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 Executive Summary





Objective

To assess the impact of KOICA’s Community Based Family Planning Project on

desired family planning outcomes; such changes of knowledge of family planning

methods, attitudes toward fertility issues, and use of contraceptives, especially

long acting methods.

Method

Three round cross sectional community based survey were conducted from

2009 to 2012 with a structured questionnaire. Two stage random sampling was

used to select the respondents for the survey.

The first round of data collection took place in May 2009, shortly after project

activities began, and was conducted as part of project monitoring activities; hence

data was collected only at the intervention site of Hetosa. The second and third

round of data collection took place at the end of the project phase out period

in December 2011 and in August September 2012 including both the intervention

and comparison sites. Descriptive Statistics and multiple logistic regression were

done. Whereas purposive sampling was used for the qualitative part of the study.



Results

The study consisted of quantitative and qualitative data.

Of the qualitative part, several FGDs were conducted for not only fertile women

aged 15 49, and also project stakeholder ranged from practice level to policy level.

As for the qualitative data, in terms of knowledge change, the proportion of

women in Hetosa who had heard of implanon almost doubled from 2009 to 2011

(48.2% and 93.7%, respectively, p=.001) and was nearly universal in 2012 (96.7%).

In 2012, almost half fertile women(49%) who did not participated FP had positive

attitude towards FP practice within 6 months. Moreover the percentage of those

women who were willing to participate long term method gradually increased from

2009(16%) to 2011(24%).

Regarding FP practice, the contraceptive method mix in Hetosa changed significantly

from 2009 to 2011, and that change was sustained in 2012. Current contraceptive

use rose from 38% overall in 2009 to 60% in 2012, and long acting methods

accounted for nearly all of the increase. Though overall contraceptive use was

the same in Hetosa and the comparison sites in 2011, there was a major difference

in the method mix. Women in Hetosa were far more likely than other women at

the comparison sites to use implanon (26% versus 4%) and far less likely to use

injectables (24% versus 37%) or oral pills (1% versus 7%). The same pattern held

true in 2012, when the gap in injectable use widened to 25 percentage points.

FP practice was significantly associated with FP service channel such as HEW.

In 2011, when measuring against the figure in comparison sites(38%), 72% of women

in Hetosa preferred much more to see a HEW for family planning service.



Conclusions

Since the launch of the Community based Family Planning Project, contraceptive

prevalence has increased markedly in Hetosa. The use of modern methods rose

from 35% in 2009 to 53% of women in 2011; after the end of the project, it

continued to rise to 59% in 2012. After the intervention had time to take effect,

increased contraceptive use led to a reduction in unwanted pregnancies, which

can benefit maternal and child health, and in family size. In Hetosa, the proportion

of recent pregnancies that were unwanted fell from 21% in 2011 to 5% in 2012,

while the proportion that were wanted at the time rose from 48% to 79%. In

contrast, unwanted pregnancies in the comparison areas stood at 42% in 2011

and 24% in 2012.

The Community based Family Planning Project in Arsi Zone focused specifically

on increasing the use of more effective, long acting family planning methods,

especially implanon. To that end, IEC activities, campaigns with mobile vans, and

newly trained HEWs promoted the use of implanon and made implanon readily

accessible in the villages. The surveys show that the intervention not only succeeded

in increasing overall contraceptive prevalence in Hetosa, but also dramatically

changed the method mix. In contrast to the situation in Hetosa, short acting

methods continued to dominate the method mix in comparison sites.





 Background





Ethiopia is the second most populous nation in Africa, with a population of over

84 million in 2011 (World Bank, 2012). The population continues to grow despite

sustained efforts to promote family planning by the government and international

non governmental organizations (NGOs).

Knowledge of family planning in Ethiopia has only recently caught up to levels

in other sub Saharan African countries: the proportion of women who have heard

of at least one contraceptive method rose from 85% in the 2005 Ethiopian

Demographic Health Survey (EDHS) (Central Statistical Agency & ORC Marco,

2006) to 97% in the 2011 EDHS (Central Statistical Agency and ICF International,

2012). Over that same five year period, knowledge of the intrauterine device

(IUD) shot up dramatically from 15% to 68% of women. However, familiarity with

another long acting method, implants, barely changed: knowledge increased from

22% to just 26% of women.

Just over half of married women who do not currently use a contraceptive

method (52% in the 2005 EDHS and 56% in the 2011 EDHS) say they intend to use

family planning in the future. However, the actual contraceptive prevalence rate

(CPR) was just 15% in 2005, mainly because of limited access to adequate health

care services and supplies. While the CPR almost doubled to 29% in 2011, a

considerable gap remains between supply and demand. Unmet need for family

planning is almost twice as high in rural as urban areas. (28% and 15%, respectively)

Among Ethiopia’s nine administrative divisions (in practice, ethnically based states),

Oromia Region is the largest and most populous, with over 30 million residents



it includes the national capital of Addis Ababa. In 2005, the total fertility rate

(TFR) in Oromia (6.2 children per woman) was higher than in any other region

in Ethiopia, and only 14% of currently married women were using any type of

contraception (Central Statistical Agency & ORC Marco, 2006). By 2011, the TFR

had fallen to 5.6, while the CPR had almost doubled to 26% (Central Statistical

Agency and ICF International, 2012). Access to maternal health care remains limited,

however. In 2011 only 31% of pregnant women in Oromia received antenatal care

(ANC) from health professionals (up from 25% in 2005), only 8% delivered at a health

facility (up from 4% in 2005), and only 8% received assistance from a health

professional at delivery. (up from 5% in 2005)

Oromia Region is divided into 12 Zones. Arsi is one of those Zones and has a

population of 2.7 million, about 88% of whom live in rural areas. Arsi Zone is

subdivided into 25 Woredas. Public health centers located in 13 of these Woredas

provide family planning services. However, services are limited by shortages of

contraceptives, such as oral pills and IUDs, understaffing, and a lack of expertise

on contraception among health extension workers (HEWs). Still other obstacles

discourage community members from seeking family planning services; these

include a lack knowledge of and experience with family planning and negative

attitudes towards contraceptive use. (Yonsei University, 2011)

To tackle these problems, the Korea International Cooperation Agency (KOICA)

funded the Community Based Family Planning Project in Arsi Zone, especially

focused on Hetosa Woreda, from January 2009 to December 2010. The project

was implemented by Yonsei University (Korea)in coordination with Ethiopia’s Ministry

of Health (MOH). The overall goal was to boost sustainable family planning by

stimulating demand for contraception and increasing access to services through

improvements in the quality and quantity of services.



 The Community-Based Family
Planning Project





The Community Based Family Planning Project in Hetosa Woreda, Arsi Zone was

implemented from January 2009 to December 2010. Following this main project

period, a limited scope of project activities continued through a phase out period

extending from January to December 2011. These activities were mostly confined

to the Public Health Training Center (PHTC). The following description focuses on

the main project period.

The main purpose of the project was to increase the use of contraceptive

methods, especially more effective long acting and permanent methods. Among

these methods, implants are more widely accepted by Ethiopians than IUDs, tubal

ligation, and vasectomy. When the project started, the Ethiopian government was

actively promoting implants and also rolling out a strategy to train and deploy

full time Health Extension Workers (HEWs) to expand basic services to the

household level by offering services at village health posts and during home visits.

The family planning project was designed to support government priorities by

focusing on long acting contraceptive methods.

The core intervention activities can be grouped in four areas:

1. Community mobilization and outreach,

2. Service provision of long acting methods,

3. Building and operating a Public Health Training Center (PHTC), and

4. Capacity building of health service providers and community health leaders.

All of these activities were conducted in anticipation of synergistic changes



resulting from bottom up efforts to strengthen family planning knowledge, attitudes,

and practices among community members. To ensure the smooth implementation

of the interventions, the project built partnerships with all levels of government,

other non governmental organizations (NGOs) working in the same field, and

local community leaders.

A regional office for the Community Based Family Planning Project was set up in

Addis Ababa; it built a partnership with the Ethiopia office of KOICA, the Oromia

Health Bureau (ORHB), and international NGOs to establish a foundation for the

project and was charged with administrative affairs. A local project office was set

up in Hetosa Woreda. One project manager and one project team member were

deployed to each of these offices.

A. Community mobilization and outreach

Community mobilization was the backbone of the project. The project capitalized

on the well established, existing workforce of HEWs to mobilize the community

and provide family planning services. Hetosa Woreda is divided into 25 Kebeles,

and one or two HEWs were assigned to each Kebele. Thus, there were 40 to

50 HEWs at any given time in Hetosa. HEWs worked closely with outreach family

planning services that visited the villages and also contributed to outreach

campaigns and community meetings.

The project helped organize and support various health management committees

in order to increase the involvement of regional public servants and community

members in planning and implementing the project and conducting community

mobilization activities. Four kinds of committees operated throughout the project

period. The Local Committee consisted of representatives from the community.



The Active Committee included core members from the Zonal and Local Committees

to enable efficient decision making. There was also a PHTC Joint Committee. Each

committee held regular monthly meetings to discuss project related issues, develop

strategies to achieve project objectives, promote community organization, and

make decisions. Together, these committees held a total of 127 meetings.

Thirteen awareness raising campaigns involving more than 5,000 participants

were held in Hetosa in collaboration with local government officials and the

community itself. At the Kebele level, health education was conducted through

entertainment, talks, and group discussions. At the Woreda level, a campaign

was conducted in the market with music, drama, a large banner, and other

health education activities. In addition, the project developed various information,

education, and communication (IEC) materials to provide culturally acceptable

information to community members. For example, a scenario for a 10 minute

drama about family planning was written in the local language and Oromia

community teams performed a drama based on the scenario at community

gatherings to promote family planning.

Finally, the project established health education centers in three Kebeles to

educate community health leaders. Trained leaders held community gatherings

and health education events with project support.

B. Provision of long-term family planning methods

The project increased access to services by providing direct services to community

members in parallel with government health centers. Services were provided

through outreach activities, mobile vans, and the PHTC. While a full range of

contraceptive methods were offered, services focused on long acting methods,



especially implants. According to the project report, from January 2009 to September

2010, the project provided long acting methods (mostly insertions of Jadelle and

Implanon) to 2,027 women, removed implants in 72 women, provided short acting

methods to 177 people, and provided individual family counseling to 14,992 people.

After a policy change permitted HEWs to insert implants, the project gave

them in depth training on the clinical skills needed to insert implants, via both a

workshop and on the job training.

C. Public health training center

The project built a public health training center (PHTC) in the town of Iteya

(the administrative center of Hetosa Woreda) over a nine month period and began

using it in April 2010. The PHTC provided family planning training courses for

health service providers and community members. It houses a large auditorium,

two lecture rooms, a room designated for adolescents, an office, and health care

facilities. The training center also includes a dormitory that can accommodate 40

people.

From April to December 2010, the project held 148 events with over 15,000

participants at the training center. A variety of programs other than family

planning training were developed and offered to community residents in order to

strengthen community cohesion and promote a sense of ownership. These

programs included income generation activities and beading classes.



D. Capacity building for providers and community leaders

The project conducted training courses for nurses in Hetosa Woreda to give

them more in depth knowledge, counseling skills, and clinical skills on long term

contraception. Each course lasted from one to ten days. There were a total of

410 participants, although the same nurse may have taken multiple courses.

Four different kinds of one to two day training courses were held for HEWs.

They were designed to educate HEWs on counseling skills, introduce the latest

contraceptive methods, and help them manage side effects experienced by

community members. HEWs were also trained on how to insert implants, but

they were not allowed to remove implants. The project offered on the job training

as well as workshops on implant insertion. A total of 368 participants attended

these training courses, although the same HEW may have taken more than one

course.

The project trained men, women, and adolescents to act as community health

leaders. These one to six day courses focused on health education to increase

awareness of family planning and the use of contraceptives by community

members. More than 3,000 community participants attended these courses,

although some individuals may have taken more than one course.

E. Logical framework of the project

The chart below presents the results framework guiding the project. Although

the project encompassed a variety of activities, training health related professionals

and workers on family planning was of central importance. In order to implement



the project as designed, with a concentration on training, the first step was to

invest in the infrastructure needed to establish an environment suitable for training

and to dispatch experts for technical cooperation.

Following the logical sequence in the framework, the more people who are

trained, the easier it is to access family planning services. The expected project

outcomes changes in family planning knowledge, attitudes, and behavior would

then take place one after another. Behavioral changes by community members,

especially fertile women, lead to an increase in contraceptive prevalence, which

ultimately prevents cases of unwanted pregnancy, reduces the birthrate, and

improves public health as well as maternal and child health.



 Methods





A. Research Questions

This evaluation is designed to assess the impact of KOICA’s Community Based

Family Planning Project on desired family planning outcomes, including knowledge

of family planning methods, attitudes toward fertility issues, and use of contraceptives,

especially long acting methods. Specific research questions include:

Did women’s knowledge, attitudes, and practices regarding family planning

change significantly at the intervention site from 2009 to 2011?

When the project ended in 2011, were there significant differences between

intervention and comparison sites in women’s knowledge, attitudes, and

practices regarding family planning?

During the nine months after the project ended, were changes in knowledge,

attitudes, and practices sustained at the intervention site?

Nine months after the end of the project, were there significant differences

in women’s knowledge, attitudes, and practices regarding family planning

between intervention and comparison sites?



B. Study design

The evaluation employs a quasi experimental study design that measures:

Changes over time at the intervention site and

Differences in study outcomes between intervention and comparison sites.

To this end, the study design involves data collected at three points in time

(Table 1). The first round of data collection took place in May 2009, shortly after

project activities began, and was conducted as part of project monitoring activities;

hence data was collected only at the intervention site of Hetosa. The second

round of data collection took place at the end of the project phase out period

in December 2011 and included both the intervention and comparison sites. A

third and final round of data collection at both intervention and comparison sites

took place in August September 2012 it investigated the sustainability of the

project and its longer term outcomes.

This report analyzes:

Changes at the intervention site from 2009 to 2011 and 2012,

Differences between intervention and comparison sites in 2011, and

Differences between intervention and comparison sites in 2012.



C. Study sites

The Community based Family Planning Project was conducted in Hetosa Woreda,

which is located in the Arsi Zone of the administrative region of Oromia. Two

other Woredas in Arsi were selected as comparison sites for the evaluation. The

initial selection process for comparison sites looked for Woredas that matched

Hetosa on two key characteristics:

1. Size of the target population, as measured by the total population size and

the proportion of women of reproductive age (WRA), and

2. Service provision, as measured by the number of nurses, HEWs, health centers,

and health posts.

Based on these criteria, four potential candidates were identified for comparison

sites: Jeju, Zuway Dugda, Lode Hetosa, and Digalu Tijo (Table 2).

However, the location of two of these Woredas, which bordered on Hetosa,

raised concerns that project activities might have spilled over and contaminated

the sites. Therefore, Jeju and Digalu Tijo were selected as the comparison sites

for the impact evaluation. Hetosa, Jeju, and Digalu Tigo are located in different

directions from the zonal capital, Assella (see Figure 1).



D. Sampling

Two stage random sampling was used to select the respondents for the survey

to ensure that the sample was representative of the entire population. Each of

the three Woredas included in the study is divided into 25 to 29 Kebeles, the

vast majority of which are located in rural areas. During the first stage of the

sampling process, a random sample of one urban and six rural Kebeles was

chosen to participate in the 2009 survey. The same procedures were used to

select one urban and five rural Kebeles in each of the three Woredas for inclusion in

the 2011 and 2012 surveys. One additional rural kebele, Shaki Sarara, was purposively

added to the 2011/2012 sample in Hetosa because the project’s bottom up, community

mobilization approach was most intensively implemented there (Table 3).



During the second stage, a random sample of households within each Kebele

was selected from a list of all households in that Kebele. In 2011 and 2012,

women age 15 to 49 living in those households were eligible for interviews,

regardless of whether or not they were currently using family planning. Data for

2009 is limited to women age 20 to 49, because adolescent girls were interviewed

with a different instrument. Only one woman per household was interviewed

during each survey round. If there was more than one eligible woman in the

household, the eldest woman with children was interviewed.

The household sample size was calculated based on:

household composition, i.e., the proportion of households including women

age 15 49,

estimated contraceptive prevalence of 15%,

magnitude of the change in contraceptive prevalence expected,

power needed to establish statistical significance, and

Acceptable sampling error of 3 4%.

Interviews were conducted with 640 women in Hetosa in 2009 and with 540

women in each of three Woredas (Hetosa, Diegluna Tijo, and Jeju) in 2011 and 2012.



E. Questionnaire

KOICA developed a model questionnaire for this study to measure the impact

of project activities. It is based on a series of longer instruments for women,

men, and adolescents fielded by Yonsei University for a panel study evaluating

project activities (Yonsei University, 2011). Relevant questions were extracted from

the woman’s instrument to ensure that newly gathered data could be compared

with the existing dataset. The questionnaire was reviewed and adjusted with the

help of a local consultant. This resulted in minor modifications of some of the

questions and options.

The final questionnaire, which takes approximately 30 minutes to administer,

collected information on the respondent’s knowledge of family planning methods,

attitudes regarding fertility issues, family planning practices, and decision making in

the household. It also collected information on basic socio demographic characteristics

that are known to be associated with family planning knowledge, attitudes, and

practices; these include age, education, employment, and fertility experience. (The

survey questionnaires can be found in Annexes A and B.)

F. Fieldwork

All data was collected through a conventional household survey. In 2009, seven

members of the Zonal Committee were assigned three or four Kebeles each. Prior

to data collection, they contacted village representatives to explain the survey

activities. Six men and six women with experience in conducting household surveys

were recruited and trained to conduct the fieldwork. They worked in teams of

two (one man and one woman) to visit households and conduct interviews. Each



team member interviewed respondents of the same sex, and interviews with

women and men were conducted in different places. One survey supervisor was

employed to monitor the data collection process on a daily basis and check data

quality. Data was collected from May 20 to June 20, 2009.

In 2011 and 2012, six interviewers were recruited to conduct the survey in each

Woreda. They were responsible for identifying selected households, gaining the

consent of respondents, conducting interviews, and coding and recording responses.

Three supervisors who were fluent in the local language and had experience in

conducting surveys in similar settings were recruited to oversee the fieldwork in

each of the three Woredas. They were responsible for liaising with stakeholders,

overseeing the sampling process, selecting and overseeing the training of survey

enumerators, monitoring the daily progress of data collection, reviewing and

cross checking completed questionnaires.

Prior to each survey, supervisors and interviewers attended a training course

that offered detailed instructions on all survey procedures, discussed interview

techniques and questionnaire items, and provided practice on all skills.

Local authorities and community leaders were contacted in advance of the

fieldwork, so that any concerns could be addressed. They were informed of the

purpose of the survey, the general nature of survey activities, and the schedule.

G. Data analysis

Data entry and cleaning were supervised by the Monitoring & Evaluation

manager at the KOICA regional office in Addis. Data analysis was conducted by

the Family Planning Impact Evaluation study team in Korea.



H. Ethical considerations

The study protocol and procedure were prepared in line with the rules governing

social science research in Ethiopia and received approval from an institutional

review board(in Oromia Health Burau). To ensure respondents’ participation was

voluntary, potential study subjects were briefed on the nature of the study and

asked for their verbal consent before they were interviewed. (The consent form

can be found in Annex A & B.) Fieldworkers made a great effort to ensure that

respondents understood the objectives of the study and to maintain the privacy

of the interview.



 Findings





A. Characteristics of respondents

Most survey respondents in Hetosa were married and age 20 39. As Table 4A

shows, however, there were significant differences in the survey samples in

Hetosa during the three rounds of data collection. Over time, the proportion of

women age 40 or older fell from 18% in 2009 to 11% in 2011 and then to 7% in

2012, and the proportion with some education increased (51%, 61%, and 71%,

respectively). The proportions who were married and Muslim increased from

2009 to 2011, before falling in 2012.



Table 4B shows that there were also significant differences between women

surveyed in the intervention and comparison sites. Compared with women at the

intervention site of Hetosa, a larger proportion of women in the comparison

sites were age 30 or older and had no education. In religion, a smaller proportion

were Orthodox were the same in both 2011 and 2012 in comparison sites compared

to Hetosa. There were also significantly fewer married women at the comparison

sites than in Hetosa in 2011, but not in 2012.



B. Fertility

Fertility patterns

The mean age at marriage in Hetosa rose significantly, from 16.7 years in 2009

to 17.6 years in 2011 and then to 18.0 years in 2012 (Table 5A). Over the same

period, the mean age at first birth also rose significantly, from 18.4 to 19.2 and

then 19.6 years.

Family size grew significantly smaller in Hetosa over time. The proportion of

women with two children or fewer rose from 34% in 2009 to 43% in 2012, while

the proportion with six children or more fell from 27% to 19%. About 9% of women

in Hetosa were pregnant during each survey round. There was a dramatic change

from 2011 to 2012 in whether the youngest child or current pregnancy was wanted:

the proportion of women saying the child or pregnancy was wanted at that time

jumped from 48% to 79%, while the proportion saying the child or pregnancy



was unwanted fell from 21% to 5%. Women’s reproductive intentions also changed

significantly over time. The proportion of women who wanted more children

initially fell from 46% in 2009 to 42% in 2011, but then rose to 59% in 2012.

Table 5B shows significant differences in the fertility patterns at intervention

and comparison sites. Both the mean age at marriage and age at first birth were

significantly lower in Hetosa than at the comparison sites in both 2011 and 2012.

The number of living children was similar at intervention and comparison sites

in 2011. However, in 2012 women in Hetosa had significantly smaller families than

women at the comparison sites. About one in ten women were pregnant at the



time of the survey in both the intervention and comparison sites in 2011, but

women in Hetosa were significantly more likely to be pregnant than women at

the intervention sites in 2012 (10% versus 7%). Women in Hetosa were significantly

more likely than their peers at comparison sites to report that their last child

was wanted at that time in both 2011 (48% versus 25%) and 2012 (79% versus

57%). There was also a significant difference in women’s reproductive intentions

in 2011, with women in Hetosa less likely than women in intervention sites to

want another child (42% versus 54%). That pattern was reversed in 2012.



Fertility preferences

The survey asked women about their views on ideal fertility patterns. The trend

analysis in Table 6A shows that the ideal age at first birth increased significantly

in Hetosa, from 18.7 years in 2009 to 19.4 years in 2011 and then to 20.1 years

in 2012. At the same time, the proportion of women endorsing large families of

at least six children rose from 18% in 2009 to 26% in 2011, before falling to 23%

in 2012. There was no significant change in women’s views on spacing children,

with more than four fifths of women in Hetosa considering the ideal gap to be

at least three years.

Beliefs about the ideal time to start using contraception also changed significantly

during an after the project. The proportion of women in Hetosa who thought the

ideal time to start was after having just one child rose from 27% in 2009 to 41%

in 2011, and then shot up to 57% in 2012. Over the same period, the proportion of

women who believed that family planning should wait until after having four or

more children decreased steadily, from 41% in 2009 to 11% in 2011 to 12% in 2012.



Table 6B shows that there was little difference in opinion on the ideal age at

first birth between intervention and comparison sites. However, there was a

significant disagreement regarding the ideal number of children. A smaller proportion

of women in Hetosa than the comparison sites endorsed large families of six or

more children in both 2011 (26% versus 40%) and 2012 (23% versus 34%). In addition,

women in Hetosa were far more likely to favor spacing births further apart by

three years or more than women in comparison sites in 2011 (84% versus 25%)

and that pattern continued in 2012 (82% versus 29%).

A significantly smaller proportion of women in Hetosa than the comparison

sites believed the ideal time to begin using contraception was before bearing

any children, and that gap widened from 21 percentage points in 2011 to 28

percentage points in 2012. However, women in Hetosa were more likely to favor

starting contraception after having just one child, and that gap also widened,

from 33 percentage points in 2011 to 45 percentage points in 2012.



C. Knowledge of family planning

Knowledge of implants

The project focused its efforts on implants. In Hetosa, the proportion of

women who had heard of implants almost doubled from 2009 to 2011 (48.3%

and 93.9%, respectively, p=.001) and was nearly universal in 2012 (96.7%).



In 2011, three times as many women in Hetosa had heard of implants as in

the comparison sites (93.9% and 30.6% respectively, p=.001). There was virtually

no difference in 2012 (96.7% and 31.4%, p=.001).

Knowledge of locations offering family planning services

Table 7A shows that, during all three survey rounds, women in Hetosa were

most likely to be aware of family planning services offered at government health

posts and health centers. Knowledge of family planning services at government

health posts became almost universal, rising from 58% of women in 2009 to 95%

of women in 2012. Over that same period, there was also a dramatic increase in

awareness of family planning services at government health centers (from 50% to

77%) and government hospitals (from 22% to 55%).

Women in Hetosa initially were much less familiar with other service delivery

points. Over time, however, there was a steady increase in knowledge of family

planning services at project related events and locations. By 2012, one fifth of women

were aware that family planning services were being offered at marketplace tents

sponsored by the project and two fifths knew about family planning services

offered at the project training center and health posts participating in project

communication campaigns. Between 2011 and 2012, there was also a dramatic

increase in awareness of family planning services offered at private hospitals

(from 8% to 26%) and private clinics (from 13% to 47%).



Table 7B shows that there were substantial differences in women’s knowledge

of family planning service delivery points at intervention and comparison sites in

2011, and those differences increased further in 2012. Women in Hetosa were

significantly more likely than their peers at comparison sites to know about the

availability of family planning services at every kind of service delivery point in

2012, with just two exceptions: pharmacies and schools. The gaps were wide, not

just for project related outlets but also for government and private health

facilities. In 2012, for example, 55% of women in Hetosa knew that government

hospitals offered family planning services, compared with just 27% of women at

intervention sites; comparable figures for private hospitals were 26% and 14%.



Sources of family planning information

In 2009, radio and healthcare providers were the dominant sources of information

about family planning methods in Hetosa, with over half of all women citing each

of them (Table 8A). They were complemented by HEWs and community based

agents, who reached 29% and 19% of women, respectively. After the project was

implemented, the pattern changed significantly. The vast majority of women

began relying on HEWs for information about family planning methods (86% in

2011), and that pattern continued in 2012 (89%). The project’s communication



campaign reached a substantial and growing proportion of women in Hetosa

(29% in 2011 and 48% in 2012). Community based agents (CBAs) also played a

steadily increasing role, reaching 43% of women in 2102. Although the role of

radio was much reduced in 2011 (19%), it regained importance in 2012 (57%).

Table 8B shows major differences in information sources between intervention

and comparison sites. While HEWs were cited by the majority of women everywhere,

they played a bigger role in Hetosa than in the comparison sites in 2011 (86%

versus 74%) that gap disappeared in 2012 (89% versus 90%). A significantly larger

proportion of women in Hetosa than the comparison sites heard about family

planning from healthcare providers in both 2011 (15% versus 3%) and 2012 (29%

versus 14%). Women in Hetosa were less likely to report mass media sources,

including radio, newspapers, and billboards, than their peers at the intervention

sites. Exposure to television was lower in Hetosa than comparison sites in 2011

(7% versus 12%), but was nearly equal in 2012 (12% versus 14%).



D. Contraceptive use

Method mix

The contraceptive method mix in Hetosa changed significantly from 2009 to 2011,

and that change was sustained in 2012 (Table 9A and Figure 2). Current contraceptive

use rose from 38% overall in 2009 to 60% in 2012, and long acting methods

accounted for nearly all of the increase: implant use shot up from 2% in 2009 to

29% in 2012. Use of every short acting modern method and traditional method



decreased from 2009 to 2011 in Hetosa before rebounding slightly, but not

significantly, in 2012. Use of the most popular method in 2009, the injectable,

declined slightly by the end of the project, but the change was not significant.



While overall contraceptive use was the same in Hetosa and the comparison sites in

2011, Figure 3 and Table 9B shows that there was a major difference in the method

mix. Women in Hetosa were far more likely than their peers at the comparison sites

to use implants (26% versus 4%) and far less likely to use injectables (24% versus 37%)

or oral pills (1% versus 7%). The same pattern held true in 2012, when the gap in

injectable use widened to 25 percentage points (Figure 4 and Table 9B).





Family planning services

In Hetosa, over half of women who use a modern contraceptive method obtained

that method from a government health post during each survey round; there was no

significant change over time in the proportion of women they served (Table 10A). At

the same time, however, the role played by government health centers declined

significantly (from 38% in 2009 to around 15% in 2011 and 2012). Health posts

associated with the project campaign supplied 21% of women in 2011, but only 13% in

2012. Other project sponsored outlets for contraceptive methods supplied relatively

few women: in 2012, 3% of women got their method from a FP Project Tent in the

marketplace and 2% from the Health Training Center built by the project.

Although satisfaction with family planning services remains high among modern

contraceptive users in Hetosa, levels declined somewhat after 2009. The proportion

of women declaring themselves very satisfied with family planning services fell

from 100% in 2009 to 88% in 2011 and 2012.

Interviewers asked women who were not using a modern method about their

reason for not adopting family planning. Around half of women said they did

not need contraception for fertility related reasons: they were not having sex,



were menopausal or infecund, had post partum amenorrhea, or were breast feeding.

Among other women, opposition to use (their own, their husband’s, or their

religion’s) grew significantly, rising from 3% in 2009 to 20% in 2011 and then to

24% in 2012. Lack of knowledge about methods or a source of supply decreased

steadily in importance (from 17% in 2009 to 6% in 2011 to just 1% in 2012), as did

method related concerns about potential health issues, cost, and convenience

(from 32% in 2009 to 18% in 2011 and 2012).

After 2009, non users in Hetosa became increasingly likely to say they definitely

intended to use family planning in future, and that trend continued through

2012. Almost half (49%) of women said they intended to use family planning in

the next six months in 2012, up from 38% in 2011 and just 14% in 2009. There

was a steady decline in the proportion of women who said they had to think

about it (32% in 2009 versus 18% in 2011 and 14% in 2012) or did not intend to

use contraception in future (42% in 2009 versus 35% in 2011 and 29% in 2012).



Regardless of whether modern method users reside in an intervention or comparison

site, they are most likely to obtain their method from a government health post

(Table 10B). However, women in Hetosa were significantly less likely than those

in comparison sites to obtain a method from a government health center or

private clinic in both 2011 and 2012. In 2011, 21% of women in Hetosa reported

sourcing their method from a health post participating in the project campaign

and that figure fell to 13% in 2012.



Satisfaction with family planning services was significantly greater in Hetosa

than in comparison sites, and the gap widened from 2011 to 2012. Fully 88% of

modern method users in Hetosa reported that they were "very satisfied" with

services in both years, compared with 45% of modern method users in comparison

sites in 2011 and just 29% in 2012. Given how difficult it may be for Ethiopian

women to express outright dissatisfaction with services, the lukewarm support

for services at comparison sites is especially telling.

Women in the intervention and comparison sites gave widely different reasons

for not using family planning (Table 7B). Compared with women in Hetosa,

women in comparison sites were far less likely to cite fertility related reasons,

although the gap narrowed from 40 percentage points in 2011 to 26 percentage

points in 2012. In both years, women in comparison sites were far more likely

than women in Hetosa to cite opposition to use and lack of knowledge as

reasons for not using family planning.

Non users in Hetosa were significantly more likely than those in comparison

sites to say they definitely intended to use family planning in the near future

(47% versus 30% in 2011; 57% versus 41% in 2012). Women in Hetosa were half as

likely to say they needed to think about it as women in comparison sites in

both 2011 and 2012. Roughly similar proportions of women in Hetosa and

comparison sites had made up their minds not to use family planning.





Method preferences

Table 11A reports on the method preferences of women in Hetosa who are

not currently using a modern contraceptive method. While interest in implants

rose from 16% of women in 2009 to 24% in 2011 and 26% in 2012, the change

was not significant. Decreasing interest in the injectable, from 73% in 2009 to

63% in 2012, was also not significant. Interest in the IUD and pill did not show a

clear trend over time.



Six times as many women in Hetosa expressed a preference for implants as

women in the comparison sites in 2011, but that gap almost disappeared in 2012

(Table 11B). There was no significant difference in interest in other long acting or

permanent methods.

In both intervention and comparison sites, by far the most widely preferred

method for future use was the injectable. In 2012, women in Hetosa were

significantly less interested than women in the comparison sites in the pill (zero

versus 24% in 2011; 3% versus 22% in 2012). While there was significantly more

interest in the male condom and the rhythm method in comparison than

intervention sites in 2011, the gap narrowed and became insignificant in 2012.



Table 12A shows a significant change in women’s preferences regarding family

planning providers in Hetosa over the project period. The proportion of women

who preferred to consult a HEW for family planning more than tripled, from 20% in

2009 to 72% in 2011. At the same time, there were large drops in the proportion

who wanted to see a doctor (from 49% to 22%) or nurse (from 16% to 6%) for

family planning services. Those changes were sustained in 2012, with 74% of women

expressing a preference for a HEW and only 17% wanting to see a doctor.



Table 12B shows that, in 2011, women in Hetosa were twice as likely as women

in comparison sites to prefer seeing a HEW for family planning services (72% versus

38%), but they were much less likely to express a preference for a nurse (6%

versus 44%). While those differences narrowed in 2012, women in Hetosa continued

to express a much stronger preference for HEWs than their peers at comparison

sites (74% versus 48%) and a much weaker preference for nurses (7% versus 24%).

While women in Hetosa were more likely than those in comparison sites to

express a preference for doctors in 2011 (22% versus 19%), the reverse was true

in 2012 (17% versus 29%).

E. Couple communication and decision-making

From 2009 to 2011, there was a small but significant change in the pattern of

family planning decision making in Hetosa, with joint decision making by couples

decreasing (from 86% to 79%) in favor of women taking the major responsibility

for these decisions (from 9% to 14%). The trend away from joint decision making



intensified in 2012, when only 62% of women reported joint decisions. Decision making

dominated by the woman rose to 22% and by the husband to 17%. It should be

noted that the questionnaire forced respondents to choose among three possible

responses (mainly woman, mainly husband, and joint), which may have down

played the extent of joint decision making.

There was also a significant decrease in the proportion of women who reported

discussing family planning with someone else from 66% in 2009 to 55% in 2011,

before it rebounded to 76% in 2012 (Table 13A). This shift was driven mainly by

changes in discussion with friends and neighbors, which dropped from 47% in

2009 to 23% 2011, before rising to 34% in 2012. In contrast, spousal discussion of

family planning increased rose from 74% in 2009 to 96% in 2011 and then plateaued.

The 2011 survey revealed a dramatic difference between intervention and

comparison sites in who takes responsibility for making family planning decisions. In

Hetosa, joint decision making predominated (79%), while decision making by women



was the most common pattern at comparison sites (44%), followed by decision making

by husbands (30%). While differences between the intervention and comparison sites

narrowed in 2012, the overall pattern was sustained, with joint decision making

remaining far more common in Hetosa than the comparison sites (62% versus 31%).

In 2011, women in Hetosa were less likely to discuss family planning than

women in the comparison sites (55% versus 64%) (Table 13B). By 2012, that

pattern had reversed itself, although discussions of family planning became more

widespread in all locations. Women in Hetosa were more likely to talk about

family planning with their husbands than their peers at comparison sites, but

that gap narrowed from 20 percentage points in 2011 to 13 percentage points in

2012. In 2011, 2012 a larger proportion of women in Hetosa than the comparison

sites discussed family planning with friends and neighbors rather than family members.





 Discussion





By examining changes over time in Hetosa and the differences between intervention

and comparison sites, this evaluation sheds light on whether the Community based

Family Planning Project in Arsi Zone achieved its objectives: to increase knowledge

of family planning, change attitudes towards fertility and family planning, and

increase the use of more effective long acting and permanent contraceptive methods,

particularly implants. The third round of surveys in 2012 also sheds light on the

sustainability of the project’s programming and impact.

A. Achievements

Since the launch of the Community based Family Planning Project, contraceptive

prevalence has increased markedly in Hetosa. The use of modern methods rose

from 35% in 2009 to 53% of women in 2011; after the end of the project, it

continued to rise to 59% in 2012. After the intervention had time to take effect,

increased contraceptive use led to a reduction in unwanted pregnancies, which

can benefit maternal and child health, and also in family size. In Hetosa, the

proportion of recent pregnancies that were unwanted fell from 21% in 2011 to 5%

in 2012, while the proportion that were wanted at the time rose from 48% to

79%. In contrast, unwanted pregnancies in the comparison areas stood at 42% in

2011 and 24% in 2012.

Contraceptive use in Ethiopia is associated with distance to the nearest health



facility (Kassa et al., 2012), demonstrating the importance of making family planning

services more readily accessible. This was one of the major accomplishments of

the project in Hetosa, which trained HEWs to insert implants and sent out mobile

vans to villages, and it undoubtedly contributed to the rise in contraceptive

prevalence.

However, changes in attitude were also important. In the cultural and religious

context of Ethiopia, families view children as a gift from God, which presents an

obstacle to family planning. However, data suggest that a shift in attitudes

toward fertility is underway, likely due to the project’s community based IEC

efforts. Women in Hetosa now believe that, ideally, the first birth should be

deferred until age 20 instead of age 18. They also have become open to the

idea of adopting family planning earlier in their reproductive lives, rather than

waiting until their family is complete. By 2011, 41% of women in Hetosa thought

the ideal time to start using contraception was after having just one child, up

from 27% in 2009; as attitudes continued to change, this rose even further to

57% in 2012.

B. Shift to long-acting methods

A series of DHS surveys in Ethiopia in 2000, 2005, and 2011 documented a

sharp increase in the use of modern contraceptive methods nationwide from 6%

to 27% of women. However, the change was due almost entirely to just one

short acting method: use of the injectable rose from 3% in 2000 to 21% in 2011

(Central Statistical Agency and ORC Macro, 2006; Central Statistical Agency and

ICF International, 2012). Over the same time period, use of long acting and

permanent methods changed little, even though long acting methods are more

convenient and cost effective for women because they do not require daily



action or periodic purchases.

The Community based Family Planning Project in Arsi Zone focused specifically

on increasing the use of more effective, long acting family planning methods,

especially implants. To that end, IEC activities promoted implants, and mobile

vans and newly trained HEWs made implants readily accessible in the villages.

The surveys show that the intervention not only succeeded in increasing overall

contraceptive prevalence in Hetosa, but also dramatically changed the method

mix. In 2009, short acting methods accounted for nearly all modern contraceptive

use in Hetosa, and just 2% of married women relied on implants for family

planning. By 2011, 26% of women were using implants, and the change powered

the rise in the overall modern contraceptive prevalence rate. Use of all short acting

modern methods declined, even injectables, which are the most popular contraceptive

method in Oromia Region and the rest of Ethiopia (Central Statistical Agency and

ICF International, 2012). When the project ended in 2011, implants accounted for

fully half of all modern method use in Hetosa, and implant use continued to

grow in 2012.

In contrast to the situation in Hetosa, short acting methods continued to dominate

the method mix at comparison sites. Only one out of seven modern method

users in comparison sites relied on a long acting or permanent method in 2011,

and only one out of nine did so in 2012. Use of all long acting and permanent

methods, and of implants specifically, was four times higher in the intervention

than the comparison sites in 2012. This shows that the intervention was directly

responsible for the rising popularity of implants in Hetosa.

Data show that the project increased women’s knowledge of long term methods

and abated negative attitudes toward them, both of which a recent study in

Ethiopia suggests are critical to expanding use of long acting and permanent

methods (Alemayehu et al., 2012). Overall knowledge of family planning was



already high in Ethiopia prior to the project: the 2005 EDHS found that 86% of

women knew of at least one contraceptive method. However, knowledge of

long acting and permanent methods lagged far behind: only 22% of women knew

of implants, 18% knew of female sterilization, and 14% knew of the IUD (Central

Statistical Agency and ORC Macro, 2006). The project succeeded in making implants

universally known in Hetosa, while less than one third of women in comparison

sites had heard of the method. Notably, over the course of the project, lack of

knowledge virtually disappeared as a reason for not using a modern contraceptive

method in Hetosa.

At the same time, shifting method preferences among women who were not

currently using a modern contraceptive method in Hetosa, but not in comparison

sites, suggest that the project contributed to a change in attitudes toward implants.

In 2011, 24% of women in Hetosa, but only 4% of those in comparison sites, said

they would prefer to use implants as opposed to some other method in the future.

C. Capacity building

The Community based Family Planning Project worked to build the capacity of

health workers of all kinds to offer family planning information and services.

Hundreds of nurses attended training courses that strengthened their knowledge

and skills on long term contraception. The project especially sought to empower

HEWs and used a combination of workshops and on the job training to teach

them how to insert implants. HEWs hold a special place in Ethiopian communities:

women trust them, rely on them for services and information, and prefer them

to traditional birth attendants (Negusse et al., 2007).

The findings show that HEWs were a critical factor in the success of the



project. They became an increasingly important and highly valued source for

family planning information and services. In Hetosa, HEWs displaced radio and

healthcare providers as the dominant source of information on family planning

methods and also outperformed the project’s communication campaign. In 2011,

almost nine in ten women in Hetosa reported hearing about family planning

from HEWs, compared with three in ten before the project began. The role of

HEWs is being promoted by the MOH nationwide (Banteyerga, 2011), so it is not

surprising that they also became a leading source of family planning information

at comparison sites. However, the project succeeded in promoting HEWs as a

source of family planning services as well as information. In Hetosa, women

increasingly expressed a preference for HEWs when seeking family planning services;

only two in ten women expressed a preference for HEWs before the project, but

seven in ten women did so afterwards. At the same time, women’s desire to see

a doctor or nurse for family planning services plummeted in Hetosa. At comparison

sites, most women still preferred to get family planning services from a nurse or

doctor even though HEWs did gain in popularity from 2011 to 2012.

The project also built the capacity of community members, including women, men,

and adolescents, to serve as local health leaders and help mobilize the community.

Thousands attended special health education courses and helped implement the

project’s communication campaign. In addition, the project networked with community

leaders and religious leaders in each Kebele in order to reach more people with

its messages. Community based activities proved especially helpful in raising awareness

of family planning in Hetosa and changing attitudes. The discussion focused campaign

had greater impact because it was designed and implemented at the local level.

This grassroots approach has been embraced by the MOH as part of its Health

Extension Program. HEWs are encouraged to train Voluntary Community Health

Workers (VCHWs) to help educate households on health, nutrition, and HIV related

issues through community conversations (Banteyerga, 2011).



D. Sustainability of impact

Data collected in 2012, nine months after the main project activities came to an

end, clearly show that the positive changes in knowledge, attitudes, and practices

associated with the project persisted. In some cases, positive trends established

during the project actually accelerated after it drew to a close. For example,

women’s knowledge of the government and private health facilities that offer

family planning services in Hetosa jumped more dramatically after 2011 than before.

Modern contraceptive prevalence increased another six percentage points in

Hetosa from 2011 to 2012, and information about women’s intentions suggest that

this trend will continue. The proportion of women who are not currently using

modern contraceptives but intend to do so in the near future increased from 26%

to 47% in Hetosa over the course of the project, and then continued to rise to

57% in 2012. Women in Hetosa were significantly more likely to have made up

their minds about future use of modern contraceptives than women in comparison

sites. These results show that the project is continuing to exert an influence on

women and will shape family planning practices in the years to come.

E. Limitations and constraints

The impact of the Community based Family Planning Project in Arsi Zone was

limited by the lack of investment in direct service delivery. The project’s health

training center and marketplace tents served relatively few family planning clients;

together these outlets served only 2% of women using a modern method in

Hetosa in 2011 and 5% in 2012. Most women in Hetosa continued to get their

contraceptive methods from government health posts throughout the project



period, but only a subset of these health posts directly participated in the

project’s campaign.

There were many discussions whether the project needs to extend beyond 2011

or not, with health officials in Oromia Region, but the decision had not made.

Therefore, the main project ended in December 2011 according to its initial plan

and KOICA decided to support the project through a partnership with NGOs, so

project activities were conducted at a much reduced level of effort. One of

alternatives for sustaining the project which has been discussing through project

stockholders is that encouraging the medical faculty at the university to continue

the project, but has not reached an specific agreement as yet.

The end of the project has prevented KOICA from playing a role in providing

needed follow up to the many women in Hetosa who opted for implants. When

promoting long acting contraceptive methods such as implants and IUDs, it is

essential to make arrangements for follow up so that women can have the device

removed when it is no longer effective or earlier if they so desire. Removal

options in Hetosa have been constrained by the MOH’s decision to permit HEWs

to insert implants, but not to remove them. Only higher level cadres, such as

nurses and doctors, can remove implants under current policy.

Since the launch of Ethiopia’s Health Extension Program (HEP) in 2003, the

MOH had encouraged the training and deployment of HEWs and developed policies

and regulations to reinforce their skills (Banteyerga, 2011). However, weakness in

the program led to problems with the uneven quality of services offered by

HEWs. Problems include insufficient and non standardized training and poor

placement of HEWs after they complete their training. Not surprisingly, HEWs’

knowledge and skills vary with the education they receive.





 Implications





A. Replicating the model

The primary objective of this evaluation was to examine the impact of the

Community based Family Planning Project in Arsi Zone on family planning practices.

Previous studies have found that family planning knowledge, attitudes, and practices in

Ethiopia vary among geographic areas and also between urban and rural areas (Central

Statistical Agency and ORC Macro, 2006; Central Statistical Agency and ICF International,

2012). Generally, however, conditions in urban areas are more favorable to family

planning, both because the distances between providers and clients are shorter and

because exposure to mass media, including television and radio, is greater.

Yet this project was conducted and succeeded in a largely rural setting where

conditions are more challenging. Research on the factors associated with contraceptive

use in Ethiopia has concluded that community based programs promoting long acting

and permanent methods (LAPMs) offer a promising strategy for family planning

programs in that country (Ko et al., 2010). In Hetosa, relying on community

mobilization to raise awareness and change attitudes towards LAPMs proved to

be an effective approach, as did engaging HEWs to increase the accessibility and

availability of contraceptive services. Past experience shows that the best way to

influence women is through familiar, trusted people in the community. The project

capitalized on this approach by recruiting local leaders and community members

in each kebele to conduct the communication campaign and by training HEWs

who have already established themselves as trusted service providers (Negusse et



al., 2007) to insert implants. All of these individuals possessed the credibility and

influence to disseminate information about family planning and dissipate widespread

fears about implants and other long acting methods (Alemayehu et al., 2012).

The findings show that community members gained in knowledge, began gradually

shifting their attitudes toward family planning, and, most dramatically, embraced

long acting contraceptives. These positive results are evidence for replicating the

project in other areas, using the experience in Hetosa as a model. Key elements

of the project should be scaled up across Ethiopia, including designing and

implementing the communication campaign at the community level and building

the capacities of HEWs.

B. Sustainability

This project confirms past studies, which have concluded that family planning

programs must be sensitive to the surrounding culture and tailored to fit local

conditions in order to make a substantial impact on attitudes and practices. It is

critical that such programs are closely linked with the local community, as was

the case with of the Community based Family Planning Project in Arsi Zone.

To ensure that projects are sustainable, outside donors need to take a comprehensive

approach when working with a host country’s MOH. It is essential to design

projects that are in harmony with the existing health system and therefore can

be integrated into ongoing programs. Achieving this requires donors to investigate

the health system in the host country so that they can thoroughly understand

how it is administered and what strategies, policies, and priorities are in place.

Another way to increase sustainability is to work with a local research organization

or university that will remain present on the ground after the donor leaves.
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Appendix





Annex A. 2009 Consent Form and Questionnaire

COMMUNITY-BASED FAMILY PLANNING CAPACITY BUILDING

IN ARSI ZONE OF OROMIA REGIONAL STATE IN ETHIOPIA

Family Planning Method (FPM) and Mother and Child Health (MCH) 

Survey 2009

KOICA AND YONSEI UNIVERSITY INITIATIVE

ON STRENGTHENING THE DEVELOPMENT COOPERATION BETWEEN 

KOREA AND ETHIOPIA



Informed Consent Form for Participation

Good morning/afternoon! My name is ____________. I am a member of the

research team on Community Based Family Planning Capacity Building in Arsi

Zone (OromiyaRegional State of Ethiopia) carried out by Yonsei University in

collaboration with KOICA. It is believed that family planning services increase

clients' satisfaction which in turn contributes to higher contraceptive prevalence

rate. The purpose of this study is to assess the family planning methods and

mother and child health in Hetosa community.

The study is expected to generate important comments and recommendations

that will help to provide quality family planning service in the area. After conducting

a situation analysis and needs assessment in the current study, we would like to

provide quality family planning services within the community. To this end, the

information you provide us will be very important. Thus, we would like to ask

you a few questions about your knowledge, attitude and use/practice of family

planning services as well as other related questions for collecting relevant

data/information towards the achievement of the objectives of the study.

We would be very grateful if you could spendsome time to answer our

questions in this interview. We will not put your name or registration number in

the format and all the information you give us will be kept strictly confidential.

Your participation is voluntary and you are not obliged to answer any questions

you don't want to answer. But your honest participation will contribute to

generate information that can be used to provide quality family planning service

in your area.

Do I have your consent to continue?



If respondent’s answer is ‘Yes’ Continue;

if ‘No’, stop the interview and go to the next respondent.

Interviewers:

Name _________________Code number:__________ Signature_________________

Cheeked by supervisor/investigator,

Name: _________________________Signature___________



Informed Consent Form for Participation (for 15 17 years old adolescents)

Good morning/afternoon! My name is ____________. I am a member of the

research team on Community Based Family Planning Capacity Building in Arsi

Zone (Oromiya Regional State of Ethiopia) carried out by Yonsei University in

collaboration with KOICA. It is believed that family planning services increase

clients' satisfaction which in turn contributes to higher contraceptive prevalence

rate. The purpose of this study is to assess the knowledge, attitude and practice

of family planning methods in Hetosa community.

The study is expected to generate important comments and recommendations

that will help to provide quality family planning service in the area. After

conducting a situation analysis and needs assessment in the current study, we

would like to provide quality family planning services within the community. To

this end, the information provided by participants will be very important. Thus,

we would like to ask your daughters/sons a few questions about theirknowledge,

attitude and use/practice of family planning services as well as other related

questions for collecting relevant data/information towards the achievement of the

objectives of the study.

We would be very grateful if you could allow your daughters/sons aged 10 16

to participate in the current interview and to spend some time to answer our

questions based on her/his willingness. We will not put your name or your

participating children’s names in the questionnaires and all the information they

give us will be kept strictly confidential. Consequently, we kindly request you to

read the statement below and to put your signature which may enable us to

conduct the interview.

I, the undersigned, am the parent or legal guardian of the person being

invited to participate in the study. I have read the informed consent or have



had the informed consent read to me, was given an opportunity of clarification

of any questions I have regarding the study, and I give permission for my child

or legal word to participate in the study.

Do I have your consent to continue?

If respondent’s answer is ‘Yes’ Continue;

if ‘No’, stop the interview and go to the next respondent.

Parent’s/Guardian’s

Name, ___________________________Signature______

Date_________________









































Annex B. 2011-2012 Consent Form and Questionnaire

COMMUNITY-BASED FAMILY PLANNING CAPACITY BUILDING

IN ARSI ZONE OF OROMIA REGIONAL STATE IN ETHIOPIA

Family Planning Method (FPM) and Mother and Child Health (MCH) 

Survey 2011



Informed Consent Form for Participation

Good morning/afternoon! My name is ____________. I am a member of the

research team on Community Based Family Planning Capacity Building in Arsi

Zone (Oromiya Regional State of Ethiopia) carried out by KOICA. It is believed

that family planning services can increase clients' satisfaction which in turn

contributes to higher contraceptive prevalence rate. The purpose of this study is

to assess the family planning methodsand mother and child health in Hetosa

community.

The study is expected to generate important comments and recommendations

that will help to provide quality family planning service in the area. To this end,

the information you provide us will be very important. Thus, we would like to

ask you a few questions about your knowledge, attitude and use/practice of

family planning services as well as other related questions for collecting relevant

data/information towards the achievement of the objectives of the study.

We would be very grateful if you could spend some time to answer our

questions in this interview. We will not put your name or registration number in

the format and all the information you give us will be kept strictly confidential.

Your participation is voluntary and you are not obliged to answer any

questions you don't want to answer.But your honest participation will contribute

to generate information that can be used to provide quality family planning

service in your area.

Do I have your consent to continue?

If respondent’s answer is ‘Yes’ Continue;

if ‘No’, stop the interview and go to the next respondent.



Interviewers:

Name _________________Code number:__________ Signature_________________

Cheeked by supervisor/investigator,

Name: _________________________Signature___________
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