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ABSTRACT 
 

According to this research, which used both quantitative and qualitative methods, in the study area of 

Karatu district, Arusha, Tanzania, the practice of modern contraceptive methods was low despite the 

high knowledge of the methods. Spousal communication and modern contraceptive information were 

both significantly associated with the use of the methods. There was a desire to limit fertility for both 

men and women. However, there was no significant association between the fertility preference and 

use of modern contraception. Additionally, there was no significant association between the knowledge 

and practice of modern contraceptive methods. The services and information about modern contra-

ception were not sufficient to meet the demand of the women in the area. Lack of clear information 

about the actual and perceived side effects of modern contraceptive methods and gender inequality 

posed a great challenge to the use of the methods. Health centres were the major providers of 

contraceptives and contraceptive’s information, being mentioned by more than 50% of all respondents. 

The low use of modern contraception coupled with the high unmet demand observed in the area pose a 

big challenge in the desire of women and men to limit fertility. The mean of actual number of children 

was higher than the desired number, signifying a need for modern contraception in the area. There is a 

need to increase and improve family planning programs and address the issue of side effects associated 

with the use of modern contraceptive methods. In addition, men have to be involved in family planning 

programs as their gender position was highly associated with their wives’ use of modern contraception. 
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1. INTRODUCTION 
 

Family planning is not new in Tanzania; it was introduced in the country in the 1950s.Tanzania was 

among the first countries to establish family planning services in Africa through the independent family 

planning association of Tanzania (Tanganyika by that time) (Richey 1999) This association known as 

UMATI established family planning services in Dar es Salaam, Kilimanjaro and Lindi back in 1959. In 1974 

the government started its active participation in family planning programmes by integrating family 

planning in Ministry of Health’s maternal and child health program (Pile and Simbakalia 2006). Despite 

being among the first countries to introduce the services, Tanzania was among the last countries in 

Africa to prepare a comprehensive national population policy (Richey 1999). 

In 1993, the government to improve access to family planning methods launched the National family 

planning program. The launch of the program was supported financially by key donors including USAID, 

GTZ, UNFPA and DFID (Mavanza and Grossman 2007). 

 

Family planning services are provided by both public and private organizations. Data from Tanzania 

bureau of statistics and ORS Macro as reported by Hutchinson et al. (2011) shows that, the percentage 

of clients who obtains family planning services from private family planning providers to be about 12% 

(Hutchinson et al. 2011). The public sector remains the major provider of family planning services in the 

country. These services are provided via regional hospitals, district hospitals, health centres, 

dispensaries and CBDs (TDHS 2010). 
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2. LITERATURE REVIEW 

2.1 Contraceptive knowledge 

Good knowledge and a positive attitude are very important factors in the adoption of a new practice or 

interventions (Ndaruhuye, Broekhuis et al. 2009). This is commonly expressed with the acronym KAP, in 

which K stands for knowledge, A for attitude, and P for practice. Knowledge on the types of 

contraceptives is seen as a key element, which determines the use of modern contraceptives (TDHS 

2010). Modern contraceptive knowledge in Tanzania is high among women of reproductive age. A study 

conducted in Mpwapwa district indicates that 98.8% of married women of reproductive age are aware 

of contraceptive methods and at least three modern methods are known to over 80% of the study 

respondents (Lwelamira et al. 2012). Contraceptive knowledge is universal in Tanzania. However, UNFPA 

reported the low use of contraceptive use in Zanzibar as being attributed to low level of donor 

dependent family planning outreach services. The UNFPA says that, most of women in Mkwajuni 

Zanzibar lack information and awareness about family planning and how their life and their children’s 

life could be improved by the use of family planning (UNFPA 2012). Both men and women of 

reproductive age know at least one modern contraceptive method. Contraceptive knowledge is higher 

among married women and men of reproductive age as compared to their unmarried counterparts 

(TDHS 2010). In addition, communities in Tanzania are more aware of modern contraceptive methods 

than traditional methods (TDHS 2010). 

KAP 

Despite being the key factor in the adoption of new practice, high knowledge of modern contraceptive 

methods does not necessarily translate to high level of practice of the methods. Attitude is another 

aspect that complements the knowledge. High knowledge coupled with positive attitude towards the 

methods can translate into high prevalence of modern contraception use provided that the methods are 

available and accessible by the clients.  

2.2 Fertility preference and contraceptive use 

According to UNFPA (2012) the global total fertility rate declined from 5 children per woman in the 

1950s to 2.6 children per woman in 2011 (Creanga et al. 2011). The decline is attributed to the wide-

spread use of modern contraception especially in developing countries. Data from the world population 

data sheet (2009) indicates that in developing countries only about 9% of married women used any form 

of contraceptive in 1960s. In 2011 the figure was 62% (Creanga et al. 2011). Despite this increase in the 
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use of contraceptives, in less developed countries only 43% of women of reproductive age use modern 

contraceptives (Creanga et al. 2011). However, availability of contraceptives does not suffice to explain 

the decline in fertility. Fertility decline is a function of both availability of contraceptives and a change in 

attitude towards family size. In early 1990s, a study in Kenya attributed Kenya’s fertility decline to the 

changing attitude of both men and women backed up by the family planning programs (Robinson 1992).  

2.2.1 Coale’s precondition for fertility decline 

Already in 1973, the demographer Ansley Coale suggested three preconditions for fertility decline 

(Niehof and Lubis 2003). The first one is that there must be a mental shift from regarding children as 

God’s will or being determined by fate to seeing children as a conscious choice. Coale phrased this 

precondition fertility being within the calculus of conscious choice (Niehof and Lubis 2003). Formal 

schooling can play a big role in achieving this mental shift. A study in India suggests that there is strong 

relationship between positive attitude toward contraceptive use and high level of education (Dhingra et 

al. 2010). Caldwell (1980) argued that, formal schooling is an important means of inducing western 

middle class values to the developing countries. The western values favours low fertility and may 

contribute to the mind shift in developing countries.  

The position of women in the society is another instrument that may result in the mind shift. Formal 

education for women helps to transform their gender position in the household and the society at large. 

Education for women has been reported by many studies as a  vital agent for change and engineering 

sustained fertility decline (Martin 1995). Furthermore, education plays a part in shaping the relationship 

between husband and wife. When women are educated, their participation in labour market increases 

and this increases their participation in decision making the household. Fertility is reduced when women 

are aware about whether or not they want to have another child and when, instead of leaving the 

decision to be determined by fate or the will of God (Joseph 2006).  

Reduction in child mortality is another factor that contributes to the mental shift regarding fertility level. 

As children are guaranteed survival, there is no point of having many children as a security because 

there is no fear of child death, which would otherwise be an obstacle to limiting family size (Niehof and 

Lubis 2003).  

 

The second precondition for fertility decline according to Coale is the perceived advantage of having 

fewer children. In this precondition there is a shift from the quantity to the quality of the children. 

Children are seen as liabilities and no longer assets. The liabilities to children involves taking care of their 
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education i.e. paying for their education and this is much easier when the number of children is small 

(Niehof and Lubis 2003). On the other hand children are no longer contributing to the family income so 

they are not assets anymore. Caldwell (1980) argued that, children’s participation in formal schooling 

changes their status. They acquire a new status as educated children, a status that alienates them from 

household chores and other familial production work. On the other hand, they demand a better life, 

which has to be provided by the parents. They gain an authority, which increases cost of raising them. In 

this situation, having few children is an advantage to the parents. Caldwell’s theory of the reversal of the 

intergenerational wealth flows distinguishes two kinds of society, one being an upward flow society and 

the other a downward flow society. Children are liabilities in the latter and they are assets in the first 

(Caldwell 1976). In an upward flow society, wealth flows from children to parents. The opposite happens 

in downward flow societies, where wealth flows from parents to children. In such a society, there is an 

incentive to use contraceptives to limit fertility, whereas in upward flow societies high fertility is 

considered advantageous and there is no incentive to use contraceptives. High fertility is likely to be 

reversed when there is a shift from upward flow society to a downward flow. Change in the mode of 

production from familial mode to more capitalist mode where labor market is external to the family is 

said to be a major contribution to this shift. The familial mode of production is practiced by traditional 

societies where the family acts as a basic organization unit and children in those societies are valued as 

assets and not consumption goods (Caldwell 1976). Children, both young and adult, play different roles 

in the family, economically and emotionally.   

These first two preconditions of Coale can have a significant effect on the knowledge, attitude and 

practice (KAP) regarding contraceptive use. Both preconditions explained above contribute to the 

attitude towards using contraceptive and also can influence one to seek for contraceptive knowledge. 

People who are willing to have fewer children and limit their fertility are expected to have a positive 

attitude toward using contraceptives. However, the use of modern contraception is also subjected to 

the socio-psychological cost incurred by women and the community (Robinson 1992). 

 

The use or practice of modern contraceptives is also determined by Coale’s third precondition for 

fertility decline i.e. availability of means. For contraceptives to be used they must be available (Niehof 

and Lubis 2003). But availability itself is not enough to ensure contraceptive use. In addition to this there 

is another probably the most important determinant, which is accessibility. Women must have access to 

contraceptive means, information and services (Joseph 2006). Accessibility can be physical when there is 
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long distance to the supply point or the supply is not adequate to meet demands of the users (World 

Bank 1993). Accessibility can also be financially if contraceptives are sold or clients are required to pay 

money for transport to get the service.  Availability and accessibility are vital in determining the use of 

contraceptives and can be placed in between the knowledge, attitude and practice i.e. people may have 

good knowledge and a positive attitude toward using contraception but if the contraceptives are not 

available and accessible there is no way the knowledge and attitude will help. 

In the developing world to which Tanzania belongs, parents may be in favour of a big family size, to have 

a large number of surviving children for some good and valid economic reasons (cf. Coale’s second 

precondition). It must be noted that, these parents opt to have a big family not because they are 

ignorant of family planning methods but because children will later provider source of labour in 

economic activities as well as financial and emotional security when parents get older. In this case there 

are few incentives or motivations to reduce fertility and family planning information and facilities will 

not make any difference.  

The Tanzania Demographic and Health Survey (TDHS) 2010 data indicates that the desired fertility is 

lower than the actual total fertility rate in the country. The total fertility rate is 5.4 children per woman 

while the wanted fertility is estimated at 4.8 children per woman (TDHS 2010). Hence, there is a gap. 

2.3 Gender equality and contraceptives 

Family planning can be an important tool to empower women and contribute to the attainment of 

gender equality. Bernett et al. cited by Cates Jr (2010) explains that in Egypt women who use 

contraception are more likely to be employed than those who do not use it. Child health is also 

positively associated with the use of family planning methods.  Graham cited by Cates Jr (2010) makes 

an association of use of family planning and saving infant lives. Worldwide 1.2 million infant deaths 

would occur if unintended pregnancies were not prevented. Objective six of the 47th WHO regional 

committee for Africa was to reduce unwanted pregnancies among women of reproductive age. One in 

five pregnancies in the period of 1994 - 1999 was considered unwanted or untimely by a woman in 

Tanzania (Marchant et al. 2004). 

A study by Marchant et al. in the Morogoro region in Tanzania revealed the power of the husband in 

making decisions regarding the fertility issues. Women who were involved in the study as participants in 

a focus group discussion (FGD) mentioned the danger of rejecting to conceive against losing the 

husband’s attention and care although they knew the problems associated with the close interval 
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pregnancies and they showed the willingness of using contraception (Marchant  et al. 2004). Assuring 

women’s and couples’ access to preferred methods of contraception is vital for the improvement of life 

and increased autonomy and is also enhancing the community health and development (WHO 2012). 

A study in five Asian countries revealed that in gender stratified societies, men’s fertility preferences are 

a major determinant of whether the couple would use contraceptives or not (Mason and Smith 2000). 

Decision-making power affects women’s use of contraceptives in sub-Saharan Africa. Data from the 

South Africa demographic and health survey 2003 cited by Bogale et al. (2011) indicated that women 

tend to hide the use of contraceptives from their husbands. Women who used contraceptives secretly 

accounted for 6 to 20% of all contraceptive use in South Africa, which is evidence of the power 

imbalance between men and women regarding the use of contraceptives. 

2.4 Family planning providers 

Family planning services in Tanzania are largely provided by the public and parastatal sector. These 

sectors involve hospitals (referral, regional and district), health centres, dispensaries, village health post 

and CBDs (TDHS 2010).  Community based distribution (CBD) is among the approaches believed to be 

effective in dissemination of contraceptives and contraceptive knowledge to rural areas, which are not 

easily reached by hospital or other institutions’ services. As cited by Simba et al. (2011), Routh et al. 

defined community based distribution as a strategy employing community structures that include home 

visiting to provide family planning services, making use of trained agents with aim of promoting 

contraceptive use. Jahanfar et al. (2010) in Simba et al. (2011) stress the use of community based 

distribution as the most effective way of increasing contraceptive use. 

Use of contraceptives can also be limited by what is termed as medical barriers. The study of Speizer et 

al. (2000) study in Tanzania mentioned six barriers, which might inhibit women from accessing family 

planning services. These barriers are medically unjustified and need to be removed in order to allow 

women to fully enjoy the services they may need. Among the barriers mentioned are contraindication 

barriers entail the misinformation of the disease that can be caused by the use of modern contraceptive 

methods, Eligibility barriers, which involved exclusion of some groups based on age, marital status and 

spousal consent, process hurdles whereby providers might ask for a client’s physical examination or 

laboratory test before initiating a method. Other barriers were providers’ bias i.e. providers favoring 

some methods and discouraging others in absence of sound medical rationale, overspecialization 

whereby high level of formal education is required for provision of certain methods and regulatory 
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restrictions based on religious control or lack of approval of contraceptives by the government that is 

providing the services.  

2.5 Problem statement and justification, objectives and research question 

2.5.1 Problem statement and justification 

According to national road map strategic plan to accelerate reduction of maternal, newborn and child 

deaths 2008 – 2015 in Tanzania, family planning especially spacing the intervals between pregnancies 

can prevent 20 to 35% of all maternal deaths. Research also indicates that short birth intervals are 

positively associated with poor infant health status (TDHS 2010). The contraceptive knowledge among 

married women is high but still a very low percentage of women use at least one method of family 

planning (26%) with only 20% making use of modern family planning method (MoHSW 2008a). There 

has been a little change in the use of family planning methods among married women in Tanzania since 

1999.  

2.5.2 Research Objectives 

There has been a low use of modern family planning methods among married women in Tanzania as 

indicated in TDHS 2010. The main objective of this study is to assess the factors, which affect the use of 

modern family planning methods among married women. Other objectives are to evaluate how 

information provided by family planning providers to clients affects the use of modern family planning 

among married women, to investigate the deesired family size and its influence on the use of modern 

family planning, to assess to what extent the husband influences the use of modern family planning and, 

finally, to determine the unmet demand for family planning in the study area 

2.5.3 Overall research question and specific questions 

What are the factors that affect the use of modern family planning methods among married women in 

Karatu district in the Arusha region in Tanzania? 

 

Specific questions 

 Do married women have knowledge on the types of modern family planning in Karatu? 

 Does family size preference lower the use of modern family planning in Karatu?  

 How do power relations between wife and husband in the household affect the use of modern 

family planning in Karatu? 
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 What kind of modern family planning information do providers offer to clients? 

 What are the main sources of information regarding modern family planning methods in 

Karatu?  

 

2.6 Explanatory model 

The purpose of this study is to analyse the factors that affect the use of modern family planning 

methods in Karatu district. It is conceptualized that contraceptive practice is determined by several 

factors such as modern contraceptives knowledge, fertility preference, spousal communication and 

contraceptive information and services. Fertility preference and spousal communication has another 

intermediate which is gender relations, i.e. the opinions of men and women (husband and wife) 

regarding fertility level and whose opinion/decision prevails. Sources of contraceptive information and 

services are also determinants of contraceptive practice. Contraceptive knowledge as a determinant of 

contraceptive practice is related to whether women and men know different types of contraceptives 

and where to obtain them. Another determinant conceptualized in this study is the providers’ 

information and the quality and type of information provided to clients. In between these explanatory 

variables and the use of modern contraceptive methods, there is a gate, namely the accessibility of the 

methods. It is conceptualized that, modern contraception will only be practiced when women have 

access to the methods. Lack of access will lead to the unmet demand. 

Figure 1 below shows the explanatory model i.e. relation between the above explained determinants 

and the dependent variable of this study, which is modern contraceptive practice.  
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Figure 1: Explanatory model 

 

Modern 

contraceptive 

knowledge 

Fertility 

preference 

Spousal 

communication 

Modern 

contraceptive 

information 

and services 

Gender 

relation 

Modern 

contraceptive 

availability 

Accessibility 

Accessibility 

Practice 

Unmet 

demand 

Social/Gender Physical-

distance/unavailability 

of preferred method 



 10 
 

3. METHODOLOGY 

3.1 Study area 

This study was conducted in Karatu district, one of the six districts of Arusha region. Arusha has the 

lowest modern contraceptive prevalence (34.8%) as compared to Kilimanjaro (50.3%) and Tanga (41.1%) 

regions of the same zone (TDHS 2010). The district was chosen because of researcher’s familiarity with 

the area. Moreover, the National census data (2012) indicate the average household size in Karatu to be 

higher (5.1) than any other district in the region. This might signify a high fertility rate in the district, 

although not necessarily especially when the community is characterized by extended family 

households. The average household size in the region is 4.5. According to Tanzania census of 2012, the 

population of Karatu district was estimated to be 230,166 of which 117,769 are male and 112,397 are 

female, implying a sex ratio of 105 (National Census 2012). The district borders Ngorongoro district to 

the north, Manyara region to the south, Monduli district to the east and Shinyanga region to the west. 

The district is located 150km from the regional headquarters. It is divided into 20 administrative wards. 

Tanzania is much diversified in terms of tribes and culture, yet many studies which have addressed the 

issue of contraceptive use have combined several districts or the whole country. This study is confined 

to a few villages in rural Karatu. The dominant ethnic group in the district is Iraq and the dominant 

religion is Christian. Figure 2 shows the location of Karatu district in the map of Tanzania. 
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Figure 2: Map of Tanzania showing Karatu district 

       Karatu district 

Source: Nations online 

 

3.2 Study design  

A cross sectional survey was conducted in the study area from February to March 2013. The study 

involved both quantitative and qualitative methods of data collection.  

3.2.1 Data collection methods 

Secondary data 

Secondary data for this study were obtained from district council reports, national demographic and 

health survey (DHS) and the 2012 census. 

Primary data 

Primary data were collected by two methods; semi-structured survey and focus group discussion. The 

survey involved women respondents and the focus group discussion involved both women and men. In 

addition, there was a focus group discussion with health department personnel. The survey was used to 

collect quantitative data while the focus group discussion was used for collection of qualitative data. The 

questionnaire for the survey (see appendix 1) was pre-tested to check the quality and understanding of 

the questions and if there was a need to add or change questions. Pre-testing was done in a village 
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nearby the study area and involved four women respondents aged 20, 28, 32 and 42. The criteria used 

to choose the pre-testing village were the researcher’s familiarity with the area and cultural 

homogeneity within the study area. The questionnaire was communicated to respondents in Swahili 

language, the national language in Tanzania. 

Sampling 

Sampling was done at different levels. One ward was chosen out of the 20 wards that make up Karatu 

district. All three villages in this ward were included in the study. After consultation with the village 

leaders (chairperson and village executive secretary) purposive sampling was employed to sample the 

households for the study. Purposive sampling was used to ensure that respondents meet the inclusion 

criteria set for this study.  

Inclusion criteria 

Age and marital status were the key inclusion criteria for the women respondents. To be eligible for the 

study a woman must be married and within the reproductive age group i.e. 18 - 45 years old. Male 

respondents were included based on marital status and age of their wives i.e. male respondents must be 

married with wives within the reproductive age. 

Survey 

The households for the survey were selected by the researcher in collaboration with sub-village leaders. 

Experience and familiarity of the researcher with the selected villages helped to make sure that all parts 

of the respective villages were covered in this study. This was done to ensure the external validity of 

data obtained from respondents. All three villages contributed equivalent number of respondents. The 

minimum number of respondents was 150 respondents with a minimum number of respondents per 

village of 50. At the end the sample size was 160; Qurus and Gongali villages contributed 55 respondents 

each and the other 50 respondents came from Bashay village. The respondents were selected not only 

based on age and marital status but also on the parts of the village they lived to ensure true 

representative across the village.  

Focus group discussion 

The study involved three focus group discussions. Two FGD were done with the community and one 

with health department personnel. Twenty participants were selected from the members of the 

community, i.e. 10 men and 10 women, and the discussions were done separately for men and women. 

The venue for discussion was proposed by the participants and both men and women chose the place 

where village meetings take place, which was under the big tree. Women participants were chosen from 
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the survey sample (N=160). Age was taken into consideration during selection. All age groups i.e. 18-24, 

25-29, 30-34, 35-39 and 40-45 were represented in the discussion. Male participants were also chosen 

from 160 households but were not necessarily the husbands of women involved in the discussion. Age 

was also a criterion for selection of men whereby men of young, middle and old age were all 

represented. Young age was considered as 18 to 20s, middle age was considered as 30s to 40s and old 

age above 45 years. The focus group discussion with health department personnel involved six persons 

from the MCH sector personnel. 

Figure 3: Sampling 

 

Field experience 

During the survey some women could not respond to the questions in Swahili language so the 

researcher had to hire a person who translated the answers. The translator, a man, came from another 

village and the respondent and the translator did not know each other. This was deliberately done to 

maintain respondents’ privacy. All women understood the questions in Swahili, the only problem was 

answering in the same language. 

Some women did not want to be interviewed when their husbands were around. If it happened that the 

husband was around, the researcher had to politely ask him to stay away from the place where the 

interview was conducted. This was acceptable because the researcher was well known in the villages. 

 

  

QURUS WARD 

QURUS VILLAGE BASHAY VILLAGE GONGALI VILLAGE 

55 HOUSEHOLDS 50 HOUSEHOLDS 55 HOUSEHOLDS 
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3.2.2 Data analysis 

Quantitative data 

Quantitative data from the survey were entered and analyzed using SPSS software version 16.0 for 

Windows. The sample for the survey was 160 married women from the study area. Descriptive data 

were reported as n (%) or mean (plus/minus) standard deviation. The Chi square was used for 

categorical data. Finally binary regression analysis was conducted to determine the association between 

the independent and dependent variables in the study.  

Qualitative data 

Qualitative data were analyzed manually by the researcher by taking notes during discussion and later 

arranging the points according to topics outlined in FGD guide. During the discussion the researcher 

wrote down all important points and put them into comprehensive account immediately after the 

discussion. This helped to avoid recall biasness, which could result from writing the account much later. 

All important quotes were written down and the age of the person who was quoted was recorded. For 

reasons of privacy and freedom of talking no names were recorded. The same was done with the health 

department personnel; the notes in point form were taken and then the whole account was written 

immediately after the discussion. 
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4. RESULTS 

4.1 Respondents’ age distribution 

A total of 160 women of reproductive age participated in the survey. The age distribution was 

categorized into five groups; 18-24, 25-29, 30-34 years old, 35-39 and 40- 45 years old. Table 1 shows 

the percentage distribution per each age group.  

Table 1: Respondents' age categories (n=160) 

Age range Frequency Percent 

18-24 31 19.4 

25-29 33 20.6 

30-34 31 19.4 

35-39 33 20.6 

40-45 32 20.0 

Total 160 100.0 

 

4.2 Contraceptive use 

Modern contraceptive methods were used by 28.8% (n=46) of all respondents. Of those using modern 

contraceptive users, 23.9% (n=11) were hiding the use from their husbands. Traditional methods were 

used by 30.0% of all respondents while 41.3% did not use any method. For the district the percentages 

are presented in Table 2. 

Table 2: Modern contraceptive use in the district (district report data) 

 
 
Method 

Health centre  
 
 

Total 

GONGALI QURUS KLH 
New Revisit New Revisit New Revisit 

Injectable 42 415 59 212 62 527 1317 
Pills 4 63 18 45 19 117 266 
Condoms - - 253 - 1090 - 1343 

Implants - - 66 - 166 - 232 
IUD - - 23 - 243 - 266 

Sterilization - n/a - n/a 37 n/a 37 

Total 46 478 419 257 1617 644 3461 

Source: District health information system (report) 
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Figure 4: Contraceptive method used (n=46) 

 

 

The most used modern contraceptive method was injectables, which was used by 54.4% (n=25) of all 

users, implants were used by 17.4% (n=8) of all users, pills by 15.2% (n=7). Four users (8.7%) were 

sterilized (Figure 5). The least used methods were condoms and IUD, each used by one user. All 

respondents who reported the use of traditional methods used the calendar method although they 

knew more traditional methods. Other traditional methods mentioned were withdrawal, using certain 

traditional medicine obtained from trees, taking cold shower or drinking cold water immediately after 

sexual intercourse, and using witchcraft.  
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Figure 5: Types of modern contraceptive methods used (n=46) 

 

 

Table 3 shows the criteria used by women to choose certain contraceptive methods. Possible to hide 

referred to methods, which could be hidden from husbands and other people. Frequency of use referred 

to contraceptive that last for three months i.e. women do not have to take it on daily basis. 

Women in the focus group discussion proposed contraceptive education to be extended to men so that 

they can support their wives. But they also said many women will use modern contraceptives only if the 

side effects problem is solved. They wanted to be sure that modern contraceptives are not bad for their 

health. Both men and women regard modern contraceptives as not good for women’s health. Women 

specifically said modern contraceptives can lead to cervical cancer, enlarged stomach, prolonged 

menstrual bleeding and destruction of the womb.  Men called for the government to do something to 

make sure that modern contraceptive methods are safe and women are tested to identify which 

method is suitable. 
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Table 3: Criteria used to choose a method (n=46) 

Criteria for choosing Frequency Percentage 

Easy access 13 28.3 

Frequency of use 11 23.9 

Possible to hide from 

husband and others 

4 8.7 

Method used by others 6 13.0 

No reported side effects 1 2.2 

Advised by medical officer 4 8.7 

Stop child bearing 1 2.2 

Long term method 5 10.9 

On trial 1 2.2 

Total 46 100.0 

 

 

Of all non-users of modern contraceptives, 42.1% (n=48) reported the use of traditional (natural) 

methods, 12.3% (n=14) had stopped using modern contraceptives after experiencing bad side effects, 

and 45.6% (n=52) did not use any method (Figure 6). 
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Figure 6: Modern contraceptives non-users (n=114) 

 

 

4.3 Family size preference 

Family size preference was measured by the number of children a woman would like to have in her life 

time. In some cases the actual number of children surpassed the number desired. A cross tabulation was 

conducted to find out to what extent the actual number of children surpassed the number desired. This 

cross tabulation also compared the number desired with the actual number in regard of modern 

contraceptive use. In addition a cross tabulation was done to compare the desired number of children 

and reasons for not using modern contraceptives. Desired number of children was assumed as a 

predictor for using modern contraceptives whereby it was expected that women who desire to have low 

number of children were most likely to use modern contraceptives. Table 4 shows the number of 

children desired as compared to the actual number of children with regard to use of modern 

contraceptive methods. 
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Table 4: Comparison of desired and actual number of children categorized for user and non-users of 

modern contraceptives 

 

Desired 

number of 

children 

Actual number of children 

(users) 

Actual number of children 

 (non-users) 

 

 

 

1-4 

 

5-6 

 

>6 

 

1-4 

 

5-6 

 

>6 

 

Total 

1-4 28 5 0 32 37 11 113 

5-6 4 2 0 2 6 0 14 

>6 0 0 0 1 0 1 2 

No opinion 4 3 0 3 13 8 31 

Total 36 10 0 38 56 20 160 

 

Among all survey respondents, 70.6% (n=113) desired to have 1-4 children, 8.8% (n=14) wanted 5-6 

children, 19.4% (n=31) had no opinion on the number of children they would like to have in their life 

time. Only 1.3% (n=2) desired to have more than six children. However, 70.8% (n=80) of all respondents 

who desired to limit their fertility to four or less children did not use modern contraceptives and among 

these, 60.0% (n=48) already had more children than they desired. The mean number of desired children 

was less than the actual number as presented in Table 5.    

Table 5: Mean number of actual and desired children 

Number of children Mean Standard deviation 

Actual 5.3 1.9 

Desired 4.7 1.6 
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Table 6 presents the percentage of women who would like to limit their children to four or less but not 

using modern contraception and the reasons for not using them. 

 

Table 6: Fertility preference and reasons for not using modern contraception 

Reason Frequency Percentage 

Fear of side effects 14 17.5 

Husband’s objection 15 18.8 

Young family (need more children) 13 16.3 

Long distance to the contraceptive source 11 13.8 

Lack of needed service in the village 3 3.8 

Fear of husband’s objection 9 11.3 

Age of last child (breastfeeding) 3 3.8 

Advised by a medical officer 1 1.3 

Able to use traditional (natural) method 1 1.3 

Stopped using due to experienced side effects 10 12.5 

Total 80 100 

 

Women were also asked if they would like to have another child in the near future. Fifty four (33.8%) 

said yes they expect to have another child in the near future while 56.9% (n= 91) said no, they would not 

like to have another child. The rest 9.4% (n= 15) said they did not know whether or not to have another 

child in the near future. Near future was defined as a period of three years from the time of study. 

Among the 91 respondents who didn’t want to have another child in the future, only 27 (29.7%) used 

modern contraceptives. The rest 64 mentioned the reasons for not using modern contraceptives as 

shown in Table 7. 
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Table 7: Reason for not using modern contraception among women who did not want to have another 

child in the near future. 

Reason Frequency Percentage 

Husband’s objection 13 20.3 

Long distance to the contraceptive source 13 20.3 

Fear of husband’s objection 10 15.6 

Fear of side effects 10 15.6 

Lack of wanted method 6 9.4 

Stopped using due to experienced side effects 8 12.5 

Able to use natural method 2 3.1 

Age of last child (breastfeeding) 1 1.6 

Advised by a medical officer 1 1.6 

Total 64 100 

 

 

Although most people desired to have a low number of children, statistically there was no significant 

relation with the use of modern contraceptives. Keeping other explanatory variables constant, those 

who desired to have 1-4 children were less likely to use modern contraceptives than those who desired 

>6 children (odds ratio 0.5)1 although it wasn’t statistically significant (p=0.5). However, taken by itself 

without consideration of other explanatory variables (see appendix 2b), those who desired 1-4 children 

were more likely to use modern contraceptive than those who desired more than six children (OR 1.5).  

Those who desired 5-6 children were more likely to use modern contraceptives than those who desired 

more children (OR 2.8) although this relationship was not statistically significant (p=0.1). In general the 

relationship between desired number of children and use of modern contraception was not statistically 

significant (p=0.4). Women who did not want to have another child were more likely to use modern 

contraceptives than those who would want to have another child (OR 1.7) although the association was 

not statistically significant (p=0.3). Those who did not know whether to have another child were less 

likely to use modern contraceptives than those who wanted to have another child (OR 0.4) but the 

                                                           
1
 With assumption that, all who did not have decision on the number of children could have more than 6 children 

in their lifetime (based on TDHS data (2010) on fertility rate in rural areas) 
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association was not statistically significant (p=0.4).  The chi-square test found no significant association 

between the number of desired children and use of modern contraception as presented in Table 8. 

 

Table 8: Chi-square test for association of desired number of children and use of modern contraception 

Desired number of 
children 

Users Non-users Total p-value 

 1-4 33 (20.6%) 80 (50.0%) 113 (70.6%) 0.844 

 >4 13 (8.1%) 34 (21.3%) 47 (29.4%) 

 Total 46 (28.7%) 114 (71.3%) 160 (100.0%) 

 

During the focus group discussion women said that fertility preference has changed as compared to past 

years. Previously, in the 1990s and before, women preferred to have more than 6 children. “Our mother 

and grandmothers preferred to have many children because was a prestige and socially valuable for 

women to show their husbands and the rest of the world that they are capable of bearing children. 

Nowadays things have changed, food is expensive, school is mandatory so many children are a burden 

to parents” said a 36 years-old woman. Women mentioned the economic burden to raise children as the 

main factor contributing to preferred low fertility. But they still mentioned a point of having no full 

control of deciding the number of children because of the lack of authority over their husbands and also 

not being able to judge God’s decision. A 42 year-old woman said; “Even if you want to have few 

children, God can bless you with many and you have no control over it”. In the discussion women 

pointed out also what they called government’s number of children. They said these days most women 

prefer to have maximum of four children because that is what they are told in health centers especially 

during antenatal and postnatal visits. The men the focus group discussion also mentioned economic 

burden as contributing to fertility preference change. They said that in past, life was not as tough as it is 

now. They used to own big farms and produce enough food, but these days the average land owned by 

a household is 3 acres, which is not enough to feed many children and also not enough for children to 

inherit. “Look now, it’s March and no rainfall, all crops have wilted, we don’t expect to harvest enough 

crops to feed our families this year, the problem is even worse when you have many children. With our 

low income it is not possible to buy enough food for them” said a 28 year-old man. 
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4.4 Knowledge of modern contraceptives  

Knowledge of modern contraceptives was measure by the number of modern contraceptive methods a 

respondent could mention. In some cases respondent mentioned one method by two names. In this 

case the method was counted as one. A cross tabulation was conducted to compare the number of 

known contraceptive methods and contraceptive use. Table 4 below shows the number of known 

modern contraceptives with regard of their use. 

 

Table 9: Comparison of known number of contraceptives and use 

Number of known 

modern contraceptive 

methods 

Modern contraceptive use methods  

Yes No Total 

1 1 2 3 

2 8 14 22 

3 6 18 24 

4 16 37 53 

>4 15 43 58 

Total 46 114 160 

  

More than 50 respondents (36.3%) knew more than four methods. Of all 58 respondents who knew 

more than four methods only 15 (25.9%) used modern contraceptives. Another group reported knowing 

four methods and this accounted for 33.1% (n=53) of all respondents. In this groups of 53 women 30.2% 

(n=16) used modern contraceptives. A total of 24 respondents knew three methods and six of them 

(25.0%) used modern contraceptives. Another 22 respondents mentioned only two methods and out of 

them 8 (36.4%) used modern contraceptives. Only three respondents reported knowing only one 

method and one of them (33.3%) used modern contraceptives. The chi-square test found no significant 

association between the knowledge of modern contraceptive methods and their use as mentioned in 

Table 10. 
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Table 10: Chi-square table for association between knowledge and use of modern contraception 

Number of known 
modern contraceptives 

Users Non-users Total p-value 

1-2 9 (5.6%) 14 (8.8%) 23 (14.4%) 0.235 

>2 37 (23.1%) 100 (62.5%) 137 (85.6%) 

Total 46 (28.7%) 114 (71.3%) 160 (100.0%) 

 

Of all 46 respondents who used modern contraceptives 15 (32.6%) knew more than four methods, 16 

(34.8%) knew four methods, 6 (13.0%) knew three methods, eight (17.4%) knew two methods and 1 

(2.2%) knew only one method as illustrated in figure 7.  This figure shows no systematic relationship 

between the number of modern contraceptives known and the use. Although the number of 

respondents that knew more than four methods was higher than those who knew four methods, there 

were less people using modern contraceptives in the group that knew more than four methods than in 

the group that knew only four methods.  Again there were more modern contraceptive users in the 

group that knew two methods than in the group that knew three methods but the number of people 

who knew three methods was higher than the number that knew two methods.  In general most users 

were in the group of respondents who knew four methods and the least user were in the groups of 

respondents who knew only one method i.e. without taking on board their percentage proportions to 

the total number of modern contraceptive users. Considering percentage proportion of each group, 

most users were in the group of those who knew two methods and least user were in the group that 

knew three methods i.e. 36.4% and 25.0% of respondents who knew two and three methods 

respectively used modern contraceptives. The number of known modern contraceptive methods was 

not a significant predictor for their use (p=0.2). 
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Figure 7: Knowledge of modern contraceptives clustered use 

 

 

4.5 Power relations in the household  

Power relations were measured by spousal communication regarding modern contraceptive use. In this 

study, survey respondents were asked if they had discussed using modern contraceptives with their 

spouse (husbands).   A cross tabulation was run to compare the response of this question to the use of 

modern contraceptives. In addition respondents were asked what was the response of their husbands 

regarding the use of modern contraceptives. This was done to assess the influence of husbands on the 

use of modern contraceptives. To be able to assess this effect, husband responses were cross tabulated 

with the use of modern contraceptives and then with the reasons for not using modern contraceptives. 

At the time of this study, 83 women had discussed using modern contraception with their husbands, 

while 77 had not discussed the matter. Table 11 shows the percentage of modern contraceptive users 

and non-user with regard of whether or not had discussed with their husbands about using modern 

contraceptives.  A chi-square test showed a strong association between the spousal communication and 

use of modern contraception (Table 11) 
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Table 11: Use of modern contraceptives with regard to spousal communication 

 

Discussed with 

husband 

Modern contraceptive use   

Yes (%) No (%) Total p-value 

Yes 39 (24.4) 44 (27.5) 83 (51.9) 0.000 

No 7 (4.4) 70 (43.7) 77 (48.1)  

Total 46 (28.8) 114 (71.2) 160 (100.0)  

 

Most modern contraceptive users had discussed using modern contraception with their husbands. 

Among modern contraceptives non-users, 44 had discussed the matter with their husbands and 21 of 

them were not using modern contraceptives because their husbands objected.  Figure 8 indicates that 

most users i.e. 84.8% (n=39) had discussed the matter and 84.6% (n=33) of them got approval of their 

husbands to use modern contraceptives. Some users had not discussed the matter with their husbands 

and these accounted for 15.2% (n=7) of all users.  In addition, there were users whose husbands 

objected but they were using the methods in secret, i.e. without knowledge of their husbands. In total 

48 (57.8%) of all women who discussed using modern contraception with their husbands got the 

husband’s approval to use them. However, 31.25% (n=15) of those who got the approval did not use 

modern contraceptives due to other reasons: ten (66.7%) of them claiming that they had used modern 

contraceptives before and experienced bad side effects. These results show that, although spousal 

communication is important in using modern contraceptives, it is not guaranteed that women who 

discussed the matter with husbands will definitely use contraceptives. That depended on the husband’s 

response. However, the husband’s approval was also not a guarantee of using modern contraceptives. 

There are other factors that have to be taken into account, notably the claim of bad side effects. 

Statistically there was strong association between spousal discussion and use of modern contraceptive 

methods. Modern contraceptive users were more likely than non-users to have discussed the matter 

with their husbands (OR 10.7). The relationship was statistically significant (p=0.00).  
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Figure 8: Spousal communication clustered by modern contraceptive use 

 

 

The men in the focus group discussion said they were afraid to allow their wives to use modern 

contraceptives as those methods have so many side effects. “Look at some names of these methods, 

one is called “kitanzi” and you know kitanzi is used if you want to kill yourself; don’t you see that these 

methods are brought to kill our women and African generation?” said a man of 48 year-old. He was 

referring to the IUD, which is known as “kitanzi” in Swahili, the same name used for a rope or any other 

material used if a person wants to hang him/herself to death. Also there was an issue of hidden cost 

whereby men in the focus group discussion claimed that, sometime their wives are charged money to 

remove the implants in case they encounter any problem using them. The money charged ranged from 

3000-5000Tsh. 

4.6 Modern contraceptive information and services  

Information about modern contraceptives was measured by whether or not the client/respondent was 

satisfied with the information on modern contraception she has ever received from the providers. Some 

respondents were satisfied and others were not. All 160 survey respondents had at least once got an 

information regarding use of modern contraceptives. In total 53 (33.1%) were satisfied with modern 

contraceptive information while, 98 (61.3%) were not. Nine respondents were undecided whether or 

not the information was satisfying. I did a cross tabulation to compare the percentage of respondents’ 

satisfaction with information and modern contraceptive use and it yielded the following results. Among 
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those 53 who were satisfied, 34 (64.2%) used modern contraceptives while 19 (35.8%) did not. Only 11 

(11.2%) and one (12.5%) of unsatisfied and undecided respondents, respectively, used modern 

contraceptive methods. However, four among those who said they were satisfied had asked for 

additional information about contraceptive education for men. Furthermore, I cross checked the 

respondents’ satisfaction with modern contraceptive information and what information they thought 

should be added. Table 12 presents the information respondents asked to be added for the better use of 

modern contraception (segregated into modern contraceptive users and non-users). Modern 

contraceptive information played a role in determining the use of modern contraceptives. Respondents 

who were satisfied with information were more likely to use modern contraceptives. Most respondents 

who were not satisfied with the information (both users and non-users) wanted information about 

possible side effects and treatment of side effects to be added to the currently provided information. 

Respondents who were satisfied with modern contraceptives information were more likely to be the 

users than those who were not satisfied (OR 18.5). The association was significant (p=0.00). However, 

those who were undecided about their satisfaction with the information were less likely to be users of 

modern contraceptives (OR 0.4) although the association was not statistically significant (p=0.6)  

According to the women focus group discussion, information provided was not enough and sometimes 

was contradicting. Women said that the information about side effects was not well communicated to 

clients and most of the time providers in the health centre did not speak about side effects at all. “We 

are afraid of side effects that might be caused by these methods”, said a 23 year-old woman. The side 

effects mentioned during the women’s focus group discussion were cervical cancer, prolonged bleeding 

and often being angry. Also women were contradicted by information provided. A 25 year-old woman 

said that she was asked by a doctor if she needs to have children in future and if yes, injectables wasn’t a 

right choice of contraceptive as using injectables would prevent her from having children in the future. 

The men focus group discussion revealed that they had no clue about what kind of information is 

provided by the modern contraceptive providers but they know that modern contraceptives cause harm 

to people. When women use modern contraceptives they get health problems, men said, without 

mentioning specific health problems. A 33 year-old man complained that his wife once used pills to 

prevent pregnancy but it didn’t work and she conceived. Health centre department said the information 

is provided but sometimes women do not properly use contraceptives. Most women use pills just few 



  30 
 

hours before having sex that is why they conceive because pills had to be used continuously if one had 

to prevent pregnancy.  

 

Table 12: Modern contraceptive information to be added for contraceptive users and non-users 

Information to be added Modern contraceptive 
users % 

Modern contraceptive 
non-users % 

Total 

Possible side effects 3.1 27.5 30.6 

Treatment of side effects 1.3 21.9 23.3 

Proper use of 
contraceptives 

0.7 0.7 1.4 

Contraceptive education 
for men 

4.4 6.9 11.3 

Undecided 0.7 5.0 5.7 

Satisfied with 
information 

18.8 9.4 28.2 

Total 29.0 71.0 100 

 

Main source of contraceptive services 

There were several sources of modern contraceptives. The health centres i.e. hospital and dispensaries 

were both mentioned by more than 80% of respondents. Dispensaries were mentioned by 98.1% 

(n=157) and hospital by 96.2% (n=154). Other sources mentioned were Medical shops (32.5%, n=52), 

NGOs (9.4%, n=15) and traditional healers (4.4%, n=7) as illustrated in figure 9. Traditional healers were 

only mentioned as source of traditional contraceptive methods. 
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Figure 9: Sources of modern contraceptives in the district 

 

  

Regarding the sources of contraceptives in the villages, 109 respondents (68.1%) mentioned village 

dispensaries as the main modern contraceptive supplier in the village, 59 (36.9%) mentioned the 

hospital as the main supplier, 12 (7.5%) mentioned medical shops as among the main supplier, 11 (6.9%) 

mentioned NGOs as among the main suppliers. Five respondents mentioned traditional suppliers (witch 

doctors), referring to supplier of traditional methods. However, no respondent reported using 

traditional contraceptive methods supplied by traditional suppliers. All 48 respondents who used 

traditional method were using the calendar method.  

 

Figure 10: Modern contraceptive providers in the village 
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Most modern contraceptive users said they obtained contraceptive in their respective villages. Thirty 

three (71.7%) of all users obtained modern contraceptives within their village and 13 (28.3%) obtained 

contraceptives in another village/district. The reasons for the provider choice were accessibility in terms 

of distance from the user residence (mentioned by 71.7% of users) and privacy reasons (13.0%) and 

these respondents obtained the contraceptive in another village. Other 13.0% obtained the service in 

another village because the method they wanted was not available in their own village and only 2.2% 

mentioned fast services as a reason for choosing a certain provider. 

Figure 11: Respondents' choice of providers (n=46) 

 

 

The main modern contraceptive providers mentioned in the women focus group discussion were health 

centres (Qurus and Gongali village dispensaries) and the Karatu Lutheran Hospital. Women said distance 

to the health centres contributes to lack of information about contraceptives and sometimes other 

women would like to use contraceptives but when they think of distance they have to walk to get to the 

health centre they get discouraged. 

According to health department, Qurus village was capable of providing injectables, pills, implants, IUD 

and condoms, while the Gongali village dispensary was capable of providing only injectables, condoms 

and pills. Sterilization was only performed in the Karatu Lutheran Hospital, which is located in Bashay 

village, one of the villages covered by this study. The district had only one specialist of sterilization to 
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perform his duty in all dispensaries and hospitals. However, the health department budget was not 

enough to take him around regularly so they had to rely on support from organizations. Organizations 

that offered support were PSI and Engender Health. There was no clear schedule for these organizations 

to visit the villages.  

About five years ago community based distributors (CBD) acted as providers of contraceptives in the 

villages, especially in remote areas. They were allowed to distribute pills and for other methods they 

referred clients to the right health centre. The CBD program was supported by the NGO Marie Stopes. 

After Marie Stopes withdrew its services from Karatu district, the district itself could not continue 

funding CBDs, so they stopped working. 

4.7 Unmet demand 

Unmet demand was defined as respondents who would want to use modern contraceptives but for 

some reasons they could not. These respondents were among those who did not use modern 

contraceptive at the time of this study regardless of whether or not they used contraceptive before. As 

explained earlier in this chapter, 114 (71.3%) respondents reported no use of any modern contraceptive 

method at the time of study.  Among the 114 non-users, 66 (57.9%), which was more than half of all 

non-users, would like to use modern contraceptive methods. A cross tabulation was conducted to 

compare the desire to use modern contraceptives and the obstacles that prevent it. Among all non-

users (n=114), 33.3% (n=38) did not use due to fear of bad side effects, the husband’s objection 

accounted for 18.4% (n=21), fear of the husband’s objection 9.6% (n=11), long distance 11.2% (n=13) 

and availability of traditional (natural) methods accounted for 3.5% (n=4). Other reasons were number 

of children i.e. few children in a family, which was mainly mentioned by women with less than four 

children who wanted more children. This reason accounted for 13.2% (n=15), while age of the last child 

and being able to get the services they need in their village accounted for 2.6% (n=3) and 7.0% (n=8) 

respectively. Table 13 shows the willingness and unwillingness to use modern contraceptives according 

to factors that prevent use. 
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Table 13: Factors hindering the use of modern contraceptives and willingness to use modern 

contraceptives 

 

Factor hindering the use 

Would you like to use modern contraceptive methods? 

Yes No Total 

Bad side effects 0 38 38 

Husband objection 17 4 21 

Fear of husband objection 10 1 11 

Availability of traditional methods 0 4 4 

Long distance 13 0 13 

Few  children 15 0 15 

Age of last child 3 0 3 

Health status 0 1 1 

No service 8 0 8 

Total 66 48 114 

 

4.8 Views of the District health department (MCH) personnel 

In a focus group discussion with MCH personnel it was revealed that, the district needs to improve the 

family planning services to reach more people in the villages.  All participants were positive on the 

methods and said they would advise women using the methods in order to achieve their ambitions and 

desire to limit fertility. Talking of the alleged side effects caused by modern contraceptive methods, the 

district reproductive and child health coordinator insisted that, the methods are good and have no 

serious side effects as claimed by community members. However, the district personnel were aware of 

the claims of side effects and the effect this might have on the use of modern contraceptive methods. 

The coordinator said, “IUD is the best method but most women fear to use it”. In general, the district 

personnel said that sometimes women do not follow instructions on the use of modern contraceptive 

and that lead to failure of the methods. According to them, the rumours about the dangers of modern 

contraception have been going around and women rely on that wrong information from peers.  
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5. DISCUSSION 

5.1 Modern contraceptive knowledge 

Modern contraceptive knowledge was universal in the study area. All respondents knew at least one 

modern contraceptive with more than half knowing four or more modern contraceptive methods. 

Knowledge is important in ensuring the use of modern contraceptives. Ndaruhuye et al. (2009) mention 

that knowledge plays a vital role in the adoption of new practice or intervention. Other studies about 

modern contraceptive methods in Tanzania show similar results about modern contraceptive 

knowledge. The 2010 Tanzania Health and Demographic Survey reported that the knowledge of modern 

contraceptive methods was universal and at least one method was known to almost all respondents 

involved in the study (TDHS 2010). A study in Kigoma reported that 90% of all respondents had 

knowledge of at least one modern contraceptive method (Mavanza and Grossman 2007). However, this 

study found that some respondents just know the names of the methods and not really how the 

methods work, as is evident from the fact that 28.8% of all respondents mentioned one method by two 

different names.  Although the knowledge of modern contraceptive methods was high, the use of the 

methods was low. If knowledge would be the determinant of modern contraceptive use by itself, we 

would expect more than 50% of respondents reporting the use of modern contraceptives. The use being 

low while the knowledge is high indicates that, the difference in knowledge between users and non-

users was not significant and there are factors other than contraceptive knowledge that have to be 

addressed in order to increase modern contraceptive use. 

5.2 Family size preference 

The desire to reduce or control fertility was evident from both qualitative and quantitative findings. 

These findings stress the importance of increasing the use of modern contraceptives so that women can 

achieve the desired family size. The actual number of children on average was 0.6 higher than the 

desired number of children i.e. 5.3 and 4.72 respectively. Women and men both had the same views 

regarding the fertility rate and they all needed transition towards low fertility. TDHS (2010) had similar 

findings on wanted and actual fertility rates reporting 4.8 children for the former and 5.4 for the latter 

(TDHS 2010). In my study there was a desire to limit fertility hence a need for improving family planning 

programs and modern contraceptive use. There has been a little or insignificant change in the difference 

between the actual and wanted fertility for almost ten years now (TDHS 2010, Jacobstein et al. 2009).  

                                                           
2
  Not including those who were undecided 
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This study found that people desire to lower their fertility and have the number of children they can 

manage in terms of education and health costs. This desire correlates with Coale’s second precondition 

for fertility decline, i.e. perceived advantage of having fewer children (Niehof and Lubis 2003). Caldwell’s 

theory of the reversal of intergenerational wealth flows is also related to this. In downward wealth flow 

societies wealth flows from parents to children (Caldwell 1976). There is an incentive to have fewer 

children in this type of society. In an upward flow society, children play a role in the household, like 

performing household chores, taking care of animals, and fetching water and firewood, and have few 

needs other than food. Older children take care of their aged parents and they are like an insurance to 

their parents (Caldwell 1976). In this type of society there is no incentive for fertility decline. Traditional 

rural communities in Tanzania represent this kind of society. In this study, most respondents desired to 

have four or fewer children because of problems experienced like hunger, increasing awareness of the 

importance of educating the children and the government’s policy to improve school enrollment.  

Some women had no idea of how many children they would like to have in their life time, but more than 

half of the women who would like to have four or fewer children had already surpassed the number 

they desired. This can be explained by lack of (access to) contraceptive means or being unaware of 

fertility control. The latter shows the importance of Coale’s first precondition for fertility transition, i.e. a 

mental shift from regarding children as God’s will or being determined by fate to seeing children as 

conscious choice (Niehof and Lubis 2003). Modern contraceptives are mostly needed when women 

show the desire to limit fertility, although there were a few women who claimed that they could use 

natural or traditional methods to limit their fertility. All these women who claimed they could use 

traditional or natural methods used the calendar method. However, since TDHS (2010) reported that 

only 20% of women across the study had knowledge of their fertile period, using the calendar method 

will not be a reliable means to limit fertility. 

Availability of means was also an impediment to using modern contraceptives for some respondents. 

Distance to the supply point and lack of desired method in the area were obstacles in using modern 

contraceptives, which conflicts with the desire of women to  limit their fertility and obstructs the fertility 

transition. This issue relates to Coale’s third precondition for fertility decline, namely the availability of 

means as a key factor in modern contraceptive use (Niehof and Lubis 2003). As can be seen from this 

study, availability itself was not enough but also accessibility posed a barrier to use. Physical accessibility 

in terms of distance to the supply point as well as gender accessibility as most women relied on their 
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husbands’ approval to use modern contraceptives, both posed a barrier to using modern contraceptive 

methods.  

5.3 Spousal communication 

Based on the results of this study, spousal communication had a significant effect on modern 

contraceptive use. About 72% of all users had discussed and get approval of their husbands to use 

modern contraceptive methods.  More than half of all women had discussed with their spouse about 

using modern contraceptive methods. However, less than half of all who had discussed the matter used 

the methods. During the focus group discussion women pointed out that they have no ultimate 

decision-making power on the number of children and/or use of modern contraceptives but that the 

decision remained with their husbands although some of them would like to use modern contraceptives. 

This is corroborated by the survey as 23.9% of modern contraceptive users reported hiding their use 

from their husbands. Among these, 45.5% had discussed the matter with their husbands but the 

husband had objected to the idea. Husband’s objection accounted for 47.7% of non-use among all who 

had discussed it with their husbands. This implies that the husband’s opinion or decision is an important 

determinant in the use of modern contraceptive methods. This results are consistent with other results 

from Shinyanga region (Tengia-Kessy and Rwabudongo 2006)  and selected Sub Saharan Africa countries 

(Do and Kurimoto 2012), which stresses the importance of the role of husbands in the use of modern 

contraceptive methods  

5.4 Modern contraceptive information and services 

Type and quality of information provided to clients had a significant effect on the adoption of modern 

contraceptive methods. Women who were satisfied with modern contraception information were more 

likely to practice than those who were unsatisfied. Lack or inadequacy of clear information about side 

effects, i.e. both side effects and treatment of side effects, posed a great challenge to using modern 

contraceptives. Similar results were reported from West Africa, China and Gambia. The rate of 

discontinuation of using modern contraceptives was associated with inadequate information about 

modern contraceptive methods and women who felt satisfied with the level and quality of information 

they received were more likely to adopt modern contraceptive methods (RamaRao et al. 2003). 

Contradictory information was also reported, although not by a significant number of respondents. This 

could also be regarded as poor quality information. A respondent reported a medical doctor who 

disqualified injectables as the right method for women who want to continue child bearing in the future. 
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This finding is consistent with a study by Speizer et al. (2000) in Morogoro region in Tanzania, which 

identified constructed medical barriers as among the factors that inhibit or slow down adoption of 

modern contraceptive methods. While women were well informed about health and economic benefits 

of using modern contraceptive methods, there were less informed about potential side effects and 

treatment of side effects. Women had no wide range of contraceptive method choices, in fact they 

mostly had only injectables and pills as available options. Shortage of personnel can be an obstacle to 

some long term contraceptive methods. The whole district had only one medical officer capable of 

performing sterilization. However, due to budget constraints the medical officer relies on facilitations 

from external organizations to move around the villages to perform sterilization to women in need. 

Providers of modern contraceptive were basically the health centres and each community surveyed had 

at least one dispensary.  However, distance from home, insufficient contraceptive information given to 

clients and shortage of contraceptive services in these health facilities, can all be obstacles to realizing 

fertility decline. Apart from playing a big role as providers of contraceptive methods, health centres 

were also the main sources of modern contraceptive information. Apart from health centres, friends 

were mentioned as providers of modern contraceptive information. However, there was no specific 

program for modern family planning in the health centre; most women got the information during 

antenatal and postnatal care clinic visits. This implies that women who do not attend antenatal and 

postnatal clinics (because they are not pregnant or have not just delivered) will lack access to modern 

contraceptive information provided in health centres and have to rely in other sources, mostly friends. 

In the focus group discussions many drawbacks of modern contraceptives were mentioned, notably 

health hazards like cervical cancer and infertility. Many of the drawbacks mentioned were not clinically 

justifiable. Friends and peers were the main source of distributing this kind of information and this 

renders contraceptive information from friends very questionable.  

5.5 KAP model 

The knowledge of modern contraceptives was universal among the three communities so as other parts 

of the country as reported in TDHS data (2010). All respondents knew at least one modern contraceptive 

method. As almost all respondents, both women and men desired to limit fertility to four or fewer 

children, this level of knowledge is positive towards realizing their desire. Knowledge is one step toward 

the practice of modern contraceptive methods, which in turn will help to meet the desire of most 

women of limiting their fertility to the number of children they need. However, for some women the 
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knowledge of contraceptive seems to be limited to knowing only the names of modern contraceptive 

methods as they mentioned one method by two different names. 

Despite sufficient knowledge of modern contraceptives, the attitude towards these methods was less 

positive. The high knowledge could signify a good direction toward fertility reduction but attitude 

towards the methods was not in favour of contraception and family planning. This attitude can be 

attributed to insufficient and misleading information from method providers, perceived dangers of using 

modern contraceptive methods and myths that modern contraceptive was introduced by the whites for 

the purpose of eliminating African society. Also one of the methods (IUD) was described by focus group 

discussion member as signifying the lethal effect of the method since its (kitanzi) name is the same term 

as for anything used when a person commits suicide by hanging.   

Concomitantly with a negative attitude towards modern contraceptive methods was poor practice. As 

observed, modern contraceptive methods were practiced by less than half of the respondents 

regardless of their desire to control fertility.  However, the attitude by itself cannot explain the low use. 

There were other factors that are directly related to practice of modern contraceptives. The most 

notable was access to modern contraceptives, both physically and socially. Physical accessibility refers to 

the walking distance to the providers and the time that has to be spent on seeking the service. Women 

who are the service seekers are also constrained by their gender role to perform all household chores, 

and take care of the children and the farm. So taking time to walk to dispensaries to seek for contra-

ceptive information and services might not be a priority. A similar result was reported by Tengia-Kessy 

and Rwabudongo (2006) in their study conducted in the Shinyanga region. Additionally, men’s 

perception of modern contraceptives and their superiority over their wives make it difficult for women 

to use modern contraceptives. Women are traditionally subordinate to their husbands and do not have 

much decision making power on whether or not to use modern contraceptives. Their gender position in 

the society gives them no power to decide on modern contraception use. The prevailing gender 

differences between women and men obstruct contraceptive use for women regardless of their willing 

and need to use modern contraceptive methods. The men’s insufficient knowledge and information and 

negative attitude on modern contraception has a negative connotation in the women’s desire to limit 

fertility. A study in Burkina Faso found that, spousal relative power in the household had a significant 

association with modern contraceptives’ use (Klomegah 2006).  
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6. CONCLUSIONS AND RECOMMENDATIONS 
There was a high desire for fertility decline in the area but the practice of modern contraceptive 

methods was low. This low contraceptive prevalence coupled with high unmet demand for modern 

contraceptive methods pose a great challenge in meeting the desire of women and men to reduce 

fertility. The observed low modern contraceptive prevalence can be explained by insufficient and quality 

of modern contraceptive information, spousal communication, which were both statistically significant 

and  the shortage of options for women with regard to available modern contraceptive methods and 

women’s accessibility to modern contraceptive methods. In addition to low prevalence of modern 

contraceptives, high fertility can also be explained by the notion that children are God’s blessing and the 

number of children should be determined by God and not a human being. This notion is a reverse of 

Coale’s first precondition for fertility decline that states the importance of having control over the 

number of children one should have instead of leaving it to be determined by God or fate (Niehof and 

Lubis 2003). However, the strong observed desire to reduce fertility is consistent with Coale’s second 

precondition for fertility decline, i.e. perceived advantage of having fewer children and this can be 

achieved if the means to achieve it are available and there is a shift in mind that people have control 

over their own fertility coupled with other factors such as sufficient and accurate information about 

modern contraceptives and inclusion of men in family planning programs.  

Traditionally, men are the heads of households and they control almost all economic resources. Women 

rely on them for almost all matters including reproductive decisions since men are the breadwinners of 

the household. In this respect, it is crucial for family planning programs to involve men in order to make 

sure that they support their wives to use modern contraception. Providers of modern contraceptive 

must be well equipped with knowledge, skills and tools to perform their work. CBDs can be a feasible 

approach of reaching the remote population that has no easy access to health centres. Not only does 

this help to distribute non-clinical methods such as condoms and oral contraceptives to more people, 

but also to disseminate information about other methods available and where they can be obtained. 

CBDs must be well trained and facilitated in terms of transport. Furthermore regular visit by district 

personnel via mobile clinics in the villages to provide services that cannot be obtained in village 

dispensaries will help to reduce the magnitude of the unmet demand. 

This study found that, perceived bad side effects associated with using modern contraception and 

husband’s objections are obstructing the use of modern contraceptive methods.  Further research is 
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needed to assess the problems of alleged and actual side effects of modern contraceptives. Additionally, 

a research can look on the background factors that influence spousal communication regarding the use 

of modern contraception and inclusion of men in family planning programs.  
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Appendix 1: Questionnaire 

 
Introduction 
 
My name is Nderingo GN. I’m currently doing my studies at Wageningen University in The Netherlands. 
As part of my studies, I’m conducting a research on the factors affecting the use of modern family 
planning methods in Karatu district, Tanzania. I will highly appreciate your time and effort to answer my 
questions as precise as you can. Thank you. 
 
Respondent number: __________          
Questionnaire number: ________ 
Date of interview _______________ 
Household size _________________ 
Village name _________________________ 
 
Household composition sheet (General information) 
 

No. sex Age (yrs) Marital 
status 

Relation 
to HH 
head 

Education 
level 

Working 
status 

Profession 

1        
2        
3        
4        
5        
6        
7        
8        
 
A. Fertility preference 
 
1. How many children do you have? ____________ 
 
2. What is the age of your youngest child? __________ (years) 
 
3. Do you plan/desire to have another child in the near future? 1. Yes   2. No 
 
4. If no, have you taken any measure to prevent more pregnancies? 1. Yes 2. No 
 
5. If yes, name it  
 
6. How many children would you like to have in your lifetime?  
 
7. What do you think is the ideal number of children a woman should have in her lifetime?  
 
B. Contraceptive knowledge 
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1. Can you mention any traditional method of family planning 
 
2. Can you mention any modern family planning (contraceptive) method?  

 
3. In general where do people get modern contraceptives? 

 
4. In your area where do women get modern family planning/contraceptive methods? 
 
C. Sources of contraceptive information 
 
1. What are the main sources of modern family planning/contraceptive methods information in your 
area?  
 
2. Have you seen/heard any modern family planning message in the past two months? 1. Yes 2. No  
If yes, can you mention the source of the message? 
 
D. Spousal communication 
 
1. Have you ever discussed with your husband about using modern family planning method?  
1. Yes     2. No (go to no. 3) 
 
2. If yes, what was his opinion?  
 
If he objected, did he give the reasons for his objection? Mention the reasons he gave 
 
3. If No, can you explain why?  
   
E. Providers’ information 
 
1. Who are the main providers of modern family planning methods in your area? 
 
2. What kind of information do these providers offer to clients? i.e. What kind of modern 

contraception information have you ever received from the providers? 
 

3. Are you satisfied with the modern contraceptive information you received form providers or any 
other source? 

 
4. In your opinion, do you think the information provided by these providers is enough for clients to 

understand how best contraceptives can be used? 1. Yes 2. No 
 

5. If no, what information could be added?  
 
F. Contraceptive use 
 
1. Do you use any type of traditional family planning method? 1. Yes    2. No 
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2.  If Yes, mention _________________________________________________ 

 
3. Do you use any type of modern family planning method? 1. Yes 2. No (go to no. 6 ) 

 
4. If yes, can you mention which one? 
 
5. Why did you choose the method you mentioned? 

 
6. If No, why?  
 
 
G. Unmet demand for modern family planning method (question for non-user) 
 
1. Would you like to use any modern family planning method? 1. Yes 2. No 

 
2. Give reasons for your answer in 1 above 
 
Yes, Why?        
 
No, why not?  
 
3. Can you mention the most important reason that hinders you from using modern contraception? 
 
Guide for FGD (separate men and women) 
 
1. How many children people prefer to have in this village (in general)? Has that changed compared to 

early years or still the same trend? If has changed, why? (20min) 
 

2.  Relating to the question above, what are your opinions about fertility preference? 
 

3. What do you think about modern family planning methods? i.e. what is your opinion about family 
planning methods?   (20min) (probe for both advantages and disadvantages and whose decisions 
prevail at the end between a wife and husband) 

 
4. How would you describe the quality of information and services provided by family planning 

providers in your village? (20min) 
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Appendix 2a: Binary logistic regression table 
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Appendix 2b: Binary logistic regression table (desired number of children and 

use of modern contraception). 

 

 

  


