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Summary 

 

This thesis seeks to explore why women choose non-use of contraception despite having 

economic and physical access to modern birth control methods. By using a qualitative case 

study approach, the study examines the women’s considerations in-depth. The findings 

indicate that the decision-making process on contraceptive use is a complex interplay between 

individual dispositions, interactional dynamics and social factors. Notions of health and risk, 

and insufficient knowledge about options emerged as important issues. Moreover, acting on 

the goal to use contraceptives was challenged in a context of husband’s opposition to 

contraception, women’s relatively low decision-making power, low education and lack of 

economic autonomy. Religious norms, the highly valued fertility of women and a preference 

for sons may have added to rendering contraception use contextually unattainable. The 

decision not to use contraception, even if having an intention to do so, may be viewed not as 

an irrational choice, but rather as a meaningful act within contextual circumstances.  
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Chapter One: Introduction 

 

The objective of this thesis is to explore the complex factors that may explain why young 

mothers choose not to use contraception. The case study has been carried out in Sheromeda, 

an urban district in Addis Ababa. Ethiopia is a relevant place to study this topic due to 

generally high levels of fertility and low prevalence of contraception use among women 

(EDHS, 2012). The country is one of the poorest countries in the world. However, a rapid 

economic growth has taken place in the past decade. This contributes to a context of future 

optimism. Yet, the majority of Ethiopians are still living in poverty (UNDP 2015). 

 

Developments in the past decade include the launch of a large-scale health sector reform. The 

reform has contributed to health facility expansion and increased coverage of primary health 

care services. One achievement is that contraception has become free of charge at public 

health facilities (WHO and GHWA 2008). There has been a significant increase in the 

prevalence of contraception use among married women, from 14% in 2005 to 27% in 2011 

(EDHS 2006, EDHS 2012). Recent data indicate an even further increase to 40% (EDHS 

2014). The growing numbers of Ethiopian women who use contraception has received 

attention outside the country. It has been referred to as an emerging ‘family planning success 

story’ (Olson and Piller 2013). The context of increased access to contraceptives further 

enhances the current interest in the topic. My motivation is to look into this ostensible 

paradox: why women do not acquire contraception even when they have the opportunity to do 

so. 

 

The Health Extension Programme (HEP) has become the primary vehicle for health 

promotion, behavioural change communication and basic curative care. The introduction of 

the HEP has rendered possible access to contraception throughout the country (WHO and 

GHWA 2008). Yet, contraception users show substantial variations among women who live 

in rural (23%) and urban (53%) areas. As a result, the total fertility rate differs from 5,5 

among rural dwellers to 2,6 among their urban counterparts (EDHS 2012). Studying 

contraception non-use in an urban setting may to a greater extent uncover women’s 

motivations not to use contraception apart from practical barriers to access. 
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Research question 
 

I presume that there are a number of aspects governing the decision of contraception non-use 

among young mothers. The research question is:  

 

How can non-use of modern contraception among young married women with 

children be explained in a context of economic and physical access? 

 

A premise is that the women know about contraception. To define the analytical unit of the 

study, I have identified a number of inclusion criteria. The study’s universe comprises 

married women who are non-users of modern contraception between the age of 18 and 38. 

With this, I aim to include sexually active women living with a male partner because this 

category of women is likely to be prone to pregnancies. Marriage, rather than cohabitation, is 

the norm in an Ethiopian context. The age criterion is chosen for the purpose of including 

women of full age and legal capacity up to middle-aged women who are generally still fertile. 

I exclude women with a pronounced wish for another child in the near future. By inference, I 

presume that the perspectives of this group of women will enable the answering of the 

research question. 

 

Contraception non-use 
 

Reproductive health and contraception non-use have been topical issues within international 

health development for decades. The greatest part of the research has been carried out within 

health sciences from a biomedical perspective. A lesser share of the studies has emphasised 

subjective and cultural understandings of fertility and reproduction (Underhill-Sem 2009). 

The use of modern contraception is regarded as one of several important means to improve 

reproductive health among women. Contraception use is commonly monitored by the 

indicator ‘unmet need for contraception’. The measure is influential in describing the 

discrepancy between women’s stated desire to postpone or limit childbearing, and their actual 

use of contraceptives. While the world estimate of ‘unmet need for contraception’ was 12% in 

2013, it counted for 25% of women in sub-Saharan Africa (UN 2013). Data from the 2014 

Ethiopian Mini Demographic and Health Survey (DHS) indicate that 24% of women in a 
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union had an ‘unmet need for contraception’ (EDHS 2014). In other words, the phenomenon 

affects millions of women in Ethiopia, sub-Saharan Africa and the world in general. 

 

According to research on contraception non-use, the question why women decide not to use 

contraception is inherently linked to aspects of health concerns, gender relations and women’s 

living conditions in poor settings (Blanc 2001, Sedgh et al. 2007). These issues are underlined 

as some of the most significant determinants. Yet, the theory includes several additional 

factors that may explain contraception non-use, which I will revisit in the theory chapter. The 

factors treated in the literature on contraception non-use indicate what may be relevant aspects 

in this study as well. In addition, I aspire to be sensitive to other aspects emphasised by the 

informants, beyond what is determined by theory. The flexibility to handle factors that differ 

from the a priori understanding of the research is a reason to use qualitative method in this 

study. 

 

Expanded knowledge about contraception non-use among women may contribute to advance 

debates about women’s and children’s health, human rights and gender equity. Moreover, the 

phenomenon raises fundamental questions about individual agency within a sociocultural 

context. Insight into these aspects may have important socio-political implications, and hence 

consequences for development and health policies. 

 

Structure of the thesis 
 

The thesis is structured in six main chapters. The second chapter, contraception in context, 

outlines the main debates and values that constitute the foundation from which contraception 

policies are developed. Moreover, the chapter seeks to display the guiding paradigm of the 

study. 

 

The third chapter, conceptualising non-use of contraception, is the theory chapter. It 

commences by defining the scope of the study, and continues by discussing how to 

understand decision-making on contraception use as an interactional and sociocultural 

process. The chapter concludes in a conceptual model. 
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The fourth chapter is the method chapter. It delineates the rationale of research design and the 

process of data construction. Subsequently, the chapter discusses ethical considerations and 

assesses the quality of the research. 

 

The fifth chapter, explaining non-use of contraception, constitute the analysis of the thesis. 

The analysis is structured thematically according to themes identified in the conceptual 

model, and explores the anticipated complex factors contributing to the decision of 

contraction non-use. 

 

The sixth chapter, the conclusion, ties the foregoing chapters together. The chapter answers 

the research question and reflects upon the transferability of the findings. 
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Chapter Two: Contraception in context 

 

Several paradigms and their values are shaping policies and interventions in reproductive 

health. The aim of this chapter is to briefly illuminate the perspectives and ethical principles 

that are relevant to the issue of women and contraception use. By this, I will display which 

guiding paradigm this study rests on. Firstly, the chapter outlines three main perspectives that 

have influenced global discourses in the field. Secondly, I will reflect upon current trends in 

reproductive health. Thirdly, I will clarify key concepts. 

 

The demographic, development and feminist perspectives 
 

The population discourse can be traced to the eugenics movement in the second half of the 

nineteenth century, resting on fears of global overpopulation as an obstacle to human 

development. This discourse is linked to ideas of Malthusianism. The demographic 

perspective arose out of the population discourse. It is associated with the assumption that low 

fertility of African, Asian and Latin American women, and family planning policies, will 

yield economic growth, political stability and environmental sustainability. The population 

narrative is linked to the meta-narrative of neoliberal modernity as a goal for development 

(Richey 2008, Parker 2012). The population control narrative was central in the post-World 

War Two era, but came under criticism for its ideological underpinnings of racism, 

imperialism and xenophobia in the 1970s.  

 

The development perspective emerged as a criticism to the demographic rationale. This 

perspective emphasises the improvement of socioeconomic status as a means to meet the 

population challenge. It argues that the population problem is a consequence, rather than a 

cause, of underdevelopment (UN 2015). Central to the feminist perspective was bringing 

women to the core of the debate and challenging the way in which ‘disciplining’ of women’s 

bodies had dominated the population control agenda (Parker 2012). The perspective grew out 

of the 1994 International Conference on Population and Development (ICPD) in Cairo. The 

ICPD represented a discursive shift, and population policies were renamed as ‘reproductive 

health’. The conference Programme of Action became paradigmatic in drawing linkages 

between population, health, gender equity and development issues (Richey 2008).  
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The development, the demographic, development and feminist perspectives are often 

conflated in contemporary discourses about contraception. Contraception use is highlighted as 

a means to alleviate reproductive health on the one hand, and as a means to limit population 

growth on the other hand. Both views were evident in a comment made by a key informant at 

DKT International Ethiopia. DKT International is an organisation working with supply, 

distribution and social marketing of contraception. He suggested:  

 

 ‘The huge [population] growth that one sees in developing countries, the population 

explosion… In order for the country to develop, there is a need to limit [population] 

growth…[by contraception distribution]. The [Ethiopian] government’s goal is a 

fertility rate at around 2-2,5. In order to develop towards a middle-income country, it 

is a need to deal with the population issue.’ 

 

He referred to the Ethiopian national goal of reaching middle-income country status by 2025 

(UNDP 2015). Ostensibly, this reasoning was based on a demographic view on fertility and 

contraception use. At the same time, he emphasised that there were ‘important humanitarian 

reasons’ for reproductive health interventions and contraception roll-out. 

 

This thesis rests on assumptions deriving from the development and feminist perspectives. 

These views seek to approach the structural causes of high fertility. The thesis assumes that 

women are more likely to have the number of children that corresponds with their 

reproductive goals when aspects such as poverty, child mortality, gender equity and rights are 

addressed (Wang 2010). Therefore, economic and physical access to contraception may act as 

an incentive for women to regulate their fertility. However, this is not a causal connection. 

For instance, data from Ethiopia show that wanted fertility rates are lower than the total 

fertility rate. This counts also for areas where contraceptives are accessible (EDHS 2012). 

 

Contemporary currents in reproductive health 
 

According to Richey (2008), a fallacy is dominating the contemporary discourse on 

population and contraception, namely the assumption that: 
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‘1) Maternal mortality/child health/female education/women’s status [or any other 

“quality” issue] are population problems; 2) population problems [“quantity issue”] 

are solved by increasing family planning; therefore, 3) maternal mortality/child 

health/female education/women’s status/and so on are solved by increasing family 

planning. In the population fallacy of equivocation, the meaning of “population 

problems” changes in the middle of the implication but the logic continues to sound 

reasonable.’ (page 75-76) 

 

Thus, there is a tendency to interpret interventions addressing maternal mortality narrowly by 

implementing targeted vertical solutions. Rightfully, increased access to contraception is one 

important measure to avoid unintended pregnancies. Preventing unintended pregnancies may 

in the next instance reduce morbidity and mortality caused by teenage pregnancies, unsafe 

abortions, closely spaced childbirths and grand multiparity (meaning women who have had 

five or more pregnancies) (WHO 2015). Yet, my argument is that efforts to improve women’s 

reproductive health require a number of approaches at multiple social scales. Former Director 

General of the World Health Organization (WHO), Halfdan Mahler, suggested that reducing 

maternal mortality would not require technical ‘magic bullets’. On the contrary, he underlined 

the need for comprehensive, multi-sectoral approaches to tackling the social determinants of 

maternal mortality, including addressing the low status of women (Storeng and Béhague 

2014). 

 

Still, there is a trend in global health to prioritise cost-effective, technical interventions based 

on narrowly defined targets that are easy to monitor. In the past decades, this development has 

evolved concurrent with a changing set of key relations and alliances within the field. The 

global health landscape has become a complex composite of public-private partnerships, 

celebrities, productive capitalists and philanthropic organisations. Critics argue that some of 

these actors have sustained an increasingly technocratic, business-oriented approach to global 

health based on the modernity narrative (Brown et al. 2006, Richey and Ponte 2014). 

 

Reproductive health as a human right is a moral motivation discrepant from the notion of 

health as a commodity. Health as a human right is both a core value, and has become a 

framework to approach inequity in health. The latter will not be addressed in this thesis. The 

human rights motivation is a way to justify reproductive health research and interventions. It 

is based on the moral conviction that all humans have inherently equal value, and have the 
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right to a good life. It includes the right of women to decide over their own bodies, and the 

right to decide the number, spacing and timing of their children (Petchesky 2000). Some 

claim that a focus on individualistic rights may stand in a conflicting relationship to local 

moral norms (Suri et al. 2013). However, I will not expand on that discussion. The value of 

reproductive health as a human right is an important motivation underlying this study. 

Contraception policies 

Long-acting contraception methods are often emphasised in contemporary contraception 

policies. The contraceptive implant and the intrauterine contraceptive device (IUCD) are 

long-acting, and are considered as the most effective reversible methods. They are associated 

with relatively few side effects (WHO 2011). Moreover, the cost-effectiveness of the methods 

is often emphasised by donors. In 2013, a volume guarantee agreement between a group of 

donors1 contributed to reduce the unit price of implants by approximately 50% (UNFPA 

2014). This has contributed to rendering the method more accessible for countries in the 

South. The focus on long-acting methods is evident in the Ethiopian National Guideline for 

Family Planning Services:  

 

‘While respecting clients rights and supporting informed decision making as well as 

ensuring method-mix is central to quality FP [family planning] service, the FP [family 

planning] program should focus on highly effective contraceptive methods with 

particular emphasis on long-term methods.’ (MoH 2011, page 25) 

 

According to a key informant at the Maternal and Child Health Directorate of Ethiopia, there 

is a national goal to make long-acting methods constitute 50% of the Contraception 

Prevalence Rate (CPR) by the end of 2015. She elaborated: 

 

‘Still the majority is short-term. But there is a change. To do this, we have a plan, 

Implanon [implant] Scale-up Initiative and IUCD Scale-up Initiative. Implanon Scale-

up Initiative started in 2009, IUCD Scale-up initiative started in 2010. IUCD has a 

misconception nationally, in the community. So we are working on the demand 

creation… TV spots and different radio spots.’ 

                                                 
1 The Government of Norway, DFID (United Kingdom) and the Bill & Melinda Gates Foundation in partnership 
with UNFPA Global Programme to Enhance Reproductive Health Commodity Security. 
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In other words, there is a strong commitment to the roll-out of long-acting contraception 

methods in Ethiopia. As noted, there may be good reasons for this in terms of pregnancy 

protection effectiveness and health concerns. Furthermore, the availability of long-acting 

methods is likely to contribute to a greater variety of method options for women. This has 

shown to enhance the net utilisation of contraception (Rossier et al. 2014). However, as the 

quote indicates, there is a certain reluctance to use the IUCD among people. One may also ask 

how the national goal affects informed choice for individual women. 

 

Key concepts 

‘Unmet need for contraception’ 

The estimate ‘unmet need for contraception’ infers from an algorithm that uses a complex set 

of assumptions to identify women who are married or in a union, who are fertile, who wish to 

postpone or limit births, or whose most recent pregnancy was unwanted, and who are not 

currently practicing contraception (Bradley and Casterline 2014). The indicator originates in 

the demographic realm. However, due to the focus on reproductive intentions, it has served as 

a bridge between the demographic-economic rationale and the feminist perspective on birth 

control (Cleland et al. 2014). A number of considerations remain unverified, which challenges 

the validity of the indicator. Moreover, ‘unmet need’ is difficult to measure due to the 

inherently dynamic nature of the phenomenon given that women are likely to change ‘unmet 

need’ status throughout their reproductive lives (Bradley and Casterline 2014). 

 

Although women having an ‘unmet need for contraception’ are similar to the universe defined 

in this study, I choose not to use the term to describe the informants. In so doing, I intend to 

distinguish the indicator’s goal of estimation at aggregate level from the goal of describing 

women’s lived experiences in-depth. Furthermore, a limitation of the parameter ‘unmet need’ 

is that it has been widely measured for women, but to a restricted degree for men (Cleland et 

al. 2014). The rationale of measuring women’s ‘unmet need’ may signify an assumption that 

since women are bearing children, they are the ones who make decisions about future 

childbearing. Given men’s dominating position in reproductive decision-making in many 

African contexts, one may rather ask: whose unmet need is actually measured? Evidence from 

African countries point out that when there are discrepancies between women’s and men’s 



11 
 

reproductive preferences, men are generally more pronatalist than women (Blanc 2001, 

Ampofo 2004). 

Family planning or contraception? 

The concepts ‘family planning’ and ‘contraception’ are often used concurrently to describe 

modern birth control. In this thesis, I will make use of the term ‘contraception’. Firstly, 

‘contraception’ denotes more specifically the topic issue, namely the actual methods used to 

prevent pregnancy. Secondly, the concept ‘family planning’ is politically loaded. It is to a 

greater extent associated with the population control narrative (Richey 2008). 

 

Thirdly, ‘family planning’ may reflect the aspiration to control sexual actions according to a 

rational ‘plan’ (Svanemyr 1998). This framing of sexuality has been subject to feminist 

critique. Higgins (2010) claims that the family planning discourse has portrayed sex as the 

‘exposure to the risk of conception’ (page 153), which has contributed to undermining aspects 

of women’s sexual desire and pleasure. It is likely that women, towards whom family 

planning programmes are mostly directed, are concerned about their sexual lives in general, 

and not only for the purpose of planning a family.  

 

A fourth concern is that ‘family planning’ may indicate that contraception is reserved for 

married couples. Studies have shown that this assumption sustains barriers to contraception 

access among unmarried individuals and adolescents in African contexts (Wood and Jewkes 

2006). Finally, ‘family planning’ has increasingly been assimilated in the rhetoric of 

conservative religious NGOs engaged in reproductive health matters in global arenas. These 

actors consist of a combination of fundamentalist evangelical Christian, Catholic and Muslim 

NGOs. Their agenda is among others to advocate against legal abortion as a means to reduce 

maternal mortality, and to show that contraception-based policies increase abortion (Norad 

2013). 

 

When using the term ‘contraception’ for women I refer to modern medical methods, like the 

contraceptive pill, the contraceptive injection, the contraceptive implant, the IUCD and the 

female condom, which are all considered as effective methods. Lactational amenorrhea 

(LAM) is usually regarded as a modern method due to an effectiveness of 98% if used 

correctly. Correct use includes the criteria of postpartum amenorrhea, that the infant is less 
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than six months old, and that the mother breastfeed minimum every four hours during 

daytime, and every six hours during night (Sipsma et al. 2013). In this study I choose, 

however, to exclude LAM from the modern methods because DHS data from 45 countries 

show that only one quarter of the LAM users practiced the method correctly (Fabic and Choi 

2013). 

 

 

Summary 
 

This chapter has shed light on some of the main discourses and trends in reproductive health. 

These paradigms and values constitute the basis from which policy, interventions and 

research evolve. In the foregoing discussion, I have aspired to situate the thesis and sought to 

be clear about the assumptions underlying the subsequent arguments of the study. These 

assumptions are based on the development and feminist paradigms, and the ethical principles 

of human rights and gender equity. Moreover, the study rely on the presumption that the 

improvement of women’s reproductive health is not a matter of a ‘technical fix’, but rather a 

set of complex approaches towards addressing all determinants of reproductive health, 

including social and societal determinants. 
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Chapter Three: Conceptualising non-use of contraception  

 

The aim of this chapter is to outline and discuss theories and concepts that may serve as a 

framework to understand decisions on contraception non-use. Firstly, I will present a model to 

define the scope of the thesis. Secondly follows a chapter about theoretical frameworks. I will 

draw on conceptualisations from the social psychology realm and from social theory. Thirdly 

follows a brief outline of other empirical studies. Fourthly, the chapter concludes in a model 

that summarises the theoretical propositions in which the thesis is based on. 

 

Scope of the thesis 
 

Against the backdrop of theory on behaviour change, I suggest a simplified model in four 

stages to illustrate some processes that may govern contraception use and decision-making. 

This model is not thought to be an exhaustive presentation of theory. The purpose of the 

model is rather to point at some overarching processes, and mention some theoretical 

directions. On elaboration of the model I will define the scope of this study. 

 

 

Figure 1: Some steps towards contraception use. 

 

Information internalisation 

This process deals with how individuals respond to new information about contraception as 

an ‘innovation’. It relates to how information about contraception may translate into 

knowledge and acceptance of contraception. There are several theories about information 

transmission, diffusion and innovation acceptance within social science (Ferrand and Snijders 

1997), and about the impact of the social network approach to contraception use (Kincaid 

2000). The Ethiopian HEP utilises these mechanisms in the training of model families who 

Information 

internalisation 
Goal setting Goal striving

Maintain 

behaviour 

change
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are to serve as role models of a health promoting lifestyle at community level. This field of 

research generates a number of research questions. However, processes of information 

internalisation will not be addressed in this study.  

Goal setting 

Within the field of social psychology, there are a number of social cognition models 

addressing determinants of health behaviour. Some of these models are founded in the 

expectancy-value tradition of attitude research. In short, it is based on the notion that 

individuals make subjective assessments of probability and cost-benefit evaluations in a 

rational way of decision-making (Fekadu and Kraft 2001, Lopez et al. 2013b). An assumption 

is that psychological variables are useful to address because these variables are more 

amenable to change than socio-demographic variables (Armitage and Conner 2000). 

 

The Health Belief Model focuses on the individual threat perception to illness and health 

problems. It deals with people’s perceived susceptibility to a given health problem, and the 

anticipated severity of the consequences of the health problem. The Health Belief Model 

postulates that people make behaviour assessments based on costs and benefits of the given 

behaviour. Certain cues to action can activate health behaviour, like individual perceptions, 

social influence and self-efficacy. However, the model has failed to address actual intention 

formation, and could thus be seen more as a useful explanation of the cognitive premises of 

intention, rather than direct antecedents of action. Moreover, it has failed to account for 

behaviour under social and affective control (Abraham and Sheeran 2005). 

 

The Theory of Reasoned Action and its extension the Theory of Planned Behaviour (TPB) 

have been used extensively in health psychology (Fekadu and Kraft 2001, Sheeran 2002). The 

TPB has proved to be robust in predicting intentions to use contraception, especially with 

regard to the use of condoms and prevention of sexually transmitted infections (STIs) (Kiene 

et al. 2014).The TPB assumes that intention is the main predictor of behaviour. The model 

posits that intentions are formed through attitudes, subjective norms and perceived behaviour 

control. Perceived behaviour control is used as a proxy measure for actual control (Conner 

and Sparks 2005, Kiene et al. 2014). Past behaviour has also shown to be a significant 

predictor of behaviour (Fekadu and Kraft 2001). 
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However, the TPB has been debated and criticised. The theory rests on the notion that people 

assess the available action alternatives and select actions with the highest expected utility 

factor (Fekadu and Kraft 2001). The theory may capture intention formation and the setting of 

goals in rational, self-regulatory decision-making in individuals, mainly focusing on single 

behaviours over shorter time spans. Adapted versions of the model acknowledge that lack of 

control, moral norms and affect may serve as background factors in the formation of 

intentions. Yet, there are still gaps in predicting intention-behaviour relations when people 

change affective states, attitudes and behaviour over time (Cameron and Leventhal 2003, 

Ajzen 2011).  

 

The TPB has to a lesser extent been applied on studies of contraception use for the purpose of 

preventing pregnancy. Whether the theory is appropriate in non-western settings has also been 

questioned. Some researchers have criticised its narrow focus on individual behaviours, which 

may contribute to mask social, economic and political determinants of contraception use 

among women in the South (Kiene et al. 2014). The explanatory value of the TPB may be 

limited to understand what inhibits the act of using contraception despite having a goal to do 

so. Thus, I argue that the theory, in isolation, is less suited to explain the data of this study. 

Goal striving 

This will be the focus of the thesis. Even if having relatively strong intentions, women may 

encounter a number of situations that undermine the enactment (Diaz 2000). In some cultural 

settings, women and men may have absolute decision-making power in certain areas. In 

addition, they may have relative decision-making power in other areas. To exemplify, a 

husband may have absolute power to decide that his wife cannot use contraception if the 

couple have no sons. In such cases, it may be inappropriate to discuss contraception use as a 

negotiated decision-making process. According to culturally defined tacit knowledge, using 

contraception may be out of the question. Equally, women may have their own areas of 

absolute power to make decisions. An opposite example is the law of abortion on demand one 

may find in many western countries. It rests on the notion that the woman has absolute power 

to decide over her body. It requires thorough cultural knowledge to uncover this kind of 

implicit reasoning. I have not discovered such tacit knowledge among the informants, yet I 

cannot exclude that it exists. 



16 
 

When studying contraception use among married women as an issue inseparable from 

relational and social aspects, the husband plays a central part that should not be disregarded 

(Dudgeon and Inhorn 2004). Men are also living in contexts of norms and expectations, which 

govern their beliefs and goals. In an Ethiopian cultural context, men are likely to be 

influenced by patriarchal norms. They are likely to experience compound pressure from 

family, community and society in general (Delbiso 2013). I acknowledge that this aspect is 

highly relevant in research on barriers to contraception use. Yet, I have chosen to address the 

women’s perspective due to limitations in time and scope. 

 

The particular contraception method may have significance for whether a woman decides to 

use contraceptives or not. However, it is not an aim of this thesis to discuss the 

appropriateness of the particular methods. 

Maintaining behaviour change  

A significant issue within the research on behaviour change deals with questions of 

maintaining the new behaviour. This has been subject to a number of studies (Lopez et al. 

2013a). This is a field equally important to understand contraceptive use and behaviour. 

However, it is beyond the scope of this study to discuss processes of behavioural 

maintenance. 
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Theoretical frameworks 
 

Unlike the model-driven formal social psychology theories with an epistemological standing 

of prediction, this study is based on qualitative methods. Hence, the theoretical aim is to offer 

possible explanations of the ‘messiness’ of the realities in which the informants’ live. The 

fundamental question is how the analytical components actor and structure are interrelated. 

While classical social psychology theories tend to emphasise the actor, classical sociological 

theories accentuate structural dynamics (Campenhoudt et al. 1997). I presume that a 

combination of these perspectives may provide a relevant conceptualising of the issue of 

study. 

 

Firstly, this chapter outlines an alternative social psychology model that is based on the 

interactional processes of behaviour. Secondly, I will discuss the concept self-efficacy, and 

investigate how it is related to intentionality. Thirdly follows a brief outline of practice theory 

and habitus. Fourthly, I will provide an example of gendered habitus. Fifthly, I will examine 

the perspective ‘serious games’. It draws on practice theory and seeks to explain power 

dynamics in social interaction. 

Contraception use as interaction – An alternative social psychology model 

A study showed that 95% of the respondents would propose the use of condoms if having a 

new sex partner. However, if the partner objected, 50% of the men and 18% of the women 

reported that they would not insist despite having a specific ‘condom intention’ (Ingham and 

van Zessen 1997). In other words, although individual attributes play a role, the interaction 

itself is the object of interest in Ingham and van Zessen’s alternative dynamic model of sexual 

interaction. The model is developed in a context of HIV risk and condom use in a European 

context. Still, I believe it can serve to illuminate some similar processes related to 

contraceptive use among women in Ethiopia for the purpose of pregnancy protection. 
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Figure 2:  A dynamic model of sexual interaction.  

Source: Based on Ingham and van Zessen (1997, page 97). 
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The core notion of the model is that individual dispositions come into play during the course 

of interaction. The idea of the inner and outer layer of the model is that factors in the outer 

layer may be overruled by factors in the inner layer, or by something that occurs in the 

interaction. Thus, the personal attributes are relative in changing circumstances. For instance, 

having skills to present own wishes, being persistent, having negotiation skills or having a 

dominant position have no salience outside the ego’s interaction with the alter ego. A woman 

may have an intention to use contraception (outer layer), but she fears to raise the topic with 

her husband (inner layer). Thus, she refrains from doing so. Even if one party adopts a passive 

role, this is also an act that may affect the interaction. In the next instance, this may affect the 

outcome (Ingham and van Zessen 1997). 

 

Although this perspective is developed with sexual relationships in mind, I propose that it 

may be applied on studies treating other social relations as well. For instance, the model could 

be valuable to describe relations with family members, close friends and health worker-client 

relations. To exemplify, a woman seeks out a health worker to acquire contraception. She has 

decided on beforehand which method she wants (outer layer). However, the health worker 

persuades the woman to choose a different method (inner layer). 

 

The inner layer includes skills to present own wishes and interpreting other’s wishes. This 

deal with communication skills such as skills to posit own wishes and understand the wishes 

of the partner. A person who has ever talked with others about matters regarding sex is likely 

to be more comfortable talking about contraception use (Blanc 2001, Noone 2004). I argue 

that communication skills are linked to other personal attributes, like self-regulation and self-

assurance. I will return to this in the next chapter. 

 

Another aspect is skills in negotiation and interactional control. This may impact the 

interaction directly. Negotiation skills may partly derive from personal cognitive and 

communication skills, and partly evolve form characteristics of the relationship itself. Ability 

to negotiate with partner is presumably linked to the power dynamics in the relationship. It is 

also related to the degree to which ego has control in the decision-making process (Dudgeon 

and Inhorn 2004). 
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Power and respect for the partner is another factor in the model. Respect for the partner may 

be linked to the power relation between the partners. However, in an Ethiopian context, it may 

be questionable to analyse power and respect for partner ‘in the same breath’. Gender norms 

and social expectations may imply that the husband is to be the head of the household. Thus, 

he may have more decision-making power than the wife (Blanc 2001, Delbiso 2013). In other 

words, the husband’s relatively strong decision-making power vis-à-vis the wife may be, but 

is not necessarily, an expression of lacking respect. It could rather be a reflection of the 

husband’s adaptation to social norms. 

 

Persistence or the ability to keep in contact with one’s original wishes is the last aspect of the 

inner layer of the model. I comprehend this to be related to the concepts of self-regulation and 

self-efficacy in psychology. These concepts are seen as central to the enactment of intentions 

(Luszczynska and Schwarzer 2005), which I will revisit to in the next chapter. 

 

The outer layer addresses risk awareness. It may include whether a woman thinks she is at 

risk of an unintended pregnancy. The risk may be linked to the woman’s appraisal of current 

pregnancy exposure, whether she is determined not to have more children, or whether she is 

uncertain about having another child (Sedgh and Hussain 2014). Behavioural intention is 

another factor that may influence the decision-making, as already seen. Yet, evidence has 

indicated that barely one-half of people with positive intentions translated them into actions 

(Sheeran 2002). 

 

Having a plan and/or concrete strategy(ies) is one aspect that may increase the likelihood of 

translating an intention into behaviour. In psychology this is often referred to as 

implementation intentions or if-then plans. It specifies the intention to achieve something in a 

given situational context, such as ‘I intend to do X if situation Y occurs’. The goal intention 

indicates what one will do, whereas the implementation intention specifies when, where and 

how one will do it. It is thought to associate the specified situation to an instrumental, goal-

directed response. The implementation intention is linked to specified situational cues. Thus, 

when the situation occurs, the implementation intention may penetrate current thoughts and 

emotions, and feature an automatic process. For instance, a woman may think that ‘if my 

husband allows me, I will use contraception’. Goal intention and self-efficacy are important 

determining factors in the formation of implementations. However, when plans are poorly 
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elaborated, if the specified opportunities do not occur, or if the specified plans are impossible 

to execute, if-then plans are not likely to benefit goal striving (Gollwitzer et al. 2004, Sheeran 

et al. 2005). 

 

Ingham and van Zessen (1997) raise availability of and capacity to use contraception as 

another factor that indirectly may influence the act to use contraception. The most self-evident 

aspects are physical and economic availability, and the platform of knowledge a woman has 

about contraception. Moreover, availability and capacity may include her knowledge about 

options such as different contraception methods, and her awareness of counselling resources 

(Noone 2004). 

 

Perception of social norms may control the decision-making process in various ways. Norms 

may be understood as explicit, socially standardised prescriptions for action. Norms are 

upheld by sanctions and regulated through social control. The disciplining of social control is 

internal in that individuals refrain from doing something that is contradicting the perceived 

norm. It may also be external in that individuals may be sanctioned by others if acting against 

the norm. The interaction between the partners is embedded in a network of relations with for 

instance family members, friends and health workers. Such relations are influenced by norms 

and social expectations. It should be noted that social norms and socially determined 

expectations are flexible and can change over time. People tend to adjust norms and 

expectations to their preferences, constraints and the information that is available to them 

(Ferrand and Snijders 1997). Change in norms arise, and is maintained, by change in practice 

among many individuals over time. This is the social level between actor and structure. Single 

or few actors may hardly make social change. However, widespread social mobilisation may 

contribute to changing norms. An example is to making contraception use the rule rather than 

the exception. Over time, change in norms may change the cultural and social structures in a 

society. 

 

Social support or perception of social support plays a principal role, particularly social 

support from significant others (like partner and close family members). Within the couple’s 

interaction, the social support, or the perception of social support, influences the expectations 

about how the partner will react on a given behaviour. For instance, husband’s approval of 

contraception use is correlated with contraception use among women (Blanc 2001). 
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Perception of social support is based in past experiences, past behaviours, contextual social 

knowledge and norms (Ferrand and Snijders, 1997). Similarly, (perceptions of) social support 

from other family members is likely to be of importance. This may be from mother, mother-

in-law, sisters and close friends. Furthermore, the perception of support from health workers 

may influence women who seek out counselling (Noone 2004). 

 

Emotional and cognitive significance of sexual contacts and relationships plays a role in 

interaction. Since this study focuses on married women, it is likely to presume that the level 

of intimacy and trust between the spouses is relatively high. However, individuals may 

ascribe different meanings to relationships. This factor may be linked to norms about 

husbands, wives and marriage. Empirical findings from Ethiopia suggest that being in a 

polygamous relationship is associated with a lesser likelihood of contraception use (Hogan et 

al. 1999). 

 

Although not included in the model, past experience has proved to be an important 

determinant of future contraception use (Fekadu and Kraft 2001). Yet, past behaviour is not 

only an individual matter. Noone (2004) underscore that others’ past experience can play a 

role when deciding to choose a contraception method. 

Self-regulation and intentionality 

Self-regulation may be defined as ‘the human capacity to plan, guide, and monitor one’s own 

behaviour ‘flexibly’ in the face of difficult and challenging circumstances’ (Diaz 2000, page 

203). Health-promoting behaviours often require a high self-regulatory capacity, including 

immediate personal sacrifice on account of long-term positive outcomes. Self-regulation is 

not a set of skills that can be learned or achieved by willpower. It is rather understood as a 

property or quality of the individual that is made possible, or inhibited, by the interactional 

context (Diaz 2000). 

 

Self-efficacy is one of several aspects of self-regulation. The concept is akin to the concept of 

perceived behaviour control in the Theory of Planned Behaviour (Conner and Sparks 2005). 

Self-efficacy may be defined as ‘…the conviction that one can successfully execute the 

behaviour required to produce the outcomes’ (Conner and Sparks 2005, page 189). Perceived 

self-efficacy deals with the self-regulatory cognitions that arbitrate whether actions will be 



23 
 

initiated. Moreover, it concerns how much effort the person expects to put into pursuing the 

action, and how long the action will be sustained in the face of obstacles. In other words, 

perceived self-efficacy is an expression of the person’s action control and agency. Moreover, 

it reflects the confidence in her ability to mobilise own resources to prosecute a goal even 

though she faces temptations, stress, barriers and setbacks. Self-efficacy is seen as a crucial 

concept to explain how intentions are translated into actions in the post-intentional process of 

behaviour change (Luszczynska and Schwarzer 2005). 

 

A person’s expectations are also considered as central in action control. It may be outcome 

expectations, such as expectations about side effects and discomforts, social response to 

contraception use and feelings of shame or satisfaction. Positive expectations play an 

important role. However, it is disputed whether expectations is more essential in the initial 

formation of an intention, or in the self-regulation of action (Scheier and Carver 2003, 

Luszczynska and Schwarzer 2005). Evidence has showed that positive expectancies are 

related to communication about safer sex and contraception use. Thus, a person is more likely 

to raise the issue of contraception use if she expects that something positive will come out of 

it (Dilorio et al. 2000). 

 

Self-efficacy beliefs are thought to be promoted by certain sources. One source may be 

personal accomplishment. A second source of self-efficacy belief is through vicarious 

experience, like if a ‘model person’ achieves the same goal despite facing difficulties. The 

‘model person’ should be someone the woman identifies with. This corresponds with the 

importance of other people’s past experience, as mentioned in the previous chapter. Thirdly, 

self-efficacy beliefs can be reinforced by verbal persuasion and encouragement from others. 

Lastly, self-efficacy beliefs may be influenced by emotional arousal, like for instance the 

feeling of mastering a difficult situation. Affect influences self-efficacy in a way that people 

with negative self-belief and pessimistic thoughts are likely to have low self-efficacy. Those 

with optimistic self-belief are likely to have higher self-efficacy (Luszczynska and Schwarzer 

2005). Yet, it is not an ambition of this study to examine affective states. To summarise the 

above-discussed argument, high self-efficacy is associated not only with improved goal 

setting, but also with more persistence in pursuing goals.  
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This view is, however, modified by Diaz (2000). He underlines the complex relationship 

between the strength of an individual’s capacity for self-regulation, and the strength of 

competing factors or goals. High degree of self-regulation and self-efficacy does not 

necessarily say something about the individual’s capacity for which, but may rather be related 

to situational factors. The logic is that: 

 

‘For self-regulated behavior to occur, the individual’s self-regulatory strength and 

effort must be greater than the strength of the competing variables. […] It follows that, 

in the relative absence of competing variables, most individuals will be able to enact 

intensions with little self-regulatory effort, but in extremely difficult circumstances, 

only those with strong self-regulatory capacity may be able to maintain, protect and 

enact their intensions.’ (Diaz 2000, page 206) 

 

Following this argument, it may indicate that intentions lead to behaviour only when 

individuals have power and control over the behaviour. Alternatively, they are likely to have 

enough resources to deal with any possible negative consequences of the behaviour (Diaz 

2000). I regard this understanding as plausible since it takes changing contextual dynamics 

into account.  

 

Goals are to a great extent beyond people’s awareness. Scheier and Carver (2003) argue that 

people may pursue many goals at the same time, but only one goal can have top priority. 

Furthermore, they claim that re-prioritisation of goals may be initiated by emotions. For 

instance, a woman may simultaneously wish to prevent another pregnancy, avoid bodily 

discomforts and keep a harmonious relationship to her husband. If these goals are conflicting, 

it is likely that she (unconsciously) prioritise one goal over the others, presumably the goal 

that creates a stronger positive emotion. Such competing goals must be individually defined in 

relation to each woman’s meanings within the context in which she is situated (Diaz 2000, 

Scheier and Carver 2003, Carver 2010). 

 

Notwithstanding, it is not given that an intention (to use contraception) is re-prioritised and 

replaced by a new or different intention when faced with competing goals. Diaz (2000) 

suggests that when intentionality is in conflict with strong competing goals, the intentional 

activity may collapse in favour of more automatized, routine habitual functioning. This is 
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what he calls ‘volitional breakdown’. In cases of volition breakdown, internalised cultural 

guidelines, or scripts, become the main regulator of decision-making, rather than personally 

formulated intentions. This is likely to happen with limited self-awareness. To exemplify, 

when faced with strong competing factors, a woman’s intention to use contraception ‘breaks 

down’. This may lead to a deep sense of lack of control over own behaviour. At times of 

volition breakdown, contraception non-use may be regulated by internalised cultural norms. 

Thus, the non-use behaviour may be regarded as a meaningful behaviour, rather than as a 

‘deficit’ in the individual’s knowledge, motivation or skills (Svanemyr 1998). Individuals 

may have a strong intention to use contraception, and may be attempting to do so, but do not 

succeed. Such frequent failures to act according to intentions are likely to weaken the 

individual’s self-efficacy. In the next instance, this may lead to felt hopelessness and fatalism. 

This may undermine future intentions to use contraception (Diaz 2000). 

Practice theory and habitus 

A fundamental assumption in practice theory is that culture and social structure constructs 

people as particular kinds of social actors. Social actors will, through their living and through 

variable practices, reproduce and transform the culture and structure that made them 

(Johnson-Hanks 2006, Ortner 2006). A ‘practice’ in practice theory is the smallest unit of 

analysis. It is a routinized type of behaviour which consists of several elements that are 

interconnected. It may be bodily activities, forms of mental activities, ‘things’ or objects and 

their use, background knowledge like understanding and know-how, emotional states and 

motivational knowledge. The individual is understood as a bodily and mental agent. She is a 

‘carrier’ of a practice, and a carrier of many different coordinated or uncoordinated practices. 

A person is thus a carrier of bodily behaviour on equal terms with routinized ways of 

understanding, knowing how and desiring. In other words, bodies learn to be bodies in certain 

ways, and bodily performances are linked to mental activities and understandings. Actions 

require both know-how and deeper knowledge. This knowledge and comprehension is closely 

linked to intentions and emotions (Reckwitz 2002). 

 

In a practice, knowledge is a particular way of understanding objects (concrete and abstract), 

other humans and self. Knowledge is largely implicit and historically-cultural specific. 

Practice theory differs from classical social theory in that the object-subject relation is equally 

important as subject-subject relations (Reckwitz 2002). For instance, the physical object 
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contraception, or the symbolic meaning of contraception, is equally important as components 

of practices as the relation between husband and wife. 

 

 ‘Practice’ in practice theory is commensurable with Bourdieu’s ‘habitus’ (Powell 2008). It 

may be understood as embodied structure. The notion of embodiment relates to the body as a 

site for inscription of meaning and structure. The body is an acting subject. Yet, incorporated 

social structures lead the body to act in certain ways, according to a social logic. Thus, actions 

may not only be results of rational cognitive processes, but results of bodily experiences and 

dispositions. A substantial concern in the study of contraception non-use is to understand how 

symbols and meanings are incorporated in individuals, and inclining people to act in 

meaningful ways by not using contraception. In this manner, ‘meaningful’ should be 

separated from ‘rational’ or ‘sensible’ (Svanemyr 1998). This is in line with the notion of 

‘volitional breakdown’ and routine habitual responses, as discussed in the previous chapter.  

 

An example from the Gambia showed that women used contraception, but not for reasons of 

birth limiting, as promoted by the local family planning programme. Instead, they used 

contraception in shorter periods of time to rest and recover after births, abortions and infant 

deaths. Their motivation was to give birth to as many healthy children as possible throughout 

their reproductive lives (Bledsoe 2002). The ontological premise of this is that people think 

differently and ascribe different meanings to contraception use in different contexts. By 

context I mean not only in different societies. Contraception conduct and practices may mean 

different things to different individuals within a mediated cultural context (Helle-Valle 2004). 

Gendered habitus 

The notion of gendered habitus refers to taking on gendered norms in bodily practices: in the 

way people think, feel and respond to others (Bourdieu 2001, Powell 2008). Masculinities and 

femininities are historically and socially constructed, and they are constructed in relation to 

each other. A classical view of gendered habitus is that women are associated with the private 

sphere. Passivity and subordination are seen as valuable female qualities. Female sexuality is 

often being linked to modesty, restraint and secrecy. According to Silberschmidt (2004): ‘it is 

in women’s sexual relationships with men that many women are most subordinated and 

exposed to male dominance’ (page 243). ‘Habitus’ and assumptions about unconscious 

internalisation of social rules have been criticised for over-emphasising structures. Yet, 
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Bourdieu suggests that individuals, or social agents, have a ‘margin of freedom’, particularly 

when individuals encounter new social interactions or crisis for which it has little past 

experience. Then, there is a potential for new practical dispositions to emerge (Bourdieu 

2001, Powell 2008). This opens up a certain agency on the part of the individual. 

 

An example of gendered habitus may be that women are not supposed to communicate about, 

or be knowledgeable about, sexual matters. This notion is evident in some contexts in sub-

Saharan Africa (Blanc 2001). Kolawole (2004) addresses this culture of silence. She relates to 

the arere metaphor to explain the dilemma of African women to speak out in a cultural 

context that often considers women’s vocality as a deviation from normal. The metaphor 

originates from the Yoruba people of Nigeria. It treats the question of women’s self-

expression and dynamic participation in social issues. The arere tree is particular because it 

exudes an intensely offensive smell, and is normally not allowed to grow around cities and 

villages. The tree symbolise the extreme separation of space. A proverb says: ‘any home 

where a woman is vocal/loud/influential through self-expression, will have the arere tree 

growing in the courtyard’ (Kolawole 2004, page 256).  

 

The arere metaphor may offer a way to understand patriarchal cultural structures in Africa, 

which contributes to the muting of women. However, it is important to distinguish 

‘culturalistic’ explanations from explanations that view culture as one of several structural 

aspects. The former alludes to a fallacy of ascribing structural problems to be matters of 

individual change (Fassin 2001). In other words, change in the ‘cultural mentality’ in African 

male individuals, in isolation, is unlikely to yield gender equity. Patriarchal cultural structures 

are closely interlaced with the historical, political and economic contexts in which they are 

formed and maintained. 

‘Serious games’ – Understanding power in social interaction 

The idea of ‘serious games’ is developed by Ortner (2006). It aims to take practice theory a 

step forward in explaining more complex forms of social relations, especially gender and 

power relations. Like practice theory, ‘serious games’ is something that is actively played and 

directed towards culturally constructed goals and projects. It may involve both routinized 

practices and intentionalised actions. ‘Serious games’ is aspiring to shed light on power 

relations, the subjectivity of social actors, their intentionality and agency (Ortner 2006).  
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Ontological perspectives that prioritise individual agency over structural dynamics are by far 

not exclusive for formal social psychology theories such as the TPB. Other examples may be 

certain western-based feminist theoretical perspectives that have been criticised for 

overemphasising agency as resistance (Browner and Sargent 2011). Comaroff and Comaroff 

(1992) expand on this:  

 

‘For these [ontologies that give precedence to individuals over contexts] rest on 

manifestly Western assumptions: among them, that human beings can triumph over 

these contexts through sheer force of will, that economy, culture, and society are the 

aggregate product of individual action and intention. […] Our concern ultimately is 

with the interplay of such systems – often relatively open systems – with the persons 

and events they spawn; a process that need privilege neither the sovereign self nor 

stifling structures.’ (page 10-11) 

 

In line with this, the framework ‘serious games’ seeks to explain the dynamic relationships 

between agents and social structures. According to Ortner (2006), intentions may be cognitive 

and emotional states that are more or less conscious, and that may lead towards action and 

purpose. However, the motivation of social practice exists at the level of culturally defined 

needs and desires of individuals. Furthermore, motivations exist at the level of collective 

forces that work through humans. Society, culture and history are examples of such complex 

collective forces that operate in the relationship between intentions and outcomes. By over-

emphasising intentions one runs the risk of losing sight of the social embeddedness of the 

individual. 

 

‘Agency’ and ‘agent’ in serious games should be distinguished from the notion of an 

autonomous, independent individual. The agents are always engaged with others through 

interaction, and cannot be completely unfettered. They are intertwined in social relations of 

solidarity such as family, friends, kin, spouses and children. Agents are also engaged in social 

relations of power, inequality and competition (Ortner 2006). 

 

Intentionality is closely linked to definitions of agency. Some theorists distinguish agency 

from routine practices and accentuate that agency implies a role of active intentionality. It 

does not necessarily mean a completely conscious act, but at least an act that is more reflected 
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upon and planned than a routine practice. Thus, agency may be seen as strivings and 

motivated transactions. Yet, agency is socially constructed and mediated. It is socially 

embedded in the individual’s ability to coordinate actions with and against others (Comaroff 

and Comaroff 1992, Browner and Sargent 2011). Rather than ‘triumphing over contexts 

through sheer force of will’, as seen in the quote above, agency and contextuality are likely to 

work simultaneously in humans. This is in agreement with the relationship between self-

efficacy and competing contextual factors, as discussed in the chapter about self-regulation. 

Although some theorists have equated agency with empowerment, these are not 

commensurable. It is not given that agency produces a positive outcome. In some instances, 

the actions of individuals may benefit the interests of others (individuals or groups) while 

undermining their own interests (Browner and Sargent 2011). 

 

Power is related to agency in the sense that power has a transformative capacity. This 

transformative capacity is two-sided. Power may operate as domination from above built into 

structures. On the other hand, power may work from below as resistance. Ortner (2006) calls 

this ‘agency-as-power’. This kind of power is to a great extent defined by the dominating 

party. However, power may also work on micro-level as ‘agency-as-projects’. The latter is 

defined by how to strive and pursue what is good and desirable on the part of the less 

powerful, situated ‘on the margins of power’. It may be: 

 

‘[…] about people having desires that grow out of their own structures of life, 

including very centrally their own structures of inequality; it is in short about people 

playing, or trying to play, their own serious games even as more powerful parties seek 

to devalue and even destroy them.’ (Ortner 2006, page 147) 

 

I consider ‘agency-as-project’ as relevant with regard to women and contraception use. A 

woman may have a ‘project’ to use contraception, but she is faced with various barriers. For 

instance, one may question the very meaningfulness of ‘agency’ when the social context 

surrounding the woman is rooted in the imperative of producing a son (Browner and Sargent 

2011). 

 

Women may be confronted with ‘structures of inequality’. It may materialise in the lack of 

access to, and control over, economic resources. It may be the lack of social and human 
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resources such as education, skills, knowledge, and lack of participation in social and political 

groups. Gender inequity may directly affect women’s reproductive health in two main ways. 

Firstly, structural obstacles restrain women from obtaining resources, like for instance the 

employment structure and female poverty. Secondly, gender relations in the family are likely 

to be affected by women’s general political and economic status in society. In social contexts 

where women have little control over social and household resources, they tend to face 

obstacles in pursuing the need for their own reproductive health. Consequently, it is less likely 

that they obtain the self-confidence to act on that need (Wang 2010).  

 

Empirical studies 
 

A selection of other research from the South point at different factors associated with 

contraception non-use among women. Several studies highlight fear of side effects, concerns 

about health risks and inconvenience of the methods (Dudgeon and Inhorn 2004, Sedgh et al. 

2007, Bellizzi et al. 2015). This was especially prevalent in East Africa where these reasons 

were cited by 32% of women (Sedgh and Hussain 2014). These concerns were predominantly 

mentioned by women who had past experience with contraception. Fear of side effects and 

health risks were based on misinformation, rumours or fairly accurate appraisals of risks 

(Mosha et al. 2013, Sedgh and Hussain 2014). Another prevailing reason for contraception 

non-use was perceived low risk of pregnancy due to infrequent sex, postpartum amenorrhea, 

breastfeeding and sub-fecundity. However, studies have shown that many women are likely to 

have made an inaccurate assessment of the pregnancy risk, and may be prone to unintended 

pregnancies (Sedgh et al. 2007). 

 

Opposition to contraception has shown to be a prevalent reason for non-use, especially in 

Africa where it was cited by 25% women. Opposition may stem from women themselves, 

their partners or someone else close to them. Women were more likely to cite their own 

opposition to contraception than someone else’s opposition (Sedgh and Hussain 2014). 

Nevertheless, a study from Ghana showed that the wife’s attitude towards contraception was 

strongly influenced by her husband’s attitudes. However, the husband’s position was not 

affected by his wife’s attitudes (Blanc 2001). Data show that husbands’ antagonistic attitude 

to contraception among other things may concern fear of losing their role as the head of the 
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family, and fear that contraceptive use would yield promiscuity and infidelity on the part of 

the wife (Wolff et al. 2000, Blanc 2001, Mosha et al. 2013). 

 

Numerous studies have pointed at the association between women’s autonomy and 

contraceptive use (Hogan et al. 1999, Short and Kiros 2002, Bogale et al. 2011, Lakew et al. 

2013, Delbiso 2013, Mosha et al. 2013). Lack of spousal communication about contraception 

use has shown to correlate with contraception non-use. In sub-Saharan Africa, women might 

hesitate initiating a conversation about contraception use because men are the primary 

decision-makers (Hogan et al. 1999, Blanc 2001, Mosha et al. 2013). 

 

Traditional social institutions like patrilineality, patrilocality, bride wealth and polygyny are 

likely to affect women’s decision-making power negatively. In such contexts, contraception 

decision-making may not be considered as the woman’s choice, and her fertility is more of a 

collective domain (Blanc 2001, Dudgeon and Inhorn 2004, Lakew et al. 2013). In rural 

northern Ghana, a study found that high fertility coexisted with high infant mortality. Thus, 

low fertility imposed an unacceptable risk that a woman might be left with no surviving 

children at the end of her reproductive life (Adongo et al. 1997). In Nigeria, men’s fertility 

preferences showed to affect most directly the first decade of a marriage, and the first four 

children. Women were better able to negotiate family size after they had successfully borne 

several children (Bankole 1995). In general, spousal disagreement on fertility preferences is 

one explanation for contraception non-use among women  (Short and Kiros 2002). Moreover, 

a preference for sons is associated with higher fertility and lower contraception use (Blanc 

2001, Bélanger 2006). 

 

The relation between women’s education and contraception use is widely documented (Hogan 

et al. 1999, Wolff et al. 2000, Speizer et al. 2005, Gordon et al. 2011). One survey indicated 

that women who wanted to space or limit births, and who had the lowest education, were 8,6 

times less likely to use a contraception method compared to women with the highest 

educational level (Bellizzi et al. 2015). Socioeconomic status and women’s paid employment 

are also factors that are likely to influence contraception use. This has been widely studied 

within feminist research. A fundamental view is that the greater a woman’s relative economic 

power is, the greater is the likelihood that her fertility pattern will reflect her own perceived 

preferences (Wang 2010). Nonetheless, some studies have demonstrated that the 
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socioeconomic effect was not shown as strongly as education, although it was significant 

(Hogan et al. 1999, Bellizzi et al. 2015). 

 

Most studies have examined individual education level. Yet, a study has suggested that the 

aggregate education level in the community may influence fertility more than individual 

education (Kravdal 2002). Similarly, perceived community norms of contraception approval, 

family size and gender preference showed to be as influential as individual personal 

preferences in a study from Ethiopia and Kenya (Dynes et al. 2012). On average, women 

residing in a rural area are less likely to use contraception than their urban counterparts 

(Bogale et al. 2011, Lakew et al. 2013). Survey data form across the South has shown that few 

women cite lack of access and lack of knowledge as reason for contraception non-use. The 

majority of women who cited these reasons were in sub-Saharan Africa. These respondents 

were more likely to be rural women, poor women and women with little or no schooling 

(Sedgh and Hussain 2014). 

 

Conceptual model 
 

I suggest a simplified conceptual model to operationalise the anticipated complex factors 

contributing to contraception non-use among women. The model is based on the hitherto 

discussed theory and empirical findings from other studies. Presenting aspects in a model 

implies a manipulation of real-world events. The factors I suggest are intertwined, and it is 

not intuitive how to categorise them. Other researchers may arrive at different models. Yet, 

this figure represents my interpretation of the theoretical propositions of this study. The bold 

lines indicate the relative explanatory strength of the factor, whereas the thin lines indicate 

what I believe to be factors with relative explanatory weakness. 

 

Assumedly, strong explanatory factors are health concerns, perceived risk of pregnancy, self-

efficacy, decision-making power, spousal communication and own or husband’s opposition to 

contraception. Own or husband’s opposition is related to social support. However, I have 

chosen to treat the former as a separate factor. The anticipated weighty factor value of fertility 

includes concerns about son preference. Furthermore, rural residence, low socioeconomic 

status and low education are likely to be important factors associated with contraception non-

use. 
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The anticipated relatively weak explanatory factors are intention and if-then plans, past 

experience and knowledge about resources. The factor knowledge about resources is thought 

to describe the knowledge that women gain from interaction with health workers. In this 

model, social support alludes to support from other people surrounding the individual woman, 

like family members and friends. This factor is assumed to be relatively less weighty. The 

factors norms and value of fertility are interrelated since the value of fertility may be 

considered as a norm. Still, the factor norms deals with other norms, like for instance religious 

norms. Child mortality is the last factor.  

 

It is not an ambition of this study to determine which factors may be underlying and which 

may be triggering. However, I presume that factors such as socioeconomic status, education, 

rural residence and norms may be underlying factors. Intentions and plans, social support and 

past experience may possibly be examples of triggering factors. 
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Figure 3: Complex factors associated with contraception non-use. 
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Summary  
 

This chapter commenced by defining the scope of the thesis. The thesis aims to explore the 

process of goal striving towards using contraception. Contraception non-use may be 

understood through the lens of interaction. Ingham and van Zessen’s model offered a 

conceptualisation of this from a social psychology point of departure. Then, the chapter 

explored relations between self-regulation and competing goals. Practice theory and gendered 

habitus served as an entry point to ‘serious games’, which is Ortner’s understanding of power 

in social interaction. The chapter concluded in a conceptual model that summarised the 

theoretical propositions of the study. 
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Chapter Four: Method 

 

The context chapter showed the guiding paradigm of the thesis, and the theory chapter 

summarised the theoretical proportions. These aspects are parts of the research methodology 

of this study (Schensul 2008). The aim of this chapter is to discuss their entailing methodical 

implications. Firstly, I will discuss the rationale of the research design. Secondly follows an 

examination of the data construction process during and after fieldwork. Thirdly, I will 

discuss ethical considerations. Finally, the chapter assesses the data with reference to the 

criteria for judging the quality of qualitative research. 

 

Research design 
 

This study is designed as a qualitative inquiry with a single case study approach. The rationale 

for choosing a qualitative research design derives from the study objective. It is to explore the 

complexities of women’s considerations and decisions on contraceptive non-use. In 

qualitative approaches, the informants are allowed to define the context. This renders possible 

experience-near information that is unattainable with fixed formal surveys (Jensen 2008b). A 

qualitative research design is well-suited when the goal is to obtain a high degree of internal 

validity, to gain in-depth insight into the field of study, and to build theory. These goals 

correspond with the objective of this study. Moreover, the research question of this study 

prepares for a deep interference suitable to ‘give voice’ to poor and marginalised women 

(Gerring 2007, Ragin and Amoroso 2011). Yin (2014) propose that a case study: ‘tries to 

illuminate a decision or a set of decisions: why they were taken, how they were implemented, 

and with what result’ (page 15). The case study approach applies well to research questions 

asking ‘how to explain’. The approach is suitable when the boundaries between the 

phenomenon (contraception non-use) and the context (economic and geographical access) 

may not be precisely evident (Yin 2014). This study is intensive. It is based on a small 

number of informants for the purpose of understanding the nuances of the research question 

(Cloke et al. 2004). 

 

A major strength of the case study is the opportunity to use multiple sources of evidence (Yin 

2014). I found in-depth interviews with a semi-structured format to be well-suited for data 

construction. It provides the questioning with a certain purpose. At the same time, it allows 
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for flexibility (Cloke et al. 2004). I used observations and studied empirical research on the 

topic as complementary sources of data. This triangulation of data sources has aided a more 

precise definition of the research objective. In addition to the informants who were non-users 

of contraception, I included a small group of informants who were users of contraception. In 

so doing, I aimed at investigating whether their views could expand on the knowledge about 

contraception non-use. 

 

The case 
 
The case of this study is the group of women who did not use contraception who I have 

interviewed. Aspects of the case are the informants of the study, the geographical area of 

Sheromeda and the given time of the fieldwork. According to George and Bennett (2005), the 

primary criterion for case selection should be relevance to the research objective. Conducting 

research in an urban area enabled finding informants who had geographical access to 

contraception, and who had different characteristics. The selection of Sheromeda proved to be 

relevant to the research question. Prior to the establishment of the local health centre about 

four years previous to fieldwork, the nearest health facility was located relatively far from the 

study area. As a consequence, relatively large numbers of women living there had poor 

reproductive health (Delbiso 2013). Furthermore, Sheromeda was available to me because my 

contact at the University of Bergen had recently completed a research project there. In 

addition, it was an easily accessible area in Addis Ababa. 

 

Sheromeda is a part of Gullele sub-city. It is located in the northern outskirts of the city, 

bordering on the Entoto Mountains. The area attracts migrants from rural areas since rent 

there is low. Sheromeda is particularly dominated by migrants who belong to the Gamo and 

Dorze ethnic groups. They originate from the Southern Nations, Nationalities and Peoples’ 

Region of Ethiopia (SNNPR). Although the migrants’ survival strategies are complex, many 

are engaged in the weaving business. Weaving is mainly considered as men’s work. The 

weaving sector is characterised by low and fluctuating income and limited access to markets 

and finance (Delbiso 2013). Collecting and selling firewood is a fairly common means of 

livelihood among poor women in the area (Mirkuzie 2014). Sheromeda is known for its 

traditional clothes market. The area is dominated by slum settlements. Many houses are built 

of mud and wood with corrugated iron roofs, locally called cheka-bet. The area around the 
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health centre has a few asphalt roads. Yet, a 10 minutes’ walk from the health centre and 

beyond, there are paths twisting and turning uphill and downhill through the forest. Some of 

the settlements there are irregular or chereka-bet (meaning houses built at night). 

 

It should be noted that the selection of case was not exclusively driven by relevance to the 

research objective. It was also influenced by my prior experience from Ethiopia. In 2006 I 

was a student nurse in the maternity ward at Aira hospital in rural West-Ethiopia. Several 

mothers had complications due to different risk factors and due to long distances to the 

nearest hospital. Some women had life-threatening complications caused by obstructed 

labour. Of these women, some had been in labour for several days, causing intranatal death 

long before reaching the hospital. These impressions have followed me ever since. 

 

Having prior experience in conjunction with research is two-sided. It may ease the research 

process, and yet the study may bear the imprint of my preconceptions. I argue that the 

ambition of social research is not primarily to represent an objective truth about the world. 

The goal may rather be to paint images of representations of social life the ways in which they 

are constructed in the encounter between researcher and research subjects. In this respect, I 

may be considered as an active agent in the study (Cloke et al. 2004, Ragin and Amoroso 

2011). This does not exclude a rigorous research process. Transparency and reflexivity 

throughout the process are ways to counterbalance subjectivity. While the former commits to 

rendering the study open to analysis and critique, the latter advances critical self-exploration 

on the part of the researcher (Hiles 2008). 

 

Data construction process 

Preparing for fieldwork 

I did not apply officially for research permit in Ethiopia because the application process was 

likely to be complicated and go on for several months. I got the opportunity to work under the 

research clearance of a research contact at the University of Bergen. Furthermore, I registered 

the study at the Norwegian Social Science Data Service (NSD). However, the project was not 

subject to their registration requirements since I was not going to collect personal information 

such as names, addresses or other information that could identify the informants. Upon arrival 

in Addis Ababa, I registered as a visiting researcher at the Department of Geography and 
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Environmental Studies at Addis Ababa University. I found it favourable to be connected to 

the university in order to increase the credibility of the research project. Irrespective of this, 

working without a research permit is problematic since an official licence gives a clearance 

signal to the project based on ethical reliability. The period of fieldwork was from September 

to December 2014. 

Research assistants 

I was depending on an Amharic and English speaking interpreter to carry out the fieldwork. 

Due to the private and sensitive nature of the research project, I was concerned about finding 

a female interpreter who was fluent in English and Amharic, had some prior knowledge of the 

topic, did not live in Sheromeda and had good interpersonal skills. Using an interpreter adds a 

triple subjectivity to the research, in addition to the subjectivity of the researcher and the 

research informant. The interpreter brings her own values, beliefs and assumptions to the 

research process that may transform the message (Leck 2014). This may be expressed 

implicitly, like the way the interpreter understands the information. It may also manifest itself 

explicitly if the interpreter brings her own judgement on the informants’ expressions. I 

experienced this a few times, and I was concerned about whether it could affect the 

truthfulness of the information I got. However, we discussed this and came to a mutual 

understanding. 

 

The interpreter was polite, respectful and attentive towards the informants. Thus, she 

established a good rapport with them. She placed importance on presenting the study in a 

thorough manner. She put emphasis on explaining the meaning of confidentiality and 

informed consent. I sensed that the informants respected us and had confidence in the study. 

The interpreter was a midwife, and her professional experience was an asset. I considered 

these qualities as important. Cultural sensitivity is a key ethical principle when conducting 

research in a different cultural context (Leck 2014). The interpreter served as a cultural guide 

who mediated my outsider position vis-à-vis the informants.  

 

I engaged a research assistant who translated and transcribed some interview audio files from 

Amharic to English. She had a master’s degree in Public Health, and had a good command of 

English. I found this helpful to get a comprehensive understanding of the informants’ 

expressions. 
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Field observations 

I established contact with the local health centre. The urban Health Extension Workers 

(HEWs) worked for the HEP. They were nurses, and had an office at the health centre. I used 

observation and informal talks as a way to gather information. I was interested in the HEWs’ 

tasks and their position in the community. In urban areas, the HEWs primarily work with 

health promotion and health education. One of their main tasks is house visits. I participated 

and observed during health education sessions. Moreover, I observed at the Family Planning 

Office at the health centre, where family planning nurses carried out consultations and 

examinations. I observed during some consultations and examinations. These observations 

provided me with useful data about which contraceptive methods were most commonly used, 

and how the nurses informed and guided the clients. The health centre offered the oral 

contraceptives (pills), the contraceptive injection, the contraceptive implant, the copper-

bearing IUCD, the emergency contraceptive pill (post-pill) and male condoms. The 

contraceptive implant has either one or two small plastic rod(s), which is inserted beneath the 

skin on the upper arm. As the name implies, the IUCD is inserted in the uterus. The 

contraceptive injection was the most commonly used method. I collected the clients’ consent 

prior to observations during consultations and examinations. A limitation to using observation 

as a method of data construction is the language barrier. This may increase the likelihood of 

misunderstandings and the missing out of contextual meaning (Kearns 2010).  

Accessing informants  

It proved to be relatively easy to access informants. The informants were purposively selected 

with basis in the predefined inclusion criteria, as presented in the introduction chapter. As 

noted previously, I chose to include five women who were users of contraception. In addition, 

I interviewed four women who were non-users, and who prior to the interview reported that 

they were married. During the interviews they revealed that they had been left by their 

husbands, and were not currently living with a man. Since these interviews were not directly 

relevant to the research question, I have chosen to leave them out of the analysis.  

 

According to Hesselberg (2014), it is important to make a well-reasoned selection of 

informants with different characteristics to get variation of views and narratives. I recruited 

the majority of the informants when joining the HEWs at house visits. Some informants were 

recruited through chain sampling or ‘snowballing’, in which informants or HEWs identified 
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other women who could be potential informants (Bradshaw and Stratford 2010). I recruited 

one informant through an income generating activity project, and two informants from the 

health centre.  

 

It may have been an advantage to recruit informants through a combination of different 

selection strategies. It may have contributed to a greater variation with regard to place of 

residence, age, ethnic background and other sociodemographic characteristics. By using chain 

sampling only, there is a tendency that people name other people with similar characteristics 

as themselves (Hesselberg 2014). The HEWs were organised in sites, and each HEW had 

responsibility for around 500 households. Since I collaborated with different HEWs, I got 

access to women from different neighbourhoods. Thus, I anticipate that the informants were 

relevant members of the study area (Jensen 2008d). Notwithstanding, it was challenging to 

find middle and higher class women who were non-users of contraception due to the generally 

low socioeconomic status among people in the area. The majority of the informants were 

housewives in poor households. One informant stood out and appeared to be in relatively 

comfortable circumstances. She lived in a house of multiple rooms, had television, radio, 

fridge and an electric enjera2griddle. 

 

A limitation of the study may be that I, to a significant extent, relied on the HEWs as gate 

keepers. I got the impression that the HEWs had good relations to women in the community. 

It would have been challenging to enter the community and access informants without their 

support. Nevertheless, my collaboration with the HEWs may have reinforced the impression 

that I worked for them even though I underscored my independence. Hence, this may have 

obstructed access to more critical opinions about their role. 

Interview context 

The interviews variously lasted from 30 minutes to one hour and 45 minutes. The majority of 

the interviews were conducted in the informants’ houses. One interview was conducted at the 

informant’s work place and two interviews at the health centre. The health centre was not an 

ideal location for interviews because the informants had other errands to run, and had limited 

time for the interview. Additionally, it was difficult to find a place to sit privately during the 

interview. 

                                                 
2 A local bread traditionally baked on a griddle over an open fire. 
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The husbands who were weavers sat working by the looms in the houses. In those situations, 

it proved to be difficult to talk with the informants privately. The husbands’ presence may 

have led to less honest answers on the part of the informants. Nevertheless, I found it 

interesting to learn that these interview situations revealed interesting observations. In some 

situations, the husbands sat listening and took the floor only when I invited them to do so. In 

other instances, the husbands more or less took over the conversation, and I had to struggle to 

include the informants.  

Interviews 

I interviewed a total of 17 women. In the early phase of the fieldwork, I took notes to avoid 

time-consuming transcription, and because I found it difficult to bring out the tape recorder 

when sitting in the informants’ poor houses. However, it was challenging to take notes and be 

attentive towards the informant at the same time. I started using tape recorder except if 

someone refrained from being recorded. 

 

Some informants were hesitating at the questions of age and years in marriage since they were 

not sure of this. It was unfortunate to render the informant at the loss for an answer at the 

beginning of the interview. Nevertheless, I found the questions to be relevant. I saved the 

potentially sensitive questions to the second part of the interview after the informant had got 

the chance to ‘warm up’ (Dunn 2010). Questions that treated past experiences may have been 

subject to recall bias. However, this is difficult to know for sure. 

 

It was an ongoing challenge to ask questions in an understandable way and concurrently 

asking open questions. Often, I had to reformulate the questions and list cues. This may have 

contributed to extorting an answer, which consequently may have increased the likelihood 

that the answer did not apply to the informant’s actual meaning. This may weaken the quality 

of the data (Jensen 2008d). On the other hand, even short answers may be accurate, and I 

cannot know how this may have affected the quality of the data. 

 

Some of the Gamo speaking informants had limited knowledge of Amharic. During two 

interviews, the informants’ husbands offered to interpret. These women seemed to be among 

the poorest and less integrated in the community, and I assumed that their perspectives would 

be valuable. The additional link of interpretation may have influenced the trustworthiness of 
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the data negatively since the statements may not have represented a precise interpretation of 

the intended meaning (Jensen 2008c). Another concern during these interviews, was that the 

husbands were in control of the information flow, which may have undermined the 

truthfulness of the data. Whether these concerns are valid is difficult to estimate. 

 

During the interviews, I asked about the contraception methods that were free and available at 

the health centre. Permanent methods, such as vasectomy (male sterilisation) and tubal 

ligation (female sterilisation), were performed in hospitals. These procedures were due to a 

fee. According to the HEWs, these methods were rarely chosen among people in the area. 

Due to this, I did not ask about tubal ligation until the latter part of the fieldwork when an 

informant expressed considerations about it. The lacking investigation of the informants’ 

views on sterilisation is a weakness of the study, and such data could have added important 

knowledge. 

 

I did not ask about the husbands’ education level and the discrepancy in age between husband 

and wife. These are factors that have showed to influence on women’s contraception use and 

decision-making in other studies (Blanc 2001). Knowledge about this could have expanded 

the understanding of the phenomenon. The role of the mother-in-law is often emphasised in 

studies about contraception use because she is likely to hold a sway over the daughter-in-

law’s reproductive decision-making (Campbell et al. 2006). Since none of the informants 

lived with their mothers-in-law, I did not ask about their role. However, that does not exclude 

that they played a role, and I may have missed relevant data on the matter. 

 

I conducted only one interview with each informant. After fieldwork I recognise that a second 

interview with some informants could have been beneficial to advance the trustworthiness and 

credibility of the data. Towards the end of the fieldwork, I experienced to have a fairly deep 

understanding of the research question, and the very last interviews did not bring at front new 

ideas. However, the termination of the fieldwork was as much driven by concerns of time 

limitations as by data saturation. 

Key informant interviews 

I conducted some interviews with key informants including one HEW, one nurse working 

with family planning at the health centre in Sheromeda and one family planning nurse at a 
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different health centre. Furthermore, I interviewed a few people from public offices and 

NGOs. These informants included a leader at the Population Affairs Directorate, a key person 

at the Maternal and Child Health Directorate, a leader at DKT International Ethiopia and a 

key person at the Family Guidance Association of Ethiopia (FGAE). FGAE is an Ethiopian 

NGO working with sexual and reproductive health and rights. In addition, I had informal talks 

with the staff at Women’s Health Association Ethiopia (WHAE). WHAE is an Ethiopian 

NGO and a sister organisation of the Norwegian Women’s Public Health Association. It is 

working with health education and economic empowerment of women across Ethiopia. The 

theme guides for main informants and key informants are enclosed in appendix 2. 

 

Table 1: Methods of data construction. 

Research tools Number of informants  

In-depth interviews:  

Married women (non-users of contraception) 12 

Married women (users of contraception) 

 

Interviews with key informants: 

5 

 

Family planning nurses 2 

Health Extension Worker 

DKT International Ethiopia  

1 

1 

Population Affairs Directorate 1 

Maternal and Child Health Directorate 1 

Family Guidance Association Ethiopia 1 

Field notes  Researcher  

Field observations  Researcher 

Note: Appendix 1 has a complete overview of the main informants. 

 

Analytical strategy 

The choice of research question grew out of my interest reproductive health. Prior to 

fieldwork, I examined social psychology theory and feminist social theory. Thus, I had a 

conception of how to abstract the phenomenon, and I was not unfettered when entering the 
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field. Nonetheless, during fieldwork I aspired to be open to what were issues of significance 

among the informants. The analytical strategy was partly inductive in that the study’s point of 

departure was the particular lived realities of the informants (Cloke et al. 2004). Yet, and 

perhaps even more so, the approach was influenced by abduction, a mode of reasoning in 

social science that concerns the constant interplay between theoretical hypothesis and 

empirical realities. Abduction lies in the middle of the induction-deduction continuum (Ragin 

and Amoroso 2011). After a period of data interpretation, I went back to rearranging the 

theoretical framework because the initial choice of social psychology theories did not apply 

well with the data. 

 

The data interpretation process started with memo writing during fieldwork. Moreover, I 

searched in the data for factors based on a preliminary version of the conceptual model (Ragin 

and Amoroso 2011, Yin 2014). I started this during my stay in Ethiopia, and continued in the 

aftermath of fieldwork. I used the qualitative data analysis software programme Nvivo 10 and 

coded extensively. I started with open coding, and continued searching for patterns in a 

grounded theory inspired manner. Based on Cope (2010), I coded along the lines of 

conditions, interactions among actors, strategies and tactics and consequences. This enabled 

close knowledge about the data, which may have contributed to an analysis inherently 

attached to the empirical material. 

 

Ethical concerns 
 

Doing research in Sheromeda did at times feel like operating in an ethical ‘minefield’. In the 

following, I will reflect upon the ethical principles of informed consent and confidentiality, 

negotiating power relations and the principle of avoid causing harm to the informants. 

Informed consent, confidentiality and anonymity 

Upon the first contact with the informants, I explained the study, the scope of participation 

and the importance of voluntariness before I collected informed consent. I decided to collect 

informed consent orally because some of the informants were illiterate. Moreover, I was 

concerned about whether the informants would find a printed form suspicious (Bryant 2014). 

This is not the ethical standard for research. However, I estimated that a printed form could 

possibly cause distrust, and possibly harm the study. 
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I explained that I would not share the information with anyone in a way that would link the 

information to the informant. Moreover, I assured that the notes and tape recordings would be 

stored in a place inaccessible to others, and that the material would be deleted after the 

termination of the project. I considered the highlighting of these issues as a way to build 

rapport with the informants, and a way to gain their trust (Dowling 2010). Furthermore, I 

underlined that the informants were free to withdraw from the interview at any time, and that 

they could refrain from answering any questions without giving a reason. 

Negotiating power relations and positionality 

Given my position as a ‘wealthy’ foreigner in a context of poor women, it is possible that the 

power asymmetry may have affected the data (Dowling 2010). I was concerned about 

approaching the informants in a humble and respectful manner. I believe that the good 

interpersonal skills of the interpreter contributed to mediate my outsider role. 

Notwithstanding, I cannot know whether my relatively powerful position vis-à-vis the 

informants may have influenced any informants to partake in the study against their 

intentions, and whether some informants would have refrained from participation if I was 

someone else. My outsider position may have affected the nature of the data I accessed. 

However, it is difficult to apprise whether it may have restrained access to information, or 

whether some informants may have perceived it as easier to talk with someone who was 

detached from the context. I ponder whether the informants’ views may have been more 

accessible to me since I am a woman. However, this is difficult to know. 

 

On some occasions, the interpreter gave advice to the informants. In the beginning, I was not 

completely comfortable with this. I was wary of confusing the researcher role with a 

counsellor role. However, later I viewed it differently and I considered the provision of advice 

as a way to give something back to the informant (Staddon 2014). I believe she was in a good 

position to give advice since she had long experience with reproductive health and was 

familiar with the cultural context. 

 

Due to my former experience from Ethiopia, I was prepared for the mental challenge of being 

in a context marked by profound poverty. However, I do not think I will ever get used to it. 

Getting an insight into the informants’ lives were strong impressions. At times I dreaded 

going to Sheromeda. 
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Avoid causing harm 

Godbole (2014) suggests that it is of vital importance to be sensitive to the consequences of 

participation with regard to safety, privacy and emotions when doing research among 

vulnerable informants. It is difficult to assess the consequences the informants might 

experience after participating in the study. This may be even more difficult to know in an 

unfamiliar cultural context. I discussed the theme guide with the interpreter and the HEWs 

with a view to what was culturally acceptable to include in the interviews. The HEWs discuss 

contraception use at house visits. It implies that the topic of conversation was familiar to most 

women in the community. 

 

Gender-based violence, or the threat of violence, is associated with poor reproductive health 

and contraception non-use among women (Blanc 2001). A study among Gamo migrants in 

Addis Ababa found that 69% of the women respondents stated that their husbands committed 

harassment or abuse (Delbiso 2013). Yet, I chose not to address the issue in the interviews 

because I was afraid to jeopardise the informants’ safety. Furthermore, I found it unethically 

to raise the subject during our relatively short time together because it could possibly cause 

emotional distress. I believe that it would have required trust-building over time if I were to 

address the topic in a justifiable way. 

 

In the writing up of the thesis I was concerned whether revealing the name of the study area 

would have any negative impact on the informants (Hesselberg 2014). However, there are 

many people living in the research wereda3. Consequently, I decided to use the place name. 

Yet, the names of the informants are all pseudonyms. Similarly, I have chosen not to reveal 

the names of the key informants. 

 

Assessing the quality of the research 
 

In the following, I will assess the quality of the data with reference to the concepts 

dependability, confirmability, transferability and credibility. Dependability holds two 

conditions of which the former deals with the way the research context differs from the 

researcher’s a priori understanding. Thus, the researcher may need to change the 

methodological strategy. The latter condition is the principle of replication: that the findings 

                                                 
3 An administrative unit and local government. 
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should be a precise interpretation of the informants’ intended meanings (Jensen 2008c, Yin 

2014). Several factors have compromised the dependability of the study, like the language 

barrier and the use of interpreter. This may have increased the likelihood of misinterpretations 

and misunderstandings. The change in questioning during interviews resulted at times in more 

leading questions. This may have contributed to extorting answers which were less in line 

with the informants’ intended meanings. I attempted to mitigate this by asking clarifying 

questions, and by asking the same questions in different ways. With regard to the principle of 

replication, it is probable that another researcher would arrive at different results. Some may 

consider this as a weakness of the data. However, following the reasoning that qualitative 

research represents constructed knowledge created in the encounter between researcher and 

research subject, the data cannot be fully replicated by someone else. Furthermore, what is 

true to the research subjects at one point in time may not be so at a different point. 

 

Partly related to dependability, confirmability is a means to verify the basic goal of qualitative 

research, which is to understand a phenomenon through the lens of the research subjects. In 

other words, confirmability deals with the evidence that the researcher’s interpretations of the 

informants’ expressions are rooted in the informants’ truthful meanings. Consequently, the 

analysis and the findings are grounded in the informants’ perceptions, and not changed due to 

the researcher’s biases (Jensen 2008a). My outsider position, power asymmetry and lack of 

trust building over time may have resulted in that the informants answered what they thought 

I would like to hear rather than their truthful meanings. The interview contexts in which the 

husbands’ were present may have obscured access to the informants’ actual views. 

Furthermore, the collaboration with the HEWs may have affected the confirmability 

negatively. A way to increase the confirmability could have been to conduct more than one 

interview with each informant. Even though the confirmability may have been jeopardised by 

my own biases, I have sought to be overt about my preconceptions and the motives 

underlying the research. 

 

According to Gerring (2007), an ambition of the case study is partly to shed light on cases 

beyond the case itself. This concerns transferability or analytical generalisation (Flyvbjerg 

2006). In order to increase the transferability, the research subjects should be relevant 

members of the community studied through purposeful sampling. Moreover, the researcher 

should obtain thick descriptions and making sure that research questions are answered 
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appropriately (Baxter 2010). I have reason to believe that the informants were relevant 

members of the community due to purposeful criterion sampling, and the combination of 

chain sampling and recruitment from different neighbourhoods. I did not obtain thick 

descriptions in all interviews, and the research questions were not all answered in an equally 

detailed manner. In spite of this, I believe that the information I got paints a good picture of 

the case. 

 

Ultimately, how credible is this study? Credibility is related to the accuracy of the research 

process, the data analysis and consistency in the written product. The basic principle of 

credibility is that both the readers and the research subjects are able make sense of the 

research design (Jensen 2008b). I have aspired to look into the research question from 

different angles by including informants with different characteristics, and by data 

triangulation. Furthermore, I have aimed to be self-reflexive, and have strived for 

transparency in research design, fieldwork and the data analysis process. Subsequently, I 

believe that the data I have obtained carry conviction to say something meaningful about the 

issue of study. However, measures to increase the credibility could for instance have been to 

spend more time in the study context. Some researchers suggest consulting the informants in 

the aftermath of fieldwork to check that the data is in accordance with their meanings, and 

argue that this may strengthen the credibility (Bradshaw and Stratford 2010). Yet, this is not 

straightforward. How can one really know whether the initial expressions are more or less 

true than what they would articulate after having had time to thinking the questions through? 

 

Summary  
 

This chapter has outlined the methodical choices of the research design, the data construction 

process and the ethical considerations I have made throughout the study. Qualitative research 

method is complicated because there are a number of ways to carry out the research. 

Furthermore, there are plenty of pitfalls to manoeuvre. I have reflected thoroughly about the 

complexity of the research process, and I have sought to be overt about the biases of the 

study. Despite the objections to the method choices, I regard the data as useful. Eventually, 

insofar as the research process is transparent, it is up to the reader to assess the quality of the 

work. 



50 
 

Chapter Five: Explaining non-use of contraception 

 

In this chapter, I will discuss the complex factors that are associated with contraception non-

use among women. The factors are interrelated, and I have chosen to present the analysis in 

one single chapter. The subchapters will be structured thematically in accordance with the 

factors identified in the conceptual model (figure 3). Each subchapter will firstly discuss 

factors that are likely to have strong explanatory power in this study. Factors that are believed 

to have weaker explanatory power will be treated at the end of the subchapters. An exception 

of the chapter structure is the factor self-efficacy, which will not be examined separately in a 

chapter. This factor will rather be discussed throughout the chapter in relation to other factors. 

The anticipated relative strength of the factors may differ from propositions presented in the 

conceptual model. Organising the analysis according to this logic implies hypotheses about 

which factors are more or less important to explain the research question. One should bear in 

mind that the data material of this study is small, which limits the strength of the hypotheses.  

 

Firstly, the chapter discusses health concerns. Secondly, the analysis explores factors that are 

related to interaction with husband. Thirdly follows the chapter myths and knowledge, which 

treats interaction with other women and health workers. Fourthly, the analysis will discuss the 

set of factors that are related to norms. Fifthly, I will discuss factors concerning living 

conditions. Finally, the analysis will present a summary of the findings in a model. 
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Health concerns 
 

The factor health concerns is broad. It is interconnected with the factors past experience and 

pregnancy risk. Firstly, this chapter will discuss health concerns among informants who had 

former experience with contraception use. Secondly follows an examination of health 

concerns among informants without past experience with contraceptives. Thirdly, I will 

expand on health concerns and the meaning of contraception non-use. Fourthly, the chapter 

explores how contraceptive use was balanced against health concerns among the informants 

who used contraception. Fifthly follows a chapter about pregnancy risk. Finally, I will briefly 

treat the factor intentions. 

Having past experience 

Concerns about health and discontinuation of contraception emerged as issues of 

consideration among the informants. For instance, Belaynesh was a 36 year old mother of two 

boys and two girls. She developed high blood pressure and weight gain after having used the 

contraceptive injection for a number of years. The injection contains a higher level of 

hormones than other hormonal methods, and the method is not advised for women with 

cardiovascular illnesses (WHO 2011). The family planning nurse at the health centre 

recommended Belaynesh to use the copper-bearing IUCD, which does not contain hormones. 

She was advised to use the contraceptive pill in the intervening time while she made up her 

mind about the IUCD. She recounted: 

 

‘But I was not able to continue taking the tablet [pill] because I haven’t experienced 

that one before. I took it for some time and then I gave up on using it. What I 

experienced was that it gave abdominal discomfort and aggravated gastritis. The 

health care provider recommended me not to use any of the hormonal medicines 

because of my increasing weight and blood pressure. That’s why I am now using the 

natural method.’ 

 

Abdominal pain is a documented side effect of certain contraceptive pills4 (WHO 2011). 

Belaynesh expressed that she and her husband did not want more children. Nevertheless, she 

would rather use the period method than having discomforts caused by the contraceptive pill, 

or risking the health impacts of the injection. Her husband reflected: 

                                                 
4 The side effect of abdominal pain is documented for Progestin-Only pills. 
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‘She answered me being nervous, using disturbing words. I thought that it could be 

due to side effects of some drugs and I went to consult a doctor. And he explained to 

me that it could be a side effect of the injectable, and he told me how it affects other 

health conditions due to the collected blood in her body. I tried to convince her to stop 

using it, and we discussed and agreed upon using the period method which will be 

nice to keep her healthy. Still, I don’t agree or prefer to use the injectable because of 

its health impacts, but if there are better methods with no side effects I will agree to 

use that.’ 

 

Mood changes may occur when using hormonal contraceptives, like the injection (WHO 

2011). As seen, Belaynesh’s husband claimed that the doctor mentioned accumulation of 

blood in the body as a side effect. However, I consider it as rather unlikely that a medical 

doctor would articulate that. A rather common side effect of contraceptives is changed 

bleeding patterns, like prolonged and heavy monthly bleeding, especially in the first three to 

six months. Other women may experience lighter bleeding or loss of monthly bleeding (WHO 

2011). The belief that blood is accumulated in the body and causes other health conditions, 

like emotional disturbance, is a misconception. In a study from Cambodia, Sadana and Snow 

(1999) found that women perceived modern contraception to generate heat in the body. 

Irregular or extensive bleeding was interpreted as heat that was not being released from the 

body effectively, and that the body did not renew its blood supply. This was thought to result 

in general bodily imbalance. It is unsure whether Belaynesh’s husband was concerned about 

this. Yet, the argumentation had certain similar traits. 

 

The period method (also known as the calendar method or the rhythm method) is generally 

considered as less effective than modern contraception methods. Evidence indicates that the 

method’s effectiveness may be up to 91% with consistent and correct use. However, the 

period method is estimated to be 75% effective with common use (WHO 2015). This 

corresponds with a survey which found that 25-27% of the women stopped using the period 

method during the first year due to an unintended pregnancy (Bellizzi et al. 2015). Belaynesh 

reflected about the precariousness of the period method: 

 

‘It [the period method] obviously needs commitment. It is going to be an obligation of 

both the husband and wife otherwise it will not be effective and it may fail… it needs 
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commitment and proper calculation of the safe days, but we have both discussed and 

agreed on that, and we found that better.’ 

 

As seen, Belaynesh and her husband found that practicing the period method was the best 

strategy to safeguard Belaynesh’s health. Yet, how come Belaynesh did not choose the IUCD 

as it seemed to be the medically best option for her? Belaynesh elaborated: 

 

 ‘Regarding IUCD I don’t still agree with using that because some women who are 

using it complain of infection and excessive vaginal bleeding. So I will never use that. 

Most commonly the IUCD causes infection, TB [tuberculosis] and cancer. I have seen 

women with these bad sides of the pregnancy protection medicine [contraception] and 

I have also heard from women who experienced that.’ 

 

In rare cases, users may develop pelvic infection if the woman has a STI at the time of the 

IUCD insertion. This is normally ruled out by screening for STIs prior to the insertion. 

Diseases like tuberculosis and cancer are not associated with IUCD use (WHO 2011). Still, 

Belaynesh was determined not to use it. Eyerusalem experienced discomforts when using the 

injection. She was around 35 years old, and had three daughters and one son. When I met her, 

she was pregnant with her fifth child. She noted: 

 

‘After the second child I used injection and then I stopped. I was using injection for 

four years, but I had major side effects. It changed my face colour and it affected my 

hair. It was bad for my health so I stopped.’ 

 

Facial pigmentation is not reported as a side effect of the injection (WHO 2011). Although 

changes in face colour and hair affection were not health threats as such, Eyerusalem 

perceived the injection to be ‘bad’ for her health. Her husband filled in:  

 

‘She was affected, she had side effects. She did not get any advantages. I think the 

traditional [the period method] is better, we prefer that. She had disadvantages with 

injection. For the health, traditional is better. She did not experience other [modern] 

methods. She is afraid.’ 
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It is not clear whether Eyerusalem stopped using the injection due to discomforts, or because 

her husband meant that the period method was better. Yet, the husband seemed to prefer the 

period method. At any rate, the data suggest that any motivation for using the period method 

overruled the motivation to use a modern method, despite the less reliable nature of the period 

method. Aster was around 35 years old. She had totally five living children, three of whom 

was from the current marriage. She used the injection for a while, but stopped four years ago 

when her youngest child died. She explained that she got excessive menstrual bleeding and 

stomach pain when using the contraceptive injection. Beimnet (27) had three living daughters. 

She recounted: ‘I had extensive menstruation so I did not want the depot [injection]. When I 

started depot I had no menstruation cycle and I stopped. I did not want it. It is not good for 

health.’ 

 

The findings support other research findings suggesting that health concerns was a prevalent 

reason for non-use of contraception among women who had past experience with a modern 

method (Sedgh et al. 2007). The findings may be understood as contradictory to the 

assumption that past behaviour is a predictor of future behaviour (Fekadu and Kraft 2001). 

However, this assumption is ambiguous because it is uncertain whether the above-mentioned 

informants would be more inclined to use a modern method at a later point in time, compared 

to women without experience. Sadana and Snow (1999) found that lower parity women had 

lower tolerance for side effects than higher parity women. It is likely to assume that higher 

parity women have reached their reproductive goal. Hence, they may be inclined to go to 

greater lengths to prevent an unintended pregnancy, even if it would mean to endure side 

effects. Eyerusalem and Beimnet used the injection after the second and first child 

respectively, and may possibly have had a lower tolerance for side effects. 

 

The contraceptive injection is the most commonly used method in Ethiopia and in Addis 

Ababa (EDHS 2012). However, the method is associated with more side effects than other 

methods (WHO 2011). Evidence suggests that concerns about side effects and health risks 

were especially evident among women who had previously used the injection, the IUCD and 

oral contraceptives (Sedgh and Hussain 2014). Given Belaynesh’s health problems, she was 

left with only one adequate contraception option. This may reflect the generally few 

contraception options available to women (Rossier et al. 2014). 
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Still, why did not Eyerusalem, Beimnet and Aster seek out counselling to find a better fitted 

method? Several studies suggest change of contraception methods, health education and 

health worker reassurance as measures to alleviate contraception continuation (Noone 2004, 

Bellizzi et al. 2015). This may be effective for women who are determined to use 

contraception. However, one may ask whether those who are balancing the goal of using 

contraception against weighty reasons for non-use may be inclined to discontinue instead of 

enduring side effects. This assumption corresponds with the inference drawn by Diaz (2000), 

as seen in the theory chapter. I regard this as a more plausible explanation than for instance to 

ascribing discontinuation to low self-regulatory capacity and low persistence to endure 

setbacks and obstacles (Luszczynska and Schwarzer 2005). Yet, it was not an ambition to 

measure individual self-efficacy in this study.  

 

According to Bellizzi et al. (2015), particularly women with low education tend to switch to a 

traditional method after having used a modern method that failed. This may be applicable to 

Aster and Beimnet who had no education. On the other hand, Belaynesh and Eyerusalem had 

eight and seven years of schooling respectively. How can low education explain this 

tendency? One may wonder whether it relates to lesser knowledge about options and 

resources. It may also be related to poverty. For instance, a study from Tanzania found that 

both male and female informants were concerned about the financial risks of using 

contraception. They were poor, and feared to have additional expenditures of treatment for 

side effects caused by contraceptives (Mosha et al. 2013). Another aspect is that couples 

tended to switch to a less effective traditional method if the husband is the one who wants 

more children (Wolff et al., 2000). I will return to discussions about education, 

socioeconomic status and the husband’s role in forthcoming chapters. Eyerusalem expressed a 

certain resistance to contraception:  

 

‘Why do they not give contraception to men? Everything, the burden is on the woman. 

Why is there not contraception for men? This is my question. I am thinking of that 

every time, why do not men go to the health centre to get contraception? Every burden 

is on me, to give birth, the bleeding after, and testing... the blood tests. One day he 

[my husband] went to the health centre, he went with me for the HIV testing they were 

doing. They took a small drop of blood from his finger. He was angry about that. They 

need to have contraception to feel what we feel.’ 
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In accordance with Reckwitz (2002), as seen in the theory chapter, the physical object of 

contraception became subject to a symbolic meaning. Ostensibly, Eyerusalem considered 

contraception as something ‘unjust’, and a symbol of women’s responsibility and women’s 

burden. 

No past experience 

Health concerns showed to be evident also among informants who did not have prior 

experience with contraceptives. Tigist was 26 years old. She had one son of ten months, and 

used the period method and breastfeeding as birth control. When she was at the health centre 

on the occasion of her delivery, she was advised to use contraception. Tigist explained that 

she considered using a method at that time. However, her son was ill at delivery, and they 

were transferred to the hospital. The unforeseen situation made her act differently: 

 

‘The reason was that I stayed long in the hospital. Although I gave birth at the health 

centre, we went to the hospital because my child was sick and we spent one month 

there. So this impacted my baby’s health and mine too. By that time I didn’t take 

adequate food due to my poor appetite and that impacted my health.’ 

 

After her baby recovered, she decided to use the period method. She regarded using a natural 

method to be better for her health. This may suggest that Tigist perceived contraception to be 

unsuitable for her when she was already eating poorly. However, Tigist appeared shy and 

spoke of few words, thus there may be aspects influencing her considerations that she did not 

reveal in the interview. 

 

Hanna (38) mentioned weight loss as an aspect of consideration. She had five children, and 

had been using the period method and breastfeeding as birth control over the years. She 

recounted that she started to feel ill after her latest daughter was born nine years ago. Two 

years prior to this study, she was hospitalised due to skeletal tuberculosis (TB). Hanna 

commented:  

‘Due to my illness I am losing much [weight]. In addition, women who are taking 

[contraception] complain of having burning sensation, fever and headache, and I am 

not sure if I can resist all these. I am afraid to take it.’  
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Apparently, Hanna perceived using contraception as an unbearable threat to her health. It was 

evident that Hanna was influenced by other women’s experiences (Noone 2004), which I will 

revisit in the chapter about social support. Hanna mentioned ‘burning sensation’ and ‘fever’. 

This may possibly apply to the assumption that contraception generated heat in the body 

(Sadana and Snow 1999). Her Amharic was limited, and her husband took a lead in the 

interview. He explained that they were currently practicing abstinence: ‘She was admitted in 

the hospital. By that time, she was told by the doctors she had bone TB and that she had to 

refrain from having sexual intercourse for two years.’ There is no general medical advice 

against sexual activity when having TB (CDC 2012). Even though her husband referred to the 

doctor’s advice, he also commented: 

 

‘We are still using it [abstinence], and it is in effect. For example our last child is nine 

years old and we are still abstained… It would have been difficult, if we were very 

young. But now we are getting old, so it is easier and suitable for us to use this 

method.’ 

 

It remains unclear whether they practiced abstinence either because of Hanna’s illness, or 

because they wanted to limit childbearing after the fifth child. Regardless of this, they (or one 

of them) preferred abstinence above any use of contraceptives. According to the interpreter, 

some women were wary of how especially the long-acting contraception methods might affect 

their health. She explained that some women thought that they needed food of good quality in 

order to use long-acting contraceptives. As long as they worked hard, and did not have access 

to nutritious food, using contraception was perceived as a threat to their health. Hanna 

associated contraceptives with weight loss, and it is likely that Tigist did so too. Rightfully, 

weight gain and weight loss can occur when using hormonal contraception (WHO 2011). 

Sadana and Snow (1999) found that women were concerned about weight changes and their 

ability to work hard when using contraception. Hanna and Tigist lived in poor households. 

Thus, one may ponder whether the threat of weight loss was not only a health concern, but 

also an economic question of affording nutritious food to mitigate the risk of contraceptives. 

Hanna and Tigist had never used a modern method. Still, they were concerned about the 

possible health impacts of contraception use. According to Sedgh et al. (2007), fewer women 

cite fear of side effects when they have no prior experience with contraception. Their health 
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concerns may have been related to misinformation and rumours about contraception. This will 

be discussed in the chapter about social support. 

The meaning of contraception non-use  

As seen in the context chapter, the discourse of contraception use is inherently linked to 

reproductive health, and the rationale that contraception renders possible child spacing (space 

between child births). This logic was confirmed by the key informants. However, this mode 

of reasoning stood in contrast to the views of Belaynesh, Eyerusalem, Tigist, Beimnet and 

Hanna. They used health arguments to justify the decision of contraception non-use, and 

framed contraceptives as something that could potentially jeopardise their health. This 

paradoxical argumentation corresponds with Richey’s (2008) finding from a study in 

Tanzania, where women chose not to use contraception for exactly reasons of health and well-

being. Additionally, Eyerusalem, Belaynesh, Beimnet and Hanna’s husband did not regard 

contraception non-use as something contradictory to child spacing. They were underscoring 

the importance of spacing the children as a strategy to ensure the health of mother and 

children.  

 

How can one understand these discrepant inferences? Following the key informants’ 

argumentation, contraception non-use may seem like a rather ‘irrational’ course of action. On 

the other hand, Belaynesh, Eyerusalem, Beimnet and Tigist chose non-use (or the use of the 

period method) as the most meaningful act to safeguard their health. This is in accordance 

with Svanemyr (1998) and Reckwitz (2002) who indicate that contraception inhabits 

meanings and symbols that are incorporated in individuals. Perceptions of weight loss, the 

meaning of fever, burning sensation and changed bleeding patterns may have left non-use to 

be the most preferable option. According to Rossier et al. (2014): 

 

‘Nonuse of modern medical methods or condoms among women wanting to avoid 

pregnancy may not automatically translate to unmet need, but instead may show that 

these women feel that their needs are better met through the use of natural forms of 

fertility regulation.’ (page 179) 

In line with this, one may ask whether the use of natural methods or abstinence corresponded 

better with the informants’ understanding of health, risk and notion of responsibility. 

However, on the part of Eyerusalem, Beimnet, Hanna and Aster, this was likely to be more 
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complex. An ostensible preference for natural methods was likely to coexist with competing 

goals, like husband’s disapproval, religious concerns and the value of fertility (Diaz 2000). 

These issues will be revisited in following chapters.  

Balancing health concerns and contraception use 

The informants who were users of contraception did not seem to be dealing with competing 

goals that compromised their intentionality. Still, it did not exclude the balancing of health 

concerns against perceptions of the suitability of different methods. Like the above-discussed 

non-users, these health concerns could stem from unverified contraception assumptions. 

Tsehay reflected upon proper nutrition as a condition of contraception use. She was a 30 years 

old mother of four children. She had recently acquired the copper-bearing IUCD. Formerly, 

she had been using the contraceptive pills for many years. She stated: 

 

‘The first thing is in order to take a medicine… you have to get enough food. Unless 

you take the medicine [contraception] with meal it will aggravate gastritis. So to 

protect ourselves from this, we have to have enough meal when taking the pregnancy 

protection medicines.’ 

 

Gastritis is not a commonly known side effect of contraception. Moreover, there is no general 

medical advice suggesting that contraceptive pills should be taken with food (WHO 2011).  

Tsehay worked as a tailor. In contrast to poorer women, she could access ‘enough food’. 

From her understanding, it was eligible for her to use contraception. 

 

Konjit (30), a mother of three girls and one boy, used the injection because she regarded it to 

be the most suitable method for her. Her husband had a disability. She was the one generating 

income to the family. Her job consisted predominantly of manual work. She explained: ‘I 

think that if I put the implant, when I use my arms, it affects. When I work hard in the house, 

it is not good with the IUCD.’ The informant at FGAE, and the informant at the Maternal and 

Child Health Directorate, confirmed that they used to hear women express similar concerns. 

The presence of an implant will not affect women’s ability to do manual labour. Moreover, 

hard work is not considered as incongruent with using the IUCD (WHO 2011). These 

concerns were also found by Sadana and Snow (1999). They found that women were hesitant 

to work hard when using the IUCD. The women claimed that they had to ‘”take special care 
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of themselves, and in particular of their wombs” due to the perceived risk of tears, pain and 

infections while using the IUD [IUCD]’ (Sadana and Snow 1999, page 350). The findings 

may signify that assumptions about health risks were not only prevalent among the non-users 

of contraception. Similarly, such concerns were important in Tsehay’s and Konjit’s 

appraisals. 

 

Elsabet was 27 years old, and had one daughter and one son. She had used the injection for 

many years because it was the method she could most easily access. Later, she started to work 

in the health sector. Then she learnt that the injection contains a higher level of hormones than 

the other methods. Consequently, she started using the Jadelle, a contraceptive implant that 

acts for five years. She argued: ‘In fact the IUCD is best, although I didn’t prefer to use that. I 

have my own reason [for not wanting the IUCD] that I need to keep personal. However, I 

know that it is the most preferable one.’ 

 

Tsehay, Konjit and Elsabet did not point at any impediments to the use of contraception. 

Hence, they appeared to be freer to navigate in the search for an eligible method within the 

frames of their assumptions and assessments. This finding is in accordance with Noone’s 

(2004) argument. She suggests that women may not choose the best method available, but the 

best method within the context of their current situations. One may argue that Konjit’s 

reasons for choosing the injection was based on misconceptions. Yet, women may have 

various reasons for choosing a method that may not be the most effective, like Elsabet 

implied. This argument may contradict the strategy of placing a particular emphasis on long-

acting methods, as reflected in the National Guideline for Family Planning (MoH 2011). 

Pregnancy risk 

The perception of pregnancy risk was interpreted differently among the informants. As seen 

in the chapter about having past experience, Belaynesh switched to the period method. 

However, she did not consider it to be a solution for her in the long run. She stated: ‘For the 

future I have planned to use the injectable again because my last child is five years old so I 

don’t need [wish] to get another child in addition to her.’ It should be noted that the Amharic 

verb indicating the ‘need’ for something and the ‘wish’ for something is the same. Hence, the 

translation may reflect both meanings. She wanted the injection even though it had caused her 

health problems. Belaynesh’s statement may signify that she planned to use a modern method, 
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as long as it was not the IUCD. It may imply that she was aware of the pregnancy risk when 

using the period method. This contrasts the tendency that women make an inaccurate 

assessment of pregnancy risk, as seen in the theory chapter (Sedgh et al. 2007). 

 

Eyerusalem revealed that the present pregnancy was unintended during the course of the 

interview. It became evident that the couple had decided that four was an ideal family of 

children. Eyerusalem’s husband said: ‘The traditional [period method] will not be like the 

modern [contraception], sometimes we miss, and like now, she gets pregnant.’ Eyerusalem 

noted: ‘I will use family planning at the health centre after this baby.’ Albeit they had decided 

to have four children, it did not foster a decision to use contraception. One may ponder 

whether Eyerusalem considered the risk of contraception as greater than the risk of another 

pregnancy. This perspective was found by Campbell et al. (2006). Their findings indicated 

that contraception was regarded as more harmful, or equally harmful, compared to pregnancy. 

 

Her husband’s statement about ‘missing’ may indicate that their risk assessment was 

inadequate. However, it was likely to have coexisted with a certain ambiguity about limiting 

childbearing, along with Eyerusalem’s past experience and reluctance to use contraception. 

This may have been relevant for Hanna as well. This is supported by findings indicating that 

women who are ambiguous about having another child may be less distraught by a pregnancy 

(Sedgh and Hussain 2014). Nonetheless, this ambiguity may also stem from other concerns. 

One cannot know whether the appraisal of risk was inaccurate or whether it coexisted with 

conflicting goals of keeping healthy or having another child (Diaz 2000). At any rate, 

Eyerusalem considered yet another unintended pregnancy as unacceptable. Ostensibly, she 

was ready to use contraception, and to endure possible side effects in order to prevent future 

births. This is in line with the finding of greater side effect acceptance among higher parity 

women (Sadana and Snow 1999). 

 

Hanna’s husband related: ‘Earlier we wished to have four children, but the fifth occurred 

unintentionally. She was mistaken by the time, and thereafter I took the responsibility and my 

own measure.’ By ‘taking responsibility and his own measure’ he referred to the practicing of 

abstinence. Hence, the experience of an unintended child did not engender a decision to use 

contraception, but rather a different ‘responsible’ act. Yet, Hanna’s and her husband’s had 

different reproductive preferences. Hanna uttered: ‘Children are gift from God so I want to 
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have even more.’ It is possible that Hanna did not perceive the fifth child as unintended. Thus, 

she may have been less motivated to use contraception. She modified and noted: ‘It is also not 

good for health [to have more children].’ Ostensibly, in her current circumstances she 

regarded another pregnancy and using contraception as equally risky. 

 

Hanna (or more precisely her husband) changed strategy by practicing abstinence to exclude 

the pregnancy risk. Belaynesh and Eyerusalem planned to use contraception in order to 

mitigate the pregnancy risk. Yet, what was striking was that Belaynesh, Eyerusalem and 

Hanna were, to a great extent, willing to rely on strategies separate from choosing a modern 

method of contraception to reduce the pregnancy risk. This may imply that they concluded 

that the risk of contraception use was greater than the risk of pregnancy. Moreover, it may 

indicate the relative presence of other factors working against contraception use, which will 

be treated in forthcoming discussions. 

 

Eden was around 30 years old, and had three daughters and two sons. She explained that the 

twin boys were unintended. At the time of her latest pregnancy, she developed a heart 

condition. When she gave birth at the hospital, she was told that she should not use 

contraception due to the heart disease. She was recommended the tubal ligation (female 

sterilisation) instead. Eden noted: ‘I gave birth at the hospital. They [the health professionals 

at the hospital] said from now on, if you give birth again, it is not good for your health. I am 

concerned of this.’ Thus, Eden was dissuaded from having more children, and from using 

contraception. Simultaneously, she was well aware of the pregnancy risk. She maintained: ‘I 

have to take care of the children. That is a barrier [to access tubal ligation].’  

 

Tubal ligation is performed in hospitals, and the procedure is due to a fee. There is a fee 

waiver system in public hospitals for poor patients (Mirkuzie 2014). However, Eden did not 

know whether tubal ligation was covered by this. Her husband was blind, and they were both 

earning a living through begging. The family of totally nine people lived in one single small 

room. During the interview, the sons were playing in the dirt and eating from the ground. 

Eden related that she was adhering to the period method and breastfeeding to prevent 

pregnancy. Assumedly, she was not sufficiently protected against pregnancy by breastfeeding 

since the twins were one year and six months old, and ate solid food (Sipsma et al. 2013). In 

other words, Eden was caught in a situation being prone to yet another unintended pregnancy. 
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Simultaneously, tubal ligation was unattainable for her. She did not say whether condom use 

was an alternative. According to the HEW informant, the condom acceptance was very low in 

Sheromeda. The general prevalence of condom use in Addis Ababa is 2% among married 

couples (EDHS 2012). 

Intentions and risk 

With regard to Belaynesh, Eyerusalem and Hanna, the formulation of intentions and if-then 

plans were interwoven with aspects of health and pregnancy risk. Belaynesh reflected upon 

her intention in relation to the unacceptable risk of using the period method in the long run. 

As seen, her intention formulation was ‘for the future, I have planned to use the injectable’. 

She seemed to have authority to make decisions about contraception use. This might increase 

the likelihood that she would act on the intention (Diaz 2000). Nonetheless, ‘in the future’ 

was vaguely formulated. The plan did not point to a specific situation when the behaviour was 

to be activated. This was likely to weaken the probability that the implementation plan would 

be executed (Sheeran et al. 2005). Hanna said: ‘I may take [contraception] if I get recovered.’ 

Her intention was rather weak. She expressed a certain reservation. In addition, the intention 

was based on the situational cue ‘to recover’. If her health did not improve, the intention was 

less likely to translate into action. 

 

Conversely, Eyerusalem had an intention to ‘use family planning after this baby’. It reflected 

a concrete if-then plan. Since her husband also considered the coming child as unintended, 

one may believe that Eyerusalem’s implementation intention would foster an automatized 

response. This is in accordance with Gollwitzer et al. (2004). I assume that Belaynesh and 

Hanna were less inclined to act on their intentions. I regard intentions as a weaker explanatory 

factor in this study. However, this may alternatively be related to the weakly formulated 

intentions of Belaynesh and Hanna (Sheeran et al. 2005). Consequently, I cannot conclude to 

state that the factor intentions and if-then plans is a weak determinant in general. It is possible 

that the factor would have had stronger explanatory strength had the if-then plans been more 

specific and concrete. 

Summary 

The discussion showed that the informants were concerned about health issues. This counted 

for the informants with prior experience with contraceptives, and for informants without such 
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experience. The findings indicate that the informants presented arguments such as health, 

well-being and responsibility to give meaning to contraception non-use. The users of 

contraception were concerned about finding a method that corresponded with their 

assumptions about health and risk. Furthermore, the informants who were non-users showed 

to be aware of the pregnancy risk. Yet, they were ostensibly weighing the risk of pregnancy 

against the risk of contraception. 
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Interaction with husband 
 

This chapter will treat aspects related to interactional dynamics between the spouses. Firstly, I 

will discuss the factor opposition to contraceptive use. Secondly, the chapter examines 

decision-making power within the household. Thirdly follows a chapter about spousal 

communication about contraception use. 

Husband’s opposition 

The informants reflected differently about opposition to contraception use. Husband’s 

opposition emerged as a significant issue. This was evident when I interviewed Aster. I 

communicated through her husband because she had limited knowledge of Amharic. Initially, 

he declined being interviewed because he did not want me to persuade Aster to use 

contraception. However, when he understood the grounds of the interview he accepted. The 

HEW informant confirmed this situation: 

 

‘Most of the time women are in the house while the husbands are out working. In 

cases where we get them together we teach them both. I have experienced situations 

where husbands say “please, do not teach my wife to take contraception”.’ 

 

Initially, Aster explained that she had two daughters and one son. Under the course of the 

interview, it became evident that she had been married before while living in the SNNPR. She 

noted: ‘Totally I had eleven deliveries. Two children with former husband are alive, and three 

children with current husband are alive.’ She maintained: ‘From now on I am thinking of 

taking [contraception]. I am afraid of being pregnant. There has been four years that I have 

not used any method.’ While Aster expressed this worry, her husband stated: ‘My opinion is 

to get children, not on pregnancy protection medicine.’ 

 

Melkamnesh was 30 years old, and had three living daughters. She had never used 

contraception. Her husband did not support contraception use when she raised the issue 15 

years ago. She recounted:  
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‘When I went to the health centre at delivery, I said [to my husband] I want to take 

[contraception], with the first child, and my husband, he was not willing. So, I just 

didn’t take.’  

 

Bezawit (20) had one daughter who was three months old. She had been married for one year, 

and had no experience with contraception. She related:  

 

‘He [my husband] will not wish that I take it [contraception] now, but later when we 

have more children I can take. Before I go to the health centre to have pregnancy 

protection medicine, I will have three to four children.’  

 

Like Aster, Beimnet had migrated from the SNNPR. Her Amharic was limited. She 

explained: ‘After my first baby I used injection for one year and then I stopped. My husband 

did not want me to use it.’ Addis had a daughter of one year and three months, and had never 

used contraception. She related: ‘I want to have contraception, but my husband is not willing. 

That is why I did not use.’ 

 

The findings may indicate that the husbands’ reluctance to use contraceptives was a 

prevailing explanation why Aster, Melkamnesh, Bezawit, Beimnet and Addis did not use 

contraception. The findings support the assumption that the husband, as a significant other, is 

likely to play a central role in reproductive decision-making (Blanc 2001). Hence, the 

findings did not corroborate research indicating that women were more likely to report their 

own opposition to contraception than someone else’s antagonism, as Sedgh and Hussain 

(2014) suggest. 

 

Do the findings signify that the above-mentioned informants had low persistence and low 

self-regulatory capacity to accomplish the goal of contraception use? Drawing on figure 2 in 

the theory chapter, it is likely to presume that the relative absence of social support (outer 

layer) requires particularly strong momentum of the inner layer factors to execute the action. 

In other words, the above-discussed informants should be highly persistent, have especially 

good skills in negotiation and in presenting own wishes, and have interactional power to 

mediate the lack of social support.  
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In figure 2, (lack of) social support, having an intention and having a plan are outer layer 

factors. With reference to the conceptual model (figure 3), I regard opposition, or lack of 

social support from husband, as a stronger explanatory factor than for instance intentions and 

if-then plans. If my assumption is plausible, it means that overcoming lack of social support 

from husband would require an even stronger mobilisation of the inner layer factors in figure 

2, than with certain other outer layer factors. In a context where the husband is the primary 

decision-maker, and where women’s fertility may be viewed as a collective and familial 

matter, it is rather unlikely for women to surmount these circumstances (Comaroff and 

Comaroff 1992). In line with Diaz (2000), this may prove to be difficult even with relatively 

strong self-regulatory capacity. As already touched upon, Aster and Beimnet had migration 

background, and so had Melkamnesh and Bezawit. Rural background and low socioeconomic 

status are issues that may have influenced their husbands’ opinions. These aspects will be 

revisited in forthcoming chapters. 

 

Helen (22) had recently migrated from the SNNPR. She had just gotten a second daughter. 

She had heard about contraception. However, she did not know any specific methods before 

she learnt about it at the health centre on the occasion of the delivery. In contrast to the 

husbands discussed above, Helen’s husband had stated that he wanted to wait three years 

before having another child. He had encouraged her to acquire contraception. Thus, she got 

inserted the contraceptive implant that acted for three years. She was the only informant who 

went from non-use of contraception to using a long-acting method. Nevertheless, her husband 

had three children from a previous marriage, who lived with them. It is possible that the 

‘need’ for children was not that urgent. I will return to this in the chapter about the value of 

fertility. 

Decision-making power 

As noted previously, Aster was afraid of becoming pregnant. However, her husband was 

determined to have more children. After he stated his desire, she confirmed him: ‘We want to 

add more [children].’ It may indicate a rather ambiguous attitude on the part of Aster. Yet, she 

seemed to humour her husband. Her husband was a gatekeeper of the information she got 

about contraception. It may signify that he was in power of the decision-making on the 

matter. When I asked Bezawit how she thought her husband would react if she acquired 

contraception without discussing with him on beforehand, she replied: ‘He would be cold.’ 
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Bezawit’s statement may indicate that her husband was in a stronger position to decide. Thus, 

Bezawit’s perception of her husband’s opinion may have been contributory to the decision of 

contraception non-use. 

 

As seen in the foregoing chapter, the husbands of Aster, Melkamnesh, Beimnet, Addis and 

Bezawit appeared to have the final word with regard to the decision on contraception use. It 

proves to be challenging to measure decision-making power. Several studies have used proxy 

measures and indicators to determine women’s autonomy in a union (Blanc 2001). In this 

study, I asked who could make decisions regarding certain domains in the household, such as 

spending money, decisions concerning the children, decisions about contraception use and 

about family size. It is not certain that decision-making in these areas reflect the distribution 

of power in the relationship (Stephenson et al. 2012). However, this study anticipates that 

there may be an association between these aspects. 

 

The informants who were non-users of contraception, and who previously had used a modern 

method, stated that they had discussed with their husbands prior to acquiring contraception. 

Aster’s husband related: ‘We talked together and she went to the health centre and took 

medicine [contraceptive injection].’ Hanna’s husband seemed to be the one who made the 

final decision about practicing abstinence. He said: ‘I myself decided on that. But we 

discussed that together.’ Aster’s and Hanna’s husbands were the ones who made decisions 

concerning the children, and decisions on purchasing kitchenware. Aster noted: ‘He [my 

husband] will decide [to buy a new pot] because he brings the money.’ Similarly, 

Melkamnesh recounted that household spending was her husband’s domain. Addis explained: 

‘No one has the final decision. He is the one who brings money, he will buy and bring to the 

home.’ While Melkamnesh, Addis, Beimnet, Tigist and Belaynesh would discuss matters 

concerning the children with their husbands, Eyerusalem related that she would decide about 

that herself. She recounted: ‘I am tied to the children. As the mother I am close to the 

children.’ Belaynesh expressed that both she and her husband could make decisions in the 

household. She said that she was free to decide about household spending without discussing 

with him on beforehand. 

 

Lidya (30) was a mother of two sons and two daughters. She started to use the period method 

many years ago due to economic concerns. Later, when contraception became free at the 
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health centre, she continued using the period method because she found it convenient. Ideally, 

she wished for 12 children. However, she considered four children as enough in her current 

live situation. Concerning her husband’s child wish, she reflected: ‘[He wishes] many, many, 

even 100… My husband gives priority to me, the final decision is on me.’ Hiwot was 30 years 

old, and had two daughters and one son. She had been married for 12 years, and had been 

using the period method and breastfeeding as birth control. In the interview, she underlined: 

‘We work equally and have equal rights to make decisions.’ Her statement reflected Elsabet’s 

view. Elsabet stated: 

 

‘We have equal and shared responsibility regarding our children… I think we are not 

living in the time where males dominate in the house. We have equal decision-making 

responsibility in our house.’  

 

Interestingly, Elsabet talked as if a male dominated household was something bygone. Even 

though she was 13 years old when she got married, she presented equal status in marriage as a 

matter of course. This finding was in marked contrast to what appeared to be the realities of 

Aster and Melkamnesh. This may indicate a change in norms on the part of Elsabet. Given 

that Elsabet had college education, one may ponder whether she was surrounded by people 

who shared her views and supported contraception use (Ingham and van Zessen 1997, Bellizzi 

et al. 2015). This is in line with Ferrand and Snijders (1997), who argue that people may 

adjust norms and expectations to their preferences and the information available. 

 

The findings indicated variation with regard to autonomy in the household. In particular, 

Aster, Hanna and Melkamnesh appeared to have less freedom to make independent decisions 

than Belaynesh, Lidya and Hiwot. As noted previously, Aster, Hanna and Melkamnesh had 

rural background, low socioeconomic status and low education. These aspects may possibly 

have been of significance in governing their low decision-making power (Hogan et al. 1999, 

Bogale et al. 2011). While Belaynesh and Lidya had completed elementary education, Hiwot 

had only a few years of formal education. She was working on equal terms with her husband 

in their tailor business, and seemed to be confident. 

 

The findings corroborate the arguments of Blanc (2001) and Stephenson et al. (2012). An 

imbalance in power, in favour of the husband, may directly affect women’s access to 
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information. Furthermore, it may affect women’s ability to negotiate reproductive goals. 

These two aspects were evident in Aster’s case. Women with relatively low decision-making 

power may also face restrictions in access to financial resources, and may have limited 

mobility. Aster, Hanna and Addis were lacing access to financial means. This may reflect 

their husbands’ role as the primary decision-makers. In addition, decision-making dynamics 

are likely to be expressed by decisions on fertility preferences. This will be discussed in the 

chapter ‘the value of fertility’. 

 

The data suggest that low decision-making power was likely to be of significance to explain 

contraception non-use in this study. This is in line with the assumption made in the conceptual 

model (figure 3). This is valid if decision-making on issues like contraception use, household 

spending, child care and fertility preferences actually reflect the distribution of power between 

the spouses. Ostensibly, low decision-making power proved to be particularly evident for 

Aster, Melkamnesh, Beimnet and Addis. With reference to Ortner (2006), they sought to 

balance their agency against their relatively low power to make decisions. Beimnet’s strategy 

to ‘play out her own serious game’ was evident in a statement: 

 

‘My husband does not want [me to use contraception]. I am talking to him to influence 

him. But he is not willing… I will go to the health centre [to acquire contraception] 

after I have discussed with him. If we agree, I will go.’ 

 

This may be viewed as an example of a social force, like male dominance, operating in the 

relationship between intentions and outcomes, like Ortner (2006) posits. The findings seemed 

to confirm the stereotype about men’s authority in reproductive decision-making, and the 

tendency of male reluctance to use contraceptives (Dudgeon and Inhorn 2004). However, the 

picture was more nuanced. As seen, Hanna’s husband decided to initiate the practicing of 

abstinence. This may be viewed as his way of ‘taking responsibility’, and practicing a method 

that was dependent on him as much as on Hanna. Since they perceived contraception to be 

harmful for Hanna, abstinence was the option that would guarantee against an unintended 

pregnancy. Hiwot was determined not to use a modern method. She related: ‘That’s all my 

interest [to use the period method]. He [my husband] has nothing against using it 

[contraception]. He is even telling me to use it hereafter.’ 
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Communication with husband 

The assumption that women are not supposed to be vocal about matters concerning sex is 

associated with less communication about contraception use, as discussed in the theory 

chapter (Blanc 2001, Kolawole 2004). Bezawit noted that she and her husband had not 

discussed contraception use and fertility preferences in a purposeful manner. She related 

about the communication with her husband: ‘We are joking about it, not seriously.’ In spite of 

this, she did have a conception about the husband’s attitude, as seen in the previous chapter. 

Moreover, she seemed to have a clear idea about her husband’s wish to have seven to ten 

children. She wished for four children. This may indicate that even though Bezawit presented 

the communication with her husband as jocular and harmless, it had a more serious undertone. 

This note of sincerity may have been decisive for Bezawit’s degree of agency. Melkamnesh’s 

husband did not approve of contraception use 15 years ago. Hence, Melkamnesh did not raise 

the issue again.  Yet, she perceived that he had not changed his mind: ‘I think he will not 

allow me to take the pregnancy protection medicine.’ 

 

The data imply that the culture of silence did not serve as an obstacle to raise the issue of 

contraception use among the informants who were non-users (Kolawole 2004). One may 

ponder whether the informants’ inhibitions towards discussing contraception use may have 

been lowered by living in the city. They were more likely to be exposed to information about 

contraceptives from various sources. Yet, anticipating that the husband did not approve of 

contraception use may have increased inhibitions to raise the topic. Since Bezawit knew her 

husband’s opinion, she was likely to expect a negative outcome if raising the subject. 

Melkamnesh did not expect that her husband had changed his mind. This may support 

findings by Dilorio et al. (2000) and Scheier and Carver (2003), as outlined in the theory 

chapter. They point at the relation between expectancies and action control. A person is more 

likely to raise an issue if she expects that something positive will come out of it. 

 

Ostensibly, Bezawit and Melkamnesh complied with their husbands’ decisions. Does this 

mean that their goal setting did not translate into goal striving? With reference to figure 1 in 

the theory chapter, one may ponder whether they did not belong to the category of women 

who were actively pursuing the goal to use contraception. I believe that this is ambiguous. It 

may alternatively be understood as the balancing of multiple projects. With regard to Bezawit 

and Melkamnesh, other weighty considerations were likely to overrule intentionality (Ortner 
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2006). Yet, endeavours to prevent pregnancy by contraception use did not necessarily retreat. 

However, it translated into a different strategy. For instance, Melkamnesh maintained:  

 

‘When I was giving the breastfeeding, I did not get pregnant, and I thought that from 

the nature, I got the protection. I continued the breastfeeding for extended periods and 

I did not take the contraceptive.’ 

 

Drawing on Scheier and Carver (2003), this may be viewed as a re-prioritisation of goals. 

Melkamnesh’s goal to use contraception was replaced by a goal to prevent pregnancy by 

breastfeeding. In this respect, one may say that the goal setting did not translate into goal 

striving. On the other hand, one might consider the goal ‘preventing pregnancy’ as the main 

goal. If so, Melkamnesh were pursuing the goal within the frames of what was socially 

accepted. Breastfeeding became the strategy that served the goal of preventing pregnancy, and 

simultaneously attended to the sociocultural norm of complying with the husband’s decision. 

In this case, Melkamnesh reflected about her strategy as a more conscious act than what Diaz 

(2000) refers to as a ‘volitional breakdown’. 

Summary 

The chapter has exhibited that husband’s opposition and husband’s relatively strong decision-

making power were aspects of significance. These issues emerged as determining factors. 

However, there were also examples of informants who had autonomy, and who had equal 

decision-making power as their husbands. As seen in the chapter, the informants did 

communicate with their husbands about contraception use. However, the nature of the 

communication was influenced by perceptions of the husbands’ opinions. Consequently, this 

may have been decisive for birth control strategies. 
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Myths and knowledge 
 

The following chapter will discuss interaction with other people surrounding the informants. 

Firstly, I will examine the factor social support, which deals with the degree to which other 

women’s opinions influenced the informants’ views. Secondly, the chapter investigates 

knowledge about resources. It treats interaction with health workers. 

(Lack of) social support 

The women interviewed in this study showed to have various understandings of social support 

from other women. As seen in the chapter about decision-making power, Hiwot noted that she 

had made a decision not to use contraception based on her own conviction. Simultaneously, 

she elaborated:  

 

‘In general, I didn’t see it [contraception] healthy for women in my own family, 

because one of my sisters; she faced irregular bleeding when taking the injectable, and 

the other suffered from rash in her face.’  

 

Hence, Hiwot put emphasis on her sisters’ experiences. She deduced that contraception would 

not be healthy for her either. One may ask whether the opinions of Hiwot’s sisters played a 

central role since they were close family members. In an equal manner, Bezawit was 

concerned about what she heard from other women. She had considered using the 

contraceptive injection. She explained: 

 

‘I wanted to take injection, but some women told me negative things about it. So it 

came into my mind that I will go there [to the health centre] and take later. Some say 

injectables will hurt. I do not know what kind of method, but some say it is bad… 

Most say they have severe headache with the implant. Some, they said that the pills 

will be collected in the womb.’ 

 

It is possible that these statements may have contributed to her scepticism. It displays once 

again the misconception about that the pills (or blood) might be accumulated in the womb (or 

stomach). On the other hand, headache is a relatively common side effect of the hormonal 

methods, including the implant (WHO 2011). It may seem like Bezawit balanced concerns 
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about rumours and her husband’s reluctance to use contraception against her own wish to use 

the injection. Hiwot had attended several health education sessions. She was relatively well-

informed about which methods were available, and about their effects. Yet, she addressed the 

risk of pain when using the implant, and concluded that it was conflicting with housework. 

Furthermore, she related: 

 

‘Once the Health Extension Worker was giving us health education on the loop 

[IUCD], what happened was, one of the women, she became very nauseated even to 

hear about it and went to vomit because she found it weird… For instance, the loop is 

kept in the uterus and they say you always have to check for it whenever you wash, 

which is shame for us to do.’ 

 

Ostensibly, Hiwot considered using the IUCD as incompatible with respectable conduct. 

Contrary to what she learnt, WHO (2011) argues: 

 

‘The importance of checking the IUD [IUCD] strings has been overemphasized… A 

woman can check her IUD strings if she wants reassurance that it is still in place. Or, 

if she does not want to check her strings, she can watch carefully in the first month or 

so and during monthly bleeding to see if the IUD has come out5.’ (page 156) 

 

According to a family planning nurse informant, many women resisted to use the IUCD 

because the IUCD insertion involves a gynaecological examination. Several women did not 

want such an exposure. The informant at the Maternal and Child Health Directorate 

confirmed that this was one main barrier to the goal of IUCD scale-up. Furthermore, she was 

concerned about the many misconceptions related to the IUCD, as mentioned in the context 

chapter. Both family planning nurse informants, the staff at the WHAE and the HEW 

informant confirmed that they heard many complaints from women regarding contraceptives. 

This counted especially for the long-acting methods. The HEW informant noted: ‘When they 

[women] get the implant, some say it goes to the head. They complain about dizziness and 

                                                 
5 The size of the IUCD is approximately three to four centimetres. 
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severe headache. They complain a lot. Some say they get weight loss… Some are aggressive 

about it [the IUCD].’ 

 

These findings indicate that contraception assumptions, some of which were rooted in 

misconceptions, contributed to negative perceptions about contraceptives. As seen, Hiwot was 

against using the IUCD. In addition, Belaynesh was afraid that the IUCD could cause TB and 

cancer, as seen in the chapter about health concerns. Lakew et al. (2013) found that Ethiopian 

women who attended community conversation were more likely to use contraception. 

However, this was not unambiguously reflected in this study. Belaynesh, Hiwot and Bezawit 

had received health education. Moreover, Belaynesh had sought out counselling at the health 

centre. Hiwot and Belaynesh had access to radio and television, and were likely to have heard 

contraception information from the health sector. In spite of this, they seemed to emphasise 

what they heard from other women. With reference to the conceptual model (figure 3), one 

may suggest that lack of social support was a stronger explanatory factor than anticipated. 

Whether this was related to the relatively strong presence of contraception myths, to relatively 

low quality of counselling, or to other unknown issues is difficult to estimate. 

 

It was arguably rather surprising that Belaynesh emphasised the IUCD myths. As seen, she 

had eight years of education, had used a modern method for many years, and was relatively 

well-informed about contraceptives. One may ponder whether this can be explained by 

features of the community rather than her individual resources. Kravdal (2002) suggest that 

the education level in a community may be an important determinant. Such community 

characteristics may in some cases play a greater role than the individual education level in the 

formation of opinions and assumptions about contraceptives. Dynes et al. (2012) found that 

community perceptions on fertility preference and contraception use were as influential as 

individual perceptions in the formation of preferences in a study from Ethiopia and Kenya. 

Hence, a reflection is whether the community effect may have overruled individual resources 

in constructing meanings, norms and practices on the part of Belaynesh (Reckwitz 2002). 

Ezeh et al. (2010) propose that: ‘Localized social networks of the urban poor may serve to 

sustain, and foster misconceptions about contraceptive methods and limit information about 

the availability of services’ (page 113). It is natural to reflect upon the findings as examples of 

this quote.  
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As seen in the theory chapter, perceptions of social support may be based in contextual social 

knowledge (Ferrand and Snijders 1997). Hence, one may assume that it would require 

particularly strong self-regulatory efforts to surmount the lack of social support from other 

women. Furthermore, self-efficacy may in itself be inhibited in the absence of encouragement 

from others (Luszczynska and Schwarzer 2005).  

 

Although Belaynesh, Hiwot, Bezawit and Hanna, focused on what they heard from other 

women, it is presumable that myths about contraceptives also circulated among men. Such 

misconceptions might serve to influence men’s attitudes as well. This was evident in the 

understanding Belaynesh’s husband had concerning the injection and the accumulation of 

blood in the body, as seen in previous discussions. A study from Tanzania found similar 

considerations among men (Mosha et al. 2013). Elsabet had a different view. She stated:  

 

‘I hear a lot of rumours and false assumptions from many women on unproven side 

effects of the [contraception] methods. There are times that you have to explain to 

them that what they say is without evidence.’  

 

The quote indicates that she distanced herself from lay women with ‘false assumptions’. 

Unlike Elsabet, Meselech had no formal education. She was 18 years old, and had one 

daughter. Meselech had migrated from the Amhara region in northern Ethiopia. She used the 

injection, but her friends seemed to be in favour of the implant. She recounted:  

 

‘They are just advising “Why are you taking this injectable one, you have to take the 

Implanon [implant], it is good.” They are advising me… It is ok with me, the 

injectable. I did not see the bad side of it.’  

 

Contraception myths did not seem to influence her. One may ponder whether this was due to 

social support from her friends who seemed to have positive opinions about contraception.  

This may support the assumption that one or several ‘model persons’ are likely to enhance 

self-efficacy (Luszczynska and Schwarzer 2005). In addition, Meselech’s husband had no 

objection to the use of contraception. 
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Knowledge about contraception resources 

As seen in the previous chapter, misconceptions may have obscured information about 

contraceptives, and information about the available resources. To what degree did the 

provision of contraception counselling counterbalance this tendency? Addis seemed to be 

timid and spoke of few words until she gradually thawed out during the interview. At first, 

she related: 

 

‘When I gave birth at the health centre, they told me that it was good for me to use the 

implant. They told me about the pills, the injectables, implant for 3 years and for 5 

years. I got this information after delivery… It is useful to take contraception. When I 

gave birth, they told me.’ 

 

As seen previously, Addis did not use contraception because she perceived that her husband 

was not willing. Her husband interjected:  

 

‘I am not refusing, but they chose a method for her. They should have counselled both 

of us. The health centre called me and said that she should take the implant for 6 

years. I did not like that. The choice should be hers.’  

 

After her husband stated his opinion, Addis presented a different version of how the 

encounter at the health centre took place:  

 

‘I wanted to take pills, but they [providers at the health centre] refused. They advised 

me to take the implant. I wanted to take pills after delivery, but they said there are no 

pills, but take the implant. My husband refused.’  

 

It is not clear whether Addis experienced direct pressure from the provider at the health 

centre, or whether she reinterpreted the provider’s advice as pressure after she learnt to know 

her husband’s reaction. Ostensibly, the husband was not informed about that the implant 

could be removed at any time to regain fertility. Six years of spacing (actually three or five 

years) was inappropriate for him. He was determined to have at least one more child before 

the question of contraception could be relevant. 
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Addis did not know her own age, nor could she give an estimate. This is rather common in an 

Ethiopian context. Her husband guessed that she was around 30 years old. That is a fairly high 

age for a woman to only have one child in Ethiopia (EDHS 2012). One may ask whether this 

may have engendered an understanding of ‘being in a hurry’ to obtain the number of children 

the husband wanted, which was four children. Elsabet raised the issue of the liability of using 

long-acting methods among women who do not know their age, and who want to continue 

childbearing. In Addis’ case, the aspect of unknown age was paired with lacking knowledge 

about removal options. Hence, the implant may have stood out as a hazardous alternative in 

conflict with the reproductive goals. 

 

One woman I talked with during fieldwork recounted that she had gotten the implant at the 

health centre. However, she claimed that it was not her preferred method. She had returned to 

the health centre to have the implant removed, but they had refused to remove it. She 

appeared to be angry and frustrated about being left with a method she did not want. The 

family planning nurse informant in Sheromeda confirmed that they occasionally consulted 

women who had gotten the implant, and who later wanted it removed. They had been told by 

other women that it was ‘harmful’. According to the nurse, they counselled the women. They 

sought to avoid removal as long as there were no medical indications for it. 

 

Firstly, this may elucidate the presence of misconceptions in the community. Secondly, one 

may question to what extent the women got thorough information when seeking out 

contraception counselling. The informant at the Maternal and Child Health Directorate was 

concerned about the quality of counselling in health centres: ‘The challenge is 

misconception… The other one is not getting good counselling regarding all, full information. 

That is a problem.’ The informant at the FGAE confirmed this: 

 

‘If you do not give a quality counselling, this quality counselling is the one to 

minimise the misconceptions, or the bad perceptions. It needs time with them to give 

information... Maybe they are busy, maybe the providers are very busy, so you can see 

in the management also.’ 

 

According to the Ethiopian DHS (2012), the percentage of women who were informed about 

side effects, problems of method, and what to do if side effects occurred was less than 30 in 
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public health centres. The share was significantly higher in government hospitals and in NGO 

health facilities. Below 40% of the women who sought out counselling in government health 

centres were informed by a health worker about alternative methods. This illustrates that there 

may be a lack of essential counselling for the majority of women who acquire contraceptives 

in health centres. Consequently, this may influence the degree to which women trust the 

service provision.  

 

Eyerusalem explained what came into her mind when she was at the health centre: ‘I did not 

feel good [at the health centre]. They do not give good attention.’ Aster noted: ‘I did not get 

any help.’ This may reflect findings by Mirkuzie (2014), who discovered perceptions of 

disrespectful care among women who sought out skilled birth care in Sheromeda. Such 

perceptions may have exacerbated a notion that Eyerusalem’s and Aster’s were better placed 

to find their own birth control strategies, rather than running the risk of bad treatment. 

Notwithstanding, Belaynesh, Lidya and Beimnet stated that they had good experiences at the 

health centre. 

 

A third concern is related to the biased presentation of available contraceptive methods. This 

was implied by Addis’ husband and the woman I referred to above. During observations at 

consultations at the Family Planning Office, I got an impression of the counselling. The nurse 

commenced by showing the IUCD and the implant to the clients. The women could thus see 

and feel the contraceptives. After presenting these methods, the nurse added saying that pills, 

injections and condoms also were available. However, the latter methods were not showed by 

routine unless the client asked for it. The interpreter reacted on this practice. According to her 

experience from a different health centre, they used to present all available female methods 

and male condoms at the table in front of the client. Then, the provider informed about the 

advantages and disadvantages of each distinct method.  

 

The practice at the health centre in Sheromeda may have given a tendentious presentation of 

the contraception options. One cannot exclude that the nurses were expected to prioritise 

information about the long-acting methods, given the national reproductive health policy. The 

family planning nurse informant and the HEW informant highlighted the IUCD and the 

implant as favourable methods. They underscored the long-acting effects and the convenience 

to use. Particularly, they mentioned the advantage of the copper-bearing IUCD since it is non-
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hormonal. These are all professionally based grounds (WHO 2011). Nonetheless, how did this 

affect the counselling? The HEW informant elaborated: 

 

‘I advise them [women] to take long-acting methods, but they do not want to take it. 

For the depot [injection] they have to go to the health centre every three months, they 

are working and they might not get out that day when it is time for a new injection. I 

advise them to have Implanon [implant] for three years, Jadelle [implant] for five 

years or IUCD.’ 

 

The informant at FGAE stated:  

 

‘I know the procedures of the HEWs, it says they should give information, or maybe it 

is counselling, to the mother, and the choice has to be based on the need of the mother. 

But as I told you, the government needs [wishes] a long-term method, so they are 

usually focusing on explanation of the advantage of the long-term.’ 

 

This reinforces the impression of a rather biased provision of information. The HEW 

informant recommended long-acting methods. Some women expressed aggressive opposition 

to the IUCD, as seen in the previous chapter. Furthermore, Addis’ husband reacted with 

resistance to the advice, or solicitation, of using the implant. One may question whether he 

had tolerated a short-acting method better if he had perceived that as an option. However, that 

is difficult to know. As noted in the context chapter, evidence suggests that the provision of a 

wide range of method options better serves contraception uptake (Campbell et al. 2006, 

Rossier et al. 2014). 

 

A fourth aspect is partly related to the above-discussed provider bias. It concerns the power 

asymmetry between client and provider. Due to the hierarchical nature of many societies in 

the South, health care providers have traditionally undertaken a paternalistic role (Abdel-

Tawab and Roter 2002). In this vein, the power asymmetry may undermine the likelihood that 

clients ask questions during counselling. Drawing on Ingham and van Zessen (1997), this may 

prevent even women with concrete intentions and if-then plans (outer layer of figure 2) to 
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execute their goals if a provider solicits a different strategy (inner layer). This may have been 

the case for Addis who stated that she wanted the pills.  

 

One claim defending the provider-centred paternalistic approach concerns that clients may be 

confused if the provider acts different than the clients are used to. The client may thus 

interpret lack of authority as lack of competence (Beisecker and Beisecker 1993). Moreover, 

providers may believe that poor and illiterate women may be overcome by information about 

options and side-effects. Consequently, they may fear that thorough information results in 

contraception refusal or discontinuation (Kim et al. 1998). This view may sustain a tendency 

of providing selective information and recommendations of long-acting contraceptives. 

Contrary to these assumptions, Abdel-Tawab and Roter (2002) found that a client-centred 

model (where providers bring their expertise and simultaneously assist the client to 

understand her own values and needs) was associated with higher degree of satisfaction and 

greater likelihood of method continuation. This approach did prove to increase the duration of 

consultations significantly. 

 

The above-discussed aspects may have played a role for Addis and the woman I met in 

Sheromeda. Yet, this concern is presumably interlaced with other impediments to 

contraception use, as already discussed. One cannot exclude that Addis would have 

interpreted the encounter at the health centre differently if her husband had supported 

contraception use. Still, compelling issue is the interconnectedness of counselling, the 

reproductive health policy and donor priorities, as mentioned in the context chapter. This 

concern is encapsulated by Abdel-Tawab and Roter (2002): 

 

‘…strategies for improving provider communication behavior cannot be viewed 

independent of the policies or the management processes within which they are 

implemented. Setting fertility targets, programmatic biases for or against methods, use 

of couple’s year of protection (CYP) to evaluate provider performance are all 

examples of strategies that limit informed choice.’ (page 1366) 
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Access to tubal ligation 

As seen previously, Eden was recommended the tubal ligation, but faced obstacles to access 

the procedure. One HEW anticipated that Eden wanted more children whom she could bring 

when begging for money. The HEW informant expanded on this notion in general terms:  

 

‘There are many beggars [around here]. They use children for begging. When their 

children grow up, they [the children] do not want to join their parents, they are 

ashamed. So the parents need the small children to help them begging.’ 

 

It may seem like the HEW informant considered wanting many children as ‘normal’ for 

beggars. Yet, Eden worried about her situation. This attitude among the HEWs is problematic 

albeit it was not directly their responsibility to organise hospital treatment. Nevertheless, the 

lacking acknowledgement of Eden’s problem may have undermined the severity of the 

situation. Moreover, it may have weakened efforts to help devise any possibly solutions. 

Summary 

The chapter has shown that the informants were concerned about other women’s opinions. 

Thus, perceptions of lacking social support may have been a relatively strong explanatory 

factor. Furthermore, the contraception myths may have undermined knowledge about options 

and resources.  At any rate, the findings indicate that the provision of information and 

counselling did not seem to counterbalance the relative weightiness of misconceptions. 
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Norms 
 

Firstly, this chapter will discuss concerns about religious norms. Secondly, the chapter 

explores the value of fertility. Thirdly follows a closer look at the norm of son preference, 

which is interrelated with the value of fertility. Fourthly, I will link the second and third 

chapters to the overarching aspect of patriarchy. Fifthly follows a brief chapter about 

intentions and action control. 

Religious norms: The Orthodox Church and contraception use 

While the informants who were Protestants regarded contraception use as religiously 

permitted, this was more ambiguous among the Orthodox informants. Aster, Bezawit and 

Hiwot were Orthodox followers. They stated that the Orthodox faith did not say anything 

about contraception use. Thus, they considered it as a matter of personal preference. 

Conversely, Eden, Hanna, Belaynesh and Beimnet regarded contraception use as prohibited 

according to the Orthodox denomination.  

 

The Ethiopian Tewahedo Orthodox Church has published a Resolution on Reproductive 

Health, Safe motherhood and Gender (Ethiopian Tewahedo Church 2013). The resolution 

does not mention any methods of modern contraceptives. Although not stated explicitly, one 

may be inclined to interpret this as disapproval of contraceptives. Chang (1974) confirms that 

the church has communicated a certain resistance to modern contraception. However, the 

rhetoric against contraceptives has been downplayed in recent years. The issue is currently 

marked with silence on the part of the church. This does not count for abortion, which is 

religiously prohibited (Mjaaland 2014). Beimnet noted that contraception use was not allowed 

according to the Orthodox faith. Yet, she had used the injection after she got the first child. 

She noted:  

 

‘He [my husband] says that we do not have to interfere in Gods will. God gives us 

everything and we accept it. We shall not interfere in Gods will [by using 

contraception].’  

 

As seen in the chapter about decision-making, Beimnet tried to convince her husband to allow 

her to use contraception. Simultaneously, she expressed that she was ready to have as many 
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children as God decided. This inconsistency may demonstrate that Beimnet was not 

unconditionally committed to the religious doctrine. In agreement with Ingham and van 

Zessen (1997), despite her perception of the religious norm (outer layer), she negotiated with 

her husband (inner layer). One cannot exclude that Beimnet’s attempt to persuade her 

husband without success may have contributed to a fatalistic standing. If so, leaving child 

limiting to God may have been an expression of a ‘volitional breakdown,’ as discussed in the 

theory chapter (Diaz 2000). Since she actually used the injection for one year, her husband 

was likely to have changed his mind at some point it. This happened in the same period as 

they lost as child, which will be treated in a later chapter. 

 

Hanna left it to her husband to expand on religious considerations. He stated: ‘It is prohibited. 

Using pregnancy protection medicine is not allowed [in our religion].’ Since Hanna had never 

used contraception, one may question whether the decision of non-use was related to her 

husband’s religious conviction. Yet, he did not say so distinctly. According to Eden, the 

Orthodox denomination principally prohibited contraception use. However, she affirmed that 

the individual could decide for itself. Belaynesh confirmed this, and stated: ‘Generally, it is 

prohibited. Children are gift of God and you have to accept them.’ Still, this had not 

prevented Belaynesh from using the injection over the years. She elaborated: 

 

‘Though our religion does not allow us to use [contraception], today things are 

different. We have the access for the pregnancy protection medicine. It is also bad to 

have many children if it leads to that they suffer from poverty. God knows all our 

problems and we confess for what we do wrong.’ 

 

If the children were to live in poverty, Belaynesh regarded having many children as 

religiously ‘bad’. She had made a personal assessment of the religious doctrine, and had 

arrived at a pragmatic judgement. Belaynesh’s belief was in accordance with the views of 

Tsehay, Elsabet and Konjit. Konjit said that she weighed the prohibition of contraception 

against the prohibition of abortion. She chose contraception use because she considered it as 

the lesser of two evils. Elsabet reflected: 

 

‘I decided only from my view, I didn’t think about what the religion says here… 

Otherwise if I get many children and fail to fulfil their needs and getting them in 
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trouble is also not allowed and it is seen as a sin. It [the Orthodox denomination] never 

allows us to use [contraception] but we use it because rather than bringing a child to 

mess it is better not to and protect against unplanned pregnancies.’ 

 

Apparently, Elsabet did not face other constraints that the religious doctrine. Thus it may have 

been easier for her to accomplish the use of contraception with less self-regulatory effort 

(Diaz 2000). 

 

The findings are supported by Mjaaland’s (2014) study from Tigray in North-Ethiopia. She 

identified three categories of answers with regard to the Orthodox Church’s stand and 

perceptions on contraception use. The first category comprised those who did not want to use 

contraception due to religious concerns (like Beimnet).  The second category included those 

who interpreted the church’s silence to mean that contraception use was allowed for those 

who wanted to use it (like Aster, Bezawit and Hiwot). The third category consisted of those 

who believed that the church was still against contraception use, but that they would use it 

anyway (like Belaynesh, Tsehay, Konjit and Elsabet). 

 

Beimnet, Hanna’ husband, Belaynesh and Eden believed that the Orthodox Church was 

prohibiting contraception. Nevertheless, they were interpreting the religious doctrine rather 

flexibly according to their life circumstances. Hogan et al. (1999) found that membership in 

the Orthodox Church was associated with high fertility patterns in rural areas in the Ethiopian 

SNNPR. However, urban Orthodox women in the same region had most often adopted a 

contraception method. This substantiate that the religious doctrine may be handled flexibly in 

settings that are less restrictive. This flexibility was likely to be a strategy to balance the 

church’s silence against the health sector’s commitment to contraceptive roll-out. The 

‘strategic flexibility’ is confirmed by Mjaaland (2014). The church-government difference 

renders possible the moving of decision-making on contraceptive use from the religious to the 

scientific realm. She further argues: ‘By claiming their own authority in reproductive matters, 

those women who doubted that the priests had relevant knowledge to guide them, maintained 

that God could be approached for forgiveness in case they had sinned’ (Mjaaland 2014, page 

110). This is in accordance with Belaynesh’s statement, as seen above. Moreover, the 

‘strategic flexibility’ may be interpreted as an expression of the balancing of the ‘religious 

goal’ with other competing goals (Diaz 2000). As seen, it could be the weighing of the 
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religious prohibition against securing the well-being of the children. Herein lies an 

assumption that the religious norm did not have full command of the informants. It allowed 

for a certain agency within the frames of socially mediated interpretations (Comaroff and 

Comaroff 1992, Reckwitz 2002). With reference to figure 2 in the theory chapter, one may 

ponder whether the norm (outer layer) was overruled by persistence (inner layer). However, it 

may also be thinkable that engaging in ‘strategic flexible’ religious assessments was in itself a 

socially acceptable norm. 

Childbearing and God’s will 

The findings revealed various apprehensions with regard to God’s will and reproductive 

goals. For instance, Eden, Aster, Eyerusalem, Beimnet and Hanna expressed that the number 

of children they got was God’s decision, and not theirs to make. Eyerusalem related: ‘It is 

Gods will, and not our decision.’ Similarly, Eden reflected: ‘We did not discuss about child 

wish. God decides.’ Still, Eden and Eyerusalem had a conception of how many children they, 

and their husbands, desired. In contrast, Beimnet maintained: ‘I do not have to limit. I abide 

Gods will. He [my husband] says the same as I do.’ Leaving to God to decide the number of 

children may have impaired the incentive to use contraceptives. Belaynesh marked a 

distinction between herself and ‘some’ other women: 

 

‘There are some women who do not agree with it [contraception]. They usually say it 

is God who can give and take children so they complain of listening to the health care 

providers “who are they who insist us in using it [contraception]? The child will be 

born with his own fate.” So they don’t need to care about the number of children they 

get.’ 

 

Belaynesh ascribed an air of ‘carelessness’ to these women. This notion was confirmed by the 

HEW informant:  

 

‘Some of them [women] accept it [contraception], while some are rejecting it. Some 

are saying that “We want children. Children are the grace of God”. Many think that it 

is easy to raise children, and they want many. But not all have the capacity to grow the 

children up properly… they have their children in the street.’ 
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This may imply an understanding that being ‘responsible’ and ‘caring’ was associated with 

accepting contraception, and using it. Consequently, women like Beimnet, Aster, Eyerusalem 

and Hanna were ‘carelessly’ abiding God’s will, and relying on natural methods or non-use. 

Notwithstanding, Belaynesh was educated, originated from Addis Ababa and lived in 

relatively comfortable circumstances. On the other hand, Hanna, Aster and Beimnet had no 

education, had rural background and lived in poor households. As previous discussions have 

showed, one may argue that as Aster and Beimnet had limited agency to mitigate the 

impression of ‘carelessness’. 

The value of fertility 

The informants who were non-users of contraception reported to have a relatively high 

demand for children. The national wanted fertility rate is three children, and the figure for 

Addis Ababa is 1,3 children (EDHS 2012). Hiwot was content with three children. However, 

the remaining non-users wanted to have at least four children. This may indicate that the value 

of fertility was central to the informants and their husbands. Addis had not been able to 

practice spacing the way she wanted: ‘I got pregnant after the first child. I aborted… It was a 

spontaneous abortion. I did not breastfeed and I became pregnant.’ She maintained: 

 

‘My child is affected [by the lack of breastfeeding]. She is not walking. She is not 

strong enough… If I used [contraception], my child would be healthy, she could have 

walked… Spacing is good. If we did, our child would never be affected.’ 

 

Addis feared that she had inflicted harm upon her daughter due to the discontinuation of 

breastfeeding, and due to closely spaced pregnancies. Still, she could not use contraception 

yet. She related: ‘I have to have another child again before having contraception.’ As touched 

upon in the chapter about husband’s opposition, Addis’ husband did not approve of 

contraception use. He noted: ‘I believe in spacing. But we will have one more child first.’ 

Hence, he was inconsistently claiming to support spacing, and yet pushing for another child. 

As seen previously, Bezawit’s husband did not permit contraception use as long as they only 

had one child. Bezawit stated: ‘Later when we have more children I can take [contraception].’  

 

The HEW informant suggested that younger women in Sheromeda were to a greater extent 

using long-acting contraception to delay or space pregnancies. This was not the case for 
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Addis and Bezawit. Since they had one daughter each, it may be appropriate to ask whether 

their husbands waited for a son, or whether they wanted more children in general. At least, the 

latter was evident. This may be interpreted as the husbands’ ‘need’ to assure a few children as 

a confirmation of their wives’ fertility. If this is a plausible interpretation, it corresponds with 

findings by Bankole (1995) from Nigeria. The study shows that the husbands’ fertility 

preferences dominated the first decade of marriage, or the first four children. In line with this, 

Bezawit and Addis may have been in a stronger position to decide about contraception use 

when they had ‘secured’ more children. Their statements seem to confirm this. Accordingly, 

Short and Kiros (2002) found that Ethiopian couples with more than two children had a 

greater desire to space than those with two children or less. 

  

The value of fertility became evident in a conversation I had with a woman in Sheromeda. 

She recounted she had remarried after her first husband died. She was HIV positive, and so 

was her second husband. They got a child who died at eleven months of age. Thus, the couple 

wished for another child. However, she had not yet become pregnant. She explained that her 

husband was insinuating, partly warning her, that he wished for another wife if she did not get 

pregnant soon. 

 

Aster’s and Bezawit’s husbands wanted more children than their wives. This may corroborate 

Blanc (2001) and Ampofo (2004). They who point at the tendency of that couples switch to 

contraception non-use, or to a natural method, if the husband is more pronatalist than the wife. 

Conversely, Addis and Hanna said that they wanted more children than their husbands. Still, 

Addis’ husband was the one who made decisions about the childbearing pace. In a similar 

manner, Hanna’s husband made the decision about abstinence. Both husbands explained that 

their decisions were linked to their control over the household economy. They regarded 

themselves to be in a better position to determine the family size against the poverty 

threshold, compared to their wives. This may imply that the above-discussed husbands had 

more power in reproductive decision-making than their wives, irrespective of who was the 

most pronatalist part in the relationship. Thus, one may ponder whether reproductive 

decision-making power was a stronger determining factor than spousal discrepancy in child 

wish in this study. However, this was not the case for Lidya who had the final decision about 

the family size, as seen previously. 
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Son preference 

The informants ascribed different meanings to the value of sons. To exemplify, Melkamnesh, 

Aster, Eden and Eyerusalem expressed the ‘wish’ for, or the ‘need’ of, a son. Eden had been 

married for 12 years. She related about her husband’s and her own reproductive wishes: ‘He 

wished for one boy from me. He had another wife before me with many children… but it did 

not work [to get one boy]. I wished for two boys and two girls.’ Instead, Eden got three girls. 

As seen in a previous chapter, she unintendedly became pregnant again with twins: ‘The 

twins were unwanted, but they were boys.’ Thus, Eden was glad to finally get sons. 

 

Melkamnesh, who had three daughters, stated: ‘If I get one boy I will use the pregnancy 

protection medicine. I just need to have only one boy.’ Melkamnesh did not specify whether 

her husband also wanted a son. Yet, it is natural to anticipate that. With reference to figure 1 

in the theory chapter, it may not be correct to include Melkamnesh in the group of informants 

who were striving to use contraception. Her goal to have a son was ostensibly stronger than 

the goal to use contraception. This is not straightforward since she had tried to pursue the goal 

of contraception use previously.  In line with  Ortner (2006), her husband was likely to be a 

more powerful party. His disapproval of contraception use may have been a non-negotiable 

decision. Additionally, the wish for a son may have been a socially constructed norm 

regulating their birth control practice (Reckwitz 2002). 

 

Eden expanded on the value of sons: ‘Boys, they are precious. Everyone says that boys are 

important.’ Then she modified: ‘…but girls are beneficial. They help with the housework, and 

they help us. If I get sick they help. Boys go out.’ Possibly, Eden particularly valued getting 

help due to her health problems. Like Melkamnesh, Beimnet had three living daughters. 

Beimnet did not mention the aspect of sons. Still, it is obvious to ponder whether the lack of a 

son was played a role in the husband’s reluctance to use contraception. When Eyerusalem told 

about the her current unintended pregnancy, she reflected:  

 

‘We decided to have four [children]. But we have only one boy. The fourth was a girl 

and we want another boy. It is Gods will whether we get a boy or a girl. We will not 

have more children after this.’  
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The current situation with a child on its way yielded the hope for another son. Eyerusalem’s 

husband confirmed this: ‘We decided to have four. The fourth was a girl. We will try our best 

to have a boy.’ This may indicate that the importance of a boy was not decisive since they 

already had one son. However, Eyerusalem and her husband were clearly concerned about the 

advantage of having boys. Yet, another son could make the family ‘complete’. Aster’s 

husband was determined to have more children, and especially a boy. He recounted:  

 

‘I want more [children]. I cannot say a number, God will give us. We have only one 

boy, we want more… I prefer boys. The boy will stay at home with me. The girl will 

marry and leave the house.’  

 

Thus, Aster’s husband explicitly expressed the value of boys with regard to patrilocality. The 

family structure in Ethiopia is generally organised in a patrilineal manner. Men are heads of 

the household, and there is a distinguished division of labour between women and men (Short 

and Kiros 2002). The tradition of bride wealth renders marrying off a daughter more 

expensive than marrying off a son. A couple’s children belong to the father’s lineage 

(Dudgeon and Inhorn 2004). Furthermore, it is generally the son who inherits the family land. 

These aspects add to enhancing the status of women and men who have a son. The norm of 

having sons is especially attached to women’s status in the family and in the community. 

Short and Kiros (2002) found that 14% of the women responded that they preferred sons, 

whereas 48% of the men would like more sons than daughters in a study from Ethiopia. 

Hence, the findings support research indicating that son preference is a prevalent issue in 

Ethiopia. Moreover, the data corroborates findings emphasising son preference as a factor 

influencing contraception non-use (Bélanger 2006). 

‘Macro-patriarchy’ 

Highly valued fertility and son preference may be examples of local manifestations of ‘macro-

patriarchy’ (Inhorn 2006). As seen in the theory chapter, patriarchal institutions are likely to 

affect women’s decision-making on contraception use negatively (Blanc 2001). Aster feared 

that another pregnancy would be a health threat, whereas her husband wanted more children. 

This may allude to ‘…health-demoting effects of patriarchy in women’s lives’ (Inhorn 2006, 

page 361). 
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In this respect, the conflicting aspects of individual agency and women’s position as an 

upholder of lineage become visible. It may thus seem to be irrelevant to accentuate 

intentionality as individual willpower. The norm of fertility, and the imperative to produce a 

son, remains a strong social force. Consequently, it prevails as an important regulator of 

practice (Reckwitz 2002, Browner and Sargent 2011). Yet, women may navigate this norm. In 

a study from Vietnam, women utilised strategies like having more children, encouraging their 

husbands to take on a second wife, adopting a son or countering the community gossip in 

order to mediate the social pressure of giving birth to a son (Bélanger 2006). In light of this, 

Melkamnesh’s and Aster’s goals to have a son may be viewed as an individual (or couple 

wise) conscious strategy. Nevertheless, this goal was defined within the sociocultural context 

of patrilineality (Ortner 2006). Blanc (2001) summarises this interaction between agency and 

contextually: 

 

‘In settings where a woman’s status in the household hinges on her ability to produce 

at least one son, she will sometimes go to great lengths to ensure that this occurs and 

will attempt to continue bearing children until she has as many sons as she thinks she 

needs to ensure the survival of at least one.’ (page 196) 

 

Konjit was a representative of a different perspective than the above-discussed informants. 

She had three daughters and one son. Ideally, she wished for another boy. She noted: 

‘Unfortunately I got only one boy, this is my chance.’ She and her husband had decided to 

stop childbearing for economic reasons. Yet, it may have been easier for her to accept the law 

of chance since she already had one son. This stood in contrast to Melkamnesh, whose 

contraception use was conditional on bearing a healthy son. 

Intentions and action control 

As seen, Beimnet and Melkamnesh expressed implementation intentions. Beimnet intended to 

use contraception if she managed to persuade her husband. Melkamnesh had an intention to 

acquire contraception if she got a son. Although Beimnet’s and Melkamnesh’s intentions 

were clearly defined, it remains uncertain whether the respective critical situation would 

occur. Melkamnesh’s subordinate goal of having a son was conditional of the law of chance, 

whereas Beimnet’s critical situation was dependent on her husband. 
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Subordinate goals, that are not activated, are less likely to result in behaviour change, as seen 

in the theory chapter (Gollwitzer et al. 2004). With reference to the conceptual model (figure 

3), I maintain that aspects like son preference and low decision-making power were stronger 

explanatory factors on the part of Melkamnesh and Beimnet. The implication of this is that I 

regard intentions as closely interlinked to other contextual factors. In this respect, intentions 

did not stand out as a strong determining factor in this study. However, the picture might have 

been different had the informants been faced with less conflicting goals (Diaz 2000). 

Summary 

The chapter has explored ways in which the informants were navigating norms. Religious 

norms appeared to be of significance. Still, they seemed to handle the norm rather flexibly 

according to their respective live situations. The value of fertility stood out as a relatively 

weighty factor, along with son preference. Dealing with these norms revealed the balancing of 

agency against strivings to meet socially defined values. 
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Living conditions 
 

In the following, the analysis will expand on characteristics of the informants’ living 

conditions. The factors child mortality, socioeconomic status, education and residential area 

are intertwined. Firstly, the chapter will treat child mortality. Secondly, I will discuss how 

socioeconomic status may have been related to contraception non-use and childbearing 

preferences. Thirdly, the chapter deals with education as a possible explanatory factor. 

Fourthly, I will examine how to understand contraception non-use with reference to 

residential area. 

Child mortality 

Son preference is particularly challenged in a context of high levels of child mortality. This 

was indicated in the quote by Blanc (2001) in the chapter ‘macro-patriarchy’. Beimnet and 

Melkamnesh had both lost a child. Aster had lost totally six children: five with former 

husband and one with current husband. As seen, the three women had husbands who were 

antagonistic to contraception use. It is presumable that the experience of losing a child 

reinforced the wish for another child. Lakew et al. (2013) found an association between 

witnessing the death of one’s child and contraception non-use in a study from Ethiopia. As 

seen previously, Beimnet’s husband allowed Beimnet to use contraception for a while before 

he changed his mind. This happened in the same period as their child died. Even though her 

husband argued against contraception in religious terms, it is likely to believe that the loss of 

the child provoked the rejection of contraception use. On the part of Melkamnesh, Beimnet 

and Aster, it is likely to anticipate that a combination of the husbands’ opposition and the 

child deaths contributed to their ambiguity about contraception use. 

 

Infant and child mortality is significantly lower in Addis Ababa than in other regions of 

Ethiopia. Yet, it is still prevalent. The mother’s education is inversely related to a child’s 

likelihood of dying (EDHS 2012). Possibly, this was reflected in the findings. Beimnet and 

Aster did not have any formal education, whereas Melkamnesh had seven years of schooling. 

Moreover, poor women are more likely to experience the death of a child (EDHS 2012). This 

underlines the interconnectedness of child mortality with other characteristics of living 

conditions. 

 



94 
 

Socioeconomic status 

The informants expressed concerns about their living conditions, economic capacity and the 

adjustment of the family size accordingly. To exemplify, Hanna’s husband reflected: ‘It is 

stressing to bring them [the children] up well… Having many children with low economic 

status will not be an easy situation.’ Hiwot was also concerned about limiting the number of 

children. She noted: ‘The important thing [about spacing] is that it is useful in limiting the 

family size, and secondly it keeps both of us [mother and child] healthy.’ Hiwot’s husband 

expanded on the reasoning:  

 

‘I just want to give good care of the children we already have. We have to live in 

programs. We have to limit the number of children we need [wish] to have. Earlier, 

our fathers and grandfathers used to get eight and nine children. But now we can’t do 

this, the economic situation we are living in is totally different and will not allow us to 

do so.’ 

 

Hiwot’s husband highlighted the need to limit the family of children in order to have the 

capacity to care for them in a good way. He compared to life in the past, and reckoned that 

life was better before. On the contrary, Belaynesh pointed at the difficulties of life in the past, 

compared to life in these days: ‘Their [our grandparents’] children were not spaced and 

limited. Actually they didn’t get the necessary education and other important things in their 

lives.’ Melkamnesh also stressed the importance of limiting the family size in order to afford 

to meet the children’s needs:  

 

‘Unless you limit their number [the number of children] it will be economically 

difficult for you to afford for their clothing, schooling, food and even shelter… 

Currently, I am sending two of my older children to school. But if they were many, it 

would have been economically difficult for us.’ 

 

Evidently, Belaynesh and Melkamnesh regarded children’s education as key to having a good 

life. Ideally, Addis wished for more than ten children, but she was concerned about the living 

standard. Her husband was a weaver. She worked with collecting firewood, in addition to 
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household activities. As seen previously, her husband was determined to have another child 

soon. Yet, he conveyed:  

 

‘Four [children] is enough, to bring them up properly. Unless, we do not have the 

strength to bring them up… The living costs are high. We cannot afford… Four 

children we can educate and bring up as much as we can. We are young, we can work 

hard. We rent our house for 500 Ethiopian Birr (ETB)6 per month. It is hard to bring 

up children. We have to work hard to change our life.’ 

 

The findings indicate that economy was a rationale for limiting childbirths. The informant at 

the Population Affairs Directorate pointed at the linkage between contraception use and 

economic sustainability in families. Belaynesh confirmed this:  

 

‘By using pregnancy protection medicine we can limit their number [the number of 

children] and make our children live free from the pain of poverty by sending them to 

school at their age and satisfying other basic needs.’  

 

However, this inference was not drawn by Melkamnesh, Hiwot, Hanna’s husband and Addis’ 

husband. They argued that child limiting was commensurable with contraception non-use. In 

this vein, they justified practicing childbearing and child limiting in a ‘considerate’ and 

‘responsible’ manner, even though they did not use contraception. In spite of non-use, they 

made deliberate appraisals of their fertility desires against their economic capacity. This was 

in contrast to Beimnet and Aster’s husband. They had no upper limit with regard to family 

size. One may ponder whether this was related to their experiences with child deaths. If so, it 

may signify that having smaller families is not necessarily an advantage for all. The poorest 

and less educated are likely to benefit less from limiting the family of children. High levels of 

child mortality may impose the risk of being left with no living children (or sons) (Adongo et 

al. 1997). 

 

There were some variations with regard to socioeconomic status among the informants. Hiwot 

and Belaynesh seemed to be in fairly better circumstances than the remaining informants who 

were non-users. Nevertheless, they were generally poor. This corroborates the assumption that 
                                                 
6 Equivalent to proximately 25 USD [02.09.15] 
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contraception non-use is more prevalent among poor women (Sedgh et al. 2007, Creanga et 

al. 2011, Lakew et al. 2013). As seen previously, Melkamnesh, Aster, Addis and Hanna had 

relatively low power to make decisions about household spending. Moreover, they had 

relatively low reproductive decision-making. This may support the widely documented 

relationship between a woman’s economic autonomy and the likelihood that she will achieve 

her own reproductive preferences (Wang, 2010). Consequently, this strengthens the 

hypothesis presented in the conceptual model. I assume that low socioeconomic status may be 

a strong explanatory factor to explain contraception non-use. 

Education 

As seen in the theory chapter, individual education is strongly associated with contraception 

use (Hogan et al. 1999, Wolff et al. 2000, Wang 2010). This was reflected differently in the 

findings. For instance, Aster, Beimnet, Hanna and Eden had no formal education. Tigist, 

Melkamnesh, Hiwot, Bezawit, Addis and Eyerusalem had from a few years up to seven years 

of primary school. Belaynesh and Lidya were the most highly educated among the informants 

who were non-users. They had eight years of education. In other words, the informants had 

generally low education. Consequently, the findings may support the anticipated association 

between contraception non-use and low education, as presented in the conceptual model. 

 

I presume that there may be a relation between formal education and knowledge about 

contraception (Beekle and McCabe 2006). To illustrate, the informants who were non-users of 

contraception had heard about contraceptives. They knew that it was available at the health 

centre. Yet, Aster did not know of other methods than the injection, which she had experience 

with. Hanna had heard about contraception from other women. However, she could not name 

any method. Melkamnesh explained: 

 

‘Yes, they [the health workers] give us health education whenever we go there [to the 

health centre] for antenatal check-up and our children’s vaccination follow-up. I 

always listen to them. They teach us about family planning, personal hygiene and the 

transmission and prevention of some diseases. I feel very happy when they teach us, 

but I usually forget what they said after going home.’ 
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Ostensibly, this indicates that Melkamnesh did not internalise the information she got at the 

health centre. One may ponder whether health education did not necessarily counterbalance 

low education on the part of Melkamnesh. 

 

Eden, Belaynesh, Eyerusalem and Beimnet told that they had gained knowledge about 

contraception after marriage. At that time, their primary source of information was other 

women, and not school or health education. Beimnet recounted: ‘Before marriage I did not 

know nothing [about contraception]. After I got married I heard neighbours talking about this, 

and how to prevent unwanted pregnancies.’ Health education had become more widespread in 

recent years. Hence, it is likely to presume that younger women had more knowledge about 

contraception options than older women (Lakew et al. 2013). However, this was not clear in 

the findings. As seen previously, Helen had no knowledge of available contraception methods 

before she started using the implant. Apparently, Helen (22), Aster (35) and Hanna (38) had 

least knowledge about contraception options, in spite of the difference in age. They had 

migrated from the SNNPR. It may support findings by Sedgh et al. (2007). They point at 

poverty and rural residence, and not age, as significant correlates of insufficient knowledge 

about contraception. 

 

Elsabet stood out as highly educated compared to the informants who were contraception 

non-users. She had decided to be content with the two children she had, in order to provide 

for them in a good way. Thus, her situation reflected the relationship drawn between higher 

education, low fertility and contraception use (Gordon et al. 2011). Belaynesh and her 

husband had similar concerns. Yet, they articulated a more distinct ambiguity about future 

childbearing. Belaynesh elaborated: 

 

‘On my behalf, I am the only child for my father and I was feeling lonely for a long 

time because I have only one brother who is born from my mother. Actually my 

mother had ten children but she is now left with only one boy and the remaining ten… 

they are dead. Even though the situation do not allow me to get twelve children, I have 

four by now and I think they are enough for me. I will not get pregnant.’ 
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Her husband interjected: 

 

‘You don’t have to say “I will not get pregnant” because currently it is just our 

economic problems, and the reality is you wish to have more children. Nowadays we 

are not even able to afford for our living expenses. We are not living based on our 

wishes and the economy is one of the factors which will not allow us to have as many 

children as we wish to have. On both of our sides, we have very small families. Even 

for holidays we have nobody visiting us or no one we go to visit. So based on this fact 

we wish to have many children but the situation does not allow us to do so.’ 

 

Belaynesh was informed, and had higher socioeconomic status than the other informants who 

were non-users. Still, Belaynesh’s and her husband’s statements did not confirm the 

assumption that education and economic resources translates into a preference for smaller 

families. Mjaaland (2014) assumes ‘[…] an opposite causal direction [than the causality 

implying that education leads to fertility decline] when economic considerations were central 

to their reasoning’ (page 108). Notwithstanding, Belaynesh had lower education than Elsabet. 

In addition, there were other factors that may explain the difference in Elsabet’s and 

Belaynesh’s views. One of the most striking disparities was that Elsabet was a full-time 

employee, whereas Belaynesh was a housewife. Furthermore, one cannot exclude that a 

community effect played a role in Belaynesh’s case, as noted previously. As opposed to this, 

Elsabet lived in a different community. 

Urban residence 

As seen, women who are urban dwellers are on average more likely to use contraception, and 

are more likely to desire smaller families (Bogale et al. 2011, EDHS 2012). Thus, one may 

argue that the informants who were contraception non-users in this study were somewhat 

atypical. However, as discussed in the two foregoing chapters, they were predominantly poor 

and had low education. These aspects reflect more typical characteristics of contraception 

non-users (Sedgh and Hussain 2014). 

 

As mentioned in the method chapter, the health centre in the study area was quite recently 

built. Tsehay, who used the IUCD, claimed that she had never faced constraints in accessing 

contraception herself. She had been working in an Arab country as a cleaner for six years. 
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Thus she had a varied experience. She viewed herself in a different light than ‘many people’ 

in Sheromeda:  

 

‘Now the health centre is in a good location and many people can have the access for 

that [contraception]. Mostly people around here are not educated and they are very 

backward. Even if they get tired or forget to take [contraception], since it [the health 

centre] is centered and nearby for them, not as far as it was before, they do not hesitate 

to take it. But if it was far like before and if they became late to reach [contraception] 

on time… they will not take on time and they may get pregnant within these gaps.’ 

 

Tsehay positioned herself as a modern and progressive woman. She did not have the same 

problems as those who were ‘backward’.  

 

In Ethiopian media, contraception use was framed as modern lifestyle. In particular, the IUCD 

was presented as something the ‘wealthy’ and educated people used. The modernity aspect 

was reflected in contraception advertisements displaying young ‘western-looking’ people. 

The informant at the Population Affairs Directorate explained that they had a national motto, 

which said: ‘Small, happy and prosperous families’. This may imply a notion that low fertility 

leads to economic progress. This is in line with the demographic perspective, as seen in the 

context chapter. A leader at the WHAE confirmed the link between contraception use and 

modernity. She related that the IUCD was ‘fashionable’ among donors. Ethiopian DHS data 

(2012) confirm that IUCD users are dominantly urban, highly educated and of the highest 

wealth quintile. 

 

The informant at DKT International reckoned that women in rural areas were faced with a 

number of impediments to the use of contraception. He considered those constraints as less 

relevant for women in Addis Ababa. The informant at FGAE associated contraception myths 

with rural residence. She suggested:  

 

‘But usually I do not think so this [wrong] perception is in the city. Is it here in Addis 

[Ababa]?! ...ok, maybe. But this is the problem of counselling. And also education, 

you know. Because if you are asking an educated woman, I do not think she would say 

like this, isn’t it?’ 
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She was surprised that such misconceptions existed in Addis Ababa as well. Women living in 

rural areas are more likely to face practical barriers to contraception use such as geographical 

inaccessibility (Lakew et al. 2013). Yet, it may be less appropriate to rely on an urban-rural 

dichotomy in the discussion about social impediments to contraception use. Ezeh et al. (2010) 

suggest that ‘levels of reproductive health knowledge are as low today in some poor city 

neighborhoods as they are in remote villages of sub-Saharan Africa’ (page 113). Thus, a 

barrier such as insufficient knowledge may be significant among marginalised people in urban 

areas. Consequently, this may reinforce the degree to which contraception is regarded as 

something harmful or unattainable. 

 

Aster, Beimnet and Hanna were Gamo, and came from the SNNPR. Eden had migrated from 

a rural area in the Amhara region. Furthermore, Melkamnesh, Bezawit and Eyerusalem had 

rural background. One may anticipate that having migrated from a rural area may increase the 

likelihood of sharing characteristics with rural dwellers. Since the women were also poor and 

lived in a marginalised community, it is difficult to determine which aspect played a greater 

role. Presumably, the combination of the factors contributed to sustain barriers to 

contraceptive use. In addition, Aster, Hanna, Beimnet and Melkamnesh had limited 

knowledge of Amharic. This is likely to have reduced their access to thorough information 

about available contraception options. As seen in the chapter about husband’s opposition, 

Aster’s husband actively prevented Aster from gaining information about contraceptives. 

 

This study was based on the criteria that the informants had geographical access to 

contraception. Yet, Eyerusalem, Beimnet and Aster lived in neighbourhoods situated in a 

distance from the health centre. Hanna and Melkamnesh lived even further away. They had a 

walking distance of above 30 minutes to the health centre. According to one HEW, the 

neighbourhoods where Hanna and Melkamnesh lived had a higher proportion of Gamo 

migrants. These neighbourhoods were impassable for cars and busses. I asked Hanna whether 

she had heard about contraception from HEWs or other health workers. She claimed: 

‘Nobody educated or asked me on this issue’. 

 

It is difficult to estimate whether Hanna’s limited knowledge about contraception options was 

related to that she had not received education about it or that she lived far from the health 

centre. Moreover, it could be due to her limited knowledge of Amharic, or other unknown 
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reasons. Campbell et al. (2006) refer to a number of studies that have shown a correlation 

between travel time to a health facility and the likelihood of contraception use. In Bangladesh, 

couples were more than two times less likely to use contraception if the nearest facility was in 

a traveling distance of 30 minutes or more. For instance, during the years Hanna got her 

children, the nearest health centre was far away. Hanna’s husband related how he remembered 

it: ‘She delivered all of them [the five children] at home. She faced nothing bad during her 

labour and delivery. She delivered one of her sons as soon as she was back from collecting 

firewood from the forest.’ 

 

On the other hand, Eden, Hiwot, Lidya and Belaynesh lived relatively close to the health 

centre. They stated that they were regularly visited by the HEWs. Eden noted that health 

education from the HEWs was her primary source of information about contraceptives. In 

spite of this tendency in the data, the study cannot prove whether the informants who lived far 

from the health centre were less frequently visited by HEWs. As demonstrated, aspects of 

education and language skills may have been factors contributing to Hanna’s insufficient 

knowledge about contraception resources. 

Summary 

The chapter has shown that child mortality may have contributed to lower the motivation to 

use contraception. Furthermore, low socioeconomic status among the informants may have 

been a determining factor. However, this did not seem to exclude the presence of well-

reasoned assessments of child limiting in relation to economic capacity. Low education may 

have played an important role. Even though majority of urban dwellers are contraception 

users, the chapter has shown that non-use may be persistent among urban poor. In spite of 

urban residence, information about contraception resources was not necessarily easily 

available to all informants. 
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Summary of findings 
 

Aligning with the conceptual model (figure 3) in the theory chapter, I will summarise the 

anticipated explanatory strength of the factors. Health concerns emerged as an assumedly 

strong explanatory factor. This counted for the informants who had past experience with 

contraception use, and those who had no past experience. Low decision-making power and 

husband’s opposition did also emerge as weighty reasons for contraception non-use. 

Moreover, lack of social support from others and insufficient knowledge about resources 

appeared to have relatively strong explanatory power. In addition, religious norms against 

contraception, the value of fertility, child mortality, low socioeconomic status and low 

education stood out as relatively important factors. 

 

Past experience and perception of pregnancy risk may have been relatively weak factors to 

explain contraception non-use. Self-efficacy was not directly measured in this study, but it did 

not emerge as a weighty factor in relation to other factors. Nor did lack of spousal 

communication and intentions or if-then plans materialise as relatively strong factors. Urban 

residence may not have been a strong factor. Yet, it pointed towards contraception non-use as 

a significant issue in Sheromeda. 

 

The next chapter is the conclusion. It will tie the analysis together, and discuss how to 

understand the discrepancy between the conceptual model (figure 3) and the summary of 

findings (figure 4). 
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Figure 4: Summary of findings. 
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Chapter Six: Conclusions 

 

Main argument 

 

The objective of this thesis was to investigate the complex factors contributing to the decision 

of contraception non-use among young married mothers. The thesis has shown that a number 

of aspects operated in the relationship between intentions and outcomes. A main argument is 

that factors with strong explanatory power intrinsically may inhibit the formation of concrete 

intentions and goals. The scope of the thesis was defined to treat the informants’ goal striving 

(figure 1). However, the findings suggest that the relative absence of clearly defined 

endeavours to use contraception did not necessarily exclude the existence of a ‘contraception 

goal’. Alternatively, the lack of distinct motivations could be a reflection of factors making 

contraception use contextually unattainable. Thereupon, the thesis assumes that aspects 

contributing to this are equally important to examine in order to understand contraception 

non-use, as what lies between intentionality and outcome behaviour. 

 

Essence of the findings 
 

With reference to the conceptual model (figure 3) and the summary of findings (figure 4), I 

will extract the essence of the findings. Regarding health concerns, the findings support the 

inference drawn in the conceptual model. A prevailing finding was that contraception non-use 

was justified with arguments of well-being. In this respect, the act of contraception non-use 

was ascribed meanings of responsibility, care and health. Yet, one cannot exclude that this 

meaning-making coexisted with constrained agency on the part of the informants. Ascribing a 

notion of risk to contraception may have been a way to give meaning to contraception non-

use because using contraceptives was contextually unattainable.  

 

Concerns about side effects and health were significant issues among the contraception non-

users who had past experience with a modern method. Hence, this finding may weaken the 

assumption that past behaviour anticipates future behaviour (Fekadu and Kraft 2001). 

However, it remains uncertain whether the informants with past experience would be more 

inclined to use a modern method at a later point, compared to those who had no contraception 
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experience. In contrast to the theoretical propositions, women without prior experience were 

also concerned about possible health impacts of contraception use. I presume that this finding 

may be interrelated with the factors social support from other women and knowledge about 

resources.  

 

Perceived low pregnancy risk did not emerge as a strong determining factor in this study. This 

is in contrast to other research findings (Sedgh et al. 2007). The findings showed that the 

informants who did not use contraception were aware of the pregnancy risk. There was a 

tendency of attaching greater risk to contraception use than to pregnancy. This may be related 

to the factor health concerns. Furthermore, it may be related to lacking social support and 

lacking knowledge about resources. A prevailing strategy was to accept a certain pregnancy 

risk, by not using a modern method, because non-use was considered as the only attainable 

option. These aspects may point towards that contraception use may have been unattainable. 

 

Husbands’ opposition to contraception use stood out as a strong explanatory factor. This 

supports the presumptions made in the conceptual model. Other studies have found that 

women were more likely to cite their own opposition (Sedgh and Hussain 2014). This was not 

evident in this study. The informants spoke more of husbands’ opposition than their own. 

 

Ostensibly, low decision-making power was prevalent. This confirms research demonstrating 

the stereotype of men’s authority in reproductive decision-making (Blanc 2001, Delbiso 2013, 

Mosha et al. 2013). The findings revealed a balancing between personal agency and low 

autonomy. To exemplify, contraception use could be unattainable due to husband’s opposition 

and his relatively strong decision-making power. In these instances, the informants could 

exercise strategies such as persuasion, or using a natural birth control method that was more 

acceptable to the husband. The tendency of women’s relatively low decision-making power 

was not valid to all informants. There were also examples of women who had equal power to 

make decisions as their husbands.  They had made a decision of contraception non-use based 

on their own conviction. 

 

The informants did communicate with their husbands about contraception use, as distinct 

from assumptions made in the conceptual model. Nevertheless, they discussed with their 
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husbands to a varying degree. Apparently, the nature of the communication was interrelated 

with perceptions of the husband’s opinion about contraception.  

 

Lacking social support from other women emerged as a stronger explanatory factor than 

anticipated in the theoretical propositions. Hearing negative things about contraception may 

have contributed to weaken motivations to use a modern method. The factor social support 

could alternatively have been called contraception myths since the data revealed a strong 

presence of misconceptions in the informants’ social environment. However, I chose to name 

the factor social support to denote the process of interaction with other women. One reflection 

is that a certain neighbourhood effect may have been contributory to sustain contraception 

myths. Moreover, one may ponder whether those informants who put emphasis on these 

myths were maintaining a notion of contraception as something ‘harmful’. If so, it may have 

been as a way to give meaning to non-use because other contextual factors made 

contraception use unattainable. Yet, this is difficult to know for certain. 

 

The informants knew about contraception. However, they did not necessarily have thorough 

knowledge about resources and options. I have chosen to indicate this with a bold line in 

figure 4, contrary to assumptions made in the conceptual model. Whether this low level of 

knowledge about resources was related to the relative strong presence of misconceptions, 

insufficient counselling or other reasons is uncertain. Yet, the findings indicated that 

counselling and health education did not necessarily offset the relative weightiness of 

contraception myths. The findings suggested that there was an emphasis on long-acting 

methods in conjunction with counselling. In some instances, this biased presentation of 

options may have been perceived as restrictions of informed choice. However, this was not 

universally reflected in the study. Increased availability of long-acting methods is a positive 

contribution which may enhance the contraception options for women. However, the presence 

of programmatic biases for certain methods and provider biases may debilitate this effect. 

Consequently, it may rather undermine the trust in the service provision. If such biases are 

paired with insufficient knowledge about removal options, it may leave long-acting 

contraception methods unattainable to women, or those who hold sway over her reproduction 

decision-making. 
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Concerns about religious norms appeared to be a stronger explanatory factor than the 

theoretical propositions suggested. The Orthodox informants were concerned about how to 

interpret the Orthodox Church’s stand regarding contraception use. It remains ambiguous 

whether to consider the religious norm as a strong determining factor or not is. The findings 

suggested that the Orthodox informants interpreted the religious doctrine rather flexible in 

relation to their life circumstances. The norm did not necessarily leave contraception use 

unattainable, or unthinkable, regardless of context. The norm may rather have been subject to 

interpretations and agency within the frames of other goals. 

 

The findings showed that the value of fertility was of significance. This is supported by the 

theoretical propositions. Younger women who only had one child seemed to have relatively 

low decision-making power with regard to the childbearing pace. This corroborates other 

empirical findings (Bankole, 1995). Among informants who appeared to have relatively low 

decision-making power, the findings indicated that their husbands had authority to make 

reproductive decisions. This showed to be relevant irrespective of who was the most 

pronatalist part in the relationship. Furthermore, the preference for sons was evident as a 

determining factor of contraception non-use. Ostensibly, the act of having another child in the 

hope for a son was a relatively conscious strategy to meet a desire. Yet, it is likely that this 

desire grew out of a sociocultural context of patrilineality. 

 

Child mortality appeared as a stronger factor than assumed in the conceptual model. The 

factor was possibly contributory to the decision of non-use among those informants who had 

lost a child. Since child mortality is generally less prevalent in urban areas, this was not 

anticipated to be a strong determining factor of contraception non-use (EDHS 2012). Child 

mortality was likely to be interconnected with other factors related to living conditions. 

 

Low socioeconomic status and low education was assumedly strong determining factors in 

this study. This is in agreement with other research findings (Hogan et al. 1999, Speizer et al. 

2005, Gordon et al. 2011, Bellizzi et al. 2015). Social and cultural barriers to contraception 

non-use are often associated with rural residence (Lakew et al. 2013). Yet, this also existed 

among the informants of this study. With regard to living condition factors, it remains 

uncertain whether low education, poverty or a neighbourhood effect may have been the most 

influential factor. However, it is likely to anticipate that a combination of these was 
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contributory to making contraception use contextually unattainable. Factors related to living 

conditions are likely to be interconnected with factors such as decision-making power, 

knowledge about resources and norms. 

 

These reflections derive from an inference that one single factor is less likely to produce the 

outcome of contraception non-use. I expect that a set of distinct aspects operating together 

may explain the issue of study more accurately. This study has treated single factors, and has 

sought to assess their relative explanatory power. Thus, an extension of this study may be to 

investigate sets of factors. This could be viable by looking into how different sets of factors 

exist among women in different situations and with different characteristics. Such an 

approach would enable the searching for patterns. It would require a larger data material than 

the material of this study. Identifying patterns may facilitate taking more purposeful measures 

in the development of policy. 

 

The factor intentions and implementation plans showed to be interwoven with the informants’ 

possibility conditions and the (perception of) action control. Thus, the findings supported the 

assumption that intentions and if-then plans were in a relative weak position to explain 

contraception non-use. Yet, this may have been related to vague and weakly formulated if-

then plans. One cannot exclude that the factor had been stronger if the implementation 

intentions had been thoroughly elaborated and specified. 

 

The theoretical propositions acknowledged that self-efficacy may be important to understand 

the execution of goals (Luszczynska and Schwarzer, 2005). It was not an ambition of this 

study to measure individual self-efficacy properties. Therefore, the thesis cannot conclude 

whether strong or weak self-efficacy was instrumental in the decision-making process. Yet, 

the thesis relies on the hypothesis that conditions of self-efficacy only have salience in the 

relationship to competing goals. It means that when competing goals were assumedly strong, 

the thesis cannot conclude whether self-efficacy was correspondingly low, or whether self-

efficacy was strong, but not as strong as the competing goals. In other words, the thin line of 

self-efficacy in figure 4 could have been replaced by no line indicating lacking knowledge 

about this factor. When I have chosen to maintain a thin line, it is to illustrate that the 

momentum of self-efficacy did not seem to penetrate competing goals among the informants 

who were contraception non-users. Nor did the study find that the informants who were 
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contraception users were faced with strong competing goals. However, this assumption may 

be challenged by aspects that this study did not uncover. 

 

In summary, the above-discussed relatively strong explanatory factors did presumably leave 

contraception use to be a contextually unattainable, and in some cases an unthinkable, option 

for the informants who were non-users. This context was likely to constrain the enactment of 

intentions due to a combination of individual properties, situational reasons and underlying 

structures. As seen throughout the study, these three dimensions of barriers could exist 

simultaneously in the women, and shaping the notion of contraception non-use as something 

meaningful. Furthermore, when contraception was contextually unattainable, it may have 

inhibited the formation of pronounced intentions and goals. In spite of these assumptions, 

there were also examples of informants who were maintaining that the decision to use natural 

birth control methods was a deliberate and independent choice. This may reflect that natural 

methods better served their goals of well-being and absence of side effects. 

 

Theoretical transferability 
 

How can one explain the discrepancy between the conceptual model and the summary of the 

findings? One reflection is that the theories utilised in this thesis are not specifically 

developed to explain contraception non-use among women in an African setting. The 

conceptualisations based on social psychology evolve from a western cultural context. It may 

fail to emphasise dimensions that are relevant in an African setting. Practice theory, gendered 

habitus and ‘serious games’ may be advantageous to highlight the interplay between 

individual dispositions and social explanations. However, the theories are general, and do not 

treat the specific issue of this study. These objections may contribute to reduce the theoretical 

transferability of the study. In spite of these objections, I believe that the sum of theoretical 

propositions formed meaningful conceptualisations about contraception non-use among 

women in Ethiopia. 

 

This study has grown out of my ontological perspective. This view guides my beliefs about 

what I may gain knowledge about. In consequence, this perspective is decisive of which 

conclusions I arrive at. I have aspired to be overt about for my values and assumptions. Even 
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though I am coloured by these notions, it is not evident to me how this view may have 

reduced the understanding of contraception non-use as a phenomenon. 

 

Empirical transferability 
 

In the extracts of the findings, I showed ways in which the findings corroborated, modified 

and weakened the theoretical propositions. As touched upon in the method chapter, to what 

extent may lessons learned from this study be transferable to other situations? This case study 

has examined barriers to contraception use beyond economic and geographical access. This is 

relevant in an Ethiopian context where such access aims to be universal. Hence, lessons can 

be learned from looking at social and cultural factors constraining the act to use 

contraception. It may serve to expand knowledge about how contraception non-use is made 

meaningful for women within their sociocultural contexts.  

 

As the study has shown, there is no one-to-one relationship between geographical and 

economic access to contraception and the use of contraceptives. Furthermore, this case study 

has exhibited that impediments to the use of contraception may be persistent in urban poor 

settings, even though the bulk of the research focuses on rural dwellers. These aspects may be 

valuable lessons to take into account in other settings in Ethiopia as well as in other urban 

contexts in sub-Saharan Africa. 

 

The study has shed empirical light on notions of social interaction, the social embeddedness 

of individuals along with gender dynamics in intimate relationships. The assumptions posited 

in figure 4 may add insights to other concrete situations of a similar character. Moreover, the 

lessons learned can be employed as a guide to define new research or as an entry point to 

direct policy. 

 

The empirical transferability of this case study is conditional on methodological limitations. 

Firstly, it includes the above-discussed limits to theoretical transferability. Secondly, it 

includes the biases I have accounted for in the method chapter. Furthermore, the given time 

and space of the study restricts the transferability. The study serves as a portrayal of an image 

in time. This image is expected to change due to individual and contextual alterations. 
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Nevertheless, women in other contexts in Ethiopia are likely to have related considerations 

and be faced with similar constraints. 
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Appendices 

 
Appendix 1: Overview of the informants 
 

Married non-users of contraception 

 

Addis 

Age uncertain, husband assumed that she was around 30 years old. The couple had one 

daughter of one year and three months. Addis had no experience with any modern method of 

contraception. Addis had a second pregnancy that resulted in a spontaneous abortion. Addis 

went to school up to seventh grade. She worked in the house, and collected firewood that she 

sold at the local market. Her husband was a weaver. Addis was Protestant, and her husband 

was Orthodox. The husband wanted another child before he would consider contraception. 

The husband wanted four children, whereas Addis wished for more than ten. 

 

Aster 

About 35 years old. She and her husband had three children; a 17 year old girl, a 12 year old 

girl, and a nine year old son. The fourth child died four years ago. Aster had migrated from 

the SNNPR and she was Gamo by ethnicity. Her Amharic was limited. Aster had two living 

children from a former marriage who lives in the SNNPR. Totally she had had eleven 

deliveries. Aster used the injection for a period, but stopped after the youngest child died. She 

had no education, and was a housewife. Her husband was a weaver. They were Orthodox. 

Aster’s husband wanted to continue having children. 

 

Beimnet 

27 years old. Had been married for ten years. She had three daughters of nine, three and one 

years old respectively. She had a child who died between the first and the second daughter. 

Beimnet used the injection for one year after the first child. Then she stopped because her 

husband argued that it was religiously forbidden. She and her husband were Orthodox. 

Beimnet was Gamo and has migrated to Addis Ababa. She had no education. She was 

working in the house and taking care of the children. 
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Belaynesh 

36 years old. She did not know exactly for how long she and her husband have been married, 

but estimated 25 years. They had four children; a son in his early twenties, a 15 year old son, 

and two daughters of 12 and five years old. Belaynesh was a housewife, and her husband was 

working with different assignments for local NGOs. Belaynesh had eight years of education. 

They were both from Addis Ababa, and were Orthodox followers. Belaynesh used the 

contraceptive injection for many years between the pregnancies, but discontinued due to 

health problems. 

 

Bezawit 

Around 20 years old. Had a three months old daughter, and had been married for one year. 

She had a few years of primary school education, and was a housewife. Bezawit had no 

experience with modern contraception. She and her husband had migrated to Addis Ababa 

from a rural area. Bezawit’s wish was to have four children so she could be able to provide 

them with education. Her husband wanted seven to ten children. 

 

Eden 

Around 30 years old. Had been married for 12 years. She had no education. She and her 

husband had five children; three daughters of eleven, eight, and five years of age, and twin 

sons of one year and six months. Eden’s husband had several children from a former 

marriage. He was blind, and the couple earned a living through begging. Eden had migrated 

from the Amhara region north of Addis Ababa, and was an Orthodox follower. She had not 

used contraception, but has experience with breastfeeding and the period method as birth 

control. In connection with the twin pregnancy she developed a heart condition, and she was 

advised against using contraception.  

 

Eyerusalem 

Around 35 years old, and had been married for about 20 years. Had four children; three 

daughters of 16, 13, and five years of age, and one son (10). Eyerusalem was currently 

pregnant with a fifth child. She went to school up to seventh grade. She was a housewife and 

her husband was a weaver. She used the injection for a period several years ago, and since 

then she has been using the period method.  
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Hanna 

38 years old. Had five children. The eldest daughter (26) was married and lived with her 

husband’s family. The sons of 23 and 18 years of age, and daughters of 13 and ten years of 

age lived with Hanna and her husband. They had migrated from a rural area in SNNPR, but 

had been living in Sheromeda for many years. Hanna had limited knowledge of Amharic. 

Hanna used to work with collecting firewood in the forest, but stopped working after the last 

daughter was born. Two years prior to the study she was diagnosed with skeletal tuberculosis. 

The couple had been using the period method over the years, and Hanna had no experience 

with contraception. She had no formal schooling. The family was Orthodox followers. 

 

Hiwot 

30 years old. Had two daughters who were eight and four years old, and a son of about one 

year of age. Hiwot estimated that she went to school for two or three years, but she was not 

sure. She got married 12 years ago. Hiwot had never used contraception, but had been content 

with using the period method over the years. Her husband was a tailor and was sewing clothes 

from handwoven fabrics that he bought from the local weavers. Hiwot worked with preparing 

the clothes, which they sold in markets. They were both from Addis Ababa, and had relatives 

there. Yet, they lived in a nuclear household. Hiwot and her husband were prepared to work 

hard to reach the dream of buying their own house. 

 

Lidya 

Around 30 years old. Had four children; one son who was 14 years old, one daughter who 

was nine, a daughter of seven years of age, and a son who was close to two years old. Lidya 

started using the period method due to economic reasons. Later, when contraception became 

free of charge, she saw no reason to change method since the period method worked well for 

her. Lidya was content with four children, but ideally she wished for more. Her husband 

wanted 100, as she said, but he left the final decision on her. Lidya was Protestant.  

 

Melkamnesh 

30 years old, and had been married for 20 years. Had three daughters of 15, seven and two 

years of age. Melkamnesh had a fourth child who died. She hoped for a son. Melkamnesh had 

no experience with contraception. She had been breastfeeding for extended periods of time 

and got protection “from the nature,” as she put it. Initially, she wanted to use contraception, 
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but her husband was not willing. Melkamnesh had five years of education, and was a 

housewife. She was a Protestant, and had migrated to Sheromeda from a rural area. 

 

Tigist 

26 years old, and had been married for two years. Her first child was a son (10 months). She 

went to school up to fifth grade. Tigist was working in the house, and her husband was a 

preacher. They were Protestants. Tigist had been using the period method as birth control. 

When she delivered her son, the child was ill and they stayed one month in the hospital. Tigist 

and her husband wanted four children, although she underlined that it was God who decided 

the number of children they would get. 

 

Married users of contraception 

 

Elsabet 

27 years old. She had been married for around 15 years and has one daughter and one son. 

Originated from the Amhara region, but had been living in Addis Ababa for a number of 

years. She had a college education and worked in the health sector. Her husband was a skilled 

worker. Elsabet used the injection for many years, and switched to the implant one year prior 

to the study due to health concerns. She and her husband had agreed to have few children. 

Elsabet was concerned about providing well for the children, and by so doing she believed 

two children were enough in their current life circumstances. 

 

Helen 

22 years old, and had one daughter (6 weeks old) from the current marriage, and one daughter 

(3) from before. Helen was from the SNNPR, and had moved to Addis Ababa one year prior 

to the study when she got married. Her first language was Gamo, and her Amharic was 

limited. Her eldest daughter remained in Helen’s home village when Helen moved to Addis 

Ababa. She lived with her husband, the youngest daughter, and the husband’s three children 

from a former marriage. Helen had been attending school for four years. Before she got the 

youngest daughter, Helen worked as a day worker carrying bricks and cement.  Her husband 

had a shop where he did maintenance of televisions. Helen had recently gotten inserted the 

implant at the health centre, which was her first experience with contraception. 
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Konjit 

Around 30 years old, had four children. The daughters were 12, ten, and four years old. The 

son was six years old. Konjit had no education. She was the one working supporting the 

family because her husband had a disability. She had been using breastfeeding as birth 

control, but experienced to become pregnant all the same. Two years ago she started using the 

injection. Konjit was from Addis Ababa, and belonged to the Orthodox denomination.  

 

Meselech 

18 years old. She had been married for four years, and had a daughter who was around two 

years old. Meselech was Amhara and had moved to Addis Ababa from a northern region of 

Ethiopia. She had no education. Before she got married she worked as a maid. Now she was 

at home with the daughter. She was using the injection, and had been using it since the 

daughter was born. 

 

Tsehay 

30 years old, and had been married for about 15 years. She had four children; a 13 year old 

daughter, twin daughter and son of ten years of age, and a six weeks old daughter. Tsehay had 

been living in an Arab country working as a maid for six years. She returned to Ethiopia one 

year prior to the study. Over the years she had been using the contraceptive pills, and the 

injection for a shorter time. Recently she got the IUCD. She and her husband had agreed not 

to have more children. Tsehay had eleven years of education. She was working as a tailor, and 

her husband was a firefighter. They were Orthodox followers. 
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Appendix 2: Theme guides 
 

 
Theme guide main informants 
 
Age, years in marriage, occupation, education 
Number of pregnancies, number of living children, sex and age of children 
 
Experience with (modern) contraceptive methods. Which methods? 
Other experience birth control/traditional 
Information sources now. Which methods? 
Information previously/before childbearing 
First information from where? School? Other women? Media? 
Availability and access to contraception services now. Changes over time? 
How to access contraception? 
Considerations on availability and access 
Barriers 
 
Advantages and disadvantages of (modern) contraception 
Advantages and disadvantages of other pregnancy limiting methods/traditional 
Main concerns/thoughts about modern methods 
Short-term versus long-term modern methods 
Consider use of contraception under which circumstances/situation? 
Feelings about modern contraception 
 
Ideal family size and child wish. Child wish before childbearing, after childbearing. Sex 
composition of children 
Husband’s ideal family size/child wish/sex 
Household decisions on how many children 
How is decision made, final decision 
Value of children/sons/daughters 
Reasons for child spacing 
Personal opinion about child spacing 
 
Decisions-making seeking out health care if sick child 
Decisions on household spending 
Discuss about contraceptive use? 
Husband’s opinion about modern contraception 
Husband’s reaction to wife seeking out contraception services 
 
Discuss about contraception with family members, friends 
Their opinion on modern contraception 
Religious and cultural beliefs and contraceptive use 
 
Encounter with health centre/health professionals/HEW – What came into your mind? 
 
Hopes for the future 
Any relevant issues not asked about? 
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Theme guide key informants 
 
How would you classify the different methods of contraception, different traditional methods, 
different modern methods, what names are commonly used?  

How is the situation of contraceptive use in Ethiopia/Addis Ababa/Sheromeda?  

What are the typical opinions on contraceptive use among people? Men? Women? Age? 
Which methods? 

What do you think causes these opinions? 

What are the challenges to use of different methods? (advantages and disadvantages) 

What are the challenges to non-use or non-use of different methods? (advantages and 
disadvantages) 

What are your opinions on good/not so good methods? 

Benefits of contraception use? Not beneficial in any cases/for certain groups of women? 

As you see it, are different methods’ appropriateness associated with women’s different life 
situations? If so, how?  

What is it important that I know about, that we have not talked about? 

Reports, publications? 

 


