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Abstract

Introduction: There is near universal awareness of limiting (sterilization) and spacing
(IUD, Pills and Condom) techniques among women in Kerala, however the practice
varies. According to DLHS-3 report, there is still 7.1% unmet need for spacing and it is
21.9% for women with 1 child. This study aims to find the contraceptive use among
young married women between ages 20 — 29 years and also to find the factors that

influence the choice and use of temporary contraceptives for birth spacing.

Methods: A community based cross sectional study was conducted in 3 block
panchayats in rural parts of Trivandrum district. A total of 294 women (between 20-30
years, who were currently married and not yet taken permanent methods of
contraception) were interviewed for the study. An interview schedule was created
using socio demographic and other factors which was then translated to Malayalam

which was used for data collection.

Results: Current temporary contraceptive usage was found out to be 24.1% .It is
significantly affected by greater age at marriage (p=0.001), college education
(p=0.021), employment (p=0.014), ability to choose their own employment (p=0.065),
Christian community (p=0.032). In the study, 42.5% had ever used any contraceptives.
This was affected by same factors but also others like higher socioeconomic status
(p=0.007), motivation by family members (p=0.046), desire to have more than 1 child
(p=0.057) and having only 1 child (p=0.085). By logistic regression, age at marriage
(OR-2.44, p-0.006), religion (OR-2.20, p-0.020) were found as significant factors in

deciding current contraceptive usage when adjusted for other factors.

Conclusion: Age at marriage, education and religious beliefs affects the temporary
contraceptive usage. Women who are motivated by family members and with ability to
raise opinion about themselves also have increased usage. The general awareness about
emergency contraceptives and injectable form of contraceptive is low compared to

other methods.



Chapter — 1

Introduction and Literature Review

1.1 Introduction

According to World Health Organization (WHO), ‘Family planning allows
individuals and couples to anticipate and attain their desired number of children and the
spacing and timing of their births. It is achieved through use of contraceptive methods
and the treatment of involuntary infertility’. Thus the use of contraceptives for birth
spacing and limiting is a universally known fact, but, all over the world , health issues
related to lack of contraceptive use falls completely upon women.'A woman’s
reproductive history divides into three parts: the period prior to marriage, the closed
intervals between marriage and first birth and between births, and the terminal open
interval following the last birth.> A woman in a developing country has 97 times more
chance of death related to pregnancy than a woman in a developed country.3The risks

associated with women, in this context, are mainly
1) Pregnancies at very Young (<18 Years) and Old (>34 Years)aged mothers,
2) High Parities,
3) Pregnancies with Short Inter Pregnancy Intervals, and
4) Pregnancies that would end in Unsafe Abortion.”

Poor use of Family Planning measures is one of the major cause of maternal
deaths, child deaths , unintended pregnancies and Abortion(MTP or unsafe).5 In a
report by HRP (Human Reproductive Program), it states that spacing of births can not

only have positive effect on mother’s health and increase child’s survival, it will help



reduce poverty, create opportunities for women to take paid employment, empowers
young women and increases socio-economic and health benefits in general.6 Thus use
of contraceptives especially for birth spacing has increased benefits to the woman

(directly) as well as her family and society (indirectly).

1.1.1 Global Scenario

A global estimate of the incidence of unsafe abortion, which mostly results due
to non-use of family planning methods is over 14 unsafe abortions for every 100 live
births, amounting to 68,000 abortion-related maternal deaths each year.7Aborti0ns are
always the best indicators for lack of birth spacing and lack of use of contraceptives in
a fertile woman. Unsafe abortions are greater among adolescents and aged women with
unplanned pregnacies.8 In Indian surveys, since 1960’s, substantial proportions of
woman who want to stop or delay births do not practice contraception.gThese are the
women with Unmet Need (women who are fecund and sexually active but are not using
any method of contraception, and report not wanting any more children or wanting to
delay the birth of their next child).'’Family planning plays an important part in
deciding fertility and thereby women’s health. The various uses of contraception are
(a)delay the first pregnancy, (b)lengthen the interval between births, (c) reduce the total
number of pregnancies ,thereby reduce maternal morbidity and mortality to a large
extend.'" The use of temporary methods during closed birth intervals corresponds to
birth spacing and the use of any method of contraception in the terminal open interval
following a woman’s last birth corresponds to birthlimiting.2 Birth interval is the time
from one child's birth date until the next child’s birthdate.!' A study from India found,

in consensus to other international studies, that short spacing of pregnancies is a major



reason for early childhood deaths.'*Latest studies by USAID claim 3- 5 year birth
interval like Optimal Birth Spacing Initiatives(OBSI)'* as better than the earlier 2 — 3
years birth interval for reduction in risk of miscarriage, new-born death, and maternal
death. '*"In this context , the group had come up with a preamble which states that;*
In choosing the timing of the next pregnancy, individuals and couples should consider
health risks and benefits along with other circumstances such as their age, fecundity,
fertility aspirations, access to health-care services, child-rearing support, social and

economic circumstances, and personal preferences’.14

1.1.2 Developing Countries and Indian Scenario

According to WHO estimates, around 222 million women in developing
countries would like to delay or stop childbearing but are not using any method of
contraception. One in three deaths related to pregnancy and child birth can be averted if
all the women had access to contraceptive services (According to UNFPA report). In
resource poor countries the most important factors affecting maternal deaths are(a) Low
social status of some women and some families (b)Poverty at family and/or at
community level(c)Lack of access to modern family planning which results in high
fertility with unplanned plregnancies.8 Access to safe and voluntary family planning
counselling and services is essential to reduce the number of unintended pregnancies
and short birth intervals. Many demographic factors (age of the mother at the time of
delivery, order of birth and birth interval) and socio demographic characteristics
(maternal education, standard of living of family) influence the child survival during
infancy. 6 Understanding the factors of unintended pregnancies will enable policy

makers to reduce the obstacles that prevent families from having their desired number



of children, and improve maternal and child health.'"Infant mortality in the population
will decline as the level of contraceptive use rises. An analysis of DHS data in a study
showed that shorter birth interval are associated with higher child mortality.'® A study
states that an increase in the birth interval by 10 percent reduces mortality by 1.1 infant
deaths per 1,000 live births."’Healthy timing and spacing of pregnancy (HTSP) is a
critical, essential and preventive child survival intervention to help women, couples and
families to delay pregnancies or space birth of their children, with both health and non-
health benefits to women, children, men, the family and the community. A study
from Cambodia had women stating a wish to implement birth spacing for economic
reasons , health issues(weakness after repeated pregnancies).21 Some studies from
Zambia and Egypt shows that birth spacing is more influenced by non-economic
factors like health of the child and mother than cultural, social or economic factors.”>"
A study from neighbouring country Pakistan also shows that even with 73% current
usage of modern methods of contraceptives, use of temporary contraceptives is very
low and in that half is with condoms.*’On analysing data in a study on NFHS data in
India, it was found that, even if sterilization is done after 25 years of age in many
states of the country, the women will already be having more number of kids than the
total fertility rate(TFR) of the country.24 In Namibia , the young women (aged 15-24)
have been acknowledged to be an ‘at risk’ population in the country for reproductive
health issues and that has helped to gain importance to the group even at community

level.”



1.2 Review of Literature

Factors Affecting Birth Spacing

1.2.1Age at Marriage

The woman’s age at marriage is a great factor deciding the birth spacing. In
India, child birth with mainly male preference as early as possible, after marriage, is the
rule rather than the exception even today. Hence, the age at which a girl gets married
and thereby assumes the responsibilities of home and reproduction assumes importance
in a study of women’s health."" A study in south India states that the knowledge and
awareness of spacing techniques is lower among 20 — 24 year women than 25 — 34 year
old women.”®Another study revealed that total unmet need (limiting and spacing)and
unmet need for spacing reduces as the age of the women increases.”’ Early age at
marriage opens up a wider span of sexual exposure to the females and that most of
these women have two to three children by the age of twenty-four.” Even if the age at
marriage is low, if the women get motivated and start using temporary contraceptives at
a smaller age, they can acquire knowledge and habit of using contraceptives for spacing
births. **This aspect is lacking in Indian context where the age of marriage can go as
low as it wants within each state. Yet another study shows that girls who marry at age
less than 18yrs prefer more permanent contraceptives than temporary ones.”® Older the
woman, less restricted is her life and more is her likelihood of using contraceptives,

according to a study done in 4 villages in rural West Bengal, India.”

1.2.2 Socio Economic Status

Socioeconomic factors can complicate the chances of preventing maternal death



Or poor pregnancy outcomes.The effect of wealth on family planning is immense .A
study from Peru on its family planning policies showed that with the policies( to
provide family planning for the poor) actually benefitted the rich rather than the poor
and the people in the lower quintiles increased the use of traditional methods and
decreased modern methods use.”® Studies show that a lower socio economic status
triggers the sterilization of women rather than reversible methods due to the incentive
attached to it and also pressure from health workers.'” A study shows the influence of
socio cultural beliefs ,customs and factors on the woman’s knowledge and practice of
breast feeding ,which is a known method of spacing.3 ' Socio cultural Norms even
affect the choice of method as seen in a study here traditional methods of family
planning are the main method of fertility regulation and is practiced strictly for
culturally generated reasons in both rural and urban Ethiopia 32 Standard of living is
also a crucial factor in accessing knowledge on family planning.*°A study in sub
Saharan Africa also states that fewer number of less wealthy women use contraceptives

and they have fears of side effects and most of them are less educated.™

1.2.2.1Education

It is often seen from studies that higher the education of the woman (or partner)
better chances of spacing and contraception. It is mainly due to the fact that the
awareness is developing from a younger age and is practiced due to better
understanding of various issues related to lack of child spacing like maternal and child
health issues, socio economic factors etc.19,34,35,3 6 Many studies show the change in
acceptance level of spacing methods when women are given proper information(IEC)

and counselling( health education) on the same.37, 3 8,15 . A contrast to this finding was a



study in which women with better education showed more interest to compress their
childbearing to fewer years and participate in non-childbearing activities and hence
have short birth spacing.”® Another study showed that higher the education level of
mother more chances of sex selective abortion and lesser spacing.*Another study
among young school going adolescent girls in East Godavari District revealed that the
knowledge about menarche, menstrual hygiene were also poor.*' So having education
is different but giving proper education about all aspects of personal hygiene is also
important. A study done in K S Hedge Hospital, Mangalore, also supports the fact that
higher the education of the couple as such, higher was the contraceptive acceptance by
the couple.42A study done in Accra and Ghana,also supports the fact that higher the
education of woman (also the couple) higher the chance of using contraceptive methods

for reducing parity.43

1.2.2.2 Employment

In developed countries, the women are involved in employment according to
the education status of the woman. Educated women are more likely to be engaged in
occupations that are not readily compatible with bearing children .* These occupation
mostly decides the timing of the first birth and the spacing of the next births. The
women delay the first birth to have a longer working life and then space the next births
closely so as to minimise the loss of leave and wages attached to child birth.* An
above mentioned study in Accra and Ghana found that employment had a negative
effect on contraceptive use because women who are self-employed(major part of

study) do not fear maternity leaves.”



1.2.3 Religion

There is a disparity among studies on religion as a factor influencing spacing.
One of the studies found out that there is more spacing methods among Hindus and
Sikhs® and two other studies showed more spacing of births and child survival
among Christians.'**>**. There is a comparatively lower use of any method for spacing
among Muslims. ** A study in Karnataka ,shows that Muslim women showing a
strong inclination towards not using any contraceptives and having more number of

children for having a male child.*®

1.2.4 Gender Issues

The gendered aspect of birth spacing is an understudied area. There are studies
that mention the presence of decision making potential playing a crucial role in birth
spacing and limiting.5 Women oblige to not using spacing methods due to lesser
economic importance, family pressure, male resistance to family planning .>'**"* In a
study, husbands were found to show more concern on the health of the child rather than
the mother.**In contrast to this, another study done in Nepal among men, they admitted
that they take decisions mostly by themselves about their wife’s health issues as well as
on family planning.48 In the Indian context, a woman is not empowered to take
decisions on family planning or use of health care ,thereby creating a wide gap in
contraceptive knowledge and actual practices between women’s reproductive
intentions and contraceptive behaviours.’ According to a study, the couples joint
reproductive decisions and use of available household resources to access services and

practice healthy behaviours influence birth spacing.13 In another study it was found that

men considered family planning as female sterilisation and contraceptive use as birth



spacing. ¥ Another study in a colony resettlement in Delhi, showed that contraceptive

usage was higher in houses where a joint decision was taken by the spouses.50

1.2.5 Myths and Misconceptions

Misconceptions about Birth spacing play a crucial role in the lack of usage of
various methods. Many studies have shown that fear of side effects on health of women
is a general concern amongst the people thereby leading to reduced usage of birth
spacing methods.” In a study, many women repeatedly stated that modern family
planning would cause birth defects, fertility and adverse health effect. 37 The influence
of such myths and misconceptions in Indian communities make it difficult and time
consuming for providers (health workers) to counsel for spacing thereby leading to
increase in limiting methods.” A study from Pakistan on IUCD usage revealed that
misconceptions can be present among both users as well as the providers.
Misconceptions in users can vary from usage related health issues to distrust on the
provider and among providers it was due to lack of knowledge about usage leading to
inadequate counselling .”' The study from Pakistan also highlights the fact that usage of
temporary contraception by women mainly depends on their personal perception of
methods even in a Muslim predominant country as Pakistan.”’ A study was conducted in
Western Nepal to find out the reality of rumour about a few women getting sick from
using hormonal contraceptives which could create enough pressure to reduce the use of
these types of contraceptives .The study revealed that women who used these methods
(long term ) were 100% devoid of side effects.” This shows that misconceptions about
health effects of contraceptives can be verified and rectified through research. A study

done among men from Nigeria shows that men had misconceptions about the side



effects of using contraceptives. They feared that if any illness was to occur, the indirect
costs will be high and also they will not get assistance from anyone during difficulties,

hence they opt for sterilizations and abortions.™

1.2.6 Health System

The belief on the health care system and provider is crucial for the increase in
birth spacing method usage among women. Women who experience any side effects in
contraceptive usage, tend to run to and discuss more to a health care provider.54 There
are studies that show that health workers do not impart sufficient knowledge to women
on spacing techniques especially breastfeeding leading to incorrect use of methods.’An
interventional study shows that the incorporation of ASHA as well as Anganwadi
Worker for providing data and advice on spacing helped to get better results in the
experimental area 2* Positive interactions and experiences with providers at health care
centres help women open up about their illnesses even on reproductive issues.”'In a
community based intervention study in Meerut, it was found that prior to the study the
community health workers knew nothing of the lactational amenorrhea method and
that along with various beliefs and practices exist within the community shows that
such studies educate the masses as well as providers so that there is proper use of
various methods for birth spacing.5 In a study mean reported as being ignored by
government health workers in matters concerning reproductive health and family
planning, the reason being the health workers now being prepared to include men YA
study in Vishakhapatnam among female medical students showed that in final year
MBBS students with good knowledge about Emergency Contraceptives(EC) in only

68%.%°

10



1.2.7 Survival Status and Sex of Index child

When it comes to sex of index child there is a difference among various studies.
A shorter birth intervals can be when the index child is male '* but short birth intervals
can also be seen with a female index child .* This can be largely due to cultural
variations in the two settings (Ethiopia and Mozambique). In another study from Tamil
Nadu, it was found that sex of index child did not act as an important factor in birth
spacing though there is a greater interval after the birth of a male child .The study also
showed that survival of the index child did play an important role.”® A study done in
Manipur fund that survival status of the index child is also a factor that can influence
child spacing patterns among couples.57 Yet another study done in 3 countries Nepal,
India and Bangladesh, showed that male child preference was strong and affects
contraceptive use both for spacing as well as limiting.SSAnother study from Bangladesh
showed that the increase in family size and desire for a larger family (number of
children will be more) when there is child mortality.” In the study done in rural West
Bengal, the mind-set of the people was that the measure of family size and its
composition was related to the total number of living children and also to the total

number of sons that again was positively associated with the use of contraception.29

1.2.8 Media Exposure

Many studies reveal that media exposure for women work towards increasing
the birth interval between births as well as lengthen the period between first birth and
marriage.5 ® DLHS report also showed the influence of media as a positive factor for

contraceptive use® but its effect on spacing is not known
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1.3 Rationale

India was the first country to start a National Family Planning Programme
(1952) with the objective of “reducing birth rate to the extent necessary to stabilize the
population at a level consistent with requirement of national economy.®' The program
was successful for couples who have reached their desired family size but failed to
educate the masses about the concept of Birth Spacing and its advantages.™ In the
‘80s, India adopted the “cafeteria approach” to raise the prevalence of contraceptive
methods among eligible couples.9 The country had taken up various positions to reduce
fertile periods in women. India had tried the ‘Target Driven Approach’, Sterilization
camps, ‘Minimum Needs Approach’, became a member of United Nations, entered
conferences and in the end the reduction in values have not been up to mark. In India,
people often equate the term family planning with sterilization, although government
policies aim to promote the use of reversible methods.35Three—quarters of contraceptive
users in India are sterilized i.e. 3 out of 4 contraceptive users are sterilized (NFHS1)
which is five times the level in developing countries.*There is near universal awareness
of limiting (sterilization) and spacing (IUD, Pills and Condom) techniques among
women in Kerala, India. The practice however varies in the state. The total women
using any type of method for contraception is 64.4% and modern method(IUD ,Pill,
Condom) is 55.9%.There is still 7.1% unmet need for spacing and it is 21.9% for
women with 1 child (total unmet need for limiting and spacing — 15.8%) . When the
government health facility is utilized by 62.9% of sterilizations only 21.2% have
availed the same for Spacing methods.“There are less number of studies on the
utilization of health care by women and even less studies on the utilization of health

care facilities for reproductive health issues by married women. There should be lesser
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victim blaming and more understanding of the barriers that make it difficult for women
to receive adequate, appropriate and timely care.""These barriers are tobe identifiedand
studied vastly to draw out policy recommendations that can help women reduce their

unmet needs.
1.4 Research Questions

The following were the research questions

U What are the current practices of temporary contraceptives for birth spacing
among married, non-sterilized women in the age group 20 -29yrs in Rural

Trivandrum?

U  What are the various socio demographic factors that influence the choice and
use of temporary contraception for birth spacing among the currently married

women of age group 20 — 29 years?

U What is the awareness among the currently married women of 20 -29years

about various types of contraceptives for birth spacing?
1.5 Objectives

U To assess the current practice of temporary contraceptives for birth spacing

among the married, non-sterilized women in the age group 20 — 29 years.

U To assess the socio demographic factors influencing the choice and use of
temporary contraception for birth spacing among the married women of age

group 20 — 29years.

U Assess the awareness of contraceptives for birth spacing among currently

married women of age group 20 — 29 years.

13



Chapter 2

Methodology

2.1 Study type : Study was a community based cross sectional survey
2.2 Study setting: Rural Trivandrum District, Kerala, India

2.3 Sample size estimation: Using data from DLHS 3 report,”’ sample size was

calculated with an anticipated prevalence of temporary contraceptive use of 16%
using data from DLHS 3 report and precision of 6%. A design effect of 2 was used
as it was a cluster sampling. Using Open Epi Version 3.01, the result was found to

be 287 which was rounded off to 300.

2.4 Sample Selection Procedure

2.4.1 Study population: Women living in rural parts of Trivandrum who are

married and are in the age group of 20 — 29years. The study will be
conducted among married women of age 20 — 29 years. This age group has
been selected because in Kerala the age at marriage is 22.6 years (SRS

2010) and the mean age at sterilization is 26.8 years (DLHS -3 Report).

2.4.1.1 Identifying cluster: Study clusters have been identified by Multistage Cluster

Sampling method. From the total of 11 block panchayats in Trivandrum
District, 3 Block Panchayats was randomly selected using the lottery method.
Then within these 3 block panchayats, 2 gramapanchayats were selected from
each block. This was also a random selection using lottery technique. Thus,

there was a total of 6 gram panchayats involved. From each of the gram

14



panchayat, 5 wards were selected. Thus there was a total of 30 wards in the
study. The ward was considered as a cluster. These wards werealso selected
randomly using the lottery technique. From each ward, a total of 10 women
were selected who met the inclusion criteria. Thus there were 300 women from

the clusters in total. The total number of clusters was 30.

2.4.1.2 Selection of households and study participants: Principal Investigator (PI)

recruited the participants based on the inclusion or exclusion criteria. The
recurrent process was done through the household visits by the PI. In each
cluster, 10 participants were selected [total participants (300) / total number of
clusters (30)] and were interviewed. Finding 10 eligible participants from a
ward is usual but in the condition of non-availability of expected participants in
any cluster, adjacent ward will be considered for the data collection. Within a
cluster, the first house was selected by taking a random street from the centre of
the ward. The same procedure was continued until the total sample of 10
participants in each cluster is obtained. This process was followed in all the
selected 30 clusters in three blocks till a sample size of 300 participants is
obtained. Selection of the participants were done on the basis of lottery method

if more than one participant was found eligible and present in the household.

2.5 Data Collection Technique: Data will be collected by using structured interview

schedule, developed by the researcher based on the objectives of the study by

considering inclusion and exclusion criteria as stated below

U Inclusion Criteria

= Currently married Women

15



= Age group 20 — 29yrs.

=  Women with or without children

U Exclusion Criteria

= Mentally ill women

=  Women who have undergone sterilization

=  Women with partner who has undergone sterilization

2.5.1Plan for Data Collection and Analysis:

Data was collected using a structured interview schedule. The interview
schedule wasbe used to collect details on age at marriage, socio economic factors,
religion, myths and misconceptions, gender issues, health care, survival status of index
child and media exposure(Refer to Annexure II). The interview was conducted by the
principle investigator itself. Self-reporting was considered as final source of

information.

At the first step, all the data sheets were checked manually and were corrected.
Later, the data were cleaned using computerized cleaning process. Then, data were
entered into Epi Data software, version 3.1 into an already prepared data entry platform
(in same software). Data analysis process using SPSS software, version 21,were started
once the data entry process finished. In addition to descriptive data analysis, statistical
tests were also performed to find out the significant relation between the different

variables. Data analysis were done on the basis of research objectives (Diagram 1). Non
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response rate were calculated using the information gathered through the screening

process section of the interview schedule.

Diagraml: Statistical Analysis in SPSS

Univariate analysis were done on all the variables that are
collected using the interview

Bivariate analysis done using cross tabulations and the \\/
significantly associated variables identified. The statistical
significance determined with Pearson's Chi Square Test.

Multivariate analysis done with the significant factors( p- v

value < 0.05) that emerged from the bivariate analysis.
Binary Logistic regresssion done ,and the most important
factor (s) identified.

2.6 Expected OQutcome:This study shall provide an understanding of the awareness

about various contraceptive methods and the factors affecting the choice and use
of Temporary contraceptives for birth spacing by young, married rural women.
This study will help to further understand the barriers for using temporary
contraceptives which might be the reasons leading to increased use of
sterilization(male or female) as a family planning method, shown by the young
age at sterilization in the state. As public health relevance, this study may
contribute to frame some appropriate strategies in promoting the women,
especially the ones in their younger age, take up temporary contraceptives for birth

spacing and not opt for permanent sterilization as a family planning measure
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2.7 Ethical Consideration: The study was conducted after obtaining an approval

from the Institutional Review Board of Sree Chitra Thirunal Institute for Medical
Sciences and Technology (Refer to Annexure V).Written informed consent for
participating in the study was taken from the study participants (See Annexure I).
Consent form has also research subject information sheet containing the
information about the study, purpose of the study, and the contact details of
principal investigator (PI) and Member secretary. It has been translated into local
language, Malayalam (Refer Annexure III, Annexure IV). One copy of the signed
informed consent form including research subject information sheet also handed
over to the participants. In case of illiterate study participants, research subject
information was explained to participant before taking her thumb impression and
the same witnessed by a literate person. Respondents had the right in either
accepting or refusing to participate, and in withdrawing participation at any time
of the study without any explanation and consequence. Respondents were
informed the voluntary nature of participation, study objectives and the potential
benefits and risks of participation. Utmost priority was given to protect the privacy
and confidentiality of the personal information of the participants and the collected
information will not be shared with anyone not involved in the study. At no stage
will the identity of the participants be revealed and for this a unique identification
number with block, cluster, and participant code was assigned to each participant.
All hard copies of filled interview schedules and consent forms will be kept under
the custody of principal investigator and will be destroyed properly when they are

deemed no longer needed or after one year of dissertation report submission,
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whichever comes first. The participants were also given a chance to ask any

question, query or doubt related to the study(Refer to Annexure I)

2.8 Project management

2.8.1 Staffing and work plan

The principal investigator collected data by interviewing the participants.
Interviews were done at a time and place that is convenient to the investigator
and participant. The participants were asked for consent for the study before

interview is performed.

2.8.2Administration: The study was administered by the principal investigator.

2.8.3Plan for dissemination

- The final thesis report will be submitted to institute for evaluation.

- The findings from the study will be presented in scientific meetings and

conferences.

- The findings will be published in peer reviewed scientific journals.

2.8.4 Data storage, transfer and management

The data collected using interview schedule will be stored in a safe manner.
Backup of data in external drives will be done regularly to avoid any scope of
data loss. Principal investigator will ensure that the risk of disclosure is
minimized by only reporting data in aggregate form. The data from this project

will not be made available for any other purpose outside the narrow confines of
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what’s applicable for the study. Copies of the complete report shall be
submitted for evaluation to the Achutha Menon Centre for Health Science
Studies, Sree Chitra Tirunal Institute for Medical Sciences and Technology,

Thiruvananthapuram.

2.9 Variables for study

O Socio Economic Factors

1. Income of the House hold

2. Educational Status (years of schooling)

3. Employment Status.

a. Type of employment

b. Current status of employment (employed /not employed)

c. Contribution to family income.

O Religion

1. Religious inclination

2. Religion difference in couple

0 Myths& Misconceptions

1. Knowledge of spacing

2. Individual Perception of Spacing (use/importance, benefits)
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Knowledge of various techniques
Modern (IUD, Condom, Pills)

Traditional (withdrawal, rhythm, lactational amenorrhea)

Knowledge about usage of technique

Knowledge of availability
Setting (Medical [government, private, pharmacy] institution, Local Health
Worker)

Type of provider (doctor, nurse, local health worker)

Q Health Care

. Setting used (government, private)

. Type of interaction with provider

. Advice provided by provider

O Index Child

. Sex of index child

. Health of index child

¢ Long term illness

® Frequent illnesses

¢ Past hospitalizations (last 6 months)
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Q Outcome Variable

1. Current Use of temporary contraceptives for Birth Spacing.

2. Ever used Temporary Contraceptives for spacing.

Awareness about temporary contraception will be assessed by using some of the
variables like types of methods heard, availability of various methods, advice provider

of methods, ever used any of the mentioned methods.

22



Chapter 3
Results
A total of 294 women were interviewed for the study from 3 block panchayats

in rural Trivandrum. The data were entered into Epidata (version3.1) and then exported

to SPSS (version 21) where the data was cleaned and used for the analysis.

3.1Univariate Analysis

The Age group of the population as pre-determined 20 — 29yrs and the mean
age of the population under study was 24.74 (SD 2.07). Women belonging to a nuclear
family were 217(73.8%) of the population and 77(26.2%) belonged to a non-nuclear
type of family. 219(74.5%) women were currently living with their spouse but
75(25.5%) women were having husbands who were currently living away from the

houses. (Table 1).

The socio economic status was sub divided as BPL card availability, level of
education and employment. Women who belonged to BPL were 179(60.9%) and APL
were 115(39.1%). The number of women who had school education was 104(35.4%)
and those with college education were 190(64.6%). Women who were currently
employed were 200(68.5%) and the unemployed women in the study were 92(31.5%).
Women who took their own decision about their employment were 135(66.2%), and
women with husband and other people taking decision for employment were 41(20.1%)
and 28(13.7%) respectively. The women who contributed Rs 10,000 or less than that

amount to family income were 77(42.5%), and the women who contributed Rs 10,000
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to Rs 20,000 to family income were 82(45.3%). The women who had and contributed

more than Rs 20,000 to family income were 22(12.2%).

Based on religion, the number of women in Hindu religion were 197(67%), the
women in Christian religion were 55(18.7%) and Muslim women in the study

population were 42(14.3%).

Tablel: Socio demographic characteristics of study population

Characteristic n (%) N
Type of family
Nuclear Family 217(73.8) 294
Non-Nuclear Family 77(26.2)
Living with Spouse
With Spouse 219(74.5) 294
Without Spouse 75(25.5)
Level of education
School education 104(35.4) 294
College education 190(64.6)
Current status of employment
Employed 200(68.5) 292
Unemployed 92(31.5)
Decision on Employment
Self 135(66.2)
Husband 41(20.1) 204
Others 28(13.7)
Contribution to family income
<10,000 77(42.5)
10,000-20,000 82(45.3) 181
>20,000 22(12.2)
Economic Status
BPL 179(60.9) 294
APL 115(39.1)
Religion
Hindu 197(67) 294
Christian 55(18.7)
Muslim 42(14.3)
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The health seeking behaviour of family was also analysed (Table 2). The family
when they had any family member other than the woman (participant) sick the type of
facility taken for cure were asked and the women who took family members to
Government hospital in city were 74(25.2%) and women who took members to private
hospital in city were 53(18%). The women who took their ailing family member to
PHC nearby were 149(50.7) and to private clinics nearby their residence were
18(6.1%). When the woman (participant) was the ailing member in the family, the
number of people using medical store nearby became 193(66.3%) and the people who
visited the PHC became 86(29.8%) and the women who used either a government

hospital or private clinic were 10(3.5%).

Table 2 : Health Seeking behaviour characteristic of sample population

Characteristic n (%) N

Health care facility for family

Government hospital 74(25.2)
PHC nearby 149(50.7) 294
Private Hospital 53(18)
Private Clinic nearby 18(6.1)

Health Facility for woman’s ailments

Medical Store 193(66.3)
Pharmacy 86(29.8) 289
Others* 10(3.5)

* Includes private and government hospitals
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The age at marriage of the participating women were analysed and the median
age was identified as 21 years (minimum 18yrs to 26yrs and range of 8).The age at
marriage as above the median value of marriage age which were 66(23.3%) and less
than median age at marriage which were 217(76.7%) . The previous pregnancy related
details are studied in Table 3.The ideal age gap between 2 children in a family was
agreed to be 0-1 years by 4(1.4%), 1-2 years by 14(13.9%), 2-3years by 125(42.5%)
and lastly 3-4 years by 124(42.2%). The current number of children for the woman, in
the family were also noted. There were no children (also includes currently pregnant
women) for 99(33.7%) women, 1 child only for 118(40.1%), and women with 2 or
more children were 77(26.2%). The women who desired only 1 child were 127(43.2%)
and those who wanted 2 children were 148(50.3%). The women who wanted 3 children
in their family were 19(6.5%).The women who could discuss their desired family size
with their husband were 131(44.6%) and the women didn’t discuss with their husband

were 163(55.4%).

Women who had planned their previous pregnancies were 134(45.6%) and who
didn’t plan their pregnancies were 86(29.3%). The women who have had an abortion in
their married life were 71(24.1%) and those that didn’t have any abortions were
213(72.4%). The health status of previous child was good or healthy for 148(50.3%)

and 39(13.3%) women had unhealthy child.
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Table 3: Previous births and related details about study population

Characteristic n (%) N

Ideal age gap between children

0-1 yrs. 4(1.4) 294
1-2yrs 14(13.9)
2-3yrs 125(42.5)
3-4yrs 124(42.2)
Number of children
No child 99(33.7) 294
1 child 118(40.1)
>?2 children 77(26.2)
Desired number of children
1 child 127(43.2) 294
2 children 148(50.3)
3 children 19(6.5)
Discussed with husband
Yes 131(44.6) 294
No 163(55.4)
Planning of Previous Pregnancies
Planned 134(45.6) 220
Never planned 86(29.3)
Ever had Abortions
Yes 71(24.1) 284
No 213(72.4)
Health condition of previous child*
Healthy 148(50.3) 187
Unhealthy 39(13.3)

*Considers children with long term illnesses or get frequently ill
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The current use of temporary contraceptives in the study population was
71(24.1%) and the women who ever used any form of temporary contraceptive for birth
spacing were 125(42.5%) (Table 4). The modern methods of contraceptives (Pills,
IUD’s, Condom, Emergency Contraceptive) were used by 58(81.7%) and traditional
methods (rhythm, withdrawal) were used by 13(18.3%)of them. Women who got
professional motivation (doctors, nurses or Local Health Worker) for contraceptive
usage were 50(70.4%) and those who got non- professional motivation were

21(29.6%).

Women who had never had a local health worker visit them were 18(6.1%),
who gets a visit ever month were 101(34.4%) and gets a visit once in 2 months or more
were 175(59.5%). Women who felt their local health worker was them providing
adequate information on family planning were 258(87.8%), there was mutual
understanding of information being provided were 209(71.1%), the health worker was
responsive to their queries 234(79.6%), health worker was providing and maintaining
privacy were 242(82.3%) and health worker gave proper solutions to problems related

to temporary contraceptive usage were 222(75.5%).

Women who had intention of taking contraceptive in their future were
159(54.1%) and the women who have not yet decide whether or not to use any method
in future were 126(42.9%). The most commonly suggested method for use was IUD’s
which was 64(40.3%) then Female Sterilization which is 50(31.4%) then pills which
was 33(20.8%).Male methods like male sterilization and condoms were given as option

by 12(7.5%).
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Table 4: Details related to Family Planning and Contraceptive Usage in the study

population
Characteristics n (%) N
Current usage
Yes 71(24.1) 294
No 223(75.9)
Ever used Methods
Yes 125(42.5) 294
No 169(57.5)
Methods used
Modern 58(81.7) 71
Traditional 13(18.3)
Motivator for usage
Professional 50(70.4) 71
Non Professional* 21(29.6)
Local Health Worker visits
Never seen 18(6.1) 294
1 month 101(34.4)
>?2 months 175(59.5)
Health Worker Characteristic
Adequate information 258(87.8) 294
Mutual understanding of Information 209(71.1)
Responsive to queries 234(79.6)
Maintaining privacy 242(82.3)
Solutions to problems with usage 222(75.5)
Intention to use in future
Yes 159(54.1) 294
No 9(6.1)
Not yet decided 126(42.9)
Method intended for future use
IUD’s 64(40.3) 159
Female Sterilization 50(31.4)
Pills 33(20.8)
Male Methods** 12(7.5)

*includes husband, mother, friends relatives **Includes condoms and Male
sterilization
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The awareness about various contraceptives available currently in health care
facilities were analysed. The total women in the study (100%) had heard about the pills
and Condom/Nirodh. When 51% of the women had at least heard about Emergency
Contraceptives (EC) only 25% women in the entire study had even heard about
Injectable form of temporary contraceptive. The knowledge about traditional methods
were also varying, but more than 95% of the women knew the 2 types of traditional

methods (rhythm and withdrawal) that were asked in the interviews.

The use of contraceptives varied even in this population. The women who had
heard of pills was high but its usage was only 29.5%. The usage of condoms was higher
when compared to pills but was only 50.5%.The use of other methods like Emergency
contraceptives and IUD’s were 8.1% and 22.8%. The use of injectable was nil in the
population. The use of traditional methods was also less than the knowledge about the
method. The use of rhythm method and withdrawal method was only 42.7% and 33.4%

respectively. The values are provided in Table 5.

30



Table 5: Knowledge and Use of Temporary Contraceptives in the study

population

Method Heard of method Total Used Total

Pills 292(100) 292 86(29.5) 292

IUD’s 284(97.3) 292 66(22.8) 289
Injectable 73(25.1) 2901 - -

Condom/Nirodh 292(100) 292 146(50.5) 289

Emergency Contraceptive 149(51) 292 23(8.1) 285

Rhythm Method 283(98.3) 288 120(42.7) 281

Withdrawal Method 279(95.5) 292 96(33.4) 287
Male Sterilization 286(99) 289 - -
Female Sterilization 286(99) 289 - -

The awareness about availability is also noted about every method in Table 6.

Government hospital was considered to be providing pills by 57(19.8%), IUD’s

273(96.8%), injectable 58(90.6%), condom 3(1.1%), Emergency Contraceptives

44(27.5%), and sterilizations by 90% of the women. Private hospitals was considered

by less number of women as facility with availability of methods .It was

14.3%,51.8%,50%,1.1%, 13.1%,59.4%,63.7% for pills, IUD’s, injectable, condom, EC,

rhythm, withdrawal, male and female sterilization respectively. The pharmacy was

considered the place of availability for methods as 35.5%, 7.8%, 64.3%, and 73.1% for

pills, injectable, condoms and EC. The local health worker was considered a person

who will be able to provide the following methods pills, condoms and EC by 61.1%,

58.9% and 7.5%.
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Table6: Awareness about Availability of contraceptive methods

Availability
Method Government Private Pharmacy LHW N
hospital Hospital
Pills 57(19.8) 42(14.3) 154(35.5) 176(61.1) 288
IUD’s 273(96.8) 146(51.8) - - 282
Injectable 58(90.6) 32(50) 5(7.8) - 64
Condom 3(1.1) 3(1.1) 183(64.3) 168(58.9) 285
Emergency 44(217.5) 21(13.1) 117(73.1) 12(7.5) 160
contraceptive

Male sterilization 260(91.9) 168(59.4) - - 289
Female sterilization 264(91.3) 184(63.7) - - 289

On seeking advice about various methods doctor, nurse and local health worker

was considered as given in Table 7.50.4% for pills, 97.5% for IUD’s, 100% for

injectable, 10.8% for condoms, 90.4% for EC,30.2% for Rhythm, 16.3% for

withdrawal, 97.5% and 98.9% for male and female sterilizations respectively was the

proportion of women who gave answers as doctor being the person who can give

advice for each of those methods. Nurse was least of the 3 categories. IUD’s, EC,

Rhythm, Withdrawal, Male and Female sterilization were 2.5%, 9.6%, 1.9%, 2%,

2.1%, 2.1%. Women who thought LHW can be approached for advice on method usage

were 66.2% for pills, 49.3% for IUD’s, 39.5% for injectable, 94.1% for condom, 18.6%

for EC, 80.5% for rhythm, 85% for withdrawal, 9.9% for male sterilization, 8.5% for

female sterilization .
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Table7: Awareness on seeking advice about each method

Adyvice Provider

Method Doctor Nurse Local health N
worker
Pills 143(50.4) - 188(66.2) 284
IUD’s 275(97.5)  7(2.5) 13(49.3) 282
Injectable 76(100) - 30(39.5) 76
Condom 25(10.8) - 209(94.1) 222
Emergency Contraceptive 141(90.4)  15(9.6) 29(18.6) 156
Rhythm 48(30.2) 3(1.9) 128(80.5) 159
Withdrawal 25(16.3) 3(2) 130(85) 153
Male sterilization 275(97.5) 6(2.1) 28(9.9) 282
Female sterilization 279(98.9) 6(2.1) 24(8.5) 282

According to 137 women, the various reasons for lack of use of temporary
contraceptives were as given in Diagram 2.The common reasons for non-use of
temporary contraceptives were infrequent sex by 5(3.6%) women, husband away from
house by 26(19%) women, opposition to use by 44(32.1%) women, prohibition by their
religion by 20(14.6%) women, current state of pregnancy by 36(26.3%) women and

undergoing infertility treatment by 6(4.4%) women.
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3.2Bivariate Analysis

The factors identified from literature review were taken from the previous
analysis and cross tabulated with the outcomes of interest: current use of temporary
contraceptive and ever use of temporary contraceptive (Table 8-10). Current use and
ever use of temporary contraceptives for spacing for age at marriage less than 21yrs
(median) was 41(18.9%) and 83(38.2%).The same for age at marriage more than 21yrs
was 26(39.4%) and 35(53%) .This difference in groups were significant with both

outcomes having a p-value of 0.001 and 0.033.

Education was also seen to have a significant difference between both the
groups (current use 0.021 and ever use 0.0001) .The school qualification group showed
17(16.3%) and 28(26.9%) and college educated group showed 54(28.4%) and

97(51.1%) current use and ever use respectively.

Currently employed women showed 57(28.5%) and 94(47%) current use and
ever use whereas unemployed women showed 14(15.2%) and 30(32.6%) for the same.

This difference between groups were significant with p value of 0.014 and 0.021
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When women took decision for their own employment there was 44(32.6%) and
73(54.1%) current use and ever use of contraceptives for spacing. The other category
showed14 (20.3%) and 24(34.8%) of use (current and ever).There was significance

only for the ever used group (p value 0.013).

BPL card holders were having 40(22.3%) of current contraceptive usage and
65(36.3%) ever use whereas APL card holders showed 31(27%) and 60(52.2%). The

significance in the group was only for ever used contraceptives for spacing (0.007).

Religion is another variable that showed a significant difference amongst the
groups which was significant for the current use of temporary contraceptives for birth
spacing (p value 0.032). Hindus had 45(22.8%), Christians 20(36.4) and Muslims had
6(14.3%) of current use where as they all had 87(44.2%), 23(41.8%) and 15(35.7%) of

ever use which was not significant in the difference (p value 0.599).

Table 8: Bivariate analysis of socio demographic factors with outcome variables

Characteristic Current use p-value Ever use p-value

Age at marriage

<21 41(18.9) 0.001* 83(38.2) 0.033*
>21 26(39.4) 35(53)
Education
School 17(16.3) 0.021* 28(26.9) 0.0001*
College 54(28.4) 97(51.1)

Current occupation
Employed 57(28.5) 0.014%* 94(47) 0.021*
Unemployed 14(15.2) 30(32.6)
Decision of Employment

Self 44(32.6) 0.065 73(54.1) 0.013*
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Others 14(20.3) 24(34.8)

Socio Economic Status

BPL 40(22.3) 0.362 65(36.3) 0.007*
APL 31(27) 60(52.2)
Religion
Hindu 45(22.8) 0.032* 87(44.2) 0.599
Christian 20(36.4) 23(41.8)
Muslim 6(14.3) 15(35.7)

*p-value<0.005

The outcome variables were then cross tabulated with certain details collected
pertaining to previous child births of the women. Women with planned pregnancies
gave 36(26.9%) and 69 (51.1%) of current use and ever use of temporary
contraceptives and the ever use was significantly associated with the not planned

category of women with 21(24.4%) and the p value was 0.0001.

In the current number of children, no child category women were 19(19.2%)
who were currently using contraceptives and 49(49.5%) was the ever use of temporary
contraceptives. The women having a child or more were 52(26.7%) current users and
76(39%) ever used contraceptives for spacing. The association was not significant. This

has been shown in Table 9.

Women with desire to have only 1 child were 32(25.2%) current users and
62(48.8%) ever used any method and the women with desire of more than or at least 2
child were 39(23.4%) current users and 63(37.7%) ever used any temporary

contraceptives. The association was however not significant in both variables.
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Women who discussed with their husband about their desired number of
children in family were 30(22.9%) current users and 65(49.6%) ever users. Among the
women who never discussed about family size with husbands were 41(25.2%) current
users and 60(36.8%) ever users of temporary contraceptive for birth spacing. The

association with ever used any contraceptives for spacing is significant (p value 0.027).

Table 9: Bivariate analysis of previous births and related matters of participants

Characteristic Current  p-value  Ever use p-value

use

Planning of pregnancies

Planned 36(26.9)  0.159 69(51.1) 0.0001*
Not planned 16(18.6) 21(24.4)
Number of children present
No child 19(19.2)  0.157 49(49.5) 0.085
>1 child 52(26.7) 76(39)
Desired Number of children
1 child 32(25.2) 0.714 62(48.8) 0.057
> child 39(23.4) 63(37.7)
Discussed with husband
Yes 30(22.9)  0.595 65(49.6) 0.027%*
no 41(25.2) 60(36.8)

*p-value<0.005

The outcome variables were further tested with health care related factors for
the significance (Table 10). The women who found it easy to access the health care
facility were 41(24.4%) current users and 64(38.1%) were ever users of contraceptives
for spacing. The women with difficulty in accessing any health care facility were
30(23.8%) current users and 61(48.4%) were ever users of temporary contraceptives.

The association was not highly significant.
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Women who were motivated by health care professionals were 50(100%)
current users and 28(56%) ever users. The women who were motivated by family
members like husband, mother, friends / enemies were 20(95.2%) current users and
17(81%) were ever users. The association was significant for ever users of temporary

contraceptives (p value-0.046).

The women who felt their local health worker had a good character were
62(23.6%) current users and 114(43.3%) ever users. The women who felt their local
health worker had a bad character towards them were 9(29%) and 11(35.5%) but this

variable association was not at all significant with outcome variables.

Tablel10: Bivariate analysis of Health Care Related factors

Characteristic Current Use p-value Ever Use p-value

Health care facility accessibility
Easy 41(24.4) 0.906 64(38.1) 0.077
Difficult 30(23.8) 61(48.4)
Motivator for usage
Professional 50(100) 0.120 28(56) 0.046%*
Non-professional ** 20(95.2) 17(81)
Local Health Worker Character
Good 62(23.6) 0.502 114(43.3)  0.402

Bad 9(29) 11(35.5)

*p-value<0.005  ** includes husband, mother, friends/relatives.
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3.3Multivariate analysis

The factors that were found significant (p<0.05) were considered for a
multivariate analysis of the outcome variable current temporary contraceptive usage.
The multivariate analysis for ever used temporary contraceptives was not done due to
the fact that some cells in the previous analysis yielded very low values. A binary
logistic regression analysis was done with the variables age at marriage, educational
qualification, current status of occupation and religion .Using Backward LR, 2 factors,
namely age at marriage and religion, were found to have significant effect on the

outcome. The end result has been shown in Table 11.

Age at median which is categorised with the median value(21) was seen to have
an Odd’s Ratio of 2.44 and 95% confidence interval(CI) of 1.285 — 4.647 when

compared to the reference category .This was significant with a p-value of 0.006.

Regarding religion, Christians compared to Hindus showed an Odd’s Ratio of
2.20 and CI of 1.09 — 4.44 with a significance of 0.027.Muslim category shows an
Odd’s Ratio of 0.66 and a 95% CI of 0.23 — 1.84 .This category however doesn’t have a

significant association as the p-value is 0.429.
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Table 11: Result of Multivariate Analysis of factors affecting current use of

temporary contraceptive

Characteristic Odd’s Ratio 95% Confidence Interval p-value

Age at marriage

<21 1
>21 2.44 1.28-4.64 0.006
Religion
Hindu 1
Christian 2.20 1.09-4.44 0.027
Muslim 0.66 0.23-1.84 0.429
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Chapter 4

Discussion

This study aimed at assessing the current use of temporary contraceptives for
birth spacing among young married women and to understand the factors that influence
the choice and use of these temporary contraceptives. It also aimed at finding the

awareness about the various temporary contraceptive methods that are available.

For the study purpose, 372 houses were approached. The consent for study was
given by 294 houses. The women were interviewed either alone or in the presence of a
family member like husband, mother or mother in law. The participants were mainly
interviewed in their house and the premises of the same due to which participation from
other family members were unavoidable. The interviews done in the presence of other
family members especially husbands have been biased and the women were not freely

communicating in presence of mother in laws.

4.1 Basic Characteristics

The study participants were different when compared to other rural parts of any
state in India or in other studies. Women with college education, currently employed
and having at least Rs 10,000 income to contribute for their family were a common
finding throughout the study. In this study, the type of employment of women ranged
from tea shop worker/owner to software engineers. The women who were able to
contribute a fair amount of money to family income to were seen to have a say over

decisions about their affairs. The religion of women was taken into account and it is to
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be noted that majority of the people who declined the study belonged to the Muslim

community and the representation of the same community is low in the entire study.

There is a huge disparity in the health seeking behaviour of the family when
compared to the women in the family. The family members usually use a PHC for their
ailments and then a government hospital but when it comes to women in the house
seeking a treatment, a medical store is the usual option then only comes the PHC and
its pharmacy. This is in contrast to the decision making potential of the women in

employment. This can be to reduce treatment expenses as seen in other studies.®

Knowledge about the age gap between 2 consecutive births in women were
influenced by the prevailing children and their age gap or the gap between marriage and
the pregnancy or birth of child. When some women had knowledge about spacing
between children, vast majority of them did not attach any importance to spacing of the
first child. There was a small number of women who already had 3 children within the
age of 30 and another small group of women who wanted to have 3 children as part of
family (6.5%). In this study, the desire for 3 children was shown by Hindu women than
the Muslims who have been identified in studies to have a higher inclination towards

increased parity.

There was a higher number of women who had planned their pregnancies
(45.6%) but the abortion rate (24.1%) was still high in the population. It was possible to
see that the women who discussed their pregnancies and desired number of children
with their husband (44.6%) were also low but high when compared to other studies on
the topic. Maybe if the women were more open to discussion with family about their

parity, there could come a change in use of temporary contraceptives.
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The women had given acceptable answers when enquired about their children
and their health status, hence the data on the health status can be biased. Also, the data
collection was during the monsoon months so the health status and hospitalizations of

kids were mostly for fever related ailments.

The current usage of temporary contraceptives was 24.1% and the maximum
usage was modern methods (81.7%). Regarding the women who had never seen a
health worker visit their house (6.1%) were the employed women who worked for
longer hours than the rest of the women and that too at a distance from their house.
Around 46.5% women in the population had not yet decided whether to use any form
of contraceptives in the future which can be due to the same reasons that were told

about currently not using any contraceptives.

4.2 Factors affecting Usage of temporary Contraceptives for Birth Spacing

On further analysis, getting married at a later age and being employed made
women more users of contraceptives for birth spacing. The reason can be that education
for these women is also increasing thereby affecting family planning positively. Higher
socio economic status and ability to take their own decision for employment influences
there chance of ever using any contraceptives. Planning the pregnancies by discussing
with their spouses increases the use of temporary contraceptives among women. These
can be due to the increased decision making potential of women in the family which is
as a result of more education and employment status of women as in some other studies
where men consider the views of their partners about family size and take joint

. . 13, 50
decisions.
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The study also shows that the chance of ever using any temporary
contraceptives by women increased with increased motivation from family members
rather than health professionals like doctor, nurses or local health workers. This, again,
shows that the effect of women able to talk and take decisions along with their

husbands are able to accept temporary contraceptives better.

Out of all the factors affecting temporary contraceptive usage the major finding
was that age at marriage and religion are strongest factors in this population. The study
analysis showed that compared to women who married at a younger age, the women
who married late (cut off for categorization was median value of age at marriage which
is 21yrs) had more chance of using temporary contraceptives for spacing births as in
another study from south India.” Another study done in urban and rural Bangladesh
also had similar findings as in this study.63This could be due to more exposure and
decision making potential among older women. Better education is also seen among

older women in the study population.®*

Religion had emerged as a factor affecting contraceptive use. The study
showed that women in the Christian community had more chance of using temporary
contraceptives and Muslims had more chance of not using any temporary
contraceptives for spacing. Christians have pre-marital counselling that affects
contraceptive usage and also certain studies have shown the usage of contraceptives to
increase among Christians compared to other religions.42 Muslims in general have more
religious prohibition and increased male child preference, thereby usage of any form of
contraceptives for family planning is less as shown in other studies. . It should also be

noted that a reason for women who didn’t use temporary contraceptives for birth
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spacing (currently) was religious prohibition. So, religion can act as a barrier as well as
promote birth spacing thereby contraceptive usage. Another study, done in urban slums
of Lucknow city, also found that the usage of any contraceptive method was lowest

among Muslim community women.**
4.3 Awareness about temporary contraceptive

As stated before, this population also showed almost complete knowledge about
the major contraceptives, but there is lesser knowledge, on the whole, about Injectable
form of contraceptives and emergency contraceptives. They women who have even
heard of such methods are very less and usage is very sparse. A study had shown that
providing injectable form with community based discussions about the drug can
increase its use as family planning measure.” A study from sub Saharan Africa shows
that the use of injectable form of birth was high in their study population.33 These
recommendations can be incorporated into other societies too. The most used methods
are condoms (modern method) and rhythm method (traditional). The awareness about
whom to approach for advice about a method shows that the role of nurses in family
planning is negligible. The women have not considered the nurse a person of
importance when it comes to family planning. All the procedure that require the need of
a surgical procedure and a hospital were more importantly the methods that had nurses
being asked for advice. From the study it was found that in the absence of the doctor

the nurse was being approached for advice.
4.4 Minor Findings from study

O Out of the total study population, 74(25.1%) of the couples were in an intercaste

marriage.

45



W Out of 284 women, 25% women have had an abortion in their married life.

O According to 124(42.6%) participants, the word family planning means ‘birth
spacing’, while, 104(36.4%) participants thinks it is’ pregnancy prevention’ and
48(16.3) participants think it means ‘birth control’. This shows the lack of proper
knowledge about the difference between the terms which shows the interactions
between the professionals are not adequate for the complete knowledge about

birth spacing.

U Among 209 participants who have ever used any method, 39(18.7%) have had

problems with contraceptive usage.

U Health Care facility accessibility was easy as mentioned by 168(57.1%) and not

easily accessible by 126 (42.9%) participants.

4.5 Strengths of the study

O It is a community based study.

O Since the study was done by a single investigator, there is no chance of inter

observer bias.

4.6 Limitations of the study

U Sample size is not adequate.

U Response rate is only 79%.

U Purely a quantitative study.
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U Causal relationship cannot be assessed.

4.7 Conclusion

This study shows that the use of temporary contraceptives for birth spacing is
happening but not adequately or based on knowledge provided by professionals. A
factor that can affect the temporary contraceptive usage positively is late age of
marriage, which may be due to better education among these women. The Christian
women have a better chance of using contraceptives than women of other religion.
There should be better decision making potential for women to voice their own family
planning opinions. The motivation of family members about family planning can be
affective in increasing the use of spacing techniques among married women. The lack
of involvement of nurses or the failure of women to recognize nurses as a health care
worker that can provide assistance in contraceptive usage should be rectified. Serious
insights should be made understand the lack of knowledge about emergency
contraceptive s and injectable type of temporary contraceptives which are available

even with the PHC’s and local health workers.
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ANNEXURES

Annexure -1

Consent Form (English)

Good Morning/Afternoon Madam,

I am Dr. Parvathy Mini Pradeep, doing my Master of Public Health (MPH) at
Achutha Menon Centre for Health Science Studies, Sree ChitraThirunal Institute for
Medical Sciences and Technology (SCTIMST), Thiruvananthapuram. As a part of my
course I am expected to do a study and my topic of study is” Assessment of Factors
Influencing the Choice and Use of Temporary Contraceptive Methods for Birth
Spacing among Married Women in Rural Trivandrum”. I request you to spend some

time & participate in my study.

Purpose of the study

The Spacing of consecutive births is essential for maternal and child health.
This can be achieved by various contraceptive methods. This study is to find the extent
of awareness and practices of various temporary methods of contraception among

married women of 20 to 30 years in Trivandrum.

Participation from vour side

If you are willing to participate in study I have a few questions regarding your
socio demographic characteristics and your perceptions and practice of birth spacing.
There are no direct benefits for you by participating in the study. By participating in the
study you will not be risking anything including health. Your participation in the study
is voluntary and you can withdraw from the study at any point of time and refusal to

participate will not involve any form of penalty.

Privacy and Confidentiality

The Privacy/confidentiality of the information you provide will be maintained. Your

personal identity will not be revealed to anyone. Some of the information will be shared
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with people who are associated with study. All the copies of filled interview schedules
and consent forms will be kept under my custody and will be destroyed when they are
deemed no longer needed. The study will be published in scientific journal but your

identity will not be revealed.

For any further clarification, you may directly contact me. My name is Dr.
Parvathy Mini Pradeep and my contact number is 984652269. You may also contact
the Member Secretary of Ethics Committee of SCTIMST at 0471-2520256.
Are you willing to participate in this study?
* Yes O

e No O

As a part of the requirement, I need your signature/ thumb impression which indicates
your willingness to participate. Could you kindly sign/or give thumb impression

below?

Signature of the participant:

Signature of the investigator:

e If the respondent is not willing to sign or give thumb impression (verbal

consent)

Signature of witness:

Name of witness:

Address of witness:

If you are not willing to participate in the study then, Thank you for sparing some of

your valuable time to engage with me.

Date:

Place:
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Annexure II

Interview Schedule

Name of Block Panchayat: Date: dd/mm/yy
Name of Gram Panchayat: Time:

Name of Ward

Cluster number : [ []

House Number /Address:

What is your Name :

1
2. What is your Age(yrs) :

3. How many individuals (including you) live in this household :
4

Are you living with :

1) Dyour husband’s family
2) Dyour own family
3) Dyour husband and own child/children only

4) Ll others , specify :

5. Areyou currently living with your husband or is he staying elsewhere :

1) ] Living with husband

2) [Husband living elsewhere

6. Whatis your Educational Qualification :

1) [ INo formal education
2) ] Primary education ( 1 — 7yrs)

3) ] High school education( 8 — 10yrs)
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4) ] Higher secondary education(11 — 12yrs)
5) ] Diploma (13-14yrs)
6) [ Graduate level (13 —15yrs)

7) [ post graduation or more (>16yrs)

7. What is your Occupation :

8. Was it your own decision to have an occupation of your own

1) Oves2)CdNo

9. If8.2,then, Who took the decision for your occupation :

1) Uself

2) [1Husband

3) Clvour family

4) Clyour husband’s family

5) DOthers, specify :

10. What is the Current status of your Occupation :

1) ] Employed

2) DUnemponed

3) LIwork from home
4) ] Maternity leave

5) DOthers, Specify :

11. If you get a job where you will have to stay away from your house, what will be your
decision:

12. What is the Monthly Income of the household (Rs) :

13. What is your contribution to your Family Income (Rs):

14. Does your family have a BPL card :

1) Clves 2) CNo

15. What Religion do you follow :
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1) UHindu
2) [christian
3) CIMuslim
4) [1Buddhism

5) DOthers, specify :

16. Do you and your husband follow the same religion:

1) Cves 2) Cno

17. How frequently do you watch television

18. How frequently do you listen to a radio

19. How frequently do you read newspaper and its related magazines

Health Seeking Behaviour

20. What is the health care facility that you and your husband usually use

1) [Government hospital in city
2) ClpHe nearby

3) Cprivate Hospitals in city

4) [ private Clinics nearby

5) DOthers, Specify :

21. Is this facility easily accessible from your house:

1) Cyes 2)|:| No

22. If you have certain illnesses like fever, cold, cough, what do you usually do :
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Marital Status and Pregnancy History

23. How old were you when you got married:

24. Now | would like to ask about all the births you have had during your life. Have you
ever given birth?

1) Clves 2) CNo
25. How old were you when you had your first child:
26. Are you pregnant now

1) Clves 2) CINo
27. How many months pregnant are you :
28. How many children do you have:
29. What is the Age of the child /children (in order) :

1)
2)
30. What is the Sex of the first child / Children(in order) :
1)
2)
31. Do any of your children suffer from any long term health problems?
1) Clves 2)|:| No
32. Have you felt that your child/children become ill quite frequently:
1) Clves 2) CNo

If 31(1) and 32(1), then ask 33, else ask 34

33. Were there any illness that happened in the last 6 months that required hospitalization of
the child

34. What should be the ideal gap (age difference) between two children:

1) [ o-1 year
2) (112 years

3) [12-3 years
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4) HEW years
5) DSyears and above

6) DOthers, Specify :

35. Sometimes women become pregnant even when they were not planning a pregnancy.
Have all your previous pregnancies been planned?

1) Oyes 2)dNo
36. Have you had any pregnancy that terminated in still birth?
1) Dyes 2) CINo

37. Have you had any pregnancy that terminated in an abortion
(induced/spontaneous)?

1) Clves 2) CINo

38. Have you ever given birth to a boy or girl who was born alive but later died?

1) Clves 2) CNo
Personal Perception about Family Planning

39. What is your desired family size :

40. Have you discussed with your husband about the number of children you would like to

have : 1) Cyes 2)|:| No

41. According to you, what does the term “family planning” mean?

1) ] Pregnancy prevention

2) Clgirth spacing

3) DPIanning your family’s life
4) [1Birth control

5) Oiimiting

6) [pon’t know

7) DOther, specify :
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42. Have you ever used anything or tried in any way to delay or avoid getting
pregnant?

D Ovyes 2)0 No

If 42(2), then go to 57

I would like to ask you some questions on various family planning methods that are
available.

43. Awareness and Practice of Family Planning

Method Heard of the Where is it available Where can you Have you ever
method get advice about | used
method
Pills
1. DYes 1. DGovernment 1. DDoctor 1. D Yes
hospital
2. [No 2. [INurse 2. [No
2. DPrivate
hospital 3. [Local
health
3. DPharmacy/Me worker

dical store

4. [Local health
worker visits

Intra uterine

devices 1. Oyes 1. LGovernment 1. Oboctor 1. Oyes
hospital
g(I)J]:?),eI;(')I‘O)p’ 2. [No ’ 2. [Nurse 2. [No
2. [private
hospital 3. [Local
health
3. Pharmacy/Me worker

dical store

4. [Local health
worker visits
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Injections

1) Clyes 1) [Governme 1) CDoctor 1) Clyes
nt hospital
2) CINo 2) CNurse 2) CINo
2) [private
hospital 3) [Local
health
3 O Pharmacy/ worker
Medical store
4) [Local
health worker
visits
Condom/Nirodh
1. [lyes L] Government 1. Upoctor 1. Oyes
hospital
2. [No 2. [Nurse 2. [No
[Private
hospital 3. Orocal
health
L] Pharmacy/Me worker
dical store
[ Local health
worker visits
Emergency
Contraceptives 1. Oyes [IGovernment 1. boctor 1. Oyes
hospital
2. [No 2. [Nurse 2. [No
[ Private
hospital 3. Orocal
health
L] Pharmacy/Me worker
dical store
[ Local health
worker visits
Rhythm method
1. [lves L] Government 1. Upoctor 1. Ovyes
hospital
2. [No 2. [Nurse 2. [No
[Private
hospital 3. [Local
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health
] Pharmacy/Me worker
dical store
[ Local health
worker visits
Withdrawal
method 1. Oyes [IGovernment [IDoctor 1. Oyes
hospital
2. [No [ INurse 2. [No
[Private
hospital [Local
health
L] Pharmacy/Me worker
dical store
[ILocal health
worker visits
Male
sterilization Cyes [Doctor
2. [No [ INurse
[ iocal
health
worker
Female
sterilization L es LI Doctor
2. [No [ INurse
[ iocal
health
worker

44. Are you currently doing something or using any method to delay or avoid getting

pregnant?

1) Clves

2) Lno

45. Which is the method you use currently :
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1 Cpins

2y Liup's

3) DCondom/Nirodh
4y [IRnythm

5y withdrawal

6) [male sterilization
7) [remale sterilization

8) DOthers, specify :

46. Who motivated/advised you to use the method:

1) Cdoctor

2) Clnurse

3) [iocal health worker
4) [Husband

5) CIMother

6) CIMother in law

7 DReIatives/Friends

8) DOthers, specify :

47. How often does a health worker visit your house:

1) CINever

2) [lonce a week

3) [Clonce in 2 weeks
4) [1once in a month

5) [once in 2 months
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48.

49.

6) DOthers, specify :

If47(1), go to 50 else go to 48

When a local health worker visits your house, are you provided information on family
planning?

1) Cyes 2)|:| No

If yes go to 49, else go to 50

When the health worker explains on family planning, does she try to make sure
that you understood the information that is provided?

1 Oves 2) LINo

After referring to the 43 table, ask 50

50.

51.

52.

Are the people who provided the service or information about the service
responsive to your problems and needs?

1 Oves 2) LINo

Do the people who provide family planning services respect your need for privacy
if you needed it?

1) Clves 2)|:|No

Have you been advised about the side effects of the method of choice :

1) Cves

2) |:|Yes, when | asked for

3)|:| No

If 52 (2) go to 53, else go to 54

53.
54.

55.

56.

57.

How did you know to ask for side effects :

Have you had any health problems after adopting the method :

1) Lves 2)Cno

If 37.1, What is the health problem you faced by using the method

Were you told what to do if you experienced side effects or problems?

1) Clves 2)|:|No

Why are you not using any birth spacing methods :
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1) CNot having sex/infrequent sex

2) [Husband away

3) ] Hysterectomy

4) [Breast feeding

5) Clpost partum amenorrhea

6) [CJHusband opposition

7) ] Religious prohibition

8) [Health concerns/fear of side effects
9) [inconvenient to use

10) [ Affects body’s normal practices

11) ] Others, specify :

58. Do you intend to use any method of birth spacing in future :

1) Clves
2) [No

3) CNot yet decided
59. If yes, What will be Your Method of choice:
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Annexure V

TG =Tged - 695 011, Hiel, WRA
SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY

THIRUVANANTHAPURAM - 695 011, INDIA
(An Institute of National importance under Gowt. of India)

Institutional Ethics Committee
(IEC Regn No. ECR/189/Inst/KL/2013)

SCT/IEC/616/JUNE -2014 11-06-2014

Ms. Parvathi Mini Pradeep
MPH Student
AMCHSS, SCTIMST.

Dear Ms. Parvathi Mini Pradeep,

The Institutional Ethics Committee reviewed and discussed your application to conduct the study
entitled “ASSESSMENT OF FACTORS INFLUENCING THE CHOICE AND USE OF
TEMPORARY CONTRACEPTIVE METHODS FOR BIRTH SPACING AMONG MARRIED
WOMEN IN RURAL TRIVANDRUM? (IEC/616) on 7™ June, 2014.

The following documents were reviewed:

1) Cover page.

2)  Principal investigator’s short curriculum vitae.
3) Project Proposal.

4) Consent Form — English.

5) Consent Form — Malayalam.

6) Interview schedule — English.

7)  Interview schedule — Malayalam.
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The following members of the Ethics Committee were present at the meeting held on 7%
June, 2014 at G. Parthasarathi Board Room, AMCHSS, SCTIMST.

SL. Member Name Highest Gender Scientific /Non Affiliation
No. Degree Scientific with
Institution(s)

1. Justice Gopinathan. P.S BSec. Male Legal Expert No
LLB (Chairperson)

2. Dr. Meenu Hariharan DM Female  Clinician (Gastro No

Enterologist)

3. Dr.M.D. Gupte MD, Male Public Health No
DPH =, =

4. Dr. R.V.G. Menon PhD Male Lay Person No

5 Dr. Mala Ramanathan MSe, Female  Ethicist/Social Yes
PhD, Scientist (Member
MA Secretary)

IEC Decision

The IEC approved the conduct of the study in the present form.

Remarks:

The Institutional Ethics Committee expects to be informed about the progress of the study,
any SAE occurring in the course of the study, any changes in the protocol and patient
information/informed consent and asks to be provided a copy of the final report.

There was no member of the study team /guide who participated in voting / decision making
process. The ethics committee is organized and operated according to the requirements of Good
Clinical Practice and the requirements of the Indian Council of Medical Research (ICMR).

Sincerely,

W
/__

Mala Ramanathan

Member Secretary, IEC
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