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[bookmark: _Toc46842546][bookmark: _Toc46842601]ABSTRACT
[bookmark: _Toc43343630]Background: Cardiovascular illness complicates 1-4% of pregnancy. Cardiovascular disease during pregnancy is challenging for care and carries high morbidity and mortality than uncomplicated pregnancy. Preconception care is important among cardiac patients to prevent complications; however unintended pregnancy is still high among patients with chronic medical follow up including cardiovascular ill patients. This research aimed to investigate the magnitude of unmet need and contributing factors.
[bookmark: _Toc43343631]METHODS: A facility based cross sectional study was conducted through an exit interview of 284 reproductive age women with cardiovascular disease enrolled in chronic care and treatment at Saint Paul hospital medical millennium collage using convenient sampling technique. Structured and pretested questionnaire was used to obtain information from the respondents from February 1/2020 – May 30/2010. Descriptive, bivariate, and multivariate methods was used to analyze the level of unmet need and its contributing factors. 
[bookmark: _Toc43343632][bookmark: _Toc43343633]RESULTS: The overall unmet need for contraception was 36 %. The most common reasons
for non-use were related to perceived low risk of pregnancy and fear for drug side effect and interaction. Unmet need for contraception was found to be more likely among women never used contraception before (AOR= 3.2, CI 1.12-8.92), no partner support on contraception use (AOR=6.2, CI: 1.91-19.8) and never counseled on contraceptive use during chronic care (AOR 6.7, CI 1.83-24.7). However, frequent counseling shows less likelihood of unmet need (AOR =0.56, CI: 0.2-1.59) and women having collaborative decision with the husband on contraception use had less likelihood of unmet need (AOR=0.19, CI 0.07-0.55).
CONCLUSION AND RECOMMENDATIONS: Unmet need for contraception is high in this high risk population group. Therefore, appropriate preconception counseling to correct misconceptions and addressing the barriers to contraceptive use should be strengthened. Integration of family planning and other reproductive services with the chronic clinic can potentially decrease unmet need of contraception. 
Key words: unmet need, cardiovascular disease, contraception, preconception, chronic medical disease.
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[bookmark: _Toc46842552][bookmark: _Toc46842606]1. INTRODUCTION
[bookmark: _Toc46842553][bookmark: _Toc46842607]1.1. STATEMENT OF THE PROBLEM
Cardiovascular disease complicates 1-4% of pregnancy, among which chronic valvular heart disease (CVHD) is the leading case followed by adult Coronary artery syndrome (CAD), hypertension (HTN), adult type of congenital heart disease (CHD) and cardiomyopathy. (1)
Cardiac disease is the leading cause of maternal mortality in the developed world. The majority of women with heart disease are able to successfully undergo pregnancy. However, in women with severely impaired ventricular function, severe left heart obstruction, pulmonary hypertension and aortopathy, such as Marfan syndrome, with significant aortic dilatation pregnancy is associated with a significant risk, and these women should be counseled against pregnancy if there is no option for treatment that reduces risk.(1,2) 
Perinatal & maternal mortality and morbidity is directly associated with the severity of the cardiovascular disease which is graded in world health organization (WHO) classes I through IV. Pregnancy should not be discouraged especially those with class I and II unlike class III and IV. (3)
Most patients with cardiovascular disorders have multiple visits before conceptions; golden opportunity for contraceptive counseling is often limited by time constraints. Clinicians often concentrate on medication refill and adjustment, acute medical conditions and appointments. (2)
Unintended pregnancy in USA is high among patient with chronic medical conditions such as cardiac illness, diabetic mellitus (DM), hypertension (HTN) and epilepsy. The rate of medical termination of pregnancy is higher than those with no medical conditions. Data are limited on this issue in our country; probably it may be much more than that of developed countries.(3–5)
Therefore, planned pregnancy and birth spacing are key elements to prevent complications of cardiovascular illness during pregnancy. The reason for having planned pregnancy is to optimize the cardiovascular condition, to change teratogenicity drugs such as angiotensin converting enzyme (ACEIs), and to be proactive for complication readiness. Consistent use of contraceptive is crucial to obtain this goal. (2)
Preconception care and counseling is very crucial as that of the chronic medical care in those clients having chronic illness at risk of getting pregnancy.
Many clinicians hastate to administer hormonal contraceptives to woman with cardio-vascular disorders, woman’s options of contraception are limited by misconceptions of risk by health providers and patient. Some Health Providers lack knowledge and discomfort on counseling and providing contraceptive to patient with cardiovascular illness.(3,5)
Ethiopia has a low rate of family planning practice. Among married Ethiopian women, 35% currently used a modern contraceptive method, and 22% reported unmet need for family planning in 2016. (6)
Different governmental and non-governmental organization (NGO) concentrate on ways of decreasing maternal mortality and morbidity rate but chronic medical conditions like cardiovascular disease lacks emphasis as way to improve maternal health quality care as a one target point. (4)
Centre for Disease Control and Prevention (CDC) the Preconception Care Workgroup recommends on Preconception Care for all reproductive women especially for those having chronic medical conditions. Optimal pre-conception care which include counseling on  adequate spacing of childbirth and effective contraception use, avoidance of unintended pregnancy are among the important elements to ensure successful maternal and fetal outcome among women with chronic medical conditions.(7)
The aim of this research is to investigate unmet need of contraceptive and associated factors for unmet need among women with cardiovascular disease in Saint Paul hospital millennium medical college.
[bookmark: _Toc46842554][bookmark: _Toc46842608]2. LITERATURE REVIEW
2.1 [bookmark: _Toc405971762][bookmark: _Toc43343641][bookmark: _Toc44577669][bookmark: _Toc46842555][bookmark: _Toc46842609]MAGNITUDE OF THE PROBLEM 
Studies suggest that the rates of unintended pregnancy among women with some chronic conditions are similar to or may even exceed rates in the general population. In the United States (US) by age 45, more than half of women will have had at least one unintended pregnancy with half of these ending in abortion. (4)
Women with some medical problems who carry their pregnancies to term are often more vulnerable to pregnancy-related complications than their healthier counterparts. Compared to women with intended pregnancies, mothers who describe their pregnancy as unwanted or mistimed are more likely to engage in unhealthy perinatal behaviors and to have poorer maternal and birth outcomes . (3,4)
This problem is compounded in women with medical comorbidities, such as hypertension, diabetes and cardiovascular disease, which may worsen during pregnancy and further compromise maternal and child health. (8)
Infants, children, and adolescents diagnosed with chronic illness and disability live longer today than in the past. Advances in the detection, diagnosis, treatment, and management of chronic illnesses and disabilities in medicine have contributed to these individuals matriculating to adulthood. Many of these youth are fertile, are sexually active, become pregnant, and bear children. Clinicians should encourage parents and caregivers to provide sex education to their youth. (9)
Further, clinicians must be prepared to provide their patients with sexuality education and must understand the intricacies of addressing contraception with adolescents and young adults maturing in the 21st century. Literatures support that unplanned pregnancy among adolescents and young adults with chronic illness and disability remains high.(7,9)
Most pregnancy and childbirth is a joyful experience. But it sometimes end-up in adverse birth outcome which disrupt the family condition leading to high individual and social costs.(10)
Adverse birth outcome in many study includes pregnancy loss/miscarriage, congenital anomaly or birth defect, preterm baby, low birth weight, perinatal death, macrosomia and intrauterine growth restriction all are high in women having cardiovascular disease (10,11)
The majority of terminations of pregnancy (TOP) occur for maternal psychological, social or fetal reasons (for structural and genetic abnormalities). Maternal indications as reported in studies ranging from the population level to hospital clinics comprise 3–35% of all terminations with the most commonly reported maternal indications being cardiac disorders, hypertension and psychiatric issues. (4)
The total demand for contraceptive among currently married women age 15-49 has increased over time, rising from 45% in 2000, to 51% in 2005, 55% in 2011, and 58% in 2016. Met need for family planning has also increased over the same period, rising from 8% in 2000, to 15% in 2005, to 29% in 2011, and 36% in 2016; most of the need has been met with modern methods. Unmet need for family planning among married women has declined over time, from 37% in 2000 to 22% in 2016. (6,12)
Increasing numbers of women with heart disease are considering fertility therapy, and in this circumstance, preconception risk stratification and safety of fertility therapy should be addressed. (2,13,14)
[bookmark: _Toc405971763][bookmark: _Toc43343642][bookmark: _Toc44577670][bookmark: _Toc46842556][bookmark: _Toc46842610]2.1.2 EFFORTS TO SOLVE THE PROBLEM
Women with pre-existing chronic medical conditions carry a health risk for with pregnancy and childbirth. Many women in reproductive age group are affecting by chronic medical conditions like cardiovascular illness, DM, epilepsy, thyroid disorders, SLE etc. 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. (13)
It is extremely important for women with cardiovascular disease to have a well-planned pregnancy because of high mortality and morbidity in associated with 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 with giving care and treatment for cardiovascular disease. (5)
There scarcity of evidences on unmet need of contraception on cardiovascular disease in Ethiopia, which is an important point to see as strategy to decrease perinatal and maternal mortality. 
For woman with chronic medical problems, avoiding unintended pregnancy is imperative. Regardless of the medical problem, guidance is available for helping woman 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. (1,14)
Medical Eligibility Criteria are available for cardiac illness, like LARC methods are MEC Category 1 for women with both complicated and uncomplicated cardiovascular disease. For women with New York Heart Association Functional Class I- IV, implants and IUDs are Category 1 or 2. (7)
A discussion of safe contraception choices is relevant for those who decide not to become pregnant. It is important that this information is communicated effectively to patients; a number of groups have shown that many women do not fully understand pregnancy and contraception risks of  heart disease as one of the commonest causes of maternal deaths.(7,10,15)
Due to increasing maternal age, BMI and other risks, the number of women of childbearing age with congenital or acquired heart disease is increasing. It is important to consider the cardiovascular safety and contraceptive efficacy of each contraceptive method for each cardiac condition. (16)
In contrast to healthy women using contraception to space pregnancies, contraceptive efficacy is even more important for those with serious heart disease in whom pregnancy may be life threatening. For women with cardiac diseases, combined hormonal contraception (CHC) are considered unsuitable for many women with heart disease. Additional risks factors such as smoking, migraine, hypertension, diabetes and obesity further increase the risk of thrombotic events. COCs should be avoided in women in whom the risk of their use is UK category 3, 4. (5,7)
Women frequently have misconceptions or are given incorrect advice about their ability to use contraception given their health problem. This gap in education and understanding in both the patient and the health care provider needs addressing. (2,7)
[bookmark: _Toc405971764][bookmark: _Toc43343643][bookmark: _Toc44577671][bookmark: _Toc46842557][bookmark: _Toc46842611]2.1.3 SOLUTIONS 
The ability to plan a pregnancy is a key factor in improving all pregnancy outcomes, especially for those women with medical disorders. (7,9)
Most risk factors contributing to adverse birth outcome are amenable to modification. These poor reproductive life planning , substance use, abnormal pre-gestational BMI, irrational medication use, exposure  to environmental toxin and contaminants , underlying chronic pre-gestational diseases , anemia and folic acid deficiency poor regular exercise and physical activity, and presence of stress are included.(4,16,17)
All women with cardiac disease can benefit from pre-conception counseling, which should include a detailed discussion of the risk of pregnancy and use of modern effective contraception. Some women may require optimization of cardiac status prior to pregnancy, and for those women considering pregnancy, cardiac medications that creates teratogenicity, such as warfarin and ACEI, can be switched to safer medications when necessary.(1,7,18)
Ethiopia has a low rate of family planning practice. Among married Ethiopian women, 35% currently used a modern contraceptive method, and 22% reported unmet need for family planning in 2016 and no report on unmet need of family planning addressing cardiac ill patients.(6)
Modern Contraceptive methods includes Oral contraceptives , Transdermal contraceptive patch, Vaginal contraceptive ring, Emergency contraceptives, Barrier contraceptives, Female condom, Male condoms, , Injectable contraceptives, IUD, Implants, Sterilization Woman, Man (vasectomy) (19–22)
In Ethiopia contraceptives are provided in Health center, governmental hospital, private institutions and NGO clinics. This includes IUD, implants, COC, POP, DEPO Provera, Male condom, Emergency contraceptives, BTL and male sterilization. (6)
Generally effective preconception, ANC and intrapartum care are important to decrease maternal and perinatal morbidity and mortality among reproductive women having chronic medical disorders.(23) 
[bookmark: _Toc405971765][bookmark: _Toc44577672][bookmark: _Toc46842558][bookmark: _Toc46842612]2.2 SIGNIFICANCE OF THE STUDY 
The main objective of this research is to investigate unmet need of contraception and associated factors in those women having cardiovascular disease in SPHMMC AA, Ethiopia. In my observation in SPHMMC and affiliate hospitals, patient with sever cardiovascular disorder get pregnant for different reasons. Prevalence of unintended pregnancy and medical termination of pregnancy for maternal medical conditions lacks research in our setting. Unmet need of contraception in women having cardiovascular disease also lacks local research. 
In my observation the contraceptive utilization is so low in these high group of population, therefore, unintended pregnancy also looks much. It is so challenging for the patient and the care provider if pregnancy happened once. Sometimes we face a dilemma of continuing the pregnancy or termination because of fear for pregnancy related complications. 
After isolation of the specific factors, the concerning body can make policy and decision to address these issues and design solution to reduce unmet need which ultimately increase maternal quality care, to decrease maternal and prenatal mortality. This is because the cardiovascular disease during pregnancy is one of the leading cause of death from different study.
It is important, therefore, to obtain an accurate understanding of the extent of unmet need for
contraception and its contributing factors among women with cardiovascular disease. As a matter of fact, no published research study is found on the subject matter in this facility.
The area of contraception and preconception care lacks emphasis, therefore, study on this topic is relevant and timely.
Findings from this study will help to improve policy and strategy for better uptake of contraception which ultimately decrease maternal morbidity and mortality in the chronic medical clinics.
The study will also initiate other studies to be conducted in the area as far as contraceptive
utilization among women with medical disorders is concerned.

















[bookmark: _Toc44577673][bookmark: _Toc46842559][bookmark: _Toc46842613]2.4 CONCEPTUAL FRAMEWORK 
Figure 1 shows the factors associated with contraceptive non-use and unmet need. Sociodemographic characteristics, client KAP on contraceptive use, providers factor during care (pre-conception counseling), place where counseling done, past obstetric performance and previous contraceptive use, partner support on care and treatment are some of the factors associated with unmet need of contraceptive in different study. (25, 26)
Although it is difficult to incorporate all factors in this particular study, we tried to include those factor most probable affecting the unmet need of contraception.

[bookmark: _Toc46832299][bookmark: _Toc46832664][bookmark: _Toc44573821]Figure 1: Conceptual frame work of factors associated with unmet need of contraceptive. (24,25)
[bookmark: _Toc46842560][bookmark: _Toc46842614]3. OBJECTIVES 
[bookmark: _Toc405971771][bookmark: _Toc44577675][bookmark: _Toc46842561][bookmark: _Toc46842615]3.1 GENERAL OBJECTIVE

· To determine unmet need of for contraceptive and associated factors among women with cardiovascular disease in SPHMMC.

[bookmark: _Toc405971772][bookmark: _Toc44577676][bookmark: _Toc46842562][bookmark: _Toc46842616]3.2 SPECIFIC OBJECTIVES

· To determine prevalence of unmet need for contraception among women with cardiovascular disease in the SPHMMC cardiovascular clinic. 
· To determine factors associated with unmet need for contraception among women with cardiovascular disease in the SPHMMC cardiovascular clinic.















[bookmark: _Toc405971773]

[bookmark: _Toc46842563][bookmark: _Toc46842617]4. METHODOLOGY 
[bookmark: _Toc405971774][bookmark: _Toc46842564][bookmark: _Toc46842618]4.1 STUDY SETTING
The Study was conducted in cardiac clinics of SPHMMC which is one of the biggest teaching institutions found in capital city AA, Ethiopia. It was built in 1961 E.C by the Emperor Haileselassie with the help of the German Evangelical Church. It has become a medical college since 2007 which is currently named St. Paul’s Hospital Millennium Medical College. Its core services are medical care, teaching activity and research. The hospital is giving broad services in different department and units. The chronic medical clinic under internal medicine department serves around one thousand regular follow-up cardiovascular clients and 50-100 new case every month. The obstetrics and gynecology (OBGYN) department serve around nine hundred deliveries per month on average. Family planning clinic is giving in separate unit called michu clinic.
[bookmark: _Toc405971775][bookmark: _Toc46842565][bookmark: _Toc46842619]4.2 STUDY PERIOD
Study was conducted Feb 2020 to May 2020 GC for four consecutive months. The data was collected during working hours only.
[bookmark: _Toc405971776][bookmark: _Toc46842566][bookmark: _Toc46842620]4.3 STUDY DESIGN 
Institutional based cross-sectional study was conducted through an exit interview among women having cardiovascular disease during follow-up. 
[bookmark: _Toc46842567][bookmark: _Toc46842621]4.4 POPULATION
[bookmark: _Toc46842568][bookmark: _Toc46842622]4.4.1 SOURCE POPULATION
The source population was all women of reproductive age (15–49 years) who have cardiovascular disease, attending cardiac clinics at SPHMMC found in AA.
[bookmark: _Toc43343655][bookmark: _Toc46842569][bookmark: _Toc46842623]4.1.2 STUDY POPULATION
Study population was sampled currently married or in union women of reproductive age (15–49 years) with cardiovascular disease and attending cardiac clinics who fulfill the inclusion criteria.
[bookmark: _Toc46842570][bookmark: _Toc46842624]4.5 INCLUSION AND EXCLUSION CRITERIA
[bookmark: _Toc46842571][bookmark: _Toc46842625]4.6.1INCLUSION CRITERIA
· Women in the reproductive age group (aged between 15-49 years who had cardiovascular disease who are enrolled in chronic care and treatment at time of data collection
· Women who are competent to give informed consent and willing to permit chart review and other pertinent information if in need.
· Woman who are currently married or living with a partner who are sexually active
[bookmark: _Toc46842572][bookmark: _Toc46842626]4.6.2 EXCLUSION CRITERIA
· Women who have acute medical condition and unable to give consent
· Women who are coming for the first time to the chronic clinic
[bookmark: _Toc405971777][bookmark: _Toc46842573][bookmark: _Toc46842627]4.6 SAMPLE SIZE AND SAMPLING TECHNIQUE 
Convenient sampling method was applied to identify and include all the study participants. Based on the finding we consecutively recruited the study subject’s until the total sample size was achieved. Code was given on the back of the client chart to avoid repeated enrollment on subsequent visits.
The required sample size was determined using the single population proportion formula: 

Z2 = is the Standardized normal distribution curve value for the 95% CI, 1.96 
e = is the desired level of precision, 0.05.      
p = estimated proportion of unmet need of contraception for cardiovascular disease
q = is 1-p=0.5
n = is the sample size of the study 
Since there is no study specifically addressing unmet need of cardiovascular patient p was taken fifty percent and sample size was calculated to be 384, using finite population correction. 
                       
Nf= desired sample size, when study population is <10,000
n=desires sample size, when the study population >10,000
N=estimation of the population size
 Using this finite formula 
The estimated population size is around one thousand Sample size calculate is 277 with 5% non-response rate added and to get desired sample size of 291.
[bookmark: _Toc405971779][bookmark: _Toc46842574][bookmark: _Toc46842628]4.7 MEASUREMENT
[bookmark: _Toc46842575][bookmark: _Toc46842629][bookmark: _Toc405971780]4.7.1 VARIABLES
Dependent variable 
· The dependent variable is the ‘unmet need of contraceptives’. 
Independent variable
· The independent variables in this study included are age, parity, educational status, income, occupation, previous contraceptive use, preconception counseling, and partner support, in the cardiovascular care and contraception use.
[bookmark: _Toc46842576][bookmark: _Toc46842630]4.7.2 INSTRUMENTS  
[bookmark: _Toc405971781][bookmark: _Toc46842577][bookmark: _Toc46842631]4.7.3 DATA COLLECTION PROCEDURES
Data collection tool format is prepared in English and was translated into Amharic and back to English again. (Annex 3)
The tool consists of socio-demographic, unmet need of contraception and cardiac care and follow-up, and preconception counseling.
 Questioners used in this study is developed the by referring to various literatures and unmet need parts are taken from DHS analytical studies revised definition of unmet need in 2012. The questioners are developed based on the objectives of the study. It was primarily designed to measure all the variables listed in the study. The questioners were an interviewer-administered questionnaire. Before the actual data collection, the questionnaire was tested on 10% of women having cardiovascular disease attending chronic clinic at SPHMMC.
Data was collected by four nurses working in chronic medical clinic, overall supervision also made by the Principal Investigators. All collected questionnaires were rechecked for completeness and coded. 
[bookmark: _Toc46842578][bookmark: _Toc46842632][bookmark: _Toc405971782]4.8 DATA QUALITY CONTROL
Training was given to the data collectors on pre-tested interviewer-administered questionnaire. Supervisor of the research was continuously followed for overall data collection process. Completeness was be ascertained with the collectors. Code was given on the back of the client chart to avoid repetition. Continuous discussions were made b/n the investigator with advisors.
[bookmark: _Toc405971783][bookmark: _Toc46842579][bookmark: _Toc46842633]4.9 DATA PROCESSING AND ANALYSIS 
[bookmark: _Toc405971785] Consecutive code was given to each case before the data entry. Data was entered, cleaned and analyzed by SPSS version 20. Data was recoded, Chi-square test was done to see the significance of association between independent variables and the outcome variable. Bivariate logistic regression analysis of was carried out. Variables with p value < 0.2 in bivariate analysis were entered for multivariable logistic regression to analyses associated factor for unmet need of contraception. P value of 0.05 is taken as significant association in multivariable logistic regression.  
[bookmark: _Toc46842580][bookmark: _Toc46842634]4.10 OPERATIONAL DEFINITIONS 
· Unintended pregnancy: a pregnancy that is mistimed or unwanted. 
· Mistimed pregnancy: pregnancy that was expected but might have occurred earlier than the woman would have liked.
· Unwanted pregnancy: pregnancy that occurred when the woman never wanted to become pregnant at all.
· Unmet need for contraception: Proportion of women who (1) are not pregnant and not postpartum amenorrhoeic and are considered fecund and want to postpone their next birth for 2 or more years or stop childbearing altogether but are not using a contraceptive method, or (2) have a mistimed or unwanted current pregnancy, or (3) are postpartum amenorrhoeic and their last birth in the last 2 years was mistimed or unwanted. 
· Total demand for contraception: refers to women with unmet need plus the percentage of currently using contraception (representing “met need”).
· Proportion of demand satisfied by modern methods: the percentage of women using modern contraception divided by the percentage of women with demand for contraception.
· Cardiovascular disease: any type of cardiac or vascular disease confirmed by physician.
· Contraceptive: any type of contraception to limit or space child bearing.
· Adverse birth outcomes: abortion SGA, LGA, still born, IUFD, maternal complications.
[bookmark: _Toc46842581][bookmark: _Toc46842635]4.11 ETHICAL CONSIDERATIONS
The study proposal was approved by the institutional review board and department of OBGYN of SPHMMC before data collection process. All participants were informed about the study purpose and procedures in their native language. Privacy and confidentiality of study participants was ensured throughout the study by collecting data in private room. They were also given the right to withdraw from the study without any consequences during data collections. After all the information about the study was provided, informed consent was obtained from each participants and data was collected from only consented respondents. The information of the client was used for this study only and code was used for client confidentiality.





[bookmark: _Toc46842582][bookmark: _Toc46842636]
5. RESULT
[bookmark: _Toc46842583][bookmark: _Toc46842637]5.1 SOCIO-DEMORGRAPHIC CHARACTERISTIC OF STUDY POPULATION
The study was undertaken with 291 women in reproductive age having cardiovascular disease, who attend chronic medical care in SPHMMC, AA Ethiopia. Among them seven were non-responders (five refused the interview and 2 discontinued at some points during the interview) which makes the response rate 97.6 %. In all, 284 women provided complete information on key background characteristic and were included in the analysis. 
The age range of 15-49 years were participated in the study and the mean age being 34(±7.4 SD).  More than eighty percent of the participant attended formal education. More than three-fourth 214 (75.4%) of the women were married and 24.6% are living with a man as if married.  Most of the women (47.5%) are house wife followed by merchant (19.4%) and government employee (11.6%).Hundred seventy one (60.2%) of the women do not have their own monthly income. The range of monthly income was between 500-10,000 ETB with the median income being 3300 ETB. (Table 1)
[bookmark: _Toc46832760]Table 1: Socio-Demographic characteristics of sampled women of reproductive age who have cardiovascular disease attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020.
	AGE
	Frequency (N)
	Percentage (%)

	15-18
	11
	3.9

	19-34
	134
	47.2

	35-44
	113
	39.8

	45-49
	26
	9.2

	Level of education

	No formal education
	53
	18.7

	Primary
	67
	23.6

	Secondary
	83
	29.2

	Technical/vocational
	23
	8.1

	Higher
	58
	20.4

	Occupation

	Student
	16
	5.6

	Unemployed
	16
	5.6

	Housewife
	135
	47.5

	House servant
	9
	3.2

	Daily laborer
	20
	7.0

	Merchant
	55
	19.4

	Government employee
	33
	11.6

	Private employee
	16
	5.6

	Other *
	16
	5.6

	Monthly income

	No monthly income
	171
	60.2

	Less than 1000 ETB
	7
	2.5

	1001- 3000 ETB
	54
	19.0

	3001-5000 ETB
	25
	8.8

	More than 5001 ETB
	27
	9.5

	Others* = farmers and commercial sex worker



[bookmark: _Toc46842584][bookmark: _Toc46842638]5.2 SEXUAL AND REPRODUCTIVE CHARACTERISTICS 
Among 284 women 199 (70.1%) used modern contraception at least once in their life. There were 51 pregnant women during the study, 33(64.7%) want the current pregnancy while 18(35.3%) didn’t want the pregnancy at time of data collection, 13 want to postpone and 5 didn’t want any more. (Table 2)
During data collection 86(30.2 %) were using modern contraception during the interview but 136(47.6%) were not. More half 180 (63.4 %) of the women have partner support to use contraception but 36.6 % have no support or doesn’t know about their husband involvement in care. Forty seven percent of the participant decided use of contraception in collaboration with their husbands (Table 2)
More than 87% of the participant were sexually active within the past one year and 71.4 % were sexually active within the month of data collection. (Table 2)








[bookmark: _Toc46832761]Table 2 : Reproductive and sexual characteristics of sampled women of reproductive age who have cardiovascular disease, attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020
	Pregnancy status 
	FREQUENCY (N)
	PERCENT (%)

	Currently pregnant 
	51
	18.0

	Not pregnant
	233
	82.0

	Ever used modern contraceptive 

	Yes
	199
	70.1

	No
	85
	29.9

	Current contraceptive use 

	Pregnant 
	51
	18.0

	Yes
	86
	30.2

	No
	147
	51.8

	Marital  status

	Yes, currently married
	214
	75.4

	Yes, living with a man
	70
	24.6

	Last time of sexual contact
	
	

	Days ago
	114
	40.1

	Weeks ago
	82
	28.9

	Months ago
	50
	17.6

	Years ago
	38
	13.4

	Partner support on contraceptive 

	Yes
	180
	63.4

	No
	68
	23.9

	I don’t know
	36
	12.7

	Decision maker for contraceptive use

	Respondent
	121
	42.6

	Husband of the respondent
	28
	9.9

	Both
	135
	47.5



[bookmark: _Toc46842585][bookmark: _Toc46842639]5.3 CARDIAC CARE AND FOLLOW UP 
Most commonly observed cardiovascular disease were hypertension 90(31.7%) and chronic rheumatic valvular disease 89(31.3%) and followed by adult type of congenital heart disease 47(16.4%) and coronary heart disease 26(9.2%). Hundred seventy two (60.6%) have support from their partner for the follow up and care. Most of the women (95%) have follow up in the cardiac clinic for at least one year with multiple visits and medical checkup. The duration of chronic care and treatment range from 3 month to 20 years and the mean duration 54.6(±41) months.  (Table 3). 
[bookmark: _Toc46832762]Table 3: Care and treatment of sampled women of reproductive age who have cardiovascular disease, attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020
	TYPE OF DISEASE
	FREQUENCY(N)
	PERCENT (%)

	CVHD
	89
	31.3

	Adult CHD
	47
	16.5

	HTN
	90
	31.7

	Coronary heart disease
	26
	9.2

	Cardiomyopathy
	22
	7.7

	Other *
	10
	3.5

	Husband support on cardiac care 
	
	

	Yes
	172
	60.6

	No
	77
	27.1

	I don’t know
	35
	12.3

	Duration of cardiovascular follow-up
	
	

	Less than 1 year
	49
	17.3

	1-4 years
	121
	42.6

	4-8 years
	72
	25.4

	More than 8 years
	42
	14.8

	Others* stroke, DVT and pericarditis 



[bookmark: _Toc46842586][bookmark: _Toc46842640]5.5 PRECONCEPTION CARE AND COUNSELING
Nearly sixty percent of women lack counseling on contraceptive use, future pregnancy plans and unintended pregnancy. Despite of having multiple visits in the cardiac clinic majority were never sent to family planning clinic. Never counseled on unintended pregnancy were 178(62.7%), 174 (61.3%) were not counseled on future pregnancy plan, 159 (56%) were not counseled on contraception use. seventy percent were never sent. Fifty seven percent of the client preferred to get family planning service in the cardiac clinic as integrated service. (Table 4)
[bookmark: _Toc46832763]Table 4: preconception counseling of sampled women of reproductive age who have cardiovascular disease, attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020
	Types of preconception counseling
	Frequency(N)
	Percent (%)

	Unintended pregnancy

	Yes 
	92
	32.4

	No
	178
	62.7

	Don’t remember
	14
	4.9

	Use of contraceptives

	Yes 
	117
	41.2

	No
	159
	56.0

	Don’t remember
	8
	2.8

	Future pregnancy plan

	Yes
	94
	33.1

	No
	174
	61.3

	Don’t remember
	16
	5.6

	Frequency of discussion 
About contraception

	Some times 
	21
	7.4

	Frequently 
	104
	36.6

	Never
	159
	56.0

	Sent to family planning unit

	Yes
	71
	25.0

	No
	200
	70.4

	Don’t remember
	13
	4.6

	Want to have Integrated care
	
	

	Agree
	189
	66.5

	Disagree
	84
	29.6

	Neutral
	11
	3.9

	Preferred place to get contraception
	
	

	prefer to get in the cardiac clinic
	161
	56.7

	prefer to get in the family planning clinic
	68
	23.9

	no preference place
	55
	19.4


[bookmark: _Toc46842587][bookmark: _Toc46842641]5.6 UNMET NEED AND CONTRACEPTION UTILIZATION 
The overall unmet need for contraception was 36.0 % of which 26.8 % for spacing and 9.2 % for limiting. Only 30.2% was the met need for contraceptive in this study which is also called the contraceptive prevalence rate. The total demand for contraception referred to the sum of percentage of women with unmet need and the percentage of currently using contraception (representing “met need”) was calculated to be 66.2 % (50% demand for spacing and 16.2% for limiting). The total demand satisfied is 48.2% which is calculated as the met need divided by the total demand of contraceptive. (Figure 4) (Figure 6)

[bookmark: _Toc46832300][bookmark: _Toc46832665]Figure 2: unmet need, met need, and demand satisfied for contraception among sampled women of reproductive age who have cardiovascular disease, attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020
The main reason for not using modern contraception was fear for the side effect and drug interactions with the cardiovascular drugs, followed by perception to low risk for pregnancy and breast feeding. (Figure 5)

[bookmark: _Toc46832301][bookmark: _Toc46832666]Figure 3 : The reason for not using contraceptive among the “unmet need group” sampled women of reproductive age who have cardiovascular disease, attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020










Total unmet need was calculated from the sum of missed time Pregnancy 20(37.7%), unwanted pregnancy 7(13.2%), want to wait more than 2 years 56(56%) and want no more baby 19(19%). (Figure 6)
Among 284 women only 90 were informed on modern contraceptive methods. IUCD, implant and injectable were more frequent methods counseled. (Table 6)
[bookmark: _Toc46832764]Table 5: Type contraception counseled among sample women having cardiovascular disease who attend chronic medical care at SPHMMC, AA, Ethiopia 2020
	Type of contraception
	Frequency (N)
	Percentage (%)

	Female sterilization
	2
	2.2

	Male sterilization
	4
	4.4

	IIUD
	41
	45.5

	Implants
	29
	32.2

	Injectable
	9
	10

	Pill
	3
	3.3

	Male condom
	3
	3.3
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         Total unmet need N=102 (36.0%)
Not using contraception
n=198(69.8%)
Using contraception
n=86(30.2%)
Total study participants N=284
Want within 2 yrs.
(No unmet need)
n=25(25%)
Want no more
(Unmet need for limiting)
n= 19(19%)
Want later
(Unmet need for spacing)
n=56(56%)
Pregnancy unwanted
(Unmet need for limiting)
n=7(13.2%)
Pregnancy mistimed
(Unmet need for spacing)
n=20(37.7%)
Pregnancy intended
(No unmet need) n=26(49.1%)
Infucund n=45(31%)
Fecund n=100(69%)
Not pregnant or postpartum amenorrheic
n=145(76.7)
Pregnant or postpartum amenorrheic n=53(26.7%)
Using to limit n=20((23.2%)
Using to space
n=66(76.7%)

[bookmark: _Toc46832302][bookmark: _Toc46832667]Figure 4: Illustration of calculated unmet need for contraception among sampled women of reproductive age who have cardiovascular disease, attending chronic clinic at SPHMMC, Addis Ababa, Ethiopia, 2020    
[bookmark: _Toc46842588][bookmark: _Toc46842642]5.6 UNMET NEED FOR CONTRACEPTION AND ASSOCIATED FACTORS
Demographic and socio-economic characteristics like age, education and income and occupation were not found to be significantly associated with unmet need for contraception. (Table 6)
[bookmark: _Toc46832765]Table 6: Association of sociodemographic characteristics with unmet need for contraception among sampled women with cardiovascular disease attending chronic clinic in SPHMMC, AA, Ethiopia, 2020. 
	
	Unmet need
	COR(95% CI)
	P-Value 

	
	No
	Yes
	
	

	Age
	
	
	0.25

	15-24
	15
	15
	1.00
	

	25-34
	69
	38
	0.56(0.24-1.25)
	

	35-44
	72
	40
	0.56(0.25-1.25)
	

	45-49
	26
	9
	0.35(0.12-0.98)
	

	Level of educational status 
	
	
	0.26

	No formal education
	34
	19
	1.00
	

	Primary
	40
	27
	1.21(0.57-2.54)
	

	Secondary
	55
	28
	0.91(0.44-1.9)
	

	Technical
	19
	4
	0.38(0.11-1.27)
	

	Higher
	34
	24
	1.26(0.59-2.72)
	

	Own monthly Income
	
	
	
	0.47

	No own income
	104
	67
	1.00
	

	Less than 1000 ETB
	5
	2
	0.621(0.12-3.29)
	

	1001-3000 ETB
	39
	15
	0.6(0.31-1.17)
	

	3001-5000 ETB
	18
	7
	0.6(0.24-1.52)
	

	More than 5000 ETB
	16
	11
	1.07(0.467-2.44)
	








Sexual and reproductive characteristics like current pregnancy status, ever birth were not associated with unmet need. However, previous use of contraception, marital status, partner involvement on contraception has significant association with unmet need of contraception. (Table 7)
Unmet need for contraception was also found to be more likely among those who have never used contraceptive method (AOR=3.2, 95% CI: 1.12-8.92) and no partner support on contraception use (AOR=6.2, CI: 1.91-19.8). Women living man have high likely unmet need than those who were married (AOR= 9.4 CI 2.9-30.6). However, women having collaborative decision with the husband on contraception use has less likely hood of unmet need (AOR=0.19 CI 0.07-0.55) (Table 7)
[bookmark: _Toc46832766]Table 7 : Association of sexual and reproductive characteristics with unmet need for contraception among sampled women with cardiovascular disease attending chronic clinic in SPHMMC, AA, Ethiopia, 2020.  
	
	Unmet need
	COR(95% CI)
	AOR(95%CI)
	p-value

	*Ever used contraceptive
	No  
	Yes 
	
	
	

	Yes
	151
	48
	1.00
	1.00
	

	No
	31
	54
	5.5(3.17-9.48)
	3.2(1.12-8.92)
	<0.001

	Ever gave birth
	
	
	
	

	Yes
	124
	71
	1.00
	
	

	No
	58
	31
	0.9(0.55-1.58)
	
	0.87

	*Marital status
	
	
	
	

	Married
	171
	43
	1.00
	1.00
	

	Living with man
	11
	59
	21.3(10.3-44.1)
	9.4(2.9-30.6)
	0.04

	*Decision maker on contraceptive use
	
	
	

	Respondent
	58
	63
	1.00
	1.00
	

	husband of the respondent
	10
	18
	1.7(0.71-3.89)
	6(0.98-37.66)
	

	Both
	114
	21
	0.2(0.09-0.31)
	0.19(0.07-.55)
	0.02

	*Partner support on contraceptive use
	
	
	

	Yes
	135
	45
	1.000
	1.00
	

	No
	19
	49
	7.7(4.13-14.5)
	6.2(1.9-19.8)
	<0.001

	I don’t know
	28
	8
	0.86(0.36-2.02)
	1.3(0.23-7.71)
	

	*Statistically significant, p<0.05.	OR: odds ratio	CI: confidence interval



Women never counseled on modern contraception use more likely have unmet need for contraception (AOR 6.7, CI 1.83-24.7) but counseling on unintended pregnancy and future pregnancy plan have no association with unmet need for contraception in the AOR. Frequent counseling shows less likelihood of unmet need (AOR =0.09, CI 0.03-0.32). (Table 8)
The type of cardiovascular illness and the duration of follow up were not associated with the study outcome, but lack partner support during the chronic care was highly associated with unmet need. (AOR=11, CI 3.28-37.2). (Table 8)


























[bookmark: _Toc46832767]Table 8: Association of preconception counseling and cardiac care with unmet need for contraception among sampled women with cardiovascular disease attending chronic clinic in SPHMMC, AA, Ethiopia, 2020
	
	Unmet need 
	COR(95% CI)
	AOR(95%CI)
	P value

	
	No
	Yes
	
	
	

	*Future pregnancy plan counseling
	
	
	

	Yes
	78
	16
	1.00
	1.00
	

	No
	94
	80
	4.2(2.2-7.7)
	2.8(0.76-9.89)
	<0.001

	Don’t remember
	10
	6
	2.9(0.9-9.2)
	6.9(0.8-61.96)
	

	*Unintended pregnancy counseling
	
	
	

	Yes
	71
	21
	1.00
	1.00
	

	No
	102
	76
	2.52(1.42-4.46)
	0.5(0.15-1.81)
	<0.001

	Don’t remember
	9
	5
	1.88(0.57-6.22)
	0.8(0.08-8.14)
	

	*Use of contraceptives counseling
	
	
	

	Yes
	105
	12
	1.00
	
	

	No
	70
	89
	11.13(5.7-21.8)
	6.7(1.83-24.7)
	<0.001

	Don’t remember
	7
	1
	1.25(0.14-11)
	0.7(0.02-19.71)
	

	*Frequency of counseling
	
	
	

	Some-times
	15
	6
	0.36(0.13-.97)
	0.38(0.07-2.07)
	

	Frequently 
	92
	12
	0.12(0.06-0.03)
	0.09(0.03-.32)
	<0.001

	Never
	75
	84
	1.00
	
	

	*Proffered place for FP services
	
	
	

	In the cardiac clinic
	90
	71
	2.3(1.17-4.57)
	3.5(1.06-11.8)
	<0.001

	In the FP clinic
	51
	17
	0.98(0.43-2.21)
	0.67(0.14-3.09)
	

	 No preference
	41
	14
	1.00
	
	

	*Partner support on chronic care
	
	
	

	Yes
	136
	36
	1.00
	1.00
	

	No
	18
	59
	12.4(6.5-23.6)
	11(3.3-37.2)
	0.006

	I don’t know
	28
	7
	0.9(0.38-2.34)
	0.4(0.05-2.48)
	

	*Statistically significant, p<0.05.	OR: odds ratio	 CI: confidence interval



[bookmark: _Toc46842589][bookmark: _Toc46842643]6. DISCUSSION 
Contraceptive utilization has a pivot role to play in maternal mortality, therefore, removing barriers of contraceptive use would reduce incidence of unplanned pregnancy and thereby avert potential maternal neonatal complication.(2)
Nevertheless, having diagnosed with heart disease or hypertension has already put them at a higher risk if they were to get pregnant as compared to a healthy women. Having an unplanned pregnancy will certainly add more risk and lead to higher maternal morbidity and poorer fetal outcome. (16)
Given the scarcity of knowledge in contraceptive use among women with chronic medical condition, especially cardiovascular disease, this study was conducted to get an unmet need of contraceptive also examined the factors associated with unmet need of contraceptive among these women.
Total unmet need is 36 % in this study is slightly higher than the national study found in the EDHS 2016 22% for the whole population and 11 % Addis Ababa.(6) The setup of the two study is different that EDHS was done from the general population but this study was done in the hospital setting. Also less use of contraception by the clients for fear of drug side effect and interactions.
In the same setting research was done in 2015 on patient with HIV in the ART clinic and the unmet need was 25.1% which is slightly lower than our finding in this study, which can be explain with the relatively good counseling and integrated family planning care in the ART clinic which is absent in the chronic medical  clinics. The greater likelihood of risk to the mother and the fetus in this group makes the unmet need for contraceptive unacceptably high.(12)
The prevalence contraceptive use is 30.2 % is slightly lower than the EDHS 2016 (36%) in general and 50% for Addis Ababa. The demand for contraceptive is 66.2 % again this is higher than the national study (58%) and demand satisfied for contraception is 46.1% which lower than the national study.(6) This may be explained with the fear for drug side effect and interactions, provider hesitance to provide contraception. 
In comparison to, the study done at Gondar university hospital in diabetic and hypertensive clients, the contraception use was 53.3% much higher than our finding in this study which may be explained with the sociodemographic characteristics of the participation and the primary objective of the study which infertile and pregnant women were excluded from the onset.(5)
Low prevalence of contraceptive use and a high unmet need of contraception among women with cardiovascular disease may lead them to unplanned pregnancy. The prevalence of contraceptive use in this study was slightly lower than the national prevalence.(6)(16)
Study from Algeria found comparable contraceptive prevalence Ethiopia shows similar reports. The greater likelihood of risk to the mother and the fetus in this group makes the contraceptive use unacceptably low. (3)
The most frequent reason for contraception non-use are perception for low risk for pregnancy  and fear of side effect and drug interaction which is similar with finding in university of Gondar done by Mekonnen and SPHMMC by Fried.(5,12)
There was another study done in Malaysia 2012 by Manaf  on chronic medical care clinic and the total contraception non-use was 70 % which much higher than our findings, but in that study unmet need was no calculated based on revised definition of unmet need and age range of 18-50 years were included.(3)
The most important factors associated with unmet need of contraception were lack of preconception counseling on contraception use, no partner support on use of contraception, no previous use of contraceptive. There is no single consistent factors affection unmet need of contraception but similar finding was found in the study done at Gondar and SPHMMC especial provider counseling. (12,16)
The study demonstrates that women who never had counseling on contraception use have high unmet need than those counseled. Preconception period is a golden opportunity to stabilize the medical condition, counseling about risk of pregnancy and use of contraception. Discussed with health care providers about contraceptive encourage use contraceptive. This is intuitive because discussion increases women’s contraceptive knowledge and addresses their concerns, decrease fear and clears the bad tells of contraception. (12,26)
However the study didn’t shows the association of preconception counseling on future pregnancy and unintended pregnancy with unmet need. Therefore this may rise question on appropriateness of the counseling. Inappropriate counseling may induce fear for pregnancy and they want to avoid pregnancy without using contraception use which even increase the likely hood of unmet need. This may create fear-unmet need vicious cycle explained with fear-unmet need vicious cycle. (Figure 7)
Women never use contraception previously have highly likelihood of unmet need because previous user are experienced on use and possible adverse effects, are also well informed during provision and care but new users fear the complications and drug interactions. (27)
Those women with no partner support on contraception use was another important factor associated with unmet need for contraception. These findings were in line with the study done in the same setting on HIV clients. As we know fertility issue is not only a woman concern, so involvement of marriage partner increase uptake of contraception.(27,28)
Lack of Partner support on the chronic care has also an effect on unmet need of contraception. If partner knows and understand the extent and complications of chronic illness he may help her on the decision to avoid pregnancy by using contraception.(29)
Frequent counseling shows less likelihood of unmet need. This is due to multiple times  counseling clears confusions, gives better understanding and change the attitude as well practice on the use of contraception.

[bookmark: _Toc46832303][bookmark: _Toc46832668]Figure 5: Fear-unmet vicious cycle




[bookmark: _Toc46842590][bookmark: _Toc46842644]7. STRENGTH AND LIMITATION
[bookmark: _Toc44577706][bookmark: _Toc46842591][bookmark: _Toc46842645]7.1 STRENGTH
· This is the first study in this setting addressing women with cardiovascular disease which is an important cause of maternal morbidity and mortality in this world.
· Defines unmet need for contraception according to the DHS 2012 analytical studies which is most recent and updated algorithm. 
· In addition to the overall unmet contraceptive need special emphasis was given to the factors associated with unmet need for contraception, which is important point to get the solutions.
· [bookmark: _Toc44577707]Logistic regression was used to control possible confounding factors in order to assess the relative effect of independent variables.
[bookmark: _Toc46842592][bookmark: _Toc46842646]7.2 LIMITATIONS 
· The exact cause for unmet need of contraception was difficult to determine because of the nature of this study design. This was a cross sectional study where exposure and outcome are measured at the same point in time.
· Due to different tool for Assessment of unmet need, Sexually active women currently unmarried were not included, which may under estimate the total unmet need of contraceptive. 
· The institution gives a care with different levels of health personnel from intern to subspecialist, which may be difficult to generalize for other settings.
· Patients may not recall past obstetrics performance and other necessary information during data collection that may cause recall bias.
· Data was collected only in one institution that makes difficult to generalize for the whole country or other teaching facilities. 
· Due to limited resources, this study also did not examine the provider factors of contraceptive service which is an important aspect influencing unmet need.


[bookmark: _Toc46842593][bookmark: _Toc46842647]
8.  CONCLUSION AND RECOMMENDATION 
[bookmark: _Toc44577709][bookmark: _Toc46842594][bookmark: _Toc46842648]8.1 CONCLUSION 
· This study revealed a high rate of unmet need of contraceptive among reproductive women with cardiovascular disease who have follow-up in SPHMMC, despite of higher pregnancy risk and complications.
· There is gap in preconception counseling directed to cardiovascular clients by health care providers in the chronic medical care clinics. Despite of the clients have multiple visit, the preconception counseling and care was given a little emphasis.
· The most common reasons for contraception non-use were fear for drug side effect -interaction and perception to low risk for pregnancy and which could be alleviated with frequent and through discussion. 
· More than half of the women preferred to get family planning service in the same clinic integrated with chronic care. This decrease hospital stay and increase satisfaction with the service.
· Partner support and counseling on contraceptive were strongly associated with unmet need of contraception.
[bookmark: _Toc44577710][bookmark: _Toc46842595][bookmark: _Toc46842649]8.2 RECCOMMENDATIONS
· It is better to consider integration of family planning service with the chronic medical care which easy service in one shop, decrease their hospital stay, improves the uptake of contraception use. Majority of the participant wish integration of the care improves the care. Thus one good example is ART clinic which has lower unmet need than the cardiovascular clinic.
· Counseling on contraception use should be strengthened in the cardiovascular clinic. Emphasis for preconception counseling and care should be given beyond the chronic cardiovascular management. Health care provider in the chronic medical clinic should focus counseling on contraception use and drug interaction between contraceptive and the drug they are using in balance with other medical care.
· Frequency of counseling also matters, therefore increase frequency of counseling and discussion clear confusions and help on contraceptive practices.
· Partner involvement on both chronic care and contraception use should be encouraged. 
· [bookmark: _GoBack]Although this study doesn’t site providers KAP, Providers in the chronic clinic better get training on structured contraceptive counselling.

· Further study is recommended to see the provider’s factors.
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[bookmark: _Toc46842596][bookmark: _Toc46842650][bookmark: _Toc44576668]ANNEX 1 REVISED DEFINITION OF UNMET NEED, CURRENTLY MARRIED WOMEN, 2012.
[bookmark: _Toc46832304][bookmark: _Toc46832669][bookmark: _Toc44576669][bookmark: _Toc44573828][image: ] Figure 6 : Revised definition of unmet need, currently married women. Bradley, Croft, Fishel, and Westoff. 2012. Revising Unmet Need for Family Planning. DHS Analytical Studies No. 25. Calverton, Maryland, USA: ICF international.(30)
[bookmark: _Toc46842597][bookmark: _Toc46842651]ANNEX 2 ANNEX II QUESTIONIER WITH ENGLISH VERSION 

INTRODUCTION AND CONSENT
DATA COLLECTION FORMAT-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 unmet need for contraception among women having cardiovascular follow-up in SPHMMC and its affiliate hospitals. We are inviting women between the ages of 15 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
Do you have any questions? --------------------------------
May I begin the interview now?
SIGNATURE OF INTERVIEWER: _________________     
DATE: ____/____/___ (DD/MM/YYYY)

RESPONDNT AGREES TO BE INTERVIEWED….1
RESPONDENT DOES NOT AGREE TO BE INTERVIEWE….2



Questionnaire on unmet need for contraception among women having cardiovascular follow-up at SPHMMC and its affiliate hospitals, Addis Ababa, Ethiopia.
			Questionnaire Data

	1. Code Number__________________
2. Date of Interview _____/____/____________
3. Phone no.______________________

	Result of the Interview

	1.complete
2.Incomplete
3. Refused
4. other


PART 1-SOCIO-DEMOGRAPHIC CHARACTERISTICS
	No.
	Questions And Filters
	Coding Categories
	Skip

	101
	How old are you?
	………Years (in completed years)
	

	102
	Have you ever attended school?
	Yes. . . . . . . . .. . . . . . . . . . . . . ..1
No . . . . . . . . . . . . . . . . ……. . . .2
	
104

	
103
	
What is the highest level of school you attended? 

	Primary. . .. . . . . . . . . . . . . . . .1
Secondary. . . . . . . . . . . . . . . 2
Technical/vocational.... 3
Higher. . . . . . . . . . .  . . . . . . . . 4
	

	


104
	


What is your occupation?
	Student. . . . . .  . . . . . . . . . . . . 1
Unemployed. . . . . .  . . . . . . . 2
Housewife . . . . .. . . . . . . . . . . 3
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. . . . . . . . . . . . . .. . . . .. . . . .1
No. . . . . . . . . . . . . . .. . . . . . . . . 2
	
226

	106
	What is your total monthly income?

	__________________Eth.Birr
	


PART 2-ASSESSMEN OF UNMET NEED
	No.
	QUESTIONS AND FILTERS
	CODING CATEGORIES
	SKIP

	
226
	
Are you pregnant now?
	Yes . . . . . . . . .  . . . . . . . . . . . 1 
No . . . . . . . . . . . . . . . . . . . . . .2
Unsure . . . . . . . . . . . . . . . . ….8
	

238

	228
	When you got pregnant, did you want to get pregnant at that time?
	Yes . . . . . . . . . . . . . . . . . . . . . 1 
No . . . . . . . . . . . . . . . . . . . . . .2
	238

	229
	Did you want to have a baby later on or did you not want any (more) children?
	Later . . . . . . . . . .  . . . . . . . . .1
No more . . . . . . . . . . . . . …..2
	

	238
	When did your last menstrual period start? 


____________________
 (DATE, IF GIVEN) 
		
	

	
	

	
	

	
	


Days ago . . .  . .  . . . 1
Weeks ago . .. . . . . ...2
Months ago .... . . . …3
Years ago . . . .. . . . ...4
In menopause/has had hysterectomy………994
Before last birth . . . .995
Never menstruated . . 996
	

	302
	CHECK 226:Not Pregnant or Unsure 
Pregnangt 

                                                         	                      
	
313

	303
	Are you currently doing something or using any method to delay or avoid getting pregnant?
	Yes  . . . . . . . . . . . . . . . . . . . . . .1
No  . . . . . . . . . . ... .. . . . . . . . . 2
	

	313
	Have you ever used anything or tried in any way to delay or avoid getting pregnant?
	Yes  . . . . . . . . . . . . .  . . . . . . . .1
No  . . . . . . . . ... .  . . . . . . . . . . 2
	

	501
	Have you ever given birth?
	Yes  . . . . . . . . . . . . . . . . . . . . . .1
No  . . . . .  . . . . . . . . . . . . . . .  . 2
	
   601

	212
	What name was given to your (last) baby? RECORD NAME
	Name ________________________
	

	215
	In what month and year was (NAME) born? PROBE:  When is his/her birthday?
		
	


MONTH . . . . . . . . . . . . . 
	
	
	
	



YEAR
	

	401
	Check 215:Birthbefore 2018
Birth                                                                           In 2018 
Or Later                                                  


	
  601 


	405
	When you got pregnant with (NAME), did you want to get pregnant at that time?
	Yes  . . . . . . . . . . . . . . . . . . . . . .1 
No . . .. . . . . . . . . . . . . . . . . . . . 2
	447

	406
	Did you want to have a baby later on, or did you not want any (more) children?
	Later. . . . . . . . . . . . . . . . . . . . .1
No more. . . . . . . . . . .. . . . . . . 2
	

	447
	Has your menstrual period returned since the birth of (NAME)?
	Yes . . . . .  . . . . . . . . .. . . . . . . . .1
No . . . . . .. . . . . . . . . ... . . . . . .  2
	

	601
	Are you currently married or living together with a man as if married?
	Yes, currently married. ………1
Yes, living with a man ……….2
No, not in union . . . . . . . …. ...3
	

	610
	Now I would like to ask about your (first) (husband/partner). In what month and year did you start living with him?


		
	


Month . . . . . . . . . . . . .
Don't know month…98
	
	
	
	



Year . . . . . . . . . Don’t know year. .. 98
	

	615
	When was the last time you had sexual intercourse?
· Less than 12 months, answer must be recorded in days, weeks or months.
· 12 months (one year) or more, answer must be recorded in years.
	
	
	

	
	

	
	

	
	


Days ago . . .  . .  . . ..1
Weeks ago.............. .2
Months ago. .... …... 3
Years ago . . . .. . … . 4
	

	702
	CHECK 226:Not pregnant or unsure 
Pregnant 

                                                           

	 
704

	703
	Now I have some questions about the future. After the child you are expecting now, would you like to have another child, or would you prefer not to have any more children?
	Have Another Child...………1 
No More . . . . .  . . . . . . . . . . .2
Undecided/Don't Know.. . ….3
	705

END

	704
	Now I have some questions about the future. Would you like to have (a/another) child, or would you prefer not to have any (more) children?
	Have (Another) Child  . . …… . 1
No More/None . . . . . . . . . . ...…2 
Says She Can't Get Pregnant….. 3
Undecided/Don't Know. . . ……..8
	
707

END

	705Not Pregnant 
Or Unsure
How long would you like to wait from now before the birth of (a/another) child?                               

	CHECK 226:
Pregnant 



                           After the birth of the child you are expecting now, how long would you like to wait before the birth of another child?

             	                      
		
	

	
	



Months . . . . . . . . ....1
Years. . . . . . . . . . . ..2
Soon/now. .  . . . . …993 
Says she can't get pregnant… 994 
After marriage...................  995
Other (specify)__________996
Don’t know. . . . . . . . ….. 998
	


END   

 END 

END

	706
	CHECK 202      Pregnant 
Not pregnant or unsure 

	       END

	707
	Check 303: using a contraceptive method?Currently using 
Not currently using 


	
END

	708Not asked 

	CHECK 705:00-23 months or 00-01 year 
24 more months or 
02 or more years 



	

END

	709Wants to have another child 

	CHECK 704:Wants no more/none 



You have said that you do not want any (more) children 
Can you tell me why you are not using a method to prevent pregnancy? 
Any other reason?


You have said that you do not want (a/another) child soon. 
Can you tell me why you are not using a method to prevent pregnancy? 
Any other reason?

























	
	Not married. . . . . . . . . . . .  1
Fertility-related reasons
Not having sex. . . . . . . ... .2
Infrequent sex. . .  . . . ….. .3
Menopausal/
Hysterectomy………..……4
Can't get pregnant. . . .  …..5
Not menstruated since 
Last birth. . . . . …………...6
Breastfeeding . . . . . . . . . 7
Up to god/fatalistic. . . . ..8
Opposition to use
Respondent opposed. . …9
Husband/partner oppose..10
Others opposed ................11
Religious prohibition...….12
 Lack of knowledg
Knows no method . . . …...13
Knows no source. . . . ……14
Method-related reasons
Side effects/health concerns ..15
Lack of access/too far……….16
Costs too much. ……………..17
Preferred method not
Available. . . . . . ……………..18
No method available…………19
Inconvenient to use. . ………..20
Other(specify)_____________21
Don't know . . . . . . . . . . ……..98
	



PART 3-INFORMATION ON CARDIAC  CARE AND TRETMENT 
	No.
	Questions and filters
	Coding categories
	Skip

	529
	How long ago did you find out that you are Cardiovascular illness?
		
	

	
	



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 cardiovascular lesion identified?
	CVHD………………………..1 
Adult CHD…………………...2
HTN…………….…………….3
Coronary heart disease………..4
Cardiomyopathy………………5
Other(specify)…………………6
	

	532
	When receiving care or treatment, has a provider talked with you about whether or not you would like to have (more) children? 
PROBE: Did they talk with you about whether you wanted to become pregnant?
	Yes . . . . . . . . . . .. . . . . . . . . . 1
No. . . . . . . . .. .. . . . . . . . . .. . 2
Don’t remember . . . . . . ….....3
	

	533
	While receiving care or treatment, has a provider talked with you about the need to prevent unintended pregnancy?
	Yes . . . . . . . . . . . . .. . . . . . . . . 1
No. . . . . . . . . . . . . . . . . . . . ... .2
Don’t remember . . . . . . ……. .3
	

	534
	When receiving care or treatment, has a provider talked with you about use of contraceptives?
	Yes . . . . . . . . . . . . . . . . . . . . . . 1
No. . . . . . . . . . . . . . . .  . . .. . . . .2
Don’t remember . . . . . . . ……. 3
	
 
535

	535
	About which method of contraceptive were you counseled on? 
	Female sterilization. . .  . ..1
Male sterilization. .  . . . . .2
IUD. . . . . . . . . . . . . .. . . . 3
Implants. ...... .. . . . .. . ….4
Injectable . . . . . . . . .. .  . .5
Pill . . . . . . . . . . . . . . . . . ..6
Male condom………….....7
Female condom . . . . . . ..  8
Lactational amen method...9
EC. . ……………………..10
Other (specify).  . . . .  . . …11
	

	536
	If yes 533, How often your cardiac physician discussed you about contraception?
	Some-times ……………..1
frequently ……………….2
 never…………………….3
	

	537
	Have you ever been referred to family planning unit for counseling and provision of contraception?
	Yes………………..…….1
No ………….…………..2
	

	538
	Would you prefers Family planning service to be provided integrated in the cardiac clinic or would you prefer referral to family planning clinic?
	I would prefer here ………….1
I would prefer referral to family planning clinic  ……………….2 
I would have no preference……3
	

	539
	Integration of family planning unit and cardiac clinic improve use of more contraception. What do you think?
	Yes, I AGREE………1
No, I disagree ………2
Unsure……………....3
	

	540
	Who determine the use of contraceptive 
	Responder only……….1 Husband………………2
Both………….………..3
Other(specify…............4
	




	541
	Do your partner help you on your cardiac care and treatment?
	Yes………………………...1
No …………………………2
	



	542
	Do your partner support you on use of contraception
	Yes………………………….1
No ………………………….2
	

	THANK YOU FOR YOUR TIME AND PARTICIPATION


[bookmark: _Annex_Ii][bookmark: _Data_collection_format-]


[bookmark: _Toc44576670]


[bookmark: _Toc46842598][bookmark: _Toc46842652]  ANNEX 3 QUESTIONER WITH AMHARIC VERSION 
1 የቃለ-መጠይቅ ፎርም
የግንዛቤ እና ፈቃደኝነት መጠየቂያ ቅጽ
እንደምን አደሩ/ ዋሉ? እንደምን ነዎት? እኔ ስሜ…………………………..ይባላል፡፡ በቅዱስ ጳውሎስ ሆስፒታል ሚሊኒየም ሜዲካል ኮሌጅ የጥናት ቡድን አባል ነኝ፡፡ በመጀመሪያ ስለሰጡኝ ጊዜ በጣም አመሰግናለሁ፡፡ ጥናቱ የሚያተኩረው የልብ ህሙማን ህክምና መስጫ ተቋም ለሚመጡ ተገልጋዮች የሚሰጠውን የቤተሰብ እቅድ አገልግሎት አሰጣጥ ሁኔታ ለማየት የሚያስችል ዳሰሳ ነው፡፡ ለዚህም እድሜያቸው ከ 15 እስከ 49 ያሉ የአገልግሎቱ ተጠቃሚዎችን ቃለ መጠይቅ በማድረግ ላይ እንገኛለን፡፡ እርሶም በዚህ ጥናት እንዲሳተፉ ተመርመዋል፡፡ ቃለ ምልልሱ በግምት ከ 20 እስከ 30 ደቂቃ ይፈጃል፡፡ የእርሶ ስምም ሆነ መለያ መረጃዎች አይመዘገቡም፡፡ የሚሰጡን መረጃ ሚስጥራዊነቱ ፍፁም የተጠበቀ ሲሆን መረጃውም ለጥናቱ አላማ ብቻ ይውላል፡፡
በጥናቱ የመሳተፍም ሆነ ያለመሳተፍ መብት ያለዎት ሲሆን ጥያቄዎችን ያለ መመለስ ወይንም የማቋረጥ መብቶ የተጠበቀ ነው፡፡ ነገር ግን እርሶ የሚሰጡን መረጃ በጤና ተቋሞች የሚሰጠውን አገልግሎት ለማሻሻልና ፖሊሲዎችን ለማውጣት ጠቃሚ ሲሆን የእናቶች ህክምና ጥራት አስተዋጾ ግብዐት ይሆናል፡፡ ጥናቱን በተመለከተ የሚጠይቁት ነገር አለዎት?

በጥናቱ ላይ ለመሳተፍ ፈቃደኛ ሆነዋል    አመስግነው ቃለ ምልልሱን ይቀጥሉ
በጥናቱ ላይ ለመሳተፍ ፈቃደኛ አልሆኑም አመስግነው ወደ ሌላ ተጠያቂ ይለፉ

የጠያቂው ፊርማ: _________________ ቀን: ____/____/________
ቃለ-መጠይቅ ቅጽ
1. የኮድ ቁጥር____________________
2. ቃለ-መጠይቅ የተደረገበት ቀን _____/____/____________
3. ስልክ ቁጥር
የቃለ-መጠይቁ ውጤት
1. በሙሉ ተጠናቋል
2. አልተጠናቀቀም
3. ተጠያቂዋ ፈቃደኛ አልሆኑም




በቅዱስ ጳውሎስሆስፒል የልብ ህክምና መስጫ ተቋም ለሚመጡ ተገልጋዮች የሚሰጠውን የቤተሰብ እቅድ አገልግሎት አሰጣጥ ሁኔታ ለማጥናት የተዘጋጀ የቃለ-መጠይቅ ቅጽ፡፡
ክፍል 1-ማሕበራዊ  እና  ሥነ- ህዝባዊ  ገፅታዎች
	ተ.ቁ 
	ጥያቄዎች 
	ምድብ 
	ዝለል

	101 
	ዕድሜዎ ስንት ነው? 
	__________________________ዓመት
	

	102 
	የቀለም ትምህርት ተምረዋል? 
	አዎ……………………….……1
የለም፤አልተማርኩም. . . . . . . . . .2 
	
104

	103 
	ያጠናቀቁት ከፍተኛ የትምህርት ደረጃ ስንትነው? 
	አንደኛ ደረጃ (ከ 1-8 ኛ ክፍል). . . . …1
ሁለተኛ ደረጃ(ከ 9-12 ኛ ክፍል) . . . ...2
ቴክኒክና ሙያ ሰርተፊኬት . . . . . . ….3
ከፍተኛ ትምህርት (ኮሌጅ/ዩኒቨርስቲ) …..4
	

	104 
	የሥራ ሁኔታ? 
	ተማሪ. . . . . . . . . . . . . . . . . .1
ሥራ የሌላት. . . . . . . . . . . . . 2
የቤት እመቤት. . . . . . . . . . .  3
የቤት ሠራተኛ . . . . . . . . . . . .4
የቀን ሠራተኛ. . . . . . . . . . .. . 5
ነጋዴ. . . . . . . . . . . . . . . . ... .6
የመንግስት ሠራተኛ . . . . . . . .7
የግል ሥራ ተቀጣሪ. . . . .. . . . . 8
ሌላ (ይገለጽ) . . . . . . . . .. . . . .9
	

	105 
	የወር ገቢ አለዎት? 
	አዎ. . . . . . . . . . . . . . . . . . …1
የለኝም. . . . . . . . . . . . . . . . . 2 
	226

	106 
	ጠቅላላ ወርሃዊ ገቢዎ ስንት ነው? 
	__________________ ብር
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	ተ.ቁ 226ን ተመልከት፤
ነፍሰ-ጡር 
ከአሁን በኃላ (ሌላ)
ልጅ ከመውለድዎ
በፊት ምን ያህል ጊዜ
መቆየት ይፈልጋሉ?
አሁን የፀነሱትን ልጅ
ከወለዱ በኃላ ሌላ ልጅ
ከመውለድዎ በፊት
ምን ያህል ጊዜመቆየት ይፈልጋሉ?
	ነፍሰ-ጡር አይደለሁም/
እርግጠኛ አይደለሁም
ነፍሰ-ጡር
ነፍሰ-ጡር አይደለሁም/
እርግጠኛ አይደለሁም
	ወራት. . . . . . . . . . . ……...1
ዓመታት . . . . . . . . . ……..2
በቅርብ/አሁን. . . .. . . …….3
መፀነስ አልችልም . . . . . …..4
ከጋብቻ በኃላ.......................5
ሌላ (ይገለጽ). . .  ………….6
አላወቅም. . . . . . . . . . . . . . 7
	ጨርስ
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ከመውለዶ በፊት ምን ያህል ጊዘ ይቆያሉ?
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ግንኙነት አልፈፅምም . . . . . . . 2
ብዙም ግንኙነት አልፈፅምም.  .3
አርጠዋል/ መሐፀን በቀዶ ህክምና
ወጥቶል. . . . . . . . . . …….. . .4
መፀነስ አልችልም. . . . . . . . ... .5
የመጨረሻውን ልጅ ከወለድኩ የወር አበባ አልመጣም . . . . .. .6
ጡት እያጠባሁ ነው . . . . . . . .7
ለፈጣሪ ትቼዋለሁ. . . . . . . . .. 8
ለመጠቀም አለመፍቀድ
ተጠያቂዋ ስላልፈቀዱ. . . . . . . 9
ባለቤቴ/ጓደኛዬ ሰላልፈቀደ . .  .10
ሌሎች ስላልፈቀዱ. . . . . . . . ...11
ሀይማኖቴ ስለማይፈቅድ. . . .  12
የዕውቀት አለመኖር
ስለእርግዝና መከላከያ
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	ወራት . . . . . . . . . . . …1
ዓመታት . . . . . . . . . …2
አላስታውስም. . . . . . . .8
	

	530 
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	ወራት . . . . . . . . . . . …1
ዓመታት . . . . . . . . . …2
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	ምን አይነት ህመም ነው ያለብዎ? ( ከታካሚው ካርድ ላይ ይመልከቱ) 
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የደም ግፊት/ HTN………….....3
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