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Abstract


In Tanzania, 27.1% of all women of reproductive age are currently using modern contraception and 16.8% have an unmet need for family planning. We therefore examined factors associated with family planning uptake after giving birth in two regions of Tanzania. The survey, which collected information beyond that collected in the Tanzania Demographic Health Survey, used a two-stage, stratified-cluster sampling design, conducted in April 2016 in Mara and Kagera regions in Tanzania. A total of 1184 women aged 15–49 years, who had given birth less than two years prior to the survey were included. Logistic regression mixed effect modelling was used to examine factors associated with family planning uptake. A total of 393 (33.2%) women used family planning methods and 929 (79%) required prior approval from their partners. Participation of men in utilization of maternal health care was low, where 680 (57.8%) women responded that their partners accompanied them to at least one antenatal care (ANC) counselling visit and 120 (10%) responded that their partners participated in family planning counselling. Women who did not want to disclose whether they had discussed family planning with their partners, strikingly had the highest percentage of using family planning methods after birth. Factors independently associated with family planning uptake included: having discussed family planning with the partner (aOR 3.22; 95% CI 1.99–5.21), having been counselled on family planning during antenatal care (aOR 2.68; 95% CI 1.78–4.05), having discussed family planning with a community health worker (CHW) (aOR 4.59; 95% CI 2.53–8.33) and with a facility health care worker (aOR 1.93; 95% CI 1.29–2.90), having primary or higher educational level (aOR 1.66; 95% CI 1.01–2.273), and being in union (aOR 1.86; 95% CI 1.02–3.42). Educational interaction with community and facility health workers, as well as having a supportive partner as facilitator increased uptake of family planning. This needs to be prioritized in regions with similar socio-cultural norms in Tanzania and beyond.
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1. Introduction


Every year around 300,000 women and girls die worldwide in childbirth or from pregnancy-related complications, including abortion [1]. The majority of those occur in low- and middle-income countries (LMIC), especially among the poor and socially disadvantaged. A considerable proportion of deaths occurs in women with unintended pregnancies [2]. Access to family planning could avert more than 30% of maternal deaths and 10% of infant deaths, and women in LMIC are generally advised to space pregnancies more than two years apart [3]. Family planning after giving birth is considered a high-impact strategy to address unmet needs [4]. Demographic and Health Survey data from 27 countries showed that 95% of women who are within one year after birth want to avoid pregnancy for at least 24 months. Only 30%, however, use contraception during that time [5].



The maternal mortality ratio (MMR) in Tanzania has remained persistently high for over a decade with 556 deaths per 100,000 live births [6]. With multiple interventions and investments, family planning uptake has started to show an upward trend. Notwithstanding this trend, only 27.1% of women of reproductive age use modern contraceptives [6]. Unmet need of family planning has remained stable between 16.8% and 18.3% since 1999 [6,7].



Population growth rate in Tanzania is very high (2.7%), which has an effect on socio-economic development and the government needs to allocate more resources to counteract such population increase. The poverty rate stands at 28.2%, about one in four females aged ≥6 (24%) and one in five males aged ≥6 (19%) have no formal education, the unemployment rate stands at 9.7% and water availability at 45.2% of the households. Only 77% of urban and 55% rural households have three meals a day and annual expenditure on health is US$20.8 [8].



Family planning is one of the most cost-effective development interventions, with each dollar spent on family planning initiatives on average resulting in savings of US$6 on health, housing, water, and other public services. Therefore, family planning directly and indirectly contributes to the Sustainable Development Goals (SDGs) [9]. Hence, validating the rights of Tanzanian citizens to SDGs and recognizing the links between health and development, increasing uptake to quality, rights-based family planning care is a critical component of Tanzania’s journey to increase wealth and wellbeing for its citizens [10].



Antenatal care (ANC) provides a gateway to access reproductive, maternal, newborn, and child health care and a window of opportunity to promote the use of family planning after giving birth [11,12]. Family planning counselling within the realm of ANC could potentially increase uptake [13,14,15,16]. It may be beneficial to engage partners of women into such issues as contraception in case they have supportive attitudes towards family planning, since decision-making is often male-dominated. At the same time, uptake of family planning can improve women’s socioeconomic status and increase their level of agency [17,18,19,20,21,22,23,24,25]. In rural Tanzania, lack of communication among couples about family planning was previously identified as a barrier to uptake [26,27].



Studies have investigated other factors potentially influencing FP. Women may have a desire to live according to religious traditions as they found FP incompatible with their faith. This affirmed their responsibility to give birth to as many children as God would give them [28,29].There also are misinterpretation of Islamic teaching with regard to contraception, which is sometimes discouraged, and polygamy, which is sometimes still practiced and had a negative impact on FP use [30]. Sociocultural norms and values attached to marriage such as polygamy and extending family lineage remain impediments to using FP methods [31,32]. Increased access and use of FP have been seen among women with higher level of education and economic status [33,34,35,36]. Lack of knowledge on FP has been identified as barrier to use family planning [37,38,39]



Evidence is available from other countries on gender-related factors including discussion among couples about family planning, participation of male partners in reproductive health issues, and the effect of family planning counselling during ANC on uptake of contraceptives [12,13,17,22,23,40,41,42,43]. There is, however, paucity of evidence from Tanzania in this regard. The Tanzania Demographic Health Survey (TDHS-2015/2016) only explored gender-related power dynamics to a limited extent and additional studies are needed to generate local evidence to inform policy change, strengthen male involvement and enhance women’s autonomy in order to close the gaps in maternal health indicators including family planning uptake. Such efforts will contribute towards achieving the SDGs.



This study therefore aimed to assess whether family planning counselling by health workers during ANC and having discussed family planning with their partners are associated with the use of family planning among women within two years after childbirth. In addition to what is reported in the TDHS-2015/2016, study findings are expected to provide additional insight into potentially context-specific interventions to further promote the use of family planning after giving birth across the country.




2. Materials and Methods


2.1. Study Design and Setting


A cross-sectional study design was used to collect data in a survey conducted by the Maternal and Child Survival Program (MCSP). MCSP was a global project implemented in Kagera and Mara regions of Tanzania focusing on maternal and newborn health, family planning, malaria in pregnancy, and immunization. More details are reported in previous papers [33,34]. This household survey was conducted in April 2016 in Mara and Kagera regions in Tanzania.



Kagera region is located in the northwestern part of Tanzania, sharing borders with Uganda, Rwanda and Burundi. Kagera has a total population of 3,022,037, where women of reproductive age are 599,593 with a total fertility rate of 5.7 and a population growth rate of 3.2%. Mara region is located in the northeastern part of Tanzania, sharing borders with Kenya. Mara has a total population of 2,209,143, where women of reproductive age comprise 534,679 with a total fertility rate of 4.5 and a population growth rate of 2.5% [6,8]




2.2. Sampling and Population


The survey used a two-stage, stratified-cluster sampling design. In Kagera and Mara regions, divided into administrative districts, the 333 wards are broken down into enumeration areas (EAs). Each EA has approximately 100 households. In each region, 32 EAs were selected through the probability-proportional-to-size method. The first household was selected at random by dropping a pen into the generated EA household lists. Additional households were systematically selected from a list of households until we had interviewed at least 20 women who had recently given birth in one EA. If more than one eligible woman in a household consented to participate, all were interviewed. Since the survey applied a cluster sampling strategy, sample size was inflated with a design-effect of 1.5, adjusting for higher intra-cluster correlation, as well as 10% for effects of non-responses. A total of 1263 women of reproductive age were interviewed. Further details on the methods can be found in previous studies that used the same dataset [44,45,46].



Survey respondents were women aged 15–49 years who had given birth during the two years preceding the survey. We excluded 79 pregnant women who would not use any contraceptive method. A total of 1184 interviews with women were used in this analysis. Estimated sample size was assumed to detect an odds ratio (OR) of 2.2 with 80% power at 0.05 significance for the association, regarding risk factors between users of contraceptive methods versus non-users.




2.3. Measurements and Variables


Main outcome variable was use of modern family planning methods. These were defined as female and male sterilization, injectables, implants, pills, male and female condoms, and the lactational amenorrhoea method. Independent variables were age, level of education, living in union, parity, number of ANC visits, obtaining family planning counselling during ANC visits, having discussed family planning with community health workers (CHWs) or care providers in health facilities, having a partner accompanying her for ANC visits, having a partner participating in family planning counselling, being able to mention at least one family planning method, media exposure, partner’s approval of family planning use, having discussed family planning issues with partner, and women’s participation in decision making on health issues.



Family planning counselling was assessed on whether women received family planning counselling during ANC, where “0” was coded for those who did not receive counselling and “1” for those who did. Partners accompanying to ANC was defined as whether women were accompanied at least one ANC counselling visit. Exposure to media, without specifying the type of messaging, was assessed based on women’s reported exposure to at least one of the media (TV, Radio, and Newspaper). Being able to mention at least one family planning method spontaneously was assessed as women being able to mention any method, where 0 was coded for those who could not mention any method and 1 for those who could. Women’s participation in decision-making was a composite variable derived from six items assessing women’s participation in decision-making related to their own health and that of their children. These six items were (i) attending the doctor, (ii) accessing child immunizations, (iii) child-feeding practices, (iv) health care for sick children, (v) where to give birth, and (vi) where to seek care in case of pregnancy complications. Each of these items had six responses where in the first step of scale creation responses were grouped into three levels of ‘‘Alone’’, if women made decisions alone; ‘‘Jointly’’, if women made decisions jointly with their male partners or with other members of the family; and “Male partner alone or other members in the family”, if women did not participate in decision-making. In the second step the six items with the similar three levels as explained above were then grouped together. [46]. ANC attendance was assessed by whether women attended ANC and the number of visits (no visit, 1–3 or ≥4 visits). “Discussed family planning with community-based health workers” was defined as women who responded to having ever discussed family planning with a community health worker. “Discussed family planning with facility based health workers” was defined as women who responded to ever having discussed family planning issues with a health facility worker.




2.4. Data Collection


The original survey questionnaire was developed by the Child Survival Health Grants Program and MCSP [47]. Technical experts in the field of Reproductive Maternal, Newborn and Child health adapted it to reflect the Tanzanian context. The questionnaire was translated into Swahili. After local experts reviewed the Swahili tool, it was pilot-tested by research assistants and refined for better understanding. The survey was uploaded to the CommCare HQ mobile data collection platform on tablets.



To collect data, 30 female and male research assistants were recruited who were trained on research ethics, informed consent, sampling, recruitment, study, and other data collection procedures. Research assistants conducted face-to-face interviews in Swahili for a maximum of two hours with a participant and recorded women’s answers on tablets. Inbuilt skip patterns helped assure data quality where data collectors were instructed to skip some question(s) which were not supposed to be answered depending on previous responses. A data manager reviewed the data on a daily basis, and alerted study supervisors about errors to be addressed immediately.




2.5. Statistical Analysis


Analysis was conducted using Stata version 14 (StataCorp LLC, College Station, TX, USA). Frequency proportion tables were used to present categorical distributions of characteristics of participants. Bivariate analysis was used to examine crude relationships between use of modern family planning methods and a number of predictors, while, at multivariable level, the effects of multiple predictors were examined in relation to the use of modern family planning methods. Since this were nested data from multistage sampling of two levels, households are nested within clusters (Enumeration areas) meaning that each household belongs to one and only one Enumeration area and therefore a two levels mixed effect logistic regression model was fitted to the data. Accordingly, fixed effects, effects of independent variables in the use of modern family planning methods, were presented using odds ratios (ORs) with 95% confidence intervals (CIs), while random effects were presented using Intra-Class Correlations (ICC). The selection of variables added to the model was based on relevant variables previously reported in the literature to be associated with family planning and those of greater theoretical importance in our study setting. Variables were entered into multiple logistic regression model if crude analysis showed p-values < 0.20 [48].




2.6. Ethics Approval and Consent to Participate


All study participants provided oral consent before they participated. This study was reviewed and approved by the National Research and Ethics Committee (NatREC) with IRB Number NIMR/HQ/R.8a/vol.IX/2131, and the Johns Hopkins Bloomberg School of Public Health Institutional Review Board (IRB Number 5931).





3. Results


3.1. Characteristics of Participants


This analysis included 1184 women who had given birth two years prior to the survey and 169 (14.3%) women were within six months after childbirth. The majority was aged 25–34 years (512; 43.2%), had primary education and above (950; 80.2%) and lived in union with a partner (1004; 84.8%). Almost half had given birth to 2–4 children (544; 45.9%) (Table 1).



The proportion of women with any ANC visit was 94%, where more than half had attended four or more ANC visits (631; 53.3%) and less than two-thirds received family planning counselling during ANC (738; 62.3%). About a third (433; 36.6%) reported discussing family planning with care providers in health facilities whereas less than one in ten (102; 8.6%) did this with CHWs. Participation of men in utilization of maternal health services was low: less than third (680; 57.4%) responded that their partners accompanied them to at least one ANC counselling visit and 120(10.1%) women responded that their partners participated in family planning counselling (Table 1).



The majority of women were able to mention at least one family planning method (964; 82%) and less than two-thirds had exposure to at least one media source (659; 55.7%) (Table 1). Participants reported to having discussed family planning with their male partners in 328 (27.7%) whereas about 303 (25.6%) women opted not to disclose whether they consulted their male partners. Prior approval from their husband/partner to use family planning was required for 929 (79%) and about half of the women made decisions on health care jointly with their male partners or other family members (581; 49.1%) (Table 1).




3.2. Prevalence of Family Planning Use


One third of the women were using family planning methods (393; 33.2%). Injectables (Depo-Provera) were the most frequently used method (14.3%), followed by implants (7.7%), where male sterilization (0.1%) and female condoms (0.2%) were almost never used (Figure 1).




3.3. Factors Associated with Family Planning Use


Women who had discussed family planning with CHWs, were four times more likely to use family planning compared to those who had not (aOR 4.59; 95% CI 2.53–8.33), but only few women (8.6%) got this counselling. Those who had discussed family planning with facility health workers (36.6%) were almost twice as likely to use family planning (aOR 1.93; 95% CI 1.29–2.90). Women who had received family planning counselling during ANC (62.3%) had more than twice the odds of using family planning methods compared to those who had not (aOR 2.68, 95%CI: 1.78–4.05). (Table 2). Moreover, women who had discussed family planning with their husband/partner, were about three times more likely to use family planning compared to women who had not (aOR 3.22, 95%CI: 1.99–5.21). Those who opted not to disclose whether or not they had discussed family planning with their husband/partner, had twenty-four times higher odds of family planning use compared to those who had not discussed this (aOR 24.19, 95%CI: 13.62–42.95) (Table 2).





4. Discussion


The purpose of this study was to assess whether family planning counselling by health workers during ANC and having discussed family planning with their partners are associated with increased use of family planning methods among women within two years after giving birth. About one-third who had recently given birth, reported using family planning after birth. Family planning counselling during ANC, having primary and above level of education, living in union, and family planning discussion with husband/male partners were associated with increased uptake of family planning. In this manner, our findings add importantly to those reported in the TDHS 2015/2016. Even though few women had a chance to discuss family planning with health care workers (both community and facility health workers), this was significantly associated with increased family planning use after giving birth.



Women who reported discussing family planning issues with their male partners were more likely to use family planning methods. Similar results were reported in India, Bangladesh, and Tanzania [23,37,38,39]. Involvement of male partners in reproductive health provides an opportunity for couples to discuss family issues including family planning [49]. When partners are open and supportive, and thus create an atmosphere for discussing family planning issues, women’s confidence and participation in decision-making may be promoted [42,43,44,45]. Lack of direct couple communication on family planning and spousal disapproval may decrease utilization of family planning [50,51]. Women who opted not to disclose whether they had discussed family planning with their husbands/partners had the highest odds of using family planning after childbirth. This can be explained by the fact that in Tanzania most women require husband/partner’s approval to use family planning, and due to fear of refusal or serious conflict, including violence or divorce if they went against their husbands’ wishes openly, most women use family planning without their partners’ knowledge [27]. Further analysis (see Appendix A revealed that these women are from families with lower wealth status and participate less in decision-making in health care for themselves and their children, undermining their autonomy and confidence to participate in health care [52,53,54]. Considering the variables reported in TDHS, our findings add important insight into the extent of gender inequity in relation to access to family planning, exploring power dynamics at play between women and their male partners. Having husbands/partners accompanying women to ANC, however, was not associated with increased family planning uptake. It is not merely the act of male partners accompanying women to the clinic that leads to adopting positive health behaviors, but rather the “content” of care couples receive [11]. It is likely that during such visits there was little or no discussion about family planning from health workers, hence, not encouraging dialogue between the couple [55]. If men are brought into a broad range of reproductive health care activities in such a way that they are supported as equitable partners and responsible parents, as well as clients in their own right, better outcomes are expected in reproductive health indicators such as contraception acceptance and continuation, safer sexual behavior, use of reproductive health care, and reduction of reproductive morbidity and mortality [56,57,58].



Women who reported receiving family planning counselling during ANC were more likely to use family planning after birth and this is in agreement with studies from India, Turkey, and Mexico [59]. For effective family planning use after birth, counselling should start during pregnancy in ANC and this will give women an opportunity to receive health information that extends beyond pregnancy [9,10,13,49,50]. Our findings add to the knowledge about the interaction between women and facility health workers with regard to family planning counselling during ANC and suggest that family planning counselling should be offered to all women during ANC visits to increase uptake after birth.



Women who discussed family planning with CHWs were four times more likely to use family planning and CHWs are able to build trusted relationship in the community. Being originally from the same community and making frequent household visits enhance familiarity that enables more time for health talks and women are free to discuss and express their concerns, This gives CHWs more opportunity and authority to provide relevant information about FP methods promoting family planning uptake [60]. Although only less than one in ten women discussed family planning with CHWs, their odds of FP uptake were higher. If there would have been an opportunity for all women to discuss FP with CHWs, uptake after birth would have been much higher. This implies that more efforts should also be invested in community based interventions to reach the grassroot level with appropriate information to increase FP uptake [61,62,63,64].



Discussing family planning with health workers increased the use of family planning after birth as has been shown in Kenya and Pakistan [55,56]. Worrying, however, is the finding that contrary to national guidelines half of the women did not discuss these issues with health workers [65]. Health care workers should be supportive and open up discussions in a safe and correct manner as this may help to clarify women’s misconceptions and concerns with family planning methods. It may enable women to choose the methods that best match their needs [66,67,68,69]. The finding of fewer women having had the opportunity to discuss FP with health workers, could be due to barriers faced by health care workers including work overload, lack of private space for counselling and lack of Information, Education and Communication (IEC) materials [70]. When these barriers are addressed, women will get an opportunity to receive adequate counselling and this may improve family planning uptake [70,71].



We also looked into regional differences as appears in the supplementary table in Appendix B. In this study, however, Kagera and Mara were taken as one population and the study was not powered to detect differences between the two regions. A next study is recommended to power it to detect regional differences and its reasons. We have witnessed many women starting with FP after having received counselling during pregnancy. We recommend a future qualitative study to find out what made women actually start FP after getting counselling during pregnancy and what could be the difference between counselling by facility or community health workers.



Addition of variables which could not be found in TDHS 2015/2016 provided increased insight into gender inequity, power dynamics at play between women and their partners, barriers faced by women, male involvement, and coverage of family planning counseling during ANC as key determinants of family planning uptake after birth. This comprises crucial grassroot information with important policy implications that could not have been identified based on TDHS data only.



Study Strengths and Limitations


Strengths of this study are a stratified cluster sampling that accounted for between and within group variations on the use of family planning; and large sample sizes to represent the populations of Kagera and Mara regions. Although not powered enough, Appendix A still gives some insight in the differences between the two regions. Since this study used a cross-sectional design, no causal inferences can be drawn. It is possible that women who took up family planning methods were more likely to discuss family planning with their husbands/partners, simply because they had husbands/partners more likely to support them in these matters. In this way, it is not the fact that they had discussed the matter that led to family planning uptake, but rather the type of relationship of the couple and attitudes of the husband that enabled them to discuss as well as take up family planning. Moreover, the sample was drawn from only two out of twenty six regions of Tanzania, thus limiting generalizability to the whole country. The tool was not translated back to English from Swahili and cultural context validation not done.





5. Conclusions


Only one in three women who had recently given birth reported using family planning methods in Kagera and Mara regions in Tanzania. Such low use of family planning jeopardizes any effort to address maternal and child health challenges that remain persistent in these and other regions with a similar context in Tanzania. Addressing such challenges call for factors that influence use of family planning in this population. There is a relatively high number of women who did not want to disclose involvement of their partners’ role and those women had the highest odds of using family planning methods. Therefore, meaningful engagement of male partners to support their female partners in reproductive health can be of added value in these regions. Similarly, improved interaction of women with CHWs at community level and strengthening health talks at the facility levels have the potential to increase family planning uptake in these and other regions with similar socio-cultural norms in Tanzania. Such efforts should be streamlined within existing ANC opportunities. In addition to key information reported in the TDHS 2015–2016, these findings add to the knowledge about key determinants of family planning use after giving birth in Kagera and Mara regions in Tanzania.







Author Contributions


Conceptualization, J.M. and Y.-M.K.; Data curation, J.M. and O.S.; Formal analysis, J.M. and O.S.; Methodology, J.M. and Y.-M.K.; Supervision, Y.-M.K., J.v.R., and T.v.d.A.; Writing—original draft, J.M., R.N., B.A., D.B., and L.N.; Writing—review and editing, D.B., Y.-M.K., J.v.R., and T.v.d.A. All authors have read and agreed to the published version of the manuscript.




Funding


This study was supported by the U.S. Agency for International Development (USAID), under the terms of the Cooperative Agreement No. AID-OAA-A-14-00028, the Maternal and Child Survival Program.




Institutional Review Board Statement


This study was reviewed and approved by the National Research and Ethics Committee (NatREC) with IRB Number NIMR/HQ/R.8a/vol.IX/2131, and the Johns Hopkins Bloomberg School of Public Health Institutional Review Board (IRB Number 5931).




Informed Consent Statement


All study participants provided oral consent before they participated.




Data Availability Statement


The data presented in this study are available on request from the corresponding author. The data are not publicly available due local IRB regulation.




Acknowledgments


The authors would like to acknowledge the role of the Principal Investigator (PI) of the study, Mark Kabue and the in-country PI, Mary Drake. We would also like to acknowledge Leah Sanga, Bruno Sungunya, and Joel Malisa for their critical review of the manuscript.




Conflicts of Interest


The authors declare no conflict of interest. The funders had no role in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish the results.





Appendix A




 





Table A1. Further analysis of women discussed family planning with male partner in Kagera and Mara regions, Tanzania.






Table A1. Further analysis of women discussed family planning with male partner in Kagera and Mara regions, Tanzania.





	
Variable

	
Discussed Family Planning with Male Partner

	
Chi-Square p-Value




	
No

	
Yes

	
Opted Not to Disclose




	
n (%)

	
n (%)

	
n (%)






	
Education

	

	

	

	
p = 0.124




	
  No Education

	
54 (23.1)

	
122 (52.1)

	
58 (24.8)




	
  Primary and above

	
274 (28.8)

	
431 (45.4)

	
245 (25.8)




	
Age category

	

	

	

	
p = 0.559




	
  15–24

	
143 (28.8)

	
230 (46.4)

	
123 (24.4)




	
  25–34

	
138 (27.0)

	
233 (45.5)

	
141 (27.5)




	
  35+

	
47 (26.7)

	
90 (51.1)

	
39 (22.2)




	
Parity

	

	

	

	
p = 0.386




	
  1

	
65 (26.4)

	
126 (51.2)

	
55 (22.4)




	
  2 to 4

	
156 (28.7)

	
239 (43.9)

	
149 (27.4)




	
  5+

	
107 (27.2)

	
188 (47.7)

	
99 (25.1)




	
Wealth

	

	

	

	
p < 0.001




	
  Poor

	
114 (29.8)

	
163 (42.5)

	
106 (27.7)




	
  Middle

	
129 (33.2)

	
162 (41.8)

	
97 (25.0)




	
  Rich

	
75 (19.9)

	
206 (54.8)

	
95 (25.3)




	
Decision making on health

	
p < 0.01




	
  Alone

	
31 (17.7)

	
105 (60.0)

	
39 (22.3)




	
  Jointly

	
176 (30.3)

	
254 (43.7)

	
151 (26.0)




	
  Male partner/others alone

	
121 (28.7)

	
194 (46.1)

	
106 (25.2)
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Table A2. Supplementary Table Showing Regional Differences Using Chi-Square Test in Kagera and Mara Regions, Tanzania.






Table A2. Supplementary Table Showing Regional Differences Using Chi-Square Test in Kagera and Mara Regions, Tanzania.





	
Variable

	
Total

	
Kagera

	
Mara

	
Chi-Square p-Value




	
n

	
%

	
n

	
%

	
n

	
%






	
Women reported male partner Participated on FP counseling

	
0.33




	
  No

	
1064

	
89.9

	
538

	
90.7

	
526

	
89.0




	
  Yes

	
120

	
10.1

	
55

	
9.3

	
65

	
11.0




	
Awareness on FP methods

	

	

	

	

	

	

	
<0.001




	
  No

	
211

	
18.0

	
137

	
23.3

	
74

	
12.6




	
  Yes

	
964

	
82.0

	
452

	
76.7

	
512

	
87.4




	
FP discussion with male partner

	

	

	

	

	

	

	
<0.001




	
  No

	
328

	
27.7

	
130

	
21.9

	
198

	
33.5




	
  Yes

	
550

	
46.5

	
326

	
55.0

	
224

	
37.9




	
  Don’t want

	
306

	
25.8

	
137

	
23.1

	
169

	
28.6




	
Discuss FP with Community Health Workers

	
0.82




	
  No

	
1082

	
91.4

	
543

	
91.6

	
539

	
91.2




	
  Yes

	
102

	
8.6

	
50

	
8.4

	
52

	
8.8




	
Discuss FP with health Facility worker

	

	

	

	

	

	

	
0.82




	
  No

	
751

	
63.4

	
422

	
71.2

	
329

	
55.7




	
  Yes

	
433

	
36.6

	
171

	
28.8

	
262

	
44.3




	
FP Counselling at ANC

	

	

	

	

	

	

	
<0.001




	
  No

	
444

	
37.6

	
258

	
43.6

	
186

	
31.5




	
  Yes

	
738

	
62.4

	
334

	
56.4

	
404

	
68.5




	
Parity

	

	

	

	

	

	

	
0.00




	
  1

	
246

	
20.8

	
101

	
17.0

	
145

	
24.5




	
  2 to 4

	
544

	
46.0

	
276

	
46.5

	
268

	
45.4




	
  5+

	
394

	
33.3

	
216

	
36.4

	
178

	
30.1




	
State of being in union

	

	

	

	

	

	
0.75




	
  In-union

	
1004

	
87.5

	
499

	
87.9

	
505

	
87.2




	
  Not in-union

	
143

	
12.5

	
69

	
12.2

	
74

	
12.8




	
Education Status

	

	

	

	

	

	

	
0.012




	
  No education

	
234

	
19.8

	
101

	
17.0

	
133

	
22.5




	
  Primary and above

	
950

	
80.2

	
492

	
83.0

	
458

	
77.5




	
Age category

	

	

	

	

	

	

	
0.07




	
  15–24

	
496

	
41.9

	
255

	
43.0

	
241

	
40.8




	
  25–34

	
512

	
43.2

	
239

	
40.3

	
273

	
46.2




	
  35+

	
176

	
14.9

	
99

	
16.7

	
77

	
13.0




	
Decision making on health care

	

	

	

	

	

	

	
0.20




	
  Women alone

	
175

	
14.9

	
94

	
15.9

	
81

	
13.8




	
  Jointly

	
581

	
49.4

	
276

	
46.8

	
305

	
56.9




	
  Male partner alone/others alone

	
421

	
37.8

	
220

	
37.3

	
201

	
34.2
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Figure 1. Proportion of women using contraceptive methods by contraceptive type in Kagera and Mara regions, Tanzania (n = 1184). 
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Table 1. Characteristics of participantsin Kagera and Mara regions, Tanzania (n = 1184).
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Variable

	
n

	
%






	
  Age *

	

	




	
    15–24

	
496

	
41.9




	
    25–34

	
512

	
43.2




	
    35+

	
176

	
14.9




	
  Education *

	

	




	
    No education

	
234

	
19.8




	
    Primary and above

	
950

	
80.2




	
  State of being in union with male Partner *

	

	




	
    Not in union

	
143

	
12.1




	
    In union

	
1004

	
84.8




	
  Parity *

	

	




	
    1

	
246

	
20.8




	
    2–4

	
544

	
45.9




	
    5+

	
394

	
33.3




	
Maternity Care Utilization




	
  Antenatal care attendance *

	

	




	
    Never

	
68

	
5.7




	
    1–3 visits

	
485

	
41.0




	
    4+ visits

	
631

	
53.3




	
  Family planning counselling during antenatal care **

	

	




	
    No

	
444

	
37.5




	
    Yes

	
738

	
62.3




	
  Discussed family planning with community health worker *

	

	




	
    No

	
1082

	
91.4




	
    Yes

	
102

	
8.6




	
  Discussed family planning with facility based health worker *

	

	




	
    No

	
751

	
63.4




	
    Yes

	
433

	
36.6




	
  Partner accompany to ANC **

	

	




	
    No

	
497

	
42.0




	
    Yes

	
680

	
57.4




	
  Partner participated in family planning counselling **

	

	




	
    No

	
1064

	
89.9




	
    Yes

	
120

	
10.1




	
Knowledge On Family Planning




	
  Being able to mention at least one family planning method *

	

	




	
    Not able to mention any method

	
211

	
17.8




	
    Mentioned at least one method

	
964

	
81.4




	
  Exposure to media *

	

	




	
    No exposure to tv, radio & newspapers

	
291

	
24.6




	
    Exposed to at least one media source

	
659

	
55.7




	
Gender Related Factors




	
  Discuss family planning with partner **

	

	




	
    No

	
553

	
46.7




	
    Yes

	
328

	
27.7




	
    Opted not to disclose whether they discussed or not

	
303

	
25.6




	
  Need husband/partner’s approval to use family planning **

	

	




	
    No

	
248

	
21.0




	
    Yes

	
929

	
78.5




	
  Decision-making in healthcare *

	

	




	
    Woman alone

	
175

	
14.8




	
    Jointly

	
581

	
49.1




	
    Male partner alone/others alone

	
421

	
35.6








Not all variables add up to the total population because of missing observations. * Similar to variables reported in TDHS 2015/2016. ** Not reported in TDHS 2015/2016.













 





Table 2. Bivariate and multivariate logistic regression analysis examining factors associated with modern family planning use in Kagera and Mara regions, Tanzania (n = 1067).
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Variable

	
Family Planning Use

	
Bivariate

	

	
Multivariate




	
Yes

	
%

	
OR (95% CI)

	
p-Value

	
aOR (95% CI)






	
Age

	

	

	

	

	




	
  15–24

	
155

	
31.3

	
1

	

	
1




	
  25–34

	
176

	
34.4

	
1.17(0.88–1.54)

	
0.29

	
1.34 (0.91–1.99)




	
  35+

	
47

	
26.7

	
0.78 (0.51–1.17)

	
0.23

	
0.91 (0.53–1.58)




	
Education

	

	

	

	

	




	
  No education

	
56

	
23.9

	
1

	

	
1




	
  Primary and above

	
322

	
33.9

	
1.52 (1.06–2.19)

	
0.02

	
1.66 (1.01–2.73)




	
State of being in union/or not *

	

	

	

	

	




	
  Not in union

	
37

	
25.9

	
1

	

	
1




	
  In union

	
335

	
33.4

	
1.61 (1.04–2.47)

	
0.03

	
1.86 (1.02–3.42)




	
Region

	

	

	

	

	




	
  Mara

	
150

	
25.3

	
1

	

	
1




	
  Kagera

	
228

	
38.6

	
1.96(1.34–2.89)

	
0.001

	
1.65 (0.89–3.04)




	
Parity

	

	

	

	

	




	
  1

	
72

	
29.3

	
1

	

	




	
  2–4

	
188

	
34.6

	
1.31 (0.92–1.87)

	
0.13

	




	
  5+

	
118

	
30.0

	
1.11 (0.76–1.62)

	
0.58

	




	
Antenatal care attendance

	

	

	

	

	




	
  Never

	
24

	
35.3

	
1

	

	




	
  1–3

	
137

	
28.3

	
0.83 (0.47–1.47)

	
0.53

	




	
  4+

	
217

	
34.4

	
1.05 (0.60–1.83)

	
0.88

	




	
Family planning counseling during antenatal care *

	

	

	

	

	




	
  No

	
84

	
18.9

	
1

	

	
1




	
  Yes

	
293

	
39.7

	
3.01 (2.22–4.09)

	
<0.001

	
2.68 (1.78–4.05)




	
Discussed family planning with community health worker

	

	

	

	

	




	
  No

	
317

	
29.3

	
1

	

	
1




	
  Yes

	
61

	
59.8

	
3.42 (2.18–5.38)

	
<0.001

	
4.59 (2.53–8.33)




	
Discussed family planning with facility health worker

	

	

	

	

	




	
  No

	
167

	
22.2

	
1

	

	
1




	
  Yes

	
211

	
48.7

	
3.88 (2.91–5.18)

	
<0.001

	
1.93 (1.29–2.90)




	
Partner company to antenatal care *

	

	

	

	

	




	
  No

	
129

	
26

	
1

	

	
1




	
  Yes

	
245

	
36

	
1.43 (1.08–1.89)

	
0.01

	
1.26 (0.84–1.90)




	
Partner participated in family planning counseling

	

	

	

	

	




	
  No

	
307

	
28.9

	
1

	

	
1




	
  Yes

	
71

	
59.2

	
4.03 (2.62–6.19)

	
<0.001

	
0.97 (0.56–1.67)




	
Being able to mention at least one family planning method

	

	

	

	

	




	
  Not able to mention any family planning method

	
50

	
23.7

	
1

	

	
1




	
  Mentioned at least one family planning method

	
328

	
34.0

	
1.63 (1.12–2.37)

	
0.01

	
1.10 (0.66–1.83)




	
Exposure to media *

	

	

	

	

	




	
  No exposure to tv, radio & newspapers

	
85

	
29.2

	
1

	

	




	
  Exposed to atleast one media source

	
237

	
36.0

	
1.19 (0.85–1.66)

	
0.32

	




	
Discussed family planning with partner

	

	

	

	

	




	
  No

	
63

	
11.4

	
1

	

	
1




	
  Yes

	
119

	
36.3

	
3.72 (2.52–5.49)

	
<0.001

	
3.22 (1.99–5.21)




	
  Opted not to disclose

	
196

	
64.7

	
27.51 (17.53–43.17)

	
<0.001

	
24.19 (13.62–42.95)




	
Need husband/partner approval to * use family planning

	

	

	

	

	




	
  No

	
67

	
27

	
1

	

	




	
  Yes

	
307

	
33.1

	
1.25 (0.89–1.74)

	
0.20

	




	
Decision-making in healthcare *

	

	

	

	

	




	
  Woman alone

	
126

	
33.7

	
1

	

	




	
  Jointly

	
86

	
23.0

	
0.97 (0.67–1.41)

	

	
0.87




	
  Male partner alone/others alone

	
162

	
43.3

	
1.01 (0.73–1.40)

	

	
0.94




	
Random effects




	
  (ςu)2

	
0.94




	
  ICC

	
0.23




	
Model fitness




	
  Likelihood value

	
−448.67








* Do not add up to 378 for family planning use because of missing observations.
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