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Abstract

Background
Family planning metrics categorise women as those desiring to space or to limit future births,
or according to their age. In Tanzania, we extended this categorisation to explore the family

planning needs of women who want to delay their first birth.

Aim
To investigate the characteristics, needs, sources of modern contraception and quality of care
for women who want to delay their first birth; and to explore community and health provider’s

perceptions about using modern contraception to delay first birth in Tanzania.

Methods

In 2014, a mixed methods study was implemented in southern Tanzania. Methods included
analysis of household survey interviews with women aged 13-49 years to determine practice,
health facility data to assess provision of services, and in-depth interviews and focus group

discussions for evidence of perceptions and acceptability.

Results

From the survey, 4% of 2128 women aged 13-49 years were categorised as ‘delayers of first
birth’. The majority were teenagers (82%) and unmarried (88%). About half were currently
using modern contraception, predominantly injectables, accessed from public facilities. Forty
one percent of the delayers had unmet need for modern contraception. Indicators of quality
service provision were low for all women. From qualitative interviews, the majority of
community members and health care providers said that the use of modern contraception to
delay first birth was widely acceptable for students, young, unmarried and women in unstable

marriage, but implants and intra-uterine devices and systems were perceived as inappropriate



methods. A lack of consistency on the definition of ‘young’ had direct implications for access,

autonomy, confidentiality and consent for young people.

Conclusions

A small but important group of sexually active women desire to delay their first birth. These
women have very high unmet needs for modern contraception. Routinely categorising and
measuring delayers of first birth acknowledges their unique needs and could help to catalyse a

policy and programmatic response.
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1 Chapter 1: Introduction

This chapter introduces global initiatives for family planning services, summarises the
evolution of rights-based family planning services, the World Health Organisation’s
recommendations on family planning information and services, and provides a critical
review of evidence around how metrics for family planning indicators are reported in large
scale surveys. It also provides evidence of how factors that influence or inhibit use of

contraception are reported in qualitative studies.

1.1 Global Initiatives for Family Planning Services

The Sustainable Development Goals (SDGs) targets 3.7 and 3.8 and 5.6 (1) and the United
Nations Global Strategy 2.0 for Women's, Children's and Adolescents' Health, 2016-2030 (2,
3) initiatives call for ensuring universal access to sexual and reproductive health-care
services and health rights, including family planning by 2030. Prior to these initiatives,
during the 2012 London summit on family planning, commitment and additional funding
for 69 poorest countries was generated with a goal of having an additional 120 million
women and adolescent girls become users of modern contraceptives by 2020 (4, 5). In
2005, Millennium Development Goal (MDG) 5, target 5B “to achieve universal access to
reproductive health by 2015”, included indicators on the contraceptive prevalence rate
(indicator 5.3) and unmet need for family planning (indicator 5.6) (6). The initiatives and
recent movements to invest in and increase access to family planning services (7-10) are
based on both evidence that family planning has demonstrable impact on maternal and
child health (11-16), economy and development (17), and also on an increased focus on the
rights of individuals and couples to have equitable access to a full range of contraceptives,
to decide freely and responsibly the number and spacing of their children, free of

discrimination, and to have the means to do so (18, 19).
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1.2 Evolution of Rights-based Voluntary Family Planning Services
The roots of “reproductive health and rights” go back to family planning and population
issues that were first raised in the 1950s to 1980s during world population conferences in
Rome (1954) (20), Belgrade 1965 (21), Bucharest (1974) (22) and in Mexico City (1984) (23).
By 1993, international human rights treaties were being increasingly applied to expose how
laws that obstructed women’s access to their reproductive health services violated their
basic rights (24). The paradigmatic shift from a demographic driven approach that focused
on reducing high fertility to the recognition of reproductive rights as fundamental human
rights was marked by the Programme of Action arising from the International Conference
on Population and Development (ICPD) in 1994 (25). Affirmed by 179 countries, the ICPD
recognised contraceptive information and services as essential to ensuring reproductive
health and rights (26). The international community has reaffirmed the rights of women
and adolescents to voluntary family planning since the ICPD and adopted the Millennium
Development Goal 5B in 2005 and SDGs 3 and 5 (targets 3.7, 3.8 and 5.6) in 2015 and
updated the United Nations Global Strategy 2.0 for Women's, Children's and Adolescents'
Health, 2016-2030 on health and universal access to sexual and reproductive health care
including family planning (1-4) (Box 1.1). However, disparities in access and use of family

planning services have been reported to be large and common in sub-Saharan Africa (27-

29)

16



Box 1.1: List of Core Indicators for Monitoring Global Progress in Family Planning Services

Sustainable Development Goals and The United Nations Global Strategy 2.0 for

Women'’s, Children’s and Adolescents’ Health (2016—-2030)

1. Indicator 3.7.1: Proportion of women of reproductive age (aged 15-49 years) who
have their need for family planning satisfied with modern methods

2. Indicator 3.7.2: Adolescent birth rate (aged 10-14 years; aged 15-19 years) per 1,000
women in that age group

3. Indicator 3.8.1.Coverage of essential health services (defined as the average coverage
of essential services based on tracer interventions that include reproductive,
maternal, newborn and child health, infectious diseases, non-communicable diseases
and service capacity and access, among the general and the most disadvantaged
population)

4. Indicator 5.6.1*: Proportion of women aged 15-49 years who make their own
informed decisions regarding sexual relations, contraceptive use and reproductive
health care

5. Indicator 5.6.2: Number of countries with laws and regulations that guarantee women
aged 15-49 years access to sexual and reproductive health care, information and

education

Family Planning 2020*

1. Number of additional users of modern methods of contraception

2. Contraceptive Prevalence Rate, Modern Methods (mCPR)

3. Percentage of women with an unmet need for modern methods of contraception
4. Percentage of women whose demand is satisfied with a modern method of

contraception

Millennium Development Goals 5B (2005)
1. Contraceptive prevalence rate

2. Unmet need for family planning

7’

*Indicator not covered in the Global Strategy for Women’s, Children’s and Adolescents
Health (2016-2030)
¥Indicators are reported annually for 69 Family Planning 2020 focus countries

Sources: (1-4)
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1.3 Family Planning Information and Services: WHO

Recommendations
In 2014, the World Health Organisation (WHO) developed a guideline to accelerate
progress towards attainment of the international development goals and targets in sexual
and reproductive health, and particularly contribute to meeting unmet need for
contraceptive information and services (30). The document intended to provide guidance
on actions needed to ensure that different human rights dimensions are systematically and
clearly integrated into the provision of contraceptive information and services. The
guideline targeted policy-makers, managers, providers and other stakeholders in the health
sector at national and international levels and it required specific elaboration and
adaptation to particular country contexts. The recommendations included non-
discrimination, availability, accessibility, acceptability and quality of family planning
information and services. Other recommendations included informed decision-making,
privacy and confidentiality, participation and accountability (30). The following principles

summarised in Table 1.1 were defined.
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Table 1.1: WHO summary recommendations

Non-discrimination in provision of contraceptive information and services

= Access to comprehensive contraceptive information should be provided equally to
everyone voluntarily, free of discrimination, coercion or violence (based on individual

choice).

= Laws and policies should support programmes to ensure that comprehensive
contraceptive information and services are provided to all segments of the population.
Disadvantaged and marginalised populations should be given special attention in their

access to these services.

Availability of contraceptive information and services

= |Integration of contraceptive commaodities, supplies and equipment, covering a range of
methods, including emergency contraception, within the essential medicine supply
chain to increase availability. Invest in strengthening the supply chain where necessary

in order to help to ensure availability.

Accessibility of contraceptive information and services

=  Provision of scientifically accurate and comprehensive sexuality education programmes
within and outside of schools that include information on contraceptive use and

acquisition.

= Eliminating financial barriers to contraceptive use by marginalised populations including

adolescents and the poor, and make contraceptives affordable to all.

= |nterventions to improve access to comprehensive contraceptive information and
services for users and potential users with difficulties in accessing services (e.g. rural

residents, urban poor, adolescents).

= Special efforts to be made to provide comprehensive contraceptive information and
services to displaced populations, those in crisis settings, and survivors of sexual

violence, who particularly need access to emergency contraception.

= Contraceptive information and services, as a part of sexual and reproductive health
services, to be offered within HIV testing, treatment and care provided in the health-

care setting.

= Comprehensive contraceptive information and services be provided during antenatal

and postpartum care.
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Table 1.1 [Contn...]

= Comprehensive contraceptive information and services be routinely integrated with

abortion and post-abortion care.

=  Mobile outreach services to be used to improve access to contraceptive information

and services for populations who face geographical barriers to access.

= Elimination of third-party authorisation requirements, including spousal authorisation

for individuals/women accessing contraceptive and related information and services.

= Provision of sexual and reproductive health services, including contraceptive
information and services, for adolescents without mandatory parental and guardian
authorisation/notification, in order to meet the educational and service needs of

adolescents.

Acceptability of contraceptive information and services

= Gender-sensitive counselling and educational interventions on family planning and
contraceptives that are based on accurate information, that include skills building (i.e.
communications and negotiations), and that are tailored to meet communities’ and

individuals’ specific needs.

= Follow-up services for management of contraceptive side-effects be prioritised as an
essential component of all contraceptive service delivery. Appropriate referrals for

methods not available on site should be offered and available.

Quality of contraceptive information and services

= Quality assurance processes, including medical standards of care and client feedback, to

be incorporated routinely into contraceptive programmes.

=  Provision of long-acting reversible contraception (LARC) methods to include insertion

and removal services, and counselling on side-effects, in the same locality.

= Ongoing competency-based training and supervision of health-care personnel on the
delivery of contraceptive education, information and services. It also recommends that

competency-based training should be provided according to existing WHO guidelines.
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Informed decision-making of contraceptive information and services

The offer of evidence-based, comprehensive contraceptive information, education and

counselling to ensure informed choice.

Every individual is ensured the opportunity to make an informed choice for their own
use of modern contraception (including a range of emergency, short-acting, long-acting

and permanent methods) without discrimination.

Privacy and Confidentiality

Privacy of individuals is respected throughout the provision of contraceptive
information and services, including confidentiality of medical and other personal

information.

Participation

Communities, particularly people directly affected, have the opportunity to be
meaningfully engaged in all aspects of contraceptive programme and policy design,

implementation and monitoring.

Accountability

Effective accountability mechanisms are in place and are accessible in the delivery of
contraceptive information and services, including monitoring and evaluation, and

remedies and redress, at the individual and systems levels.

Evaluation and monitoring of all programmes to ensure the highest quality of services
and respect for human rights must occur. In settings where performance-based
financing occurs, a system of checks and balances should be in place, including
assurance of non-coercion and protection of human rights. If performance-based
financing occurs, research should be conducted to evaluate its effectiveness and its

impact on clients in terms of increasing contraceptive availability.

Source: World Health Organisation (30)
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1.4 Scope and Composition of the Thesis

The growing focus on adolescent’s need for family planning (31-36) has led to purposively
including young people into global initiatives (2, 3), but in my view, fertility intention or
motive is of critical importance in addition to age. Timaeus et al., 2008 (37) reported that
the demographic literature predominantly classifies fertility motives to use birth control
into exclusive and exhaustive theoretical categories:- limiting family size and spacing future
birth. The report suggested postponement or delaying birth as a third motive of using
contraception (37). According to the author, this motive differs from birth spacing because
women delay or postpone their next birth for indefinite periods for reasons unrelated to
the age of their youngest child, but without deciding to limit their future birth (37). This
conceptualisation of delaying or postponement however, is applied to women of different

parities and does not focus exclusively on postponing or delaying a first birth.

This PhD thesis hypothesised that, perception, demand and service provision of family
planning varies according to the life stage of reproduction women are at: whether they
would like to delay a first birth, space (or delay) subsequent births, or limit future birth.
Conceptually these different reproductive stages informed the thesis enquiry and design
(Figure 1.1). While it is reasonable to expect that the first life stage of reproduction:-
(delaying first birth), overlaps with adolescent age (10-19 years), it can also go beyond the
adolescent age (38) as education opportunities and the right to determine timing of
pregnancy becomes more prevalent (18, 39) as well as increased women’s age at first
marriage (40). In addition, despite the stigma around sexual intercourse among young
adolescents and unmarried women in low and middle income countries including Tanzania
(41, 42), some adolescent girls are sexually active even before the age of 15 years (43, 44)
and sexual intercourse among unmarried women is common (45-47). Despite this context,

young adolescents, unmarried women and nulliparous face individual, socio-cultural and
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health systems challenges in accessing family planning services (42, 48-52). In some
societies, even married women have been reported to be pressured to prove their fertility
as soon as they get married (53, 54). These pressures might make it harder for women to
delay their first birth even if they wanted to do so. The thesis therefore, sought to
understand the extent to which women who would like to delay their first birth have their
family planning needs met and to explore individual, community and providers perceptions
about use of modern contraception to delay first birth. It also sought to describe sources of
modern contraception among the delayers of first birth and to assess the quality of family
planning services provided to the delayers of first birth. Since women who want to delay
their first birth do not exist in isolation, they were contrasted to women who would like to
space their subsequent pregnancies or limit (permanently stop) their future births, in order

to contextualise the results.
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Figure 1.1: Family planning need across women'’s life stages of reproduction
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Subsequent sections and chapters in this thesis will address the following areas:

Section 1.5:

Section 1.6:

Chapter 2:

Chapter 3:

Chapter 4:

Chapter 5:

Chapters 6:

Chapter 7-9:

Chapter 10:

A literature review section that provides a summary of how metrics on
family planning indicators are categorised in large scale surveys. The
section also summarises information on current use, unmet need, demand,
sources of contraception and determinants of use of family planning in East
Africa and reviews the national policies and guidelines for provision of

family planning services in Tanzania.

Provides a rationale for this thesis

Provides aims and objectives

Describes the conceptual framework for this thesis

Summarises methods for individual studies

Provides an overview of results

Results giving contextual background on facility readiness to provide family

planning services in the study setting

Constitute results for this thesis published or submitted to a journal for

publication

Synthesises all findings from each objective and discusses these findings
based on existing knowledge identified in the literature review. Finally, it
presents implications for policy and practice, and for research and general

conclusions
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1.5 Literature Review

1.5.1 Reporting of Family Planning Indicators in Large Scale Surveys
In 1999, a special session to review progress towards the implementation of the
Programme of Action of the 1994 International Conference on Population and
Development was held by the United Nations General Assembly. During the session, the
international community agreed that:
"Where there is a gap between contraceptive use and the proportion of individuals
expressing a desire to space or limit their families, countries should attempt to close
this gap by at least 50 per cent by 2005, 75 per cent by 2010 and 100 per cent by

2015” (56).

Researchers have since then continued to estimate and report on family planning
indicators by analysing data from population-based surveys such as Demographic and
Health Surveys (DHS) (57), Multiple Indicator Cluster surveys (MICs)(58) and specific
national representative surveys. DHS and MICs are considered as a gold standard large-
scale surveys for population, health and nutrition data in low and middle income countries.
Indicators on family planning are among those included in the two surveys (DHS and MICs)
under reproductive health modules. Though DHS includes more indicators on family
planning than MICs does, the following indicators are included in both types of survey:
contraceptive prevalence rate, unmet need for, demand and demand for family planning
satisfied. A list of the indicators, their definitions and how they are estimated is provided in

table 1.2.
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Table 1.2: Family planning indicators included in both DHS and MICS: Definitions, Numerators and Denominators

Demographic and Health Survey (59)

. Multiple Indicator Cluster surveys (58)

Indicators

Definition

Definition

Numerator

Denominator

Contraceptive
prevalence
rate”

Percentage of all
women, of currently
married women and
of sexually active
unmarried women by
contraceptive method
currently used,

Numerator Denominator
Number of currently married/in-union or ~ Number of
sexually active unmarried women aged currently
15-49 who are using (modern or married/in-
traditional) a contraceptive method. union or

sexually active
unmarried
women aged

Proportion of
currently married
women or in-union
aged 15-49 years that
are using (or whose
partner is using) a
contraceptive method

Number of currently
married women or in-
union aged 15-49 years
who are using (or
whose partner is using)
a (modern or
traditional)

Total number
of women
aged 15-49
years that
are currently
married or
in-union.

according to age. 15-49 (either modern or contraceptive method.
interviewed. traditional).

Unmet need®  The percentage of Number of women (currently married or ~ Number of i Proportion of women  Number of women that  Total number
women who do not in-union) who are not using women of that are currently are currently married or  of women
want to become contraception, are fecund and desire to reproductive married or in-union in-union aged 15-49 aged 15-49
pregnant but are not  either stop child bearing or postpone age (15-49 who that have an unmet years that are fecund years
using contraception. their next birth for at least two years plus  are married or need for and want to space their interviewed

pregnant women whose current in a union contraception. birth or limit the that are
pregnancy was unwanted or mistimed interviewed. I number of children they currently
plus women in post-partum amenorrhea have and that are not married or
who are not using contraception and at currently using in-union.

the time they became pregnant had
wanted to delay or prevent the
pregnancy.

contraception.

27




Table 1.2 [Contn...]

Demographic and Health Survey (59)

i Multiple Indicator Cluster surveys (58)

Indicators Definition

Numerator

Denominator

Definition Numerator

Denominator

Demand The sum of unmet
need plus total
contraceptive use.

' Current use of -
| contraception, plus unmet
' need for contraception.

Demand Total contraceptive

satisfied use divided by the
sum of unmet need
plus total
contraceptive use.

Number of women
currently married or
in-union aged 15-49
who are currently
using contraception.

Number of currently
married women or in-
union interviewed
aged 15-49.

Proportion of total demand Number of
. for contraception (defined as  women currently
current use of contraception, married or in-

| plus unmet need for union that are
contraception) currently currently using
satisfied. contraception.

Number of women
currently married or
in-union that have
an unmet need for
contraception or
that are currently
using contraception.

*DHS term it as Current use of contraception, *DHS’s revised definition-calendar data removed from the calculation and a question on ever-use of

contraception has been added to the MICS questionnaire to harmonise the algorithm for calculating infecundity with MICS and DHS surveys (60)
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While the two types of surveys have commonalities in measurements in family planning
indicators, they differ in some aspects; for example, unlike DHS, MICS does not include
sexually active unmarried women in the contraceptive prevalence indicator. Estimates from
DHS on the other hand are commonly reported for married or in-union women aged 15-49
years - a similar limitation reported by Gray et al (61) and for spacing and limiting future
birth. In addition, researchers accessing these data also adapt the definitions sometimes

making comparisons problematic between time and place (62-64).

1.5.2 Family Planning Indicators since ICPD in 1994: Success for sub-Saharan
Africa
By 2015, contraceptive use had increased among almost all countries where prevalence
was less than 25 per cent among married or in-union women in 1994, but only three sub-
Saharan African countries (Malawi, Rwanda and Zambia) had substantial increases
averaging at least 1.5 percentage points per year (65). In addition, of the 17 countries that
experienced either no increase or slow increase of less than 0.5 percentage point per year,
15 were from sub-Saharan Africa (65). sub-Saharan Africa countries also experienced small
or no reduction in unmet need for family planning since ICPD in 1994 except Swaziland that

reduced unmet need by at least 50 per cent (65).

In 2015, contraceptive prevalence (any method) and unmet need among married or in-
union women aged 15-49 years in sub-Saharan African countries were 28% and 24%,
respectively and varied between regions (65). Contraceptive prevalence rate ranged from
17% in Western Africa to 64% in Southern Africa, whereas, unmet need ranged between

13% in Southern Africa and 26% in Middle Africa (65).

An analysis tracking changes in states of contraceptive use over time in 22 sub-Saharan

Africa countries using DHS data collected between 1990 and 2011 found that contraceptive
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prevalence rate increased by 13 percentage points (from about 17% to 30%) across all 22
countries between each country’s baseline and most recent survey (66). The largest
increase in contraceptive use was among women aged 20-44 years, whereas, 15-19 years
and 45-49 years old women experienced smaller increases (66). Unmet need decreased by
an average of 4 percentage points (from 28% to 24%) and the proportion of women with
no need decreased by an average of 5 percentage points (from 39% to about 34% ) over
the same period (66). Decline in unmet need was concentrated in middle age groups
between 25 and 39 years and each experienced decreases of 4-6 percentage points,
whereas a decline in no need was concentrated among younger women aged 15-29 years,
by 5-9 percentage points (66). According to the analysis, the large proportion of increase in
contraception use was mainly attributed to decreases in the percentage of women with no
need, especially among young women, than to decreases in the proportion with unmet

need (66).

1.5.3 Family Planning Indicators in the MDG Era: Measurements and Success
for sub-Saharan Africa
As listed in Box 1.1, global progress for family planning during the MDG era was measured
through contraceptive prevalence rate and unmet need for family planning indicators (67).
Between 2000 and 2015- the MDGs era, globally, use of contraceptives among married or
in-union women aged 15-49 years increased by 3.4% as compared to 11% between 1990 to
2000 (68). However, sub-Saharan African regions that had relatively low levels of use
experienced faster increases between 2000 and 2015 (61% in East and Southern Africa
region and 29% in West and Central Africa region). These regions also had a higher annual
rate of increase of 1% or more in the contraceptive prevalence rate (3.2% in East and
Southern Africa region and 1.7% in West and central Africa region), compared to the global

average of 0.2% (68).
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Unmet need for family planning among women aged 15-49 years, married or in-union was
reported to have declined globally and in all regions since 2000 except in West and Central
Africa regions where the rate remained relatively stable (68). Globally the unmet need for
family planning among women aged 15-49 years, married or in-union was 13% in 2000 and
12% in 2015. East and Southern Africa region was reported to experience the fastest
decline in unmet need. While unmet need for family planning in West and Central Africa
region among women aged 15-49 years, married or in-union remained at 24% since 2000,

in East and Southern Africa region it decreased from 28% in 2000 to 23% in 2015 (68).

1.5.4 Family planning indicators post-MDG era: Measurements and projections
for sub-Saharan Africa
Global progress for family planning during the post- MDG era is measured or will be
measured through using global indicators as listed in Box 1.1. During the time period of the
2030 Agenda for Sustainable Development (2015 to 2030), contraceptive use among
current married or in-union women in sub-Saharan Africa is projected to increase from 17%
to 27% in Western Africa, 23% to 34% in Middle Africa and 40% to 55% in Eastern Africa
(65). However, the unmet need of family planning among current married or in-union
women will remain high, above 20% in all regions of sub-Saharan Africa except in East
Africa where the unmet need is projected to decrease from 24% to 18% (65). Of concern,
measurement of some family planning indicators such as “additional new users” and unmet

need is challenging (62-64).

Of note, while disaggregation of family planning indicators for the adolescent age-group is
now strongly promoted, measurement approaches still do not focus on women who would
like to delay their first birth, as such missing the information on the success on family
planning programmes to support women who are sexually active but do not want to start

childbearing.
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1.5.5 Current use, Unmet need and Demand for Family Planning in East Africa
In order to find out whether there was an evidence gap on estimating family planning
indicators for women who would like to delay their first birth beyond Tanzania, | carried
out a critical review of available evidence on how family planning metrics derived from
nationally-representative household surveys are categorised. An evidence synthesis was
also carried out on who qualitative research on family planning has focused on. Details of
this review are documented in Appendix 11.1. Medline, PubMed and Google scholar were
searched for peer reviewed reports. Grey sources and Google were searched for relevant
grey literature and theses. There are a lot of reports and peer reviewed publications on
family planning originating from low and middle income countries using DHS datasets or
any other population or facility-based surveys as well as qualitative studies. For example,
Tanzania so far has eight DHS reports apart from peer reviewed papers published from
other population-based surveys or secondary data analysis of the Tanzania DHS data sets.
Therefore, in order to limit my search to a manageable literature, inclusion and exclusion
criteria that included location, year of publication, aim of the research, study design and

language were set and are listed in table 1.3.

32



Table 1.3: Literature search: Inclusion and exclusion criteria

Criteria Inclusion

Exclusion

Date published = From 2000 onwards

Before 2000

Location Five East Africa community member
countries* (Tanzania, Kenya, Uganda,

Rwanda and Burundi)

High income countries and low
income countries that did not
include or specifically mention
any of the 5 East Africa

community members country

Research/report 1. Use of, or unmet need or demand Any other research focus
focus for, or sources of contraception
2. Determinants or factors
influencing or inhibiting service
provision and use of
contraception
3. Quality of family planning services
4. Mixed focuses (1-3 above)
Study design Quantitative, qualitative, reviews of -
existing literature or mixed methods
Language English Any other language

*Limited to the five East African member countries because of shared cultural norms and

close interaction of people from the member countries.

Overall, 84 peer reviewed and grey reports about family planning services and information

were reviewed (Appendix 11.1). The reports were published or reported between March

2000 and May 2017. Thirteen reports were from Kenya (69-81), 10 from Rwanda (82-91),

13 from Tanzania (92-104), 24 from Uganda (42, 50-52, 54, 105-123) and 24 from low and

middle income countries that included any of the five East African community members

country (48, 60, 124-145). Most of the reports were between 2005 and 2015-the MDG 5B
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era with a total of 56 reports reviewed. Burundi was not included because all reports were

in French.

Of the reports listed in Appendix 11.1, only four (one qualitative study (54), one mixed
method study (50), one review of published qualitative reports (48), and one survey (133)

included people younger than 15 years in their analysis.

Of the reports listed in Appendix 11.1, only two reports from surveys (133, 140) had their
estimates for the family planning indicators (current use, unmet need and demand)
categorised for women who would like to delay their first birth as a separate group from
spacers’ category or from all women. In addition, while most of the qualitative studies
included young people aged 15-24 years and unmarried women, only six (50-52, 54, 77,
122) reported factors that influence or inhibit use of modern contraception for nulliparous

women.

1.5.5.1 Current use, Unmet need and Demand for Delaying First Birth

Currently there is little attempt to disaggregate evidence for this group of women. Many
large scale surveys report about demand, use and unmet need for family planning for
spacing subsequent births and limiting future births (60, 70, 71, 73, 74, 80, 82-86, 88-90,
92, 96, 98, 101, 104-107, 109, 123, 125, 127, 129, 131, 144) (Appendix 11.1) or they use the
term delaying birth without specifying whether it is delaying first or subsequent births (65).
In addition, whenever the indicators are disaggregated according to age of women, the cut-
off in most large surveys has been 15-49 years, a conventional description of women’s

reproductive age, excluding years below 15.

Evidence from one East African study suggested that use of family planning methods
among married girls aged 12-17 was 21% in Tanzania (31% of whom had never given birth)

and 26% in Uganda (20% of whom had never given birth (133).
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Furthermore, according to the recent analysis of DHS data in 52 countries including five
from East Africa, married women rarely had unmet need for delaying first birth:-none for
Tanzania, Rwanda and Burundi and one percent each for Uganda and Kenya (140).
However, sexually active never-married women were most likely to have unmet need for
delaying first birth. Twenty nine percent of sexually active never-married women aged 15-
49 years in Tanzania, 34% in Kenya, 36% in Uganda and 37% in Rwanda were reported to

have unmet need for delaying their first birth (140).

Despite the evidence that 22% of adolescents in Kenya, 15% in Rwanda and 8% in Tanzania
reported having sexual intercourse before the age of 15 years (43), little is known in East
Africa about current use, unmet need and demand for all sexually active including younger

adolescents (below 15 years) who would like to delay their first birth.

1.5.5.2 Current use, Unmet need and Demand for Spacing and Limiting Births
Figure 1.2 and 1.3 show time trends data for spacing and limiting future births in four East
African countries. The data suggest that the proportion of women who would like to
increase intervals between pregnancies and limit future child bearing increased steadily
between 1992 and 2010 (130). In some countries like Kenya, demand for limiting was
consistently higher than for spacing and there was a sharp increase in demand for limiting
in Rwanda in 2010. Unmet need for spacing and for limiting child bearing decreased slightly
but was still high in both countries. With the exception of Tanzania, the data show greater

use for limiting than spacing (130).
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Figure 1.2: Percentage of currently married women in need or using modern methods for

spacing
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Figure 1.3: Percentage of currently married women in need or using modern methods for

limiting
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According to each country’s recent DHS report, demand for spacing and limiting was almost
the same among married women in Rwanda (90) whereas, women in Tanzania had more
demand for spacing than limiting (104) and women in Kenya had more demand for limiting

than for spacing (80). (Uganda 2016 DHS final report not available at time of writing).

1.5.6 Sources of Modern Contraception in East Africa

According to each country’s recent DHS, government or parastatal health facilities were
the main source for contraception for 91% of users in Rwanda (90), 60% in Tanzania (104),
60% in Kenya (80) and 57% in Uganda (106). Of note, none of the reporting of source of
contraception focuses on women delaying first birth in particular, or spacing or limiting
future births. The metrics are reported for all current users disaggregated by method types

or social and socio-economic status.

1.5.7 Underlying Demand and Supply-side Determinants for Use of Family
Planning in East Africa
The ability of women, men and young people to access family planning services when they
want to prevent or delay pregnancy at different stages of their lives is influenced by
individual, social and cultural, and health systems determinants (146). Although the impact
of each underlying determinant depends on the context, these determinants are often
interlinked and modify each other. For instance, higher education is associated with higher
income and both are strongly associated with use of contraceptives (95, 111, 112, 130, 131)
whereas, less education is associated with more unmet need for family planning.
Furthermore, health systems in sub-Saharan countries struggle to provide health services in
rural areas. Therefore, use of family planning has been reported to be higher among
women in urban areas than their counterparts in rural areas (84, 111, 112, 115, 116, 118,
125). However, research of the determinants is not often reported to distinguish between

different life stages of reproduction (delayers of first birth, spacers or limiters of future
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birth) and when it does make this distinction it focuses least on women who would like to
delay their first birth. A summary of the direction of effect for individual, socio-cultural and
health systems level determinants is provided below, followed by a comment on evidence

about key determinants for the adolescent age-group.

Individual determinants

Individual determinants for using modern contraception include wealth (quintiles), area of
residence, years of schooling, marital status, age, exposure to media message about family
planning, number of children desired, parity, number of living children and desired timing
of the next child, (69, 70, 74, 75, 84, 87, 89, 95, 100, 101, 107, 110-112, 114-118, 124, 125,

129-131, 138, 141, 142) (Appendix 11.1).

Household wealth: Women in higher wealth quintiles are more likely to access health care

services or afford contraceptive costs (135), as such, they are more likely to use modern
contraceptive methods than women from poor households (75, 95, 100, 110, 112, 118,
125, 130, 138). For example, in Kenya, Tanzania and Uganda, women from the poorest
wealth quintile were twice as likely as women in the richest quintile to use non-modern
contraceptive methods or no method at all (138). Wealth is also highly correlated with
place of residence, with urban areas having more positive family planning outcomes than

rural areas (84, 111, 112, 115, 116, 118, 125).

Maternal education level: Higher education level is associated with better income, better

access to information, exposure to information and more independence in decision making
about reproduction, both associated with high utilisation of health care services. As such,
use of modern contraception at all stages has been reported to be higher among women
with more education than those with less or no education (69, 70, 75, 84, 95, 100, 110,

112, 116-118, 125, 131, 138).

38



Marital status: Most DHS data are reported for married women aged 15-49 years thus
provide limited evidence for unmarried women. However, unmarried women have been
reported in some studies to be more likely to adopt contraceptive methods as a pre-
caution for sexually transmitted diseases and pregnancies than married women (69, 124).
Linked to marital status however, is the reported frequency of sexual intercourse.
Infrequent sex has also been reported to lead to lack of intent to use modern contraception
at all women'’s life stages of reproduction (131, 134, 137, 140), and it is one of the reasons
cited by a large percentage of women from low and middle income countries for not using

modern contraception (140).

Age: Age influences family planning practices at different stages of women’s life. Younger
adolescents are less likely than older women to have ever-used or currently be using
modern contraceptive methods (69, 75, 115, 118, 124, 125), and as expected, the
probability of using long-term methods increases with age, whereas, the probability of

using short term methods decreases with age (70).

Exposure to family planning media: Exposure to media such as radio, newspaper and

television provides awareness of family planning services, method choice and where the
services are provided. It has been reported to be positively associated with high utilisation
of any modern contraceptive method among women (70, 75, 116, 130, 138). Beyond
exposure, there is a positive link between knowledge of and perceptions about family
planning methods and positive family planning outcomes. The fear of side effects has
commonly been reported to lead to a lack of intent to use modern contraception at all
women’s life stages of reproduction (42, 48, 54, 77, 87, 88, 95, 99, 115, 126, 131, 134, 137,
140, 142, 147) (Appendix 11.1). Indeed, the DHS analysis from 18 sub-Saharan countries
found that the majority of contraceptive users had not been informed about potential side

effects for their method, or told about other potential methods that could be used (131).
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As such, some users have been reported to have learnt about both true and perceived side

effects of contraception from their social networks (77).

Number of children desired: Having attained a desired number of children or more is

associated with high utilisation of family planning services and method choice (89, 116,
130, 131, 138). For example, in the analysis of DHS data from 18 sub-Saharan African
countries, many women who were using permanent contraceptive methods to limit their

future births had more than their ideal number of children (131).

Parity: Parity is related to the number of desired children. Higher number of live births has
been reported to be associated with increased use of modern contraception (84, 95, 125).
Regarding parity and women'’s life stages of reproduction, in the analysis of DHS data from
Rwanda and Madagascar, women with met need for spacing in Rwanda were more likely to

have six or more children (125).

Timing of the next child: Timing of the next child is related to intent to use modern

contraceptive methods. For example, women with mistimed pregnancy history have been
reported to be less likely to use a non-modern contraceptive method or no method at all
during their most recent sexual encounter as compared to women who had a wanted

pregnancy history (138).

Social and cultural determinants

Social and cultural determinants include opposition and disapproval (or support) from male
partners and parents or peers, religious belief, and cultural norms and expectations like
wishing to have a big family (42, 51, 54, 81, 85, 87-89, 99, 100, 103, 105, 119, 122, 125, 130,

140-142, 147) (Appendix 11.1).

Opposition and disapproval (or support) from male partners, parents or peers: As

expected, the opposition or disapproval from family members or peers can hamper the use
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of modern contraception at all women'’s life stages of reproduction (42, 54, 87, 99, 100,
130, 140-142). Beyond having a negative effect on uptake, some women have reported

using the methods in secret without their husbands or relatives’ awareness (42, 99).

Religious and traditional beliefs: Societal morals and values often embedded in religion,

impact on the decision making of sexual activities, contraceptive practices and method
choice at all women'’s life stages of reproduction. Silence of some religious leaders about
use of modern contraceptive methods, religious beliefs that couples ought to produce
children, and use of modern contraceptive methods being perceived as a sin has been
reported as an opposition to the use of modern contraception (42, 89, 100, 103, 119, 141).
However, despite the opposition, there are examples from East Africa of studies reporting

no impact of religion on contraceptive use among women aged 15-49 years (70, 81).

Cultural norms and expectations: Cultural norms and expectations impact on the decision

making on sexual activities, family planning practices and method choice. Cultural norms
such as stigma around sexual activities and contraceptive use among young and unmarried
women, the value of large families, male dominance, couples being expected to start
childbearing as soon as they get married have all been reported to inhibit family planning
practices and method choice (54, 88, 103, 119, 142, 147). For example, Adams et al., 2013
reported that approximately half of newly married adolescents were pressured to start
child bearing in Uganda (54), which might make it harder to adopt modern contraceptive to

delay first birth even if they wanted to do so.

Health systems determinants
Health systems determinants include health providers attitude; long distances to health
facilities; and limited method choice due to stock out or work-force constraints (42, 50, 51,

69, 75, 79, 87, 88, 94, 97, 102, 103, 114, 126, 145) (Appendix 11.1).
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Provider attitudes: The attitude of health care providers can either demoralise clients from

or motivate clients to seek and use health services, including family planning services.
Examples of reported provider attitudes that negatively affect family planning outcomes at
all women’s life stages of reproduction are a reluctance to promote contraceptive use by
persons younger than 18 years old, unmarried, still in school and those without children;
and misconception that contraceptive methods can lead to infertility among the women

(51,79, 94, 103).

Distance from health facility: Long distance (more than five kilometres) to the health

facility has been reported to limit accessibility of modern contraception among women,
whereas short distance is associated with high utilisation of family planning services (75,

97, 114).

Limited choice: Availability of a range of contraceptive methods facilitates method choice.
However, stock-outs of contraceptive methods at health facilities makes it difficult for
clients to choose and have confidence in relying on specific contraceptive methods (42, 51,
88, 102). In many low and middle income countries including those in East Africa, demand

for contraceptives exceeds supplies (148).

Training and trained staff: Linked to the availability of methods, providers’ skills and

competency in providing short term, long-acting reversible and permanent contraceptive
methods can facilitate method choice. Conversely, a limited number of trained staff and
lack of routine staff training for family planning providers has been reported to limit the
provision of a range of method mix at all levels of women’s life stages of reproduction (51,

122, 145).
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Adolescents

For logical and pragmatic reasons, adolescents are considered as a special group in
reproductive matters. In 1989 the United Nations Convention on the Rights of the Child
(149) and the 1979 United Nations Convention on Elimination of Discrimination against
Women (150) recognised that adolescents have the right to contraceptive information and
services, and have an ‘evolving capacity’ to do so, but often encounter significant access
barriers. Adolescents may be susceptible to the same individual, social and cultural, and
health systems determinants as all women, but young people are likely to also be
particularly affected by the costs associated with accessing methods, stigma around sexual
activities and use of contraception for young women, and unfriendly health service

provision.

Cost: Transport cost and cost for contraceptive method can be a major barrier for
adolescents because they frequently lack their own source of income or control over their

finances to be able to afford contraceptives (50, 51)

Stigma: Societal norms prohibit or condemn pre-marital sexual activity and pre-marital
pregnancy. For example, the stigma around pre-marital sexual activities as well as stigma
around use of family planning services among young women, single and divorced women
can limit confidence to access modern contraceptive methods from public health facilities

due to fear of being labelled as prostitutes (41, 42, 88, 122).

Unfriendly health services: Adolescents favour friendly settings that provide their desired

services and maintain privacy and confidentiality. However, many public health facilities
require parental or spousal consent for family planning uptake, or lack the privacy and
confidentiality protocols needed to reassure not demoralise adolescents from seeking and

using modern contraceptive methods (42, 50-52).
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1.5.8 Family Planning Services in Tanzania

1.5.8.1 National Policy, Strategies and Guidelines for Family Planning in Tanzania
Tanzania is a Family Planning 2020 focus country (151) but prior to this initiative it already
had political commitment to provide family planning services. It has the WHO
recommended global handbook for providers of family planning services translated into
Swahili, a national language understood and spoken by the majority of Tanzanians (152).
The country also has a national family planning guideline and standards (153). The national
guideline covers the WHO recommendations outlined under section 1.3 and listed in table
1.4, and several strategic documents and national health policy also include family planning

(154-157).

Table 1.4: List of voluntary human rights-based family planning information and services

recommended by WHO and included in Tanzania national family planning guideline

Voluntary human rights-based family Recommended in Included in Tanzania national
planning information and services the WHO guideline family planning guideline
Non-discrimination v v
Availability v v
Accessibility v \4
Acceptability v \4

Quality of services v v
Informed decision making v v

Privacy and confidentiality v v
Community participation v v
Accountability v v

Source: WHO 2014, ensuring human rights in the provision of contraceptive information
and services: guidance and recommendations (30) and Tanzania national family planning

guideline and standards, 2013 (153)
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In Tanzania, men and women in the country including young people (10-24 years of age)
regardless of parity, marital status, creed, race, or sexual preference are eligible to access
accurate and complete family planning information, education and services (153). There is
no parental or spousal or guardian consent required except for people with mental illness
or for the use of permanent methods (153). In addition, the government encourages
integration and/or linkage with other reproductive and child health services and commits
to making family planning services accessible, safe, acceptable, affordable (153). Regardless
of sources of contraception clients also have, among other rights, a right to be counselled
of a range of available options and be provided with accurate and complete information to
enable them make an informed decision (153). An operation target has been set to achieve
modern contraceptive prevalence rate of 45% among all women of reproductive age (15-49
years) and to reduce the adolescent fertility rate from 116 per 1,000 births to 90 per 1,000

births by 2020 (157).

1.5.8.2 Approved Family Planning Methods in Tanzania

The WHO fact sheet number 351 on family planning lists thirteen modern and two
traditional family planning methods (158). The methods differ in terms of effectiveness and
failure rates with female sterilisation and long-acting hormonal contraceptives (implant)
reported to be most effective, whereas, barrier and traditional methods were the least
effective (159). Table 1.5 lists the family planning methods recommended by WHO and
indicates methods approved or supported by health policy and guideline and standards and

are registered for public use in Tanzania.
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Table 1.5: List of family planning methods recommended by World Health Organisation

versus methods approved and registered for public use in Tanzania

Contraceptive Methods

Methods
supported by
health policies in
Tanzania

Most to least
effective methods

V=Supported
X=not supported

1=most effective;
4=|east effective

¥=not in the
review
Modern 1. Implants v 1
methods 2. Female sterilisation (tubal ligation) ' 1
3. Intrauterine device (IUD) 2
levonorgestrel
4. Progestogen-only pills or “the ' 3
minpill”
5. Low-dose combined oral v 3
contraceptives or “the pill”
Progestogen-only injectables '
Monthly injectables or Combined x
injectable contraceptives
8. Intrauterine device (IUD): Copper v 3
containing
9. Male condoms v 4
10. Female condoms v 4
11. Male sterilisation (Vasectomy) v ¥
12. *Lactational Amenorrhoea Method v ¥
13. Emergency contraception v ¥
(levonorgestrel 1,5mg)
Traditional 1. Fertility awareness-based ' 4
methods methods, (natural family planning
or periodic abstinence)
2. Withdrawal (Coitus Interruptus) X 4

Source: Tanzania National guideline for family planning services (153), World Health

Organisation factsheet number 351 (158) and Mansour et al 2010 (159)

* Lactational Amenorrhoea Method: categorised under tradition methods by Hubacher et al,

2015 (160)
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1.5.8.3 Levels of Provision and Delivery Mechanism for Family Planning Methods in
Tanzania

Multiple levels of provision for family planning information and services are
recommended (153). According to the 2016 Tanzania Service Provision Assessment
survey, 80% of Tanzanian health facilities offer some type of modern contraception but
government facilities are more likely to offer modern contraception than faith-based,
private-for-profit and parastatal facilities (161). Nearly all hospitals, health centres,
dispensaries, and clinics that offer family planning services were reported to offer at
least two temporary modern contraception and progestin-only injectables, combined
oral contraceptive pills, and male condoms were the most commonly offered
temporary methods (161). Of note, as indicated in table 1.6 below, the listed levels of
provision of family planning services are supposed to provide Information Education
and Communication (IEC) to women, men and adolescents and communities about the

health benefits of delaying first pregnancy, spacing and limiting births.
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Table 1.6: Levels of provision of family planning services in Tanzania

Trained health care provider at;

1.

Community

1.1 Provide Information Education and Communication to women, men
and adolescents and communities about the health benefits of
delaying first pregnancy, spacing and limiting births

1.2 Counsel clients for family planning including all methods

1.3 Provide contraceptive pills, emergency contraceptives and barrier
methods

1.4 Refer clients for other family planning services as necessary

1.5 Record community-based health information (e.g. number of clients

recruited for family planning)

Accredited
Drug
Dispensing

Outlet

2.1 Screen client for family planning using relevant history and
examination, as per guideline

2.2 Provide counselling on informed choice for all methods and once
client makes a choice, in-depth method-specific counselling on oral
contraceptives (including emergency contraceptives) and condoms
and where to get more information about other methods

2.3 Initiate and re-supply oral contraceptives including emergency
contraceptives and condoms

2.4 Instruct client on the use of condoms and oral contraceptives

2.5 Refer clients for other family planning methods and services

2.6 Maintain client records and submit reports to the respective District

Reproductive and Child Health care Coordinator (DRCHCo)

3

Pharmacies

3.1 As at accredited drug dispensing outlet, plus:

3.2 Dispensing injectable vials

3.3 Refer client for other family planning methods and services

3.4 Maintain client records and submit reports to the respective
DRCHCOc and Regional Reproductive and Child Health care
Coordinator (RRCHCos)
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Table 1.6 [Contn...]

4  Dispensary

4.1 As at community level, plus:

4.2 Obtaining targeted history, perform physical examination

4.3 Screen for sexually transmitted infections, treat as necessary

4.4 HIV counselling and testing

4.5 Provide method of choice, including IUD and injectables (where skills
and supplies are available)

4.6 Counsel clients for long acting and permanent methods when
applicable

4.7 Maintain clinic records and submit reports to the district

4.8 Refer as needed

5. Health

centre

5.1 As at dispensary level, plus:

5.2 Provide implant insertion and removal

5.3 Perform voluntary surgical sterilisation (where skills and supplies are
available)

5.4 Refer clients who desire surgical sterilisation

5.5 Provide technical support to community health workers as

appropriate

6. Hospital

6.1 As at Health centre level, plus:

6.2 Perform surgical sterilisation (permanent methods)

Source: Tanzania National Family Planning Guidelines and Standards (153)

1.5.8.4 Monitoring and Evaluation of Family Planning Program in Tanzania

The Tanzania national guideline and standards states that the family planning program is

monitored through the health management information system and is evaluated as part of

the Demographic and Health Survey every five years (153).
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1.6 Rationale and Importance of this Thesis

1.6.1 Rationale

There is evidence to suggest that the demand for and use of family planning methods
across East Africa is increasing. The Sustainable Development Goals targets 3.7 and 3.8 and
5.6, the United Nations Global Strategy 2.0 for Women's, Children's and Adolescents'
Health, 2016-2030 and Family Planning 2020 initiatives also include indicators for
monitoring family planning. Tanzania is a Family Planning 2020 focus country. The
Tanzanian government has set two key targets for 2020: to increase the modern
contraception prevalence rate among all women of reproductive age (15-49 years) from
27% to 45% and to reduce the adolescent fertility rate from 116 per 1,000 births to 90 per
1,000 births. However, currently categorisation of metrics about demand for, use, unmet
need and source of contraception derived from many large scale surveys focuses more on
spacing and limiting (permanent stop) future births, but there is less focus on delaying first
birth. There is also less focus on reporting factors that influence or inhibit use of modern

contraception for women who would like to delay their first birth.

1.6.2 Importance

In the context of (a) increasing demand for family planning, (b) population growth and a
high proportion of adolescents (12% of the Tanzania population is comprised of females
aged 10-19 (162), (c) initiation of sexual activities before the age of 15 years (32, 43) and (d)
increasing age at first marriage (40), this thesis provides insights into levels of family
planning needs of women who would like to delay their first birth, contrasting them with
women who would like to space or limit future births and the extent to which these needs
are met within existing structures. It also provides information on the sources of modern

contraception amongst women who are using the methods to delay their first births and
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whether they received information about side-effects of the methods, what to do if they

experienced side-effects and alternative methods available that they could have used.
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