question is ‘YES’ when | LESS THAN 3 MONTHS............. 1
is the time of adopting current use of Contraceptive
3TO6 MONTHS. ... 2
MORE THAN 6 MONTHS............ 3
307 | If your answer for question *305’ is “YES’ Purpose of | SPACING BETWEEN CHILDREN..1
using
LIMITING NUMBER OF
CHILDREN. .....cccoiiiiiiiiiiie,
308 | If your answer for question ‘305’ is ‘NO’ what are your | Fear of side effect......................... 1
reasons for nonuse? .
Not aware of contraceptive.............. 2
Husband opposition...................... 3
Method of choice not available......... 4
Religion prohibition..................... 5
Desire for children....................... 6
Fear of disease condition............... 7
Notabletouse.........coevviveinennn.. 8
Infrequent S€X........cooevvviiiiniiin 9

PART 4-INFORMATION ON DM & HYPERTENSIVE TRETMENT

39




No. QUESTIONS AND FILTERS CODING CATEGORIES SKIP

529 | How long ago did you find out that you are
Diabetic or Hypertensive? MONTHS AGO....... .1

YEARS ............ .2
DON’T REMEMBER. . . .. 8
530 | How long have you been receiving any form of care or
treatment services? MONTHS .......... 1

YEARS ............ 2
DON’T REMEMBER. . . .. 8

531 | What is the type the disease condition identified? Diabetes Mellitus.................. 1
Hypertension............ 2
Both..................... 3
OTHER(SPECIFY)....cceviviiiinnnns 4

532 | Average BP in the past 3 visits <140/90....cciiiiiiii 1
140/90. . ...oiiiiiiiie 2
>140/90. .. 3

533 | Average FBS in the past 3 visits <130 1
1300 2
>130. . 3

534 | When receiving care or treatment, has a providertalked | YES ... ...... ... ... ... ... .. ...,
with you about whether or not you would like to have | NO....... ... ... ... .. ... ...
(more) children? DON'TREMEMBER ............. 8
PROBE: Did they talk with you about whether you
wanted to become pregnant?

535 | While receiving care or treatment, has a providertalked | YES . ..... ... ... ... oL
with you about the need to prevent unintended | NO............... ... .. ... .. ...
pregnancy? DON'TREMEMBER ............. 8

536 | When receiving care or treatment, has a providertalked | YES . ........ ... ... ... ... .... 1
with you about use of contraceptives? NO. .o 2

DON’'TREMEMBER ............ 8 :L 535
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537

About which method of contraceptive were you

counseled on?

RHYTHM METHOD ........... 10
WITHDRAWAL ..... ......... 11
EMERGENCY CONTRACEPTION. . 12
OTHER (Specity)

538

If yes 533, How often your cardiac physician discussed

you about contraception?

EVERY VISIT ................... 1
SOME-TIMES .................. 2
NEVER

539

Have you ever been referred to family planning unit for

counseling and provision of contraception?

540

Would you prefers Family planning service to be
provided integrated in the clinic or would you prefer

referral to family planning clinic?

I would prefer here ................... 1

I would prefer referral to family planning

I would have no preference......... 3

541

Integration of family planning unit and cardiac clinic

improve use of more contraception. What do you think?

Yes, IAGREE..................... 1
No, I disagree DISAGREE........ 2

542

Who determine the use of contraceptive

RESPONDER  ONLY
HUSBAND...........cooi 2

OTHER(SPECIFY....................4
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543 | Do your partner help you on your DM/HTN care and | YES...............ocooiiiiii. 1
treatment? NO oo 2
544 | Db your partner support you on use of contraception YES...oo 1
NO o 2

THANK RESPONDENT FOR HER TIME AND PARTICIPATION

ANNEX 11

DATA COLLECTION FORMAT AND CONSENT-AMHARIC
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43




N#8.n 4meh PNATHA PANC AT PRI® 94T UAIRT dohsm, +RI® AT M. +7090F PMAMDY PR+HAN APE

A1A9IAT AAMD Uz ATIRGT PHHIE PLA-TOMESP P&

h&A 1 MUNSP AT N1 UHNP 763-PF

44

T2 TEEP e A

01 | 0Em® oy o . .. qaT

102 | PPATS TOSUCT +I52Pa7 Y- T
PATRIAATTICIRI®. . L 2

103 | PMGe&T Netd PTooUCT 28 ATTim? R85 BZE (N 1-8 ¥ N&d). . 1
GAHE  8Z8(h 9-12 & hed) . .2
thLhg a9 AC+ENE. . . .3
NE+E FIUCT (NAB/RLACNE) . 4

108 | P02 Uaa? T . T
Bl BAAT.. 2
BT AGOAA. L L. 3
PNF WahE . L 4
PPY Wb, 5
1B 6
POYANT Wb L 7
PN Ml hEMLL. L 8
AA (BIAR) - oo 9

105 | POC TN AAPT? R 1
PARID. 2

106 | M3AA BCYR NP NIT o7 e

107 | NhU+ OFF NATAC 79T BEN A8 NATEC ANCPT RPINATEC TS, . . . ... .. T

PATC N AA? APIRNCT POUTC AD AA. . 2

DYRIF ARG L L 3

108 | JEETP T8 107 RCFERN . N
ampA g, 2
TEHENF T 3
AT O 2
A 5

109 | PAANTP/PTEC haCP PN Uar P 5
Y- 6
POYANT Wb . L. 7
P Ml hEML.. L 8
AA (RIAR) - oo 9




h&d 2 eN+NN AP LT e+amANE D PEPT

+.& T PEPT go e HAA
226 | NAU+ O%F 18A-MC TPF? AP . 1
REBAUTGR. . . . 2
ACIME ARRALR9D.. . . .. ... 8
228 | NHU N&T 1&A-M-C U1 NINC ...1&8N-M-C NUFNT NST: AP . ... .. 1
ACTHT®Y NHY 10 LAT®-F 1NC? )
PATRIAALANTT®. . .. . ... 2
229 | ADELT INC AP PLAFTIOETN 9°719° (Tenl) AR ADBLT TNC AE PLANT.. . . . 1
AALATIR INC?
goygn (e THe) AE RALAMTR . 2
230 | NAUF OPF ACTHTT ATLLP METT® ATIARLT PLLTFT TIC BRIT® | AP oo 1
PHMPa™TF HE, hA? PATD e 2
231 | AP DALD: PO-PA? A 1
PATE AAGRPTD e, 2
232 | A7 ART AAPT?
233 | /A POAST OPF N7
234 | AUT NA @ELE MeT MmPRPT Ay AA) AF AL ALAIAT ... 1
(M) AB P@AL BLAIN DMETIN (AA) AF AACPE-AST LARCMA?| AA AT AAPOASY ACRCMAL-. 2
@i ARATATS. .3
AADATNIR/AADPI® ... ...8
235 | DAY NZA (AA) AR NEEAZP N&T 927 PUA 1 TP&PT SLAIN? | NPCN/AUGT 1
I AATATD ..o, 2
hoNF NsA
PO e
(£778)
AAGRPID e 5
h&d 3 PmAL EMMLP HEPTT N+AR+ LAFT ITHN AT AMPPI° P ANtk mPEPT
+ ¢ TnPEP A
F A
301 | AA ACTIHST APhANS HE.PF AJP+a- PardbiA?
302 | AP 301 APAN AP NUY NA ACTHS APhANP HEPF PAdE- ooy e
ym-?
303 NHU $LI° PACTIHS a®NANP HE, +MP M- POrb PA?

44




304

ADPE 303 AN AP WU PHF@T HE (AUT LI hHU $LIP)
+M$aa PO PA?

RIATIA et 1
e o OO 2
NAYE NC PTRPNE PACTIHT APhANP HE......... 3
B R E TP . 4
NHRTC e 5
PMUBT ATRAA TNTAALL TN EMC.......... 6
NYUeTT M-NM PP PACIHT APNANP....7
P+ M PACTHT TPNANS HEPF ..o

M-t N@RNT PACTTHT APhANA HE,

305 | AU PACOIHS APNANS HE NAPM$ID AL 1PF? AP et ere e 1
AR RATL oo eeeeeeeeseeseeseseesene 2
306 | AmPE &mC 305 CANP AP U PACIHT AhANE HE.O-Y NONF DC NFFooeeeeeeeeeeeeeeeeee e 1
Mmoo N4 A+ 11 P1? NAONF ANN AT OCeeeeeeeeeeeeeeeeeeee 2
NAENT OCNAL oo,
307 | AmPE &M 305 ANP AP NPy PACIHT a®hANP HE, AT NATREA
PR MPa>NF PRTLT TOTL YO-? NHU N%A DAL AATIALAT. ..o 2
308 | AmPE &M 305 ANP ALLATR NPT PACSIHT A®NANE HE, PAREY kY PITH FEBT NATCL e 1
PAIEMPT>NT: ONTPF IOVE 1a-? AATIADND ..o 2
NANE AATILEBL e 3
PARLANEF HE PAT .o 4
Y2MPE AATIREDLE oo 5
AB ATBRLH NATREAT e 6
PUARAD o AATEENL LT oo 7
AGRMPI® AATILADT | s, 8
DT AALBTOTC .o, 9

44




hed 4 enhCc me9™ e 94T h+TAT P+aPAhk »PEPF

+.& PRPT 9o 2 HAA
529 PANC/PRI™ 94T UARgR AT8ANP hdd 9o PUA 1H LUTIPFA?
oLt L 1
gaost L 2
AANFDNTE. . ... 3
530 PANC/ PRI™ 91Kt URTRT AFtA hBaRd 97 PUA 1H BUIPFA?
[ 1
gant L 2
AANFDNTE. . ... L 8
531 9oy ALY YRR 4@ PANP? (NFhMm hCL AL £aRAN+E) PhNC ydege ... 1

PeI® 4%/ HTN...... 2

GA+9®.............3
AARIAG). ... 4
532 NA&F ANT FNEET ATINT PLID 9+ aBMm7y n 140/90 NFF......... 1
140/90................. 2
h 140/90 NAL. ......... 3
533 NA&F ANE PNFFTF ATINT PMPT PG AP M(FBS) n130 NF+......... 1
130 ..o 2
h130NAL ........ 3
534 PANC/ PRID 94T UNIPT ATt UL PRLTIPMS NATT-PD- P(AA) AP . 1
AE M@mAL _
PAGRIAATINGFGD L L. 2
MLII® PACMAL &A%Y ATNCHAT?
£ J £ ol AANFO-NTR. L 3
PCTH &AIRY PMG NATR-PPE ML FAY?
535 humq  K39C PA+TLAT ACTHT  AT8L4MCLC (A7&NhANA) hUNP | AP, . . . . . ... ... ... ... 1
treim POrPA? PAGRIAATINGFGD L L. 2




536 PANC/PILT URTRT AFHA ULPLCHIPMS NAT™PO AA PACIHT | A®. . . . . .. .. ... ... ... 1
mnAng PATRIRAGINGTRGD L 2
HE&PF AMPPI® ATINCFAT? RANFDNTS 8 537
537 NAPTFEPE PACTIHT ®hANP HEPT +mPR? PaUeT kN MNSME . . . . . . .. 1
POIE HC &4 &N TNSMC . . . .2
PaRUeT AT (A2 R B).. ... .. 3
NATE PORPNC.. . . . . ... ... 4
MC (87).. . oo 5
ATANATAN).. . .. .. ... ... 6
POYE hYReGR L 7
Pt hIRge L 8
Mt @t L 9
ARCTIHS AN NPT @&F e . 10
HCY e, TI&AN. . ... .. .. 11
£97+8 PACTIHST aohAhp. . . . . 12
AARIAR) . ... 13
538 unge® N9e7 PUA 1t NADAE dPEMMELP PTINCPFA? UALH.. ... ... 1
AY8YE IH ... L. L. .2
gRI9R +MPL+T RGO . .3
539 POAE @EMMCP 9°NC AT ATA%IAT ATRPTT DL ATACINT | AP(+AN ADPAL) .. ... .. 1
@mONA(TE hALh) +AhD- POr$A? PAGR (RA+ATRIR). . ... 2
540 POAL ANANL AT FPAC ATATIT AHY UNIRT h&EA NAD AHU AR ATRCHAU. ... L 1
Lacmir LN ®L MONA (P°F AALR) NAD BARCMA? MAL @EMMLL(TPFR) N&EA NAN ACRCMAL ...
PR LAD 9L PATID ... 3
541 POAL ahANP AT FNC ATAIAT AT PADLC/PI4T URTRT NRTRLT AT AP PAMIERZA . L. L. 1
A4k P+AA PLCIA? PAGR APNTRARFGE 2
542 PACSIHT CPhANP HE POPMPI® MEIP PATPMPI® m-Ara» PACA 7a»T | P+MPEP M-AL.. . ........ 1
PNANTP/PALEP 1@ @RI UAFTU  ANGTU NI4 10 | PHMPeP NANT/ALE @A, . . .2
POATTFU s PG AL L. 3
NAL+ @%F NANLT/ALE PATIR. | 4
AARTAR). . . .. 5
543 | NANF/3REP PANC/PaI4T UNIPT AT ATTAT PoIHA? AP 1
PAJRIARLALTID . . . . . .. 2
ADPI®, L 8
544 NANT/AREFP PACTHT GPNANS HE MRy LL774FA? AP 1
PAGR. L 2
ADPI®, L 8

NA FNNCP AT AAAMT LH NMID ATR) TP AL

54



ANNEX 111

REFERENCES

1. Manaf RA, Ismail 1Z, Latiff LA. Contraceptive use among women with chronic
medical conditions and factors associated with its non-use in Malaysia. Glob J Health Sci
[Internet]. 2012 [cited 2020 Jun  22];4(5):91-9.  Available  from:
/pmc/articles/PMCA4776942/?report=abstract

2. Yaya S, Reddy KS, Belizan JM, Pingray V. Non-communicable diseases and
reproductive health in sub-Saharan Africa: Bridging the policy-implementation gaps
[Internet]. Vol. 17, Reproductive Health. BioMed Central Ltd.; 2020 [cited 2020 Jun 22].
p. 8. Available from: https://reproductive-health-
journal.biomedcentral.com/articles/10.1186/s12978-020-0857-8

3. Prevett M. Chronic non-communicable diseases in ethiopia-a hidden burden.
Ethiop J Health Sci [Internet]. 2012 Aug [cited 2020 Jun 27];22(S):1-2. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/23319834

4. Kersten I, Lange AE, Haas JP, Fusch C, Lode H, Hoffmann W, et al. Chronic
diseases in pregnant women: Prevalence and birth outcomes based on the SNiP-study.
BMC Pregnancy Childbirth [Internet]. 2014 Feb 19 [cited 2020 Jun 27];14(1):1-13.
Available from: https://link.springer.com/articles/10.1186/1471-2393-14-75

5. Tadesse T, Meseret S, Yigzaw T. Contraceptive use in women with hypertension
and diabetes: cross-sectional study in northwest Ethiopia. Int J Womens Health [Internet].
2015 Dec 11 [cited 2020 Jun 22];7:957. Available from:
https://www.dovepress.com/contraceptive-use-in-women-with-hypertension-and-
diabetes-cross-sectio-peer-reviewed-article-1JWH

6. Lathrop E, Jatlaoui T. Contraception for women with chronic medical conditions:
An evidence-based approach. Clin Obstet Gynecol [Internet]. 2014 [cited 2021 Aug
2];57(4):674-81. Available from:

https://journals.lww.com/clinicalobgyn/Fulltext/2014/12000/Contraception_for_Women _
With_Chronic_Medical.6.aspx

7. Tamrie YE, Hanna EG, Argaw MD. Determinants of Long Acting Reversible
Contraception Method Use among Mothers in Extended Postpartum Period, Durame
Town, Southern Ethiopia: A Cross Sectional Community Based Survey. Health (Irvine
Calif) [Internet]. 2015 [cited 2020 Jun 26];07(10):1315-26. Available from:
http://file.scirp.org/Html/

8. Bryant AG, Stuart GS, Narasimhan S. Long-acting Reversible Contraceptive
Methods for Adolescents with Chronic Medical Problems. Vol. 25, Journal of Pediatric
and Adolescent Gynecology. Elsevier; 2012. p. 347-51.

49



9. Britton LE, Hussey JM, Berry DC, Crandell JL, Brooks JL, Bryant AG.
Contraceptive Use Among Women with Prediabetes and Diabetes in a US National
Sample. J Midwifery Womens Health [Internet]. 2018 Dec 12 [cited 2020 Aug
11];64(1):jmwh.12936. Available from:
https://onlinelibrary.wiley.com/doi/abs/10.1111/jmwh.12936

10. Mohan V, Seedat YK, Pradeepa R. The rising burden of diabetes and hypertension
in southeast Asian and African regions: Need for effective strategies for prevention and
control in primary health care settings. Int J Hypertens. 2013;2013.

11. AV C,GL B, HR B, WC C, LA G, JL |, et al. The Seventh Report of the Joint
National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood
Pressure: the JNC 7 report. JAMA [Internet]. 2003 May 21 [cited 2021 Aug
5];289(19):2560-72. Available from: https://pubmed.ncbi.nlm.nih.gov/12748199/

12.  Kearney PM, Whelton M, Reynolds K, Muntner P, Whelton PK, He J. Global
burden of hypertension: analysis of worldwide data. Lancet. 2005 Jan 15;365(9455):217—
23.

13. GD,MMF,JKL,GMS, CJP, MJC, et al. National, regional, and global trends
in systolic blood pressure since 1980: systematic analysis of health examination surveys
and epidemiological studies with 786 country-years and 5-4 million participants. Lancet
(London, England) [Internet]. 2011 [cited 2021 Aug 5];377(9765):568-77. Available from:
https://pubmed.ncbi.nim.nih.gov/21295844/

14.  Oldroyd J, Banerjee M, Heald A, Cruickshank K. Diabetes and ethnic minorities.
Postgrad Med J [Internet]. 2005 Aug 1 [cited 2021 Aug 6];81(958):486—90. Available
from: https://pmj.bmj.com/content/81/958/486

15.  Viswanathan V, Ranjan S. Diabetes - An ancient disease, epidemic & an economic
burden for the present era. Indian J Med Res [Internet]. 2016 Apr 1 [cited 2021 Aug
6];143(4):389. Available from: /pmc/articles/PMC4928540/

16. FEDERAL DEMOCRATIC REPUBLIC OF ETHIOPIA [Internet]. 2019 [cited
2020 Jun 27]. Available from: www.DHSprogram.com.

17.  Woolf K, Reese CE, Mason MP, Beaird LC, Tudor-Locke C, Vaughan LA.
Physical Activity Is Associated with Risk Factors for Chronic Disease across Adult
Women’s Life Cycle. ] Am Diet Assoc. 2008 Jun 1;108(6):948-59.

18. Ong KL, Tso AWK, Lam KSL, Cheung BMY. Gender Difference in Blood
Pressure Control and Cardiovascular Risk Factors in Americans With Diagnosed
Hypertension. Hypertension [Internet]. 2008 Apr 1 [cited 2021 Aug 16];51(4 PART 2
SUPPL.):1142-8.Available from:
https://www.ahajournals.org/doi/abs/10.1161/HYPERTENSIONAHA.107.105205

19. Egan BM, Zhao Y, Axon RN. US Trends in Prevalence, Awareness, Treatment,
and Control of Hypertension, 1988-2008. JAMA [Internet]. 2010 May 26 [cited 2021 Aug

54



16];303(20):2043-50. Available from:
https://jamanetwork.com/journals/jama/fullarticle/185953

20. Bateman BT, Shaw KM, Kuklina E V., Callaghan WM, Seely EW, Hernandez-
Diaz S. Hypertension in Women of Reproductive Age in the United States: NHANES
1999-2008. PL0oS One [Internet]. 2012 Apr 30 [cited 2021 Aug 16];7(4):e36171. Available
from: https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0036171

21.  Corbelli J, Schwarz EB. Contraception Use in Women with Hypertension.
Contracept Medically Challenging Patient [Internet]. 2014 Jan 1 [cited 2021 Aug 6];41—
53. Available from: https://link.springer.com/chapter/10.1007/978-1-4939-1233-9 3

22.  Dagnew GW, Asresie MB, Fekadu GA, Gelaw YM. Modern contraceptive use and
factors associated with use among postpartum women in Ethiopia; further analysis of the
2016 Ethiopia demographic and health survey data. [cited 2020 Jun 27]; Available from:
https://doi.org/10.1186/512889-020-08802-6

23.  Tsegaye B, Kassa A. Prevalence of adverse birth outcome and associated factors
among women who delivered in Hawassa town governmental health institutions, south
Ethiopia, in 2017. Reprod Health [Internet]. 2018 Nov 26 [cited 2020 Oct 29];15(1):193.
Available from: https://reproductive-health-
journal.biomedcentral.com/articles/10.1186/s12978-018-0631-3

24.  Terefe A, Larson CP. Modern Contraception Use in Ethiopia: Does Involving
Husbands Make a Difference?

25. U.S. Medical Eligibility Criteria for Contraceptive Use, 2016 on JSTOR [Internet].
[cited 2021 Aug 16]. Available from: https://www.jstor.org/stable/24840638

26. Kjos SL. Contraception for women with medical problems. Vol. 11, Infertility and
Reproductive Medicine Clinics of North America. 2000. p. 551-85.

27.  Chuang CH, Chase GA, Bensyl DM, Weisman CS. Contraceptive use by diabetic
and obese women. Women’s Heal Issues. 2005 Jul 1;15(4):167-73.

28. JJF, JE D, L R. Improving contraceptive use in the United States. Issues Brief
(Alan Guttmacher Inst) [Internet]. 2008 Jan 1 [cited 2021 Aug 7];(1):1-8. Available from:
https://europepmc.org/article/med/18561392

29.  Creanga AA, Berg CJ, Syverson C, Seed K, Bruce FC, Callaghan WM. Pregnancy-
related mortality in the United States, 2006-2010. Obstet Gynecol [Internet]. 2015 Jan 1
[cited 2021 Aug 7];125(1):5-12. Available from:
https://journals.lww.com/greenjournal/Fulltext/2015/01000/Pregnancy_Related Mortalit

y_in_the_United_States,.3.aspx

30.  Tibaijuka L, Odongo R, Welikhe E, Mukisa W, Kugonza L, Busingye I, et al.
Factors influencing use of long-acting versus short-acting contraceptive methods among
reproductive-age women in a resource-limited setting. BMC Womens Health [Internet].

54



2017  Apr 4  Jcited 2020 Jun  27];17(1):1-13.  Available  from:
https://link.springer.com/articles/10.1186/s12905-017-0382-2

31.  Tebeje B, Workneh D. Prevalence, Perceptions and Factors Contributing to Long
Acting Reversible Contraception Use among Family Planning Clients, Jimma Town,
Oromiya Region, South-West Ethiopia. 2017 [cited 2020 Jun 27]; Available from:
https://www.researchgate.net/publication/315473553

32.  LEVEL AND FACTORS ASSOCIATED WITH THE USE OF LONG ACTING
REVERSIBLE CONTRACEPTIVE METHODS AMONG MARRIED WOMEN IN
SHONE TOWN ADMINISTRATION, HADIYA ZONE, SOUTHERN ETHIOPIA. |
Ethiopian Journal of Reproductive Health [Internet]. [cited 2020 Jun 27]. Available from:
http://ww.ejrh.org/index.php/ejrh/article/view/270

33. N M, M N, H B, FA A. Unmet need for contraception and associated factors among
women with cardiovascular disease having follow-up at Saint Paul’s Hospital Millennium
Medical College, Addis Ababa, Ethiopia: a cross-sectional study. 2021 Jan 28 [cited 2021
Aug 14]; Available from: https://europepmc.org/article/ppr/ppr275151

34. Osman A, Hoffman A, van der Spuy Z. Reproductive knowledge and use of
contraception among women with diabetes. SAMJ South African Med J [Internet]. 2015
Sep 18 [cited 2021 Aug 10];105(9):760-4. Available from:
http://www.scielo.org.za/scielo.php?script=sci_arttext&pid=S0256-
95742015000900024&Ing=en&nrm=iso&tIng=en

35.  Gosavi A, Ma'Y, Wong H, Singh K. Knowledge and factors determining choice of
contraception among Singaporean women. Singapore Med J [Internet]. 2016 Nov 1 [cited
2021 Aug 14];57(11):610. Available from: /pmc/articles/PMC5331135/

36. Pazol K, Zapata LB, Tregear SJ, Mautone-Smith N, Gavin LE. Impact of
Contraceptive Education on Contraceptive Knowledge and Decision Making: A
Systematic Review. Am J Prev Med [Internet]. 2015 Aug 1 [cited 2021 Aug 15];49(2 0
1):S46. Available from: /pmc/articles/PMC4532374/

37.  Terefe Gashaye K, Tsegaye AT, Abebe SM, Woldetsadik A, Ayele TA, Gashaw
ZM. Determinants of long acting reversible contraception utilization in Northwest
Ethiopia: An institution-based case control study. 2020 [cited 2021 Aug 15]; Available
from: https://doi.org/10.1371/journal.pone.0240816

38. Islam AZ. Factors affecting modern contraceptive use among fecund young women
in Bangladesh: Does couples’ joint participation in household decision making matter?
[Internet]. Vol. 15, Reproductive Health. BioMed Central Ltd.; 2018 [cited 2020 Jun 27].
p. 1-9. Available from: https://link.springer.com/articles/10.1186/s12978-018-0558-8

39. Mittal P, Dandekar A, Hessler D. Use of a Modified Reproductive Life Plan to
Improve Awareness of Preconception Health in Women with Chronic Disease. Perm
J [Internet]. 2014 Mar 1 [cited 2021 Aug 24];18(2):28. Available from:

54



/pmc/articles/PMC4022554/

54



ANNEX 1V

DECLARATION

I, the undersigned declare that this thesis is my original work in partial
fulfillment of the requirement for the postgraduate study in OBGYN. | also
declare that it has never been presented in this or any other university and
that all resources and materials used in the thesis have been duly
acknowledged.

Resident’s Name: Dr. Alferid Abrar

Signature:

Date of submission: September, 2021

This thesis has been submitted for examination with my approval as an
advisor.

Advisor Name: Dr. Matiyas Asrat

Signature:

Date of submission: September, 2021

54



	ABSTRACT
	ACKNOWLEDGMENTS
	TABLE OF CONTENTS
	LIST OF ABBREVATIONS
	LIST OF TABLES
	CHAPTER ONE
	INTRODUCTION
	1.1 Back Ground
	1.2. Statement of the problem

	CHAPTER TWO
	LITERATURE REVIEW
	2. RATIONALE OF THE STUDY

	CHAPTER THREE
	OBJECTIVES
	3.1. General objective
	3.2. Specific objective

	CHAPTER FOUR
	METHODS & MATERIALS
	4.1. Study area and period
	4.2. Study design
	4.3. Source population
	4.4. The study population
	4.5. Inclusion and exclusion criteria
	4.6. Study Variables
	4.7. Sample size determination and sampling technique
	4.8. Data collection procedure and instrument
	Operational definitions
	4.9. Data Analysis
	4.10. Data quality control
	4.11. Ethical Considerations
	4.12. Dissemination Plan

	CHAPTER FIVE
	RESULTS
	Sociodemographic characteristics of participants
	Clinical and follow-up related characteristics
	Contraceptive use and knowledge
	Factors affecting contraceptive use
	Factors affecting Long Acting Reversible Contraceptive (LARC) use

	CHAPTER SIX
	DISCUSSION
	CHAPTER SEVEN
	STRENGTH & LIMITATIONS OF THE STUDY
	CHAPTER EIGHT
	CONCLUSION & RECOMMENDATION
	CONCLUSION
	RECOMMENDATIONS

	ANNEX I
	DATA COLLECTION FORMAT AND CONSENT-ENGLISH
	ANNEX II
	DATA COLLECTION FORMAT AND CONSENT-AMHARIC
	ANNEX III
	REFERENCES
	ANNEX IV
	DECLARATION



