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Abstract 

Background: Changes in modern contraceptive prevalence rate are among the determinants of a country‘s efforts 

to improve its reproductive health but limited longitudinal data and variability in data sources create difficulties in 

monitoring progress for family planning outcomes. The objective of this study is to be presenting empirical 

evidence from pathfinder monitoring and documentation experience, and lessons learned from a decade of family 

planning program implementation in Ethiopia from 2011 to 2019.  

Method: We accessed records of 24,621 women of reproductive age from Pathfinder International‘s annual 

Follow-up survey database. The descriptive statistics (table and figure) used to estimate the changes in modern 

contraceptive prevalence rate and method mix from 2011 to 2019 where the organization implemented family 

planning services. The statistical stability of survey estimates across the nine-year period using variance estimate 

and coefficient of variation less than 30%. The ascertained plausible interpretation of the observed trends by 

referring to other national surveys and program documents of the organization. All analyses were done using SPSS 

version 20.  

Results: Findings indicated that there was a 17-percentage point (95% CI: 4.8 – 22.1) increase in modern 

contraceptive prevalence rate between 2011 and 2019. Long-acting reversible contraceptives accounted for a 

significant share of this increase, particularly implants (mean difference =18%, 95% CI, 15-20%, p-value< 0.001). 

Among short-acting methods, use of injectables accounted for a significant portion of the increase (mean 

difference =4%, 95% CI= 2-7%, P<0.001).  

Conclusion:  Findings indicated that the observed changes were correlated with integration of family planning 

into primary health care services, improved service availability and access, and expanded method choice in the 

intervention areas. This analysis provided empirical evidence that aligning a program‘s monitoring system with 

national priorities can provide information to foster timely subnational decision making, document contributions 

of organizations to national programs, and generate scalable lessons. [Ethiop. J. Health Dev. 2021;35(SI-5):63-69]     
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Introduction 

The overall trend of contraceptive prevalence rate has 

increased globally and unmet need for family planning 

(FP) declined. However, the pace of change over time 

varied between regions (1,2). In Ethiopia, annual 

modern contraceptive prevalence rate (mCPR) has 

shown an incremental change (3). Stakeholders have 

partnered with the Ministry of Health (MOH) in 

improving FP accessibility and contributing to the 

government‘s Family Planning 2020 (FP2020) 

commitment to improve the health status of its 

population and achieve the country‘s development 

goals (4). The Family Guidance Association of 

Ethiopia (FGAE) pioneered FP service in 1966 with 

seed money from Pathfinder Fund. FGAE remained the 

sole provider of FP services until 1980 when the MOH 

began providing services (5). The government of 

Ethiopia expanded FP services after 1980 with country 

support programs and continued to expand FP with the 

adoption of the national population policy in 1993 

(6,7).  

 

Following the launch of the national population policy, 

mCPR improved in Ethiopia. While it grew from 2.9 

percent in 1990 to 6.3 percent in 2000, it remained 

notably low (8). Since 2003, various organizations 

have implemented FP interventions to address the 

needs of millions of Ethiopian women who wish to 

delay or limit births. Achievements such as expansion 

of community-based FP services using health-

extension programs (HEP) occurred and impacted 41% 

of mCPR in 2019—more than six-fold increase from 

2000 (4,7,9,10). Despite this progress, mCPR, 

including use of Long Acting and Reversible 

Contraceptives (LARCs), remains low, and high unmet 

need for FP (16.2%) (11,12). 

 

Since 2008, Pathfinder International and its partners 

have supported the MOH in increasing access to and 

use of quality FP services by creating community 

awareness, strengthening provider capacity, and 

ensuring supplies of contraceptive commodities and 

consumables (9,13). From 2008 to 2016, Pathfinder 

International led the USAID-funded Integrated Family 

Health Program (IFHP) in four agrarian regions 

(Amhara, Oromia, SNNP and Tigray). The program 

strengthened 300 woredas/districts by building a 

stronger and more skilled health workforce, supporting 

HEP, providing logistic support to the public health 

facilities, and applying program learning to improve 

and inform policy (9, 13,14). Since 2017, again 

Pathfinder has led the USAID Transform: Primary 

Health Care Activity, which will operate through 2022. 

The Activity continues to support and expand access to 

quality FP services by improving household and 

community practices and encouraging health- seeking 

behavior in the same regions of the country and 

covering more than 400 woredas/districts (15).   

 

Studies indicated that integration of FP into HEP could 

significantly improve provision of FP services in the 

community (16,17). The IFHP and Transform: Primary 
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Health Care Activity were designed to integrate FP 

services into primary health care entities.  

 

The MOH and its partners have worked to revitalize 

LARCs since 2009. Pathfinder International 

spearheaded an initiative aimed at expanding access to 

and use of implants by providing them at the 

community level. The projects‘ capacity-strengthening 

efforts included task sharing for implant insertion by 

community health extension workers (HEW) (13). 

Pathfinder International supported the MOH to train 

HEWs on Implanon insertion (13). The result showed 

dramatic increases in implant use as the main driver of 

LARC growth in Ethiopia. Prior to this task-sharing 

initiative, HEWs were only permitted to provide short-

acting contraceptive methods. Implanon insertion 

services were only available at higher-level health 

facilities. To train HEWs on Implanon insertion, 

Pathfinder followed a phased based approach, which 

consisted of a learning phase that transitioned into a 

scale-up phase (9,10,13). The approach proved to be a 

successful model for increasing access to contraceptive 

methods in the community and resulted in increased 

contraceptive use. 

 

To monitor the progress of project implementation, 

Pathfinder introduced a community-level random 

follow-up visit approach in 2011 as part of its routine 

performance monitoring system (14). The analysis 

examined trend of modern contraceptive use and 

method mix among women of reproductive age 

selected from the project implementation regions to 

assess the contributions of IFHP and Transform: 

Primary Health Care Activity to the national FP uptake. 

 

Methods 

Study design and setting:  

The follow-up visit employed a multistage interrupted 

cross-sectional study design in USAID ‗Transform: 

Primary Health Care‘s‘ implementation regions 

(Amhara, Tigray, Oromia and SNNP
1®

). This study is 

part of the effort to support the Ethiopian governments 

in attaining the health transformation agendas. In IFHP 

implementation initially started in 286 (in 2008) rural 

woredas/districts and over time expanded to 300 rural 

woredas (in 2016), and In Transform: Primary Health 

Care Activity implementation, initially started 300 

rural woredas (2017) and over time expanded to 400 

rural woredas (in 2019). The study analysis focused on 

all the intervention rural woredas.   

 

Sampling size and sampling 
A sampling frame was prepared by listing woreda 

health offices (WorHOs) under each implementation 

region, health centers under each WorHO, and health 

posts under each health center. A minimum of 128 

WorHOs, 256 health centers and 512 HPs were 

selected randomly using proportion to the size of the 

region, but the sample varies in each year of the follow 

up visit. Once a health post was randomly selected for 

                                                           
1
 ®During the time of data collection, Sidama and South-

west region was part of SNNP and in this study, the term 

“SNNP” is used to refer three regions (Sidama, SNNP, 

South-west)”.                                                                

the follow-up visit, the kebele (village) associated with 

the selected health post was chosen for the next stage 

of sampling. From each selected kebele, five 

households were selected using a random-walk 

technique. If there was more than one eligible 

respondent in a household, simple random sampling 

was used to select one eligible respondent through 

lottery method. Similar approaches were used every 

year during the follow up visits. The primary purpose 

of the follow-up visit was to observe annual project 

performance during the implementation and monitor 

the progress towards project objectives, which national 

routine information in the intervention areas would not 

indicate (14, 18). There was 36,127 women of 

reproductive age who responded to the nine rounds of 

follow up visits. All non-pregnant and sexually active 

reproductive age (15-49 years) women who had used 

or not used contraceptive methods was the study 

population. To obtained information from the 

households, a standard checklist was used, and details 

about the follow-up visit methodology have been 

published (14). 

 

Data collection process:  
A household questionnaire was developed in 

consultation with program technical advisors. Key 

questions on child health, maternal and newborn health 

(MNH) and FP were considered. Regional program 

staff members received training to use the survey 

questionnaire and were responsible for data collection 

in their respective catchment areas. Data collection was 

conducted annually between January and March. 

During the visits of households for data collection, data 

collectors apart from forwarding the questions to the 

respondents, made specific observations about the 

availability of health-service-related materials in the 

household.  

 

To measure modern contraceptive use, women were 

asked, ―Are you or your husband or partner doing 

anything now to prevent pregnancy?‖ Respondents 

who answered ―yes‖ were asked, ―What kind of 

contraceptives are you or your husband or partner 

using now to keep from getting pregnant?‖ This 

question included the following specific contraceptive 

methods [oral contraceptive pills (OCPs), lactational 

amenorrhea method (LAM), tubal ligation, intrauterine 

contraceptive device (IUCD), injectables, implants, 

condoms, diaphragm, and emergency contraception], 

―not having sex (abstinence),‖ and ―other.‖ 

Respondents answering ―other‖ were given the 

opportunity to write in a response; when possible; 

some responses were recoded into existing method 

options or were recoded as new method options.  

 

Modern contraception use was further grouped into 

four categories: permanent methods (tubal ligation); 

LARCs (implants and IUCDs); short-acting 

contraceptives (injectables and OCPs); and no method. 

Women who reported not having sex were coded as not 

using contraception, and those who reported more than 

one contraceptive method were categorized by the most 

effective method they reported. 

 



Trends in Modern Contraceptive Use in Ethiopia     65 
 

Ethiop. J. Health Dev. 2021;35 (SI-5) 

Data management  

The data management process and data quality check 

were managed by the Pathfinder regional and county 

office learning teams. Access database was used to 

enter the data and then transferred to SPSS Version 20 

for analysis. To ensure data quality, close supervision 

during the data collection process was done; and before 

analysis, data cleaning was done whereby outliers were 

identified and checked with the source data. Analyses 

was done on annual follow-up visit data collected from 

2011 to 2019 covered the USAID-IFHP project (2011-

2016) and the USAID Transform: Primary Health Care 

Activity (2017-2019) were implemented. For this 

analysis, women who reported being pregnant, women 

with missing data on status of contraceptive use, and 

women who reported contraceptive use but did not 

respond to the follow-up questions about types of 

contraceptives used were excluded. A final sample of 

24,621 non-pregnant sexually active reproductive age 

women who had used or not used contraceptive 

methods was analyzed. The analysis included 13,576 

women of reproductive age surveyed during the IFHP 

project implementation (2011-2016) and 11,045 

women of reproductive age surveyed during Transform 

Primary Health Care Activity Implementation (2017-

2019).  

 

Statistical analysis 
The data analysis focused on the overall pattern of 

change in contraceptive use over time. This analysis 

employed descriptive using graph and table, and trend 

analysis of modern contraceptive use and method mix. 

All analyses were done using SPSS version 20. The 

proportional difference was used to determine whether 

there was statistically significant difference in the 

proportion of women who used contraceptives from 

year to year (19, 20). Statistical significance was 

determined with cut-off values set at p<0.05 with 95 

percent confidence interval (CI). The paper compared 

survey results using their variance estimate (taking 

square root of variance, that is standard error) and 

coefficient of variation (CV), where CV which was 

calculated by dividing standard errors by mean (<30%) 

to assess the statistical stability of survey estimates 

across the nine years. 

 

Ethical consideration 
Pathfinder International obtained ethical clearance 

from Ethiopia Ministry of Health to implement the 

project through monitoring the progress of the project. 

During follow up visit, the interviewer read aloud a 

statement to get consent from the respondents and they 

provided a verbal consent. Therefore, this report did 

not require ethical clearance by the human-subject 

research ethics review board.  Detailed information on 

the method and ethical issues was published (14,18).  

 

Results 

Of the 24,621 non-pregnant women of reproductive 

age included in the analysis, 13,362 (54%) received 

modern contraceptive services within the nine-year 

period. Comparing the analysis results with their 

variance is less than 30% and observed that the 

estimates were stable across the nine years; hence, 

trend analysis across the years is logical (Table 1).   

 

The proportion of women who received contraceptives 

increased steadily every year, other than a decline 

during the transition period when IFHP ended in 2016 

and Transform Primary Health Care Activity began in 

2017. The proportion of modern contraceptive use 

increased by 21 percentage points from 42 percent in 

2011 to 63 percent in 2019 (Fig1). During the first 

years of IFHP, there was a notable increase between 

2011 and 2012, followed by stable trend between 2012 

and 2015. 

 

Table 1. Modern Contraceptive Use by Women of  

Reproductive Age from Follow-up Visit 2011-2019  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Year  Number 

of women 

Modern Contraceptive 

Use 

mean SE CV %  

2011 1999 0.415 0.011 2.65 

2012 2110 0.516 0.011 2.13 

2013 2144 0.518 0.011 2.12 

2014 2396 0.534 0.010 1.87 

2015 2397 0.538 0.010 1.86 

2016 2530 0.613 0.010 1.63 

2017 3313 0.487 0.009 1.85 

2018 3595 0.56 0.008 1.43 

2019 4137 0.625 0.008 1.28 
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Figure 1. Annual trends in mCPR among reproductive age women  
 

The next major leap was between 2015 and 2016, just 

before the end of the project (Table 2). The pooled 

average increment during the project period was 3.4 

percentage points. During the USAID Transform: 

Primary Health Care Activity, modern contraceptive 

use increased close to 14 percentage points from 2017 

to 2019. Overall, there was a significant change in 

modern contraceptive users over the nine-year period 

with p-value<0.001 (95% CI, 18-24%). 

 

Table 2. Changes in Method Choice from 2011 to 2019  
 

 

 

 

 

 

 

 

 

 

 

Of the 13,362 modern-contraceptive users, 5,038 

(38%) women received injectables and 1,775 (13%) 

received implants. The 17-percentage points increase in 

LARC use, from 5 percent in 2011 to 22 percent in 

2019, was progressive and significant (p<0.001;95% 

CI=15-19%). Short-acting contraceptive use increased 

from 35 percent in 2011 to 41 percent in 2016 but 

declined during the project transition period between 

2016 and 2017. Overall use of short-acting 

contraceptives fluctuated over the nine-year period but 

ultimately increased significantly (p<0.014; 95% CI= 

2-8%). Use of permanent methods remained low and 

did not show a significant change; however, there was 

a surge in 2015 (Fig.2). 

 

 

Figure 2. Annual trends in Method Choice among women of reproductive ages    
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2011-2012 9.1 (6.1,12.2) 10.1(7.1,13.1) 

2012-2013 0.7(-2.3,3.7) 0.2(-2.8,3.2) 

2013-2014 1.1(-1.8,4.0) 1.7(-1.2,4.6) 

2014-2015 -0.9(-3.7,2) 0.4(-2.5,3.2) 

2015-2016 11(8.3,13.7) 7.5(4.7,10.2) 

2016-2017 -15.3 (-17.8, -12.8) -12.6(-15.1, -10) 

2017-2018 7.1(4.7,9.4) 7.3(5,9.7) 

2018-2019 6(3.8,8.2) 6.5(4.3,8.7) 

2011-2019 18.9 (16.3,21.5) 21 (18-24) 
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The proportion of women using OCPs decreased from 

1.5 percent (2011) to 1 percent (2019) over the nine-

year period, but the decrease was not statistically 

significant (p=0.234). The proportion of injectable 

contraceptive users was uneven throughout the nine-

year period but ultimately increased from 33.5 percent 

to 38.0 percent (p<0.001, (95% CI=2-7%)). Implant 

use increased steadily and significantly, from 4.4 

percent in 2011 to 22 percent in 2019 (p< 0.001; 95% 

CI= 15-20%) (Fig 3).  

 

 
Figure 3. Trends in Contraceptive Method Mix Among Women Ages 15 to 49  
Discussion 

The use of contraceptives provides an insight into one 

of the principal determinants of fertility and serve as a 

key measure for assessing the success of national FP 

program efforts. This analysis from nearly a decade of 

Pathfinder International‘s FP programming provides 

empirical evidence using program monitoring data. The 

data documents positive change in modern 

contraceptive use and method mix, particularly in use 

of LARCs. The data supports an overall increase in 

uptake of modern contraceptive methods. A similar 

overall improvement in mCPR was reported for 

Ethiopia in its annual Performance Monitoring for 

Action (PMA) surveys (21).  

 

While studies in sub-Saharan Africa have established 

variations in mCPR and method-specific contraceptive 

prevalence, short-acting methods are the most-used 

methods (22-26). The steady increment in Implanon 

uptake in the last nine years, therefore, can be 

attributed to improved overall quality of available 

services and reduction of barriers to access of LARCs. 

Although this analysis validates an increase in the 

uptake of LARCs and a resulting overall increase in 

contraceptive uptake. Similar evidence supports our 

findings, provision of Implants uptake gradually 

improved by the population over the years because of 

improved access to contraceptive services and method 

choice (13). However, most women who intend to 

delay or space pregnancies still want to use short-

acting methods (27-29).  

 

Results from trend analysis demonstrated stable growth 

in the uptake of LARCs from 2011 to 2019 

intervention period and in line with similar studies, 

which also reported increases in mCPR in Ethiopia and 

in the specific project implementation regions (10, 21). 

However, there was a decline between 2016 and 2017, 

which was the transition period from IFHP to 

Transform Primary Health Care. This transition 

included additional new woredas selected for the 

follow-on project. These woredas had low mCPRs 

compared to those of previous IFHP project woredas.  

 

The proportion of women who used permanent 

methods varied little between 2011 and 2019. 

However, the observed rates in the project 

implementation area remained lower than other studies 

on permanent method use conducted in the same year 

(30,31). The overall proportion of women using 

permanent methods was very low compared to the 

national FP target of 2020 and compared to the existing 

demand for permanent methods (17). However, there 

was a surge in tubal ligations in 2015 because 

Pathfinder International had a pilot initiative to 

revitalize permanent method service provision in 2015. 

It supported the regional health bureau to train medical 

doctors and nurses, led discussions with primary health 

care unit and hospital staff, and provided orientation 

for health extension workers about permanent method 

service access and delivery and impacted to improve 

use of tubal ligations in 2015. 

 

A change in uptake of one contraceptive method 

affects the entire method mix. In this study, injectable 

contraceptive use was predominant over the nine-year 

period. This aligns with findings in many sub-Saharan 

countries, including Ethiopia (32). However, the data 

also showed increased use of LARCs, specifically 

implants which increased from 4.4 percent to 22 

percent of the total method mix among women of 

reproductive age. The finding reflects the fact that 

long-acting methods such as implants have been 

reported to be improved method mix and promoted as 

the contraceptive option by task sharing initiatives 

(13,33).  

 

Limitation 

This analysis highlighted important findings to support 

FP programming in Ethiopia but was not without 

limitations. The random follow-up data collection used 

a similar sampling procedure for identifying the study 

areas and participants across the timeframe. However, 

it did not include individual variables that might have 

contributed to the change in contraceptive use such as 

socio-demographic and socio-cultural variables 
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because of the variation in the variable definition and 

completeness from one year to the next in the follow-

up visit checklist. In addition, USAID-IFHP (2011-

2016) and Transform: Primary Health Care (2017-

2019) may not be the only FP programs being 

implemented in the project target population or regions 

during the period, the finding does not show other FP 

program contribution to the results. Furthermore, 

strong conclusions could not be drawn with respect to 

the causes of changes of modern contraceptive use 

because of the interrupted cross-sectional design of the 

survey; causality could not be established. In addition, 

the prevalence figures in this analysis are higher than in 

other community-based analyses, because this analysis 

focused only on project-intervention areas, while other 

data consider non-project areas, and it lacked a 

comparison group (from a non-project area). 

Conclusions 

Modern contraceptive use among women of 

reproductive age showed a remarkable increase 

between 2011 and 2019 in the regions where IFHP and 

USAID Transform: Primary Health Care Activity were 

implemented. This might be due to integration of FP 

into other primary health care services, which 

improved service availability and readiness as well as 

method choice in the project‘s intervention areas. The 

projects seem to have contributed to contraceptive 

uptake by improving access to FP services and 

expanding method choice so that LARCs, particularly 

implants, were added to the mix of FP options provided 

at the community level by community health extension 

workers. Most importantly, this analysis provided 

empirical evidence that aligning a program‘s 

monitoring system with national priorities can provide 

information to foster timely subnational decision 

making, document contributions of organizations to 

national programs, and generate scalable lessons. The 

trends in mCPR and unmet need for FP and the project 

contributed to the number of potential contraceptive 

users indicate that increase FP investment is necessary 

to meet demand for contraceptive methods and 

improve reproductive health status of its population. 
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