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Abstract
Objective: Despite the provision of free family planning in Ethiopia, contraceptive uptake is still
low. Provider proficiency in carrying out comprehensive counseling on postpartum contraception
use is important in developing countries. The reasons for non-use of Postpartum Intrauterine
Contraceptive Device (PP-IUCD) are not clear and barriers impede provider use of this approach
burdening Ethiopian women’s health. Hence, the aim of this study was to assess experiences and
attitudes of providers about (PP-IUCD) service provision.
Methods: A facility-based cross-sectional study design was used from September 18th, 2015 to
December 18th, 2016. A total of 197 health facilities and 864 health care providers, using simple
random sampling techniques, were included in the study. We used a pretested and structured, selfadministered questionnaire. A multilevel logistic regression model to determine factors associated
with providers’ attitudes towards use of IUCD.
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Results: The mean (± SD) age of study participants was 27.8 years (± 5.4). IUCD was available in
168 (85.3%) of the health facilities. Attitudes towards acceptance of PP-IUCD among providers
was 547 (63.4%) [95% CI: 60.3, 66.7], however PP-IUCD use was very low 100 (11.5%). IUCD use
was higher among health facilities that had available guidelines for family planning counseling
(AOR=8.27; 95% CI: 1.56, 43.8). Training on IUCD (AOR=7.75; 95% CI: 3.71, 16.23). Providers’
with favorable attitudes towards PP-IUCD (AOR=2.47; 95% CI: 1.044, 5.87); regular Antenatal Care
(ANC) counseling (AOR=11.28; 95% CI: 4.04, 31.5), and providing ANC service at a health facility
(AOR=1.94; 95% CI: 1.17, 3.22) were significantly associated with receiving training on PP-IUCD.
Providers who preferred to use injectable contraceptive methods were 72% less likely to accept PPIUCD (AOR=0.28; 95% CI: 0.16, 0.49).
Conclusion: Acceptance of PP-IUCD and IUCD insertion use among family planning providers
remained low in the study setting. We found that while provider training remains low among study
providers, it was associated with favorable attitudes towards PP-IUCD.
Keywords: Survey; Postpartum; Intrauterine; Contraceptive device; Provider attitude; Service
provision; Ethiopia
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Objective
The Postpartum Intrauterine Contraceptive Device (PP-IUCD) is a very convenient method of
contraception and it can be inserted within 48 h after giving birth [1]. While it took over 200,000
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years of human history for the world's population to reach one billion,
it took only 200 years more to reach 7 billion, and Sub-Saharan Africa
is one of the regions reflecting this rapid population growth in our
time. Maternal and child health integrated programs and others have
successfully introduced PP-IUCD around the world. India, Rwanda,
Kenya and Zambia are scaling PP-IUCD nationally with these
services [2,3]. Currently Ethiopia has a reproductive health strategy
that provides all family planning methods for free to residents, with
special emphasis on long-term and permanent methods [4]. In 2012,
the Maternal and Child Health Integrated Program (MCHIP) started
the PP-IUCD program implementation in Ethiopia.

Study design
This facility-based cross-sectional study was conducted at Amhara
region Hospitals from September 18th, 2015 to December 18th, 2016.
Setting
The Amhara region is located in the north western and north
central parts of Ethiopia. Currently, the region has a population of
more than 22 million. In this region, 23.58% of women are between
15 to 49 years, and of this, pregnant women constitute about 3.24%.
Currently, the region has 81 hospitals (tertiary), 856 health centers
(secondary) and 3,536 (primary) health posts. A variety of health
professionals including gynecologists and obstetricians, general
practitioners, integrated emergency surgery and obstetrics providers,
health officers, midwives, and nurses are involved in providing PPIUCD use in the selected health facilities [21].

It is well established family planning counseling is critical for
women to make informed reproductive and sexual health decisions,
especially in Ethiopia where there are high unmet family planning
needs and fertility is high [4]. Initiation of family planning at the time
of child birth is a great opportunity, as few women in low-resource
settings who give birth in a facility return for further family planning
[5]. Delivery is frequently the only time when mothers come in
contact with health care providers [1,6]. Long-acting contraceptive
methods like IUCD are believed to be effective methods during the
postpartum period [7,8].

Study participants
The study subjects were 864 health care providers who were
involved in family planning services during the data collection period
in the selected health facilities, Ethiopia.
Sampling

Demand and supply-side factors contribute to the limited use of
these methods. One of the major supply-side factors for low/limited
PP-IUCD contraceptive use is providers’ experience and knowledge.
The service provider can play a critically important role in a woman’s
family planning utilization; offering women an informed choice.
On the other hand, an uninformed provider may limit a woman’s
awareness of safe effective methods like PP-IUCD. Hence, training
providers on PP-IUCD in order to increase knowledge and skills will
support further promotion of PP-IUCD use [9,10].

The providers sample size was determined using a single population
proportion formula. The assumptions included a 5% margin of
error, 95% confidence interval, and that 50% of the providers in the
population have good knowledge about PP-IUCD [21]. Considering
a design effect of two and a non-response rate of 15%, the total
minimum sample size was 864 health care providers. We assumed
that three to five providers would be represented per each facility.
About 19 hospitals and 520 health centers were included, and of
these, we selected 197 health facilities considering their geographical
distribution and area of coverage. A list of health professionals in all
hospitals and health centers was collected. Depending on the patient
load and number of providers who are directly involved in IUCD
service provision, we selected 3 to 5 individuals from each facility
using simple random sampling (lottery method) from the sample
frame. Details of the method were published elsewhere [22].

Due to the low coverage of contraception, maternal and neonatal
complications are problematic [11]. Studies have pointed to sociodemographic factors as well as perceived attitudes towards quality
of care and other organizational factors (including availability of
service for caesarean section, guidelines and materials for IUCD use,
and family planning counseling services) as major determinants of
PP-IUCD use in the country [4,12-16]. A retrospective study found
that only 60% of women who requested an IUCD obtained the
service, waiting an average of 60.5 days post-delivery for insertion
[17]. Providers may limit IUCD use among women by citing
concerns about infection, expulsion, and infertility [17,18]. On the
other hand, providers’ attitudes towards use of IUCD may motivate
clients to choose long-acting family planning methods and may be
a key point of intervention to address barriers to PP-IUCD uptake
and use. Studies done in Ghana and South Africa show that a lack
of provider knowledge, provider discomfort with insertion, and
incomplete contraceptive counseling contribute to a lack of IUD
uptake, indicating a need for more training and information about
the IUCD [19,20]. To increase PP-IUCD use by women who do not
want to become pregnant it is critical to understand clinician-related
barriers and facilitators to PP-IUCD uptake, as these are modifiable
[8]. To date providers’ attitudes and reasons for non-use of IUCD in
Ethiopia have not been explored. Therefore, this study is designed to
identify provider-related factors including knowledge and attitudes
towards PP-IUCD that are modifiable in order to achieve wider use
of IUCD in the Ethiopian context.
Remedy Publications LLC.

Data collection
Data collectors were selected from health practitioners outside
the working facility (health officers with a college degree, midwives,
and nurses) [22]. Then three-day training was conducted for 15 data
collectors and nine supervisors on the objectives of the study and
how to collect the data, including two days of pre-testing the study
questionnaire. All questionnaires were administered in the health
facilities.
A pretested and structured, self-administered questionnaire was
used to collect data from participants. Questions included items on
socio-demographic factors (sex, age, educational status, marital status,
and religion), available service delivery, family planning counseling,
as well as a knowledge assessment [21]. In addition, the study used
a checklist to audit the available instruments in the facilities. A
composite scale was used to determine (outcome) attitudes towards
PP-IUCD. Knowledge about IUCD was assessed with 12 questions,
each worth one point. The score was dichotomized using the mean
value of the sum of points from the 12 questions.
Method of analysis
Data were coded, entered, and cleaned using EPI-INFO version
2
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Table 1: Socio-demographic characteristics of the 864 study participants by health facility and sex in Amhara regional state, Ethiopia (2016).
Health Center Frequency %

Hospital Frequency %

Male

Male

Female

Characteristics

Total Frequency %
Female

Providers’ age (years)
18 to 24

66 (55.5)

53 (44.5)

50 (56.8)

38 (43.2)

207 (23.9)

25 to 34

186 (53.9)

159 (46.1)

163 (72.4)

62 (27.6)

570 (65.9)

35 to 44

29 (65.9)

15 (34.1)

16 (76.2)

5 (23.8)

65 (7.50)

45 to 69

11 (68.7)

5 (31.2)

6 (100)

0 (0.00)

22 (2.60)

Currently Married

129 (48.3)

138 (51.7)

76 (59.8)

51 (40.2)

394 (45.6)

Not Married

163 (63.4)

94 (36.6)

159 (74.6)

54 (25.3)

470 (54.4)

Orthodox Christian

235 (57)

177 (42.9)

210 (71.7)

83 (28.3)

705 (81.6)

Muslim

45 (51.7)

42 (48.3)

14 (46.7)

16 (53.3)

117 (13.5)

Protestant

6 (46.1)

7 (53.8)

7 (87.5)

1 (12.5)

21 (2.43)

Other

5 (44.5)

6 (54.5)

1 (33.3)

3 (66.6)

21 (2.43)

Gynecologist

1 (100)

0 (0.00)

4 (100)

0 (0.00)

5 (0.58)

Resident

1 (100)

0 (0.00)

9 (100)

0 (0.00)

10 (1.16)

General Practitioner (GP)

1 (50)

1 (50)

48 (76.2)

15 (23.8)

65 (7.52)

Emergency surgical officer

4 (80)

1 (20)

40 (93)

3 (6.9)

48 (5.56)

Marital status

Religion

Profession

Health officer

67 (69.8)

29 (30.2)

8 (88.9)

1 (11.1)

105 (12.15)

Midwife

104 (51.2)

99 (48.8)

80 (57.9)

58 ((42.1)

341 (39.47)

Nurse

114 (52.8)

102(47.2)

46 (62.2)

28 (37.8)

290 (33.56)

Less than 5 years

154 (59.2)

106 (40.8)

179 (71.3)

72 (28.7)

511(59.1)

5 to 40 years

137 (52.1)

126 (47.9

56 (62.9)

33 (37.1)

353 (40.9)

Duration of professional experience

7 and the STATA version 14 statistical packages was used for data
analysis. Frequencies, percentages, and cross tabulations were used to
describe the distribution of socio-demographic factors, characteristics
available during service provision, and family planning related
variables. Chi-square tests were used to identify factors that were
statistically associated with the outcome (attitudes, and use of IUCD).
Descriptive statistics were used to summarize the data. Multilevel
logistic regression was used to determine factors that were statistically
associated with providers’ attitudes toward acceptance of PP-IUCD
and IUCD use.

post placental IUCD insertion; of these 82% of them reported using
Kelly forceps to insert a PP-IUCD.
According to survey results, an IUCD is available in 168 (85.3%)
of the health facilities. In 86.8% of the health facilities in our sample,
implants were reported to be available. Among those providers who
have never inserted a PP-IUCD before, 73% of them reported that
they had never received specific training on IUCD insertion.
The proportion of providers with a good attitude toward PPIUCD was 63.4% [95% CI: 60.3, 66.7] and the proportion with
experience inserting IUCD and PP-IUCD are presented. Regarding
the ideal time for a postpartum woman to have an IUCD insertion,
37% reported that the timing is not important, 25% indicated that
the ideal time was the extended postpartum period, and another
21% reported the post placental period as the ideal time. The reasons
for not providing IUCD service are presented. The preference of
the health personnel regarding the most suitable type of family
planning for postpartum women are summarized in Table 2. Seventy
eight percent of the health personnel reported regularly counseling
pregnant or postpartum women on family planning. Regarding the
preference of the health professionals on the ideal timing of making
decisions on post-partum family planning, 37.8% of them said during
antenatal care (ANC), 37.6% of them said during a postnatal visit,
16.7% of them said right after delivery, and 5% of them said during
labor. About 77.3% of providers preferred to insert IUCD followed by
implants (37.3%). Details of their preferences are presented.

Results
Of the total providers who participated (n=864), the majority
524 (60.6%) worked in health centers. The mean age (± SD) of the
study participants was 27.8 years (± 5.4). Concerning the educational
status of participants, the majority 736 (85.2%) of providers only had
a bachelor’s degree. Four hundred and seventy (54.4%) providers
were not married. Over a third, 337 (39%) were female and of these,
232 (68.8%) worked in a health center. About 62% of the study
participants had less than five years working experience in their
health profession, with a range of one to 40 years. Additional sociodemographic characteristics of the study participants are presented
in Table 1.
Facility-related factors
A total of 65 (7.6%) of the health providers used instruments for
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health facilities that had available guidelines for family planning
counseling. Providers who received training on IUCD and those who
regularly counsel pregnant women at ANC were more likely to use
PP-IUCD. Obstetrics and Gynecology physicians in our sample had
higher knowledge scores about PP-IUCD, while the lowest knowledge
score was observed in nurses.

Table 2: Type of family planning for PP-IUCD service provision among health
providers in Amhara regional state health facility, Ethiopia (2016).
Providers with any use of this contraceptive
Type of Family planning
n (%)
Female sterilization
Male sterilization

114 (13.2%)
51 (5.9%)

Oral contraceptive

126 (14.6%)

IUCD

668 (77.3%)

Injectable

169 (19.6%)

Implants

322 (37.2%)

Male condom

95 (11%)

Female condom

69 (8%)

Diaphragm
LAM (Lactational
Amenorrhea)

In this study, the proportion of PP-IUCD insertion was low
among providers with no training on IUCD insertion. Successful
IUCD insertion requires structured training that includes skill
development in counseling methods and the correct insertion
techniques. Best practice training with performance outcomes has
been developed and evaluated elsewhere [20,23-25]. A study done in
the USA has shown that accurate knowledge of contraceptive safety
and effectiveness training improves provider immediate postpartum
LARC insertion rates [26]. Another qualitative study done in rural
areas in Pakistan expressed the need for qualified female healthcare
providers, especially for long-term family planning services at health
facilities, to improve provision of IUCD use [27]. Postpartum IUCD
insertion has its own peculiarities with timing and anatomic changes
that occur during pregnancy, and providers are expected to know
these peculiarities and the specific skills needed for appropriate
insertion [28,29]. Our finding is consistent with the study done in
South Africa, which showed that providers with recent training on
PP-IUCD counseled more patients and delivered more of the services
compared to those who were not trained [30]. Thus, any training, and
providing an update on knowledge and skills for IUCD insertion and
PP-IUCD in particular, will help to ensure the expanded use of this
safe long-term contraceptive service as part of women’s health care.

36 (4.2%)
197 (22.8%)

Factors associated with IUCD use
IUCD use was found to be 95% less likely among general
practitioners [AOR=0.05; 95% CI: 0.01, 0.31], 77% less likely
among health officers [AOR=0.23; 95% CI: 0.06, 0.89], and 74% less
likely among nurses [AOR=0.26; 95% CI: 0.07, 0.95] compared to
gynecologists after adjusting for a number of important covariates
(age, marital status, knowledge about PP-IUCD, qualification,
training, use, preference in methods for postpartum family planning).
The use of IUCD was eight times more likely among health facilities
that had available written guidelines for family planning counseling
than those who did not (AOR= 8.27; 95% CI: 1.56, 43.8). Providers
who received training on PP-IUCD were more likely to use IUCD
than their counterparts (AOR=7.75; 95% CI: 3.71, 16.23). Use of
IUCD insertion was more than 10 times higher among providers who
reported having experience with PP-IUCD insertion than those who
had never used it (AOR =10.79; 95% CI: 3.67, 31.9) (Table 3).

Access to PP-IUCD can be affected by affordability and availability
of the IUCD instruments [31]. In this study, IUCD and implants were
available but limited. This is in line with studies done in Sri Lanka,
Tanzania, and Nepal that assessed health facilities’ preparedness for
postpartum family planning services. This study showed that you
can train providers and improve accessibility and convenience, but
if the medical equipment and supplies for performing IUD insertion
are in short supply, women will not receive IUCD [32]. Therefore,
availability of long-term family planning methods should be
continuously secured to make the service provision sustainable.

Factors associated with attitude towards acceptance of
PP-IUCD
For each increase of one point in a provider’s knowledge score
their attitude towards acceptance of IUCD was 15% more likely
(AOR=1.15; 95% CI: 1.03, 1.27) after adjusting for important
covariates (age, marital status, knowledge about PP-IUCD,
qualification, training, use, preference in methods for postpartum
family planning) in a multivariable logistic regression. Providers
who received training on PP-IUCD were more likely to have a good
attitude than their counterparts (AOR=2.47; 95% CI: 1.044, 5.87).
Having an accepting attitude towards IUCD was 11 times more likely
among health providers who regularly counsel pregnant women than
those who do not (AOR=11.28; 95% CI: 4.04, 31.5). Providers who
offer ANC services at their health facility were about twice as likely to
have an accepting attitude towards PP-IUCD than their counterparts
(AOR=1.94; 95% CI: 1.17, 3.22). Acceptance of PP-IUCD was
72% less likely among providers who preferred to use injectable
contraceptive methods for postpartum women than inserting IUCD
during counseling (AOR=0.28; 95% CI: 0.16, 0.49) (Table 4).

The observed low overall use IUCD among general practitioners,
health officers, and nurses in our study is in line with a case-control
study done in India [33]. This low use can be explained by the fact
that general practitioners and the health officers in Ethiopia more
frequently work in internal medicine and pediatric wards and
outpatient departments where they are less likely to be exposed to
IUCD use [33]. Providing additional in-service training across units
and departments will help to improve attitudes towards IUCD and
thus its use.
The multivariable logistic regression analysis showed that for
each point in a person’s knowledge score, their acceptance of IUCDs
was 15% more likely. This may be explained by the fact that, when
someone becomes knowledgeable about IUCDs, he/she will learn
about PP-IUCDs benefits, promoting acceptance of IUCD use [34].
Greater acceptance of IUCDs was higher among health facilities
that regularly counseled during pregnancy than those that did not.
Counseling about family planning at ANC is the preferred approach,
because it gives the client ample of time to think and discuss her
contraceptive options with her partner and relatives, helping her to
reach her final choice [21]. Our findings show that the less desirable

Discussion
Our results demonstrated that providers who were knowledgeable
about PP-IUCD were much more likely to counsel clients about PPIUCD than providers with poor knowledge. Acceptance of PP-IUCD
among providers was above average in our sample. However, PPIUCD insertion practices were very low. IUCD use was higher among
Remedy Publications LLC.
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Table 3: Multivariate analysis for factors associated with IUCD use among health providers in Amhara regional state, Ethiopia (2016).
Characteristics

IUCD Use n (%)

COR [95%:CI]

AOR [95%:CI]

Demographic characteristics at the provider level
Age in years
18 to 24

59 (28.5)

1.00

1

25 to 34

184 (32.3)

1.19 [0.84, 1.69]

1.003 [0.54, 1.85]

35 to 44

32 (49.2)

2.43 [1.37, 4.31] *

2.41 [0.84, 6.95]

45 to 69

10 (45.4)

2.09 [0.86, 5.09]

3.16 [0.62, 15.9]

Married

394 (45.6)

1.00

1.00

Not married

470 (54.4)

Current marital status

Knowledge about IUCD

0.79 [0.59, 1.05]

1.21 [0.72, 2.04]

1.10 [1.04, 1.17] *

1.00 [0.89, 1.11]

Professional Role of Providers
Profession
Gynecologist and emergency Surgical officer

32 (50.8)

1

1

General practitioner

6 (9.23)

0.10 [0.04, 0.26]

0.05 [0.01, 0.31] **

Health officer

24 (22.9)

0.29 [0.15, 0.56]

0.23 [0.06, 0.89] *

Midwifery

143 (41.9)

0.70 [0.41, 1.20]

0.48 [0.13, 1.69]

Nursing

80 (27.6)

0.37 [0.21, 0.64]

0.26 [0.07, 0.95] *

156 (22.1)

1

Participated in PP-IUCD training
No
Yes

129 (82.1)

1
**

16.27 [10.4, 25.4]

7.75 [3.71, 16.23] **

Provider regularly counsels pregnant patients
No

17 (20.2)

Yes

1

1
*

0.83 [0.33, 2.05]

267 (34.5)

2.08 [1.20, 3.61]

No

16 (20.1)

1

1

Yes

179 (35.3)

1.38 [0.98, 1.94]

1.87 [0.80, 4.38]

Variables at a facility level
Do staff from this facility attend family planning counseling

PMTCT services are provided every day in the facility
No

23 (26.1)

1

1

Yes

261 (33.8)

1.44 [0.88, 2.38]

2.32 [0.87, 6.14]

No

163 (35.1)

1

1

Yes

122 (30.6)

0.82 [0.61, 1.08]

0.91 [0.48, 1.69]

43 (21.6)

1

1

Facility provides caesarean section services

Facility offers guidelines for family planning counseling
No
Yes

236 (36.6)

2.09 [1.44, 4.04]

**

8.27 [1.56, 43.8] **

Available family planning written guidelines for service
No

37 (22.2)

1

1

Yes

242 (35.6)

0.11 [0.73, 1.61] **

0.13 [0.03, 0.69]

No

58 (2.8)

1

Yes

167 (37.8)

1.95 [1.37, 2.77] **

1.04 [0.52, 2.10]

195 (25.5)

1

1

Available flow charts on IUCD insertion

Have you ever inserted an PP-IUCD
No
Yes

90 (90.0)

26.3 [13.4 51.5]

**

10.79 [3.67, 31.9] **

Those facility who support Injectable methods most suitable for postpartum women?

Remedy Publications LLC.
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No

239 (34.4)

1

1

Yes

46 (27.2)

0.71 [0.49, 1.04]

0.70 [0.37, 1.33]

Most facility counsel pregnant women on ANC
No

53 (23.0)

1

1

Yes

232 (36.6)

1.93 [1.36, 2.73]

1.17 [0,66, 2.07]

No

9 (20.0)

1

1

Yes

269 (33.4)

2.00 [0.95, 4.22]

1.55 [0.43, 5.56]

Antenatal care services are provided every day at this facility

FP clients are required to purchase /provide the IUCD
No

196 (33.3)

1

1

Yes

87 (33.2)

0.99 [0.73, 1.35]

1.24 [0.01, 2.19]

*

= P-value <0.05; **= p-value <0.001 PMTCT: Prevention of Mother to Child Transmission

Table 4: Multivariate analysis for factors associated with attitudes towards PP-IUCD among health providers in Amhara regional state, Ethiopia (2016).
Characteristics

Acceptance of PP-IUCD n (%)

COR [95%:CI]

AOR [95%:CI]

Age in years
18 to 24

133 (64.2)

1.00

1

25 to 34

355 (62.3)

0.92 [0.66, 1.28]

0.99 [0.56, 1.76]

35 to 44

48 (73.8)

1.57 [0.84, 1.97]

2,12 [0.66, 6.84]

45 to 69

13 (59.1)

Providers Knowledge about PP-IUCD

0.80 [0.33, 1.97]

0.92 [0.19, 4.29]

1.56 [1.09, 1.28] *

1.15 [1.03, 1.27] *

Current Marital status
Married

394 (45.6)

1.00

1.00

Not married

470 (54.4)

0.99 [0.75, 1.30]

1.25 [0.77, 2.03]

Profession
Obstetrics and Gynecologist

43 (68.2)

1.00

1.00

General Practitoner

28 (43.1)

0.35 [0.17, 0.72] **

0.42 [0.10, 1.74]

Health Officer

61 (58.1)

0.64 [0.33, 1.24]

0.43 [0.11, 1.68]

Midwifery

241 (70.7)

1.12 [0.63, 2.00]

0.83 [0.23, 3.01]

Nursing

176 (60.7)

0.72 [0.40, 1.28]

0.70 [0.19, 2.62]

419 (59.3)

1.00

1.00

The provider has been trained in PP-IUCD
No
Yes

130 82.8)

3.31 [2.13, 5.14]

**

2.47 [1.044, 5.87] *

Provider regularly counsels pregnant patients
No

16 (19.1)

1.00

1.00

Yes

530(68.6)

9.27 [5.27, 16.3] **

11.28 [4.04, 31.5] **

333 (57.5)

1.00

1.00

The provider has experience inserting an IUCD
No
Yes

216 (75.8)

2.31 [1.68, 3.18]

**

1.17 [0.66, 2.09]

Have you ever inserted PP-IUCD?
No

473 (61.9)

1.00

1.00

Yes

76 (76.0)

1.95 [1.20, 3.15] *

0.42 [0.16, 1.09]

Provider feels injectable methods are most suitable for postpartum women
No

471 (67.8)

1.00

1.00

Yes

78 (46.2)

0.41 [0.29, 0.57] **

0.28 [0.16, 0.49] *

108 (46.9)

1.00

1.00

Those providers frequently counsel pregnant women on ANC
No
Yes

441 (69.6)

2.58 [1.89, 3.52]

**

1.94 [1.17, 3.22] *

Do staff from this facility attend family planning counseling
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No

146 (62.3)

1.00

1.00

Yes

324 (62.7)

1.01 [0.74, 1.39]

1.45 [0.74, 2.86]

PMTCT services provided every day in the facility
No

58 (65.9)

1.00

1.00

Yes

488 (63.2)

0.89 [0.56, 1.41]

0.82 [0.35, 1.90]

No

305 (65.6)

1.00

1.00

Yes

244 (61.2)

0.82 [0.62, 1.09]

0.87 [0.49, 1.54]

Are there services for Caesarean section

Are there available guidelines for FP counseling
No

108 (54.3)

1.00

1.00

Yes

428 (66.4)

1.66 [1.20, 2.29] *

1.11 [0.38, 3.27]

90 (53.9)

1.00

1.00

Available FP guide lines for service
No
Yes

448 (65.9)

1.66 [1.78, 2.34]

**

1.09 [0.38, 3.17]

Available Flow charts on IUCD insertion?
No
Yes

1.00

136 (55.7)
298 (67.4)

1.00

1.64 [1.19, 2.27]

*

1.39 [0.72, 2.66]

Are antenatal care services provided every day at this facility
No

21(46.7)

1.00

1.00

Yes

518 (64.3)

2.06 [1.12, 3.76] *

2.23 [0.80, 6.24]

No

366 (62.2)

1.00

1.00

Yes

176 (67.2)

1.24 [0.91, 1.69]

1.39 [0.79, 2.46]

Are FP clients required to purchase/provide the IUCD

*

= P-value <0.05; **= p-value <0.001

timing of counseling during labor or the immediate postpartum
period is still practiced in Ethiopia, despite the obvious stress on
the woman forced to make a decision while suffering labor pains.
So, providing counseling at ANC on the PP-IUCD contraceptive
option is optimal for the expanded utilization and practice of IUCD
[35]. This study showed a significant association between low IUCD
insertion use, poor provider attitude towards IUCD acceptance and
low provider knowledge about IUCD, all factors that can be addressed
through training to improve use of this safe, long-term contraceptive
method.

practitioners on IUCD methods, and promoting regular counseling
of pregnant women at ANC, as well as at postpartum visits, will
improve demand for IUCD. Our findings indicate a need for training.
To ensure quality postpartum family planning service provision at
every health facility, continual training for service providers on
IUCD should encompass pre-service curricula, on-the-job training,
and provider peer-to-peer education. Eventually this will help the
Ethiopian women, their families, society, and the country to reduce
maternal mortality.

Strengths and Limitations of the Study

Limitations of the Study

•
This study is designed to identify provider attitudes,
experiences and use of postpartum intrauterine contraceptive device
service provision in the Ethiopian context.

One limitation of this research was that the proportion of OBGYN
providers we used in our sample was smaller than other professions
(consistent with professional representation among obstetrics and
gynecologists in Ethiopia) creating very wide confidence intervals for
some of our estimates in the regression model. In addition, associated
factors of attitude and IUCD use were hospital-based using a crosssectional design which might not show temporal relationships
with the outcome. Qualitative research is needed to more deeply
understand behavioral factors associated with provider attitudes,
their experiences, and their use of PP-IUCD. Longitudinal research
is needed to assess the relationship between these variables over time.

•
It deals not only with the acceptance of PP-IUCD provision
by providers but also availability of materials for IUCD provision,
and quality of care is assessed.
•
One limitation of this research was that the proportion
of OBGYN providers we used in our sample was smaller than other
professions creating very wide confidence intervals for some of our
estimates in the regression model.
•
In addition, associated factors of attitude and IUCD use
were hospital-based using a cross-sectional design which might not
show temporal relationships with the outcome.

Conclusion and Recommendation
Despite the acceptance of IUCD we found among providers, PPIUCD insertion remains low in health facilities in Ethiopia. Provider
training on PP-IUCD is necessary to achieve greater acceptance and
use of IUCD insertion. Availability of materials for IUCD provision,
providing in-service training for health officers, nurses and general
Remedy Publications LLC.
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