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Abstract
Background
An unmet need for contraception is associated with unintended pregnancy and adverse maternal and childhood outcomes. Family planning counselling is linked with reduced unmet need for contraception. However, evidence is lacking in Ethiopia on the impact of integrated family planning counselling on the unmet need for contraception. This study aimed to examine the association between family planning counselling and the unmet need for contraception in Ethiopia.

Methods
We used community-based prospective cohort study data from a nationally representative survey conducted by Performance Monitoring for Action Ethiopia between 2019 and 2020. Women who had received three maternal and child health (MCH) services (n = 769) - antenatal care (ANC), facility delivery and child immunisation - were included in this study. The primary exposure variable was family planning counselling provided during the different MCH services. A weighted modified Poisson regression model was used to estimate the adjusted relative risk (aRR) of the unmet need for contraception.

Results
The prevalence of family planning counselling during ANC, prior to discharge, and child immunisation was 22%, 28%, and 28%, respectively. Approximately one-third (34%) of the women had an unmet need for contraception. Family planning counselling prior to discharge from the facility was associated with reductions in the unmet need for contraception (aRR 0.88; 95% CI 0.67, 1.16). The risk of unmet need for contraception was 31% (aRR 0.69; 95% CI 0.48, 0.98) less likely among women who had received family planning counselling during child immunisation services. However, family planning counselling during ANC was associated with an increased unmet need for contraception (aRR 1.24; 95% CI 0.93, 1.64).

Conclusion
Strongest evidence was observed for moderate associations between reductions in the unmet need for contraception and family planning counselling during the provision of child immunisation services in Ethiopia.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s13690-023-01096-1.
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Background
An unmet need for contraception is linked with unintended pregnancy and adverse consequences on mothers and birth outcomes [1, 2]. Conceptually, unmet need is defined as not wanting to become pregnant but not using contraceptive methods while interested in using [3]. Practically, the retrospective approach, used by the Demographic and Health Survey (DHS), has been used for estimating the unmet need for contraception for a long time [4, 5]. However, as this approach estimates unmet needs based on the intendedness of the last birth, it does not reflect the current risk of unintended pregnancy [5]. Due to this reason, the retrospective approach underestimates the unmet need for contraception among women in the postpartum period [6]. The current status approach is another alternative used to estimate an unmet need for contraception among women in the postpartum period, which assumes women as having an unmet need for contraception if they resume sexual intercourse and menstrual cycle following their recent birth and do not want subsequent pregnancy within 24 months, but are not using any contraceptive methods [7]. Evidence indicated that this approach demonstrates conservative estimates of the unmet need for contraception [6, 7].
The unmet need for contraception is one of family planning programs’ core performance and advocacy indicators [8]. Globally, the unmet need for contraception has declined in the past decades [9], although still, 257 million women have an unmet need for modern contraception [10], of which three-fourths of them are from low-and middle-income countries (LMICs) [2]. The unmet need for contraception is linked with unintended pregnancy [1, 11], which in turn leads to adverse perinatal outcomes, including abortion, stillbirth, preterm birth, low birth weight, and neonatal mortality [2]. About half (49%) of pregnancies in LMICs are unintended [2]. A study conducted on 36 LMIC’s using DHS data indicated that above 65 per cent of women with unintended pregnancies were either non-contraceptive user or traditional method users [12]. The unmet need for contraception also contributes to high fertility and population growth rates [13]. This decreases women’s opportunity to participate in economic and educational activities [13].
Ethiopia is one of the low-income countries with the highest fertility and population growth rates and an unmet need for contraception [14]. According to the Ethiopian Demographic and Health Survey (EDHS), 2016, 22% of women of reproductive age had an unmet need for contraception [14]. However, other studies have suggested that women in the postpartum period have a higher unmet need for contraception, ranging from 37 to 47% [15, [16]. The gradual improvement in knowledge of contraceptive methods over time has positively influenced families to use family planning methods, though there are variations across countries, regions or communities [17]. Current evidence in LMICs indicated that fears of side effects and infrequent sex are the commonest reason for not using the contraceptive methods [18, 19]. Similarly, in Ethiopia, fear of side effects or health concerns and not resuming sexual intercourse and/or menstrual cycles are the commonest reasons cited by most women for not using contraceptive methods [20]. Nevertheless, these reasons could be prevented by providing continuous and quality family planning counselling. Evidence indicated that postpartum family planning counselling is associated with reduced unmet need for contraception [21]. A study from Nepal showed that women who received family planning counselling during either pre-discharge or post-discharge period were less likely to have the unmet need in the postpartum period than women who did not receive counselling [21]. Additionally, women who received family planning counselling in both the pre-and post-discharge period were less likely to have unmet needs than women who had not received counselling [21]. However, evidence is lacking in Ethiopia on the impact of family planning counselling during the maternal and child health services on the unmet need for contraception. This study examined the relationship between family planning counselling provided during the MCH services and the unmet need for contraception among women in the postpartum period in Ethiopia.

Methods
Study design and setting
We used a Performance Monitoring for Action (PMA) Ethiopian panel survey data, a national community-based cohort study conducted in five regional states - Tigray, Amhara, Oromia and South National, Nationalities and People (SNNPR), and Addis Ababa city. The survey used stratified multistage cluster sampling in the four regional states - Tigray, Amhara, Oromia and SNNPR - where each regional state was stratified into urban and rural strata. In contrast, the survey used a multistage cluster sampling technique without stratification in Afar and Addis Ababa. In the first stage, 265 enumeration areas (EA) created by the Ethiopia Central Statistical Agency were randomly selected as primary sampling units proportional to size. For the selected EA, household listings were developed by the survey team to serve as a sampling frame. In the second stage, a fixed number of 35 households per EA were randomly selected from the newly created household listings. Finally, all women within the selected households were screened for pregnancy status.

Study population
The study population was women in the postpartum period who had received the three MCH services. Of the 2,238 women enrolled at the baseline interview, 1882 completed the follow-up interviews. Exclusion of 990 women who did not receive the MCH service and 24 women who were unmarried or not in union resulted in an analytical sample of 868 women, corresponding to a weighted sample of 769 women in the postpartum period (Fig. 1).
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Fig. 1The sample selection process of the study



Data collection procedure
The baseline interview was conducted from September to December 2019 by trained resident enumerators (RE). The REs regularly monitored women’s deliveries and conducted follow-up interviews at approximately six weeks and six months postpartum between March and December 2020. In March, data collection was paused due to the COVID-19 restrictions in the country, but data collection resumed in July.
Women’s sociodemographic characteristics and family planning counselling during ANC were collected at the baseline interview. Family planning counselling during ANC (occurring after the baseline interview) and prior to discharge, pregnancy outcomes, and contraceptive uptake were collected at the six-week follow-up interview. Family planning counselling during child immunisation and modern contraceptive uptake during the first six months were captured at the six-month follow-up interview. All data were self-reported.

Variables
Outcome variable
An unmet need for contraception among postpartum women was the main outcome variable, as defined by the current status approach [6]. To determine the unmet need for contraception, we classified women as follows: If they are not postpartum amenorrheic and not using contraception, and have a risk of unintended pregnancy or unknown risk, or if they are postpartum amenorrheic, not using contraception, and have a risk of unintended pregnancy or unknown risk and not fulfilled the LAM defacto criteria (Fig. 2). We assessed the risk of unintended pregnancy based on women’s sexual history in the three months prior to the survey and their desire for another child within 24 months. Those who have had sexual intercourse in the past three months but do not want another child within 24 months were categorised as having a risk of unintended pregnancy, while those with unknown information about their sexual history and their next plan for another child within 24 months were classified as having an unknown risk. Additionally, we estimated exclusive breastfeeding using a 24-hour recall of the child’s feeding practices and considered women to fulfil the defacto LAM criteria if they were amenorrheic, 3–6 months postpartum following the recent birth, and exclusively breastfeeding [22].
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Fig. 2Definition of unmet need for contraception among women in the postpartum inEthiopia using the current status approach



Exposure variable
Family planning counselling was the primary exposure variable and was self-reported by the study participants. Counselling provided during ANC was captured both at baseline and by six-week follow-up interviews. Counselling provision status prior to discharge from the facility was captured by a six-week follow-up interview. Moreover, information on the provision of counselling during the child immunisation was captured at the time of the six-month follow-up interview as child immunisations are provided between the first six weeks and six months postpartum.


Covariates
We controlled for various sociodemographic and childbearing characteristics, as well as health service utilization variables. Sociodemographic factors included household wealth status, women’s age, the highest level of education attained by the women, place of residence, and religion. Childbearing characteristics included parity, pregnancy intention of the most recent birth, and any experience of complications during the pregnancy and delivery. Additionally, health service utilization factors included the type of skilled health assistant during pregnancy and delivery, as well as the type of health facility where the delivery took place. A complete list and detailed definitions of the adjustment variables are found in the supplementary material (Additional file 1).

Statistical analysis
We used a generalised linear regression model (GLM) fitted using a weighted modified Poisson distribution with a log link function to examine the association between family planning counselling provision during the MCH services and the unmet need for contraception among women in the postpartum period. We adjusted for maternal sociodemographic and childbearing characteristics and health service utilisation-related factors. All statistical analysis was carried out using Stata 16 [23].


Results
A total of 769 women in the postpartum period who had received the three MCH services were included (Fig. 1). Approximately three-fifths (62%) of women were rural residents, and two-fifths of them had primary education of the highest level. Of the participants, 424 (55%) and 319 (42%) reported as they had experienced any complications during the recent pregnancy and delivery, respectively (Table 1). Of the participant women, 166 (22%) received family planning counselling during ANC visits, 212 (28%) prior to discharge from the facility and 215 (28%) during child immunisation. Women living in rural areas had received relatively more family planning counselling throughout the different MCH services (Table 1).
Table 1Characteristics of study participants by family planning counselling provided at the different maternal and child health services (n = 769), Ethiopia, 2019–2020


	Variable
	Category
	Total samples
N = 769
	Family planning counselling

	During ANC
N (%)
166 (22)
	Prior to discharge
N (%)
212 (28)
	During child immunisation
N (%)
215 (28)

	Household wealth index
	Lowest
	172 (22)
	48 (28)
	46 (27)
	49 (28)

	Middle
	313 (41)
	79 (25)
	99 (32)
	81 (26)

	Highest
	283 (37)
	39 (14)
	67 (24)
	85 (30)

	Residence
	Urban
	293 (38)
	48 (16)
	76 (26)
	80 (27)

	Rural
	476 (62)
	118 (25)
	136 (29)
	135 (28)

	Living jurisdiction
	Tigray
	65 (8)
	14 (22)
	20 (30)
	20 (31)

	Afar
	1
	0
	0
	0

	Amhara
	192 (25)
	44 (23)
	37 (19)
	29 (15)

	Oromia
	299 (39)
	42 (14)
	80 (27)
	89 (30)

	SNNPR
	163 (21)
	53 (32)
	57 (35)
	58 (36)

	Addis Ababa
	49 (6)
	13 (25)
	18 (37)
	18 (36)

	Women’s age
	< 25 years
	275 (36)
	49 (18)
	74 (27)
	80 (29)

	25–29 years
	262 (34)
	58 (22)
	74 (28)
	72 (27)

	30–34 years
	130 (17)
	32 (25)
	33 (25)
	36 (27)

	≥ 35 years
	101 (13)
	27 (27)
	30 (30)
	29 (29)

	Women’s highest educational attainment
	Not educated
	218 (28)
	51 (23)
	54 (25)
	45 (20)

	Primary
	308 (40)
	64 (21)
	90 (29)
	98 (32)

	Secondary
	243 (32)
	50 (22)
	68 (29)
	72 (30)

	Religion
	Orthodox
	355 (46)
	80 (22)
	102 (29)
	94 (26)

	Muslim
	226 (29)
	42 (19)
	54 (24)
	63 (28)

	Protestant
	172 (22)
	42 (24)
	50 (29)
	58 (34)

	Other
	16 (2)
	2
	6
	0

	Parity
	Nulliparity
	247 (32)
	34 (14)
	48 (19)
	80 (29)

	Primiparity
	175 (23)
	44 (25)
	58 (33)
	53 (30)

	Multiparity
	245 (32)
	64 (26)
	77 (31)
	63 (26)

	Grand multiparity
	102 (13)
	23 (23)
	29 (28)
	29 (28)

	Pregnancy intention
	Intended
	545 (71)
	121 (22)
	149 (27)
	148 (27)

	Unintended
	224 (29)
	45 (20)
	63 (28)
	67 (30)

	Antenatal care provider
	HP1
	507 (66)
	75 (15)
	125 (25)
	139 (27)

	HEWs2
	55 (7)
	21 (38)
	24 (43)
	21 (38)

	Both
	207 (27)
	70 (34)
	63 (30)
	55 (27)

	Pregnancy complication
	No
	344 (45)
	81 (24)
	102 (30)
	99 (29)

	Yes
	424 (55)
	84 (20)
	110 (26)
	115 (27)

	Type of facility where given delivery
	Health centre
	440 (57)
	112 (25)
	118 (27)
	125 (28)

	Hospital
	295 (38)
	48 (16)
	85 (29)
	80 (27)

	Other facilities
	34 (4)
	5
	9
	9

	The type provider assisted the delivery
	Nurse/Midwife/HEWs
	348 (45)
	82 (24)
	103 (29)
	97 (28)

	Skilled provider can’t distinguish
	275 (35)
	60 (22)
	61 (22)
	71 (26)

	Doctor
	146 (19)
	29 (20)
	50 (35)
	50 (34)

	Complication during delivery
	No
	450 (58)
	100 (22)
	126 (28)
	131 (29)

	Yes
	319 (42)
	65 (21)
	86 (27)
	84 (26)

	Caesarean-section delivery
	No
	692 (90)
	150 (22)
	174 (25)
	191 (28)

	Yes
	77 (10)
	15 (20)
	38 (50)
	24 (31)




In this study population, 234 (34%) women had an unmet need for contraception. The adjusted models showed that the risk of an unmet need for contraception was 12% less among women who had received family planning counselling prior to discharge than women who did not receive counselling (aRR 0.88; 95% CI 0.67, 1.16). Women who had received family planning counselling during child immunisation were 31% less at risk of having an unmet need for contraception than women who did not receive counselling during child immunisation (aRR 0.69; 95% CI 0.48, 0.98). However, women who had received family planning counselling during ANC had a 24% higher risk of an unmet need for contraception than women who did not receive counselling during ANC (aRR 1.24; 95% CI 0.93, 1.64) [Table 2]. However, the effect estimates for family planning counselling during ANC and prior to discharge were not precise (wide confidence interval).
Table 2Association between family planning counselling during the maternal and child health services and unmet need for contraception among women in the postpartum, Ethiopia, 2019–2020


	Timing of family planning counselling
	Response
	Unmet need for contraception
	RR (95% CI)*

	Yes
	No
	Unadjusted (n = 768)
	Adjusted (n = 760)**

	ANC
	Yes
	67 (41)
	98 (59)
	1.25 (0.95, 1.66)
	1.24 (0.93, 1.64)

	No
	195 (32)
	408 (68)
	1
	1

	Prior to discharge
	Yes
	69 (33)
	143 (67)
	0.94 (0.71, 1.25)
	0.88 (0.67, 1.16)

	No
	192 (35)
	364 (67)
	1
	1

	Child immunisation
	Yes
	56 (26)
	159 (74)
	0.70 (0.50, 0.98)
	0.69 (0.48, 0.98)

	No
	205 (37)
	348 (63)
	1
	1


ANC-Antenatal care, *RR – Relative Risk, CI- confidence interval
**Adjusted for household wealth status, residence, maternal age, maternal education, maternal religion, living jurisdiction (Afar was excluded), parity, pregnancy intention, type of provider who assist during recent pregnancy and delivery, type of facility where given birth, complication during pregnancy and delivery, and mode of delivery for the recent birth




Discussion
This study determined the unmet need for contraception among postpartum women in Ethiopia and examined the association between receiving family planning counselling during the different MCH service contact points and the unmet need for contraception in the postpartum period. To our knowledge, this is the first study to examine the association between family planning counselling and the unmet need for contraception at the national level in Ethiopia. Our findings revealed that family planning counselling prior to discharge from the facility was associated with reducing the unmet need for contraception among women in the postpartum period. Moreover, family planning counselling during child immunisation was associated with reducing the unmet need for contraception. Similar to our study, a study from Nepal reported that family planning counselling provided pre- or post-discharge following delivery was associated with reduced unmet need for contraception in the postpartum period [21]. This is because family planning counselling services help dispel women’s misconceptions, increase women’s knowledge of contraceptive methods, help generate demand, facilitate informed decision-making, confer better contraceptive utilisation, and thereby lower the unmet need for contraception among those sexually active women who do not intend to get pregnant [24, 25]. Hence these findings highlighted the importance of strengthening the provision of integrated family planning counselling following childbirth across different contact points in the postpartum period.
Although this study found that family planning counselling during antenatal care (ANC) was associated with an increased risk of unmet contraceptive needs among postpartum women, the effect estimate was imprecise. This suggests that while family planning counselling during ANC may increase women’s demand for contraception, it may not necessarily result in the use of contraceptive methods. Sociocultural barriers such as religion and husband or family disapproval could hinder women from using contraceptive methods even after receiving counselling [14, 26]. Additionally, many postpartum women perceive a low risk of pregnancy during the first six months, which may prevent them from utilizing contraceptive methods even after counselling. Studies in Ethiopia have found that women in the postpartum period cite a low perception of pregnancy risk as a major reason for not taking up modern contraceptive methods [15, 27]. These findings suggest that family planning counselling should continue throughout maternal and child health services contact points to ensure that women use contraceptive methods as early as possible before the initiation of sexual intercourse following childbirth.
Ethiopia’s National Family Planning guideline recommends integrating family planning at all health service contact points [28, 29]. Nevertheless, this study revealed that only 22–28% of women received family planning counselling at all three contact points. The unmet need for contraception was 34%. Overall, poor awareness of the National Family Planning Guidelines by health care providers, care providers’ heavy caseloads, and inadequate resources, including materials for information, education and communication, likely contribute to low family planning counselling coverage [30–32]. Further research is recommended to explore why healthcare providers fail to provide integrated family planning counselling. Effectively using the opportunities of the maternal and child continuum of care to provide integrated family planning counselling and services would be an advantage in Ethiopia. The government, NGOs and other stakeholders may target continuous training for health care providers on integrated family planning counselling and regularly supervise, monitor, and evaluate health care workers’ performance. Moreover, healthcare workers also need to be compliant with offering integrated client-centred family planning counselling at all health service contact points dictated by government policy.
Unlike previous studies, we used the current status definition to estimate the unmet need for contraception, which helps understand the current risk of unintended pregnancy. This study used a cohort study design which allows the collection of exposure variables before outcome ascertainment. Additionally, this study’s analysis was based on national community-based representative data, making our findings nationally generalizable. Despite its strengths, this study also had several limitations. Family planning counselling was self-reported, which might result in recall bias. This study included family planning counselling received from healthcare workers during maternal and child health services. However, women might have received family planning counselling through other means such as media outlets or social media, or to some degree, they might have benefited from family planning counselling received before the recent pregnancy. In this study, approximately 16% of women were lost to follow-up. It is important to consider the potential impact of this loss on the results, as these women may have different fertility behaviours. The unmet need for contraception and associated family planning counselling may differ if these women were included in the analysis. Moreover, since this study was conducted among women who had access to a health facility, the findings may not be generalizable to all postpartum women. Women who did not visit a health facility for maternal and child health services could have different characteristics than those who did. Thus, the reported unmet need for contraception in this study may underestimate the true need, which could be higher among all postpartum women. Due to the unavailability of data, we did not assess supply-related factors, including the availability of contraception, healthcare workers’ knowledge and skills in counselling, family planning counselling quality, and women’s satisfaction with counselling services.

Conclusions
Although a substantial proportion of women had missed the opportunities to receive family planning counselling during the MCH services, counselling during the postpartum periods, such as prior to discharge from the facility and particularly during child immunisation, was associated with reducing the unmet need for contraception among women in the postpartum period in Ethiopia. In contrast, family planning counselling during ANC was associated with increasing the risk of an unmet need for contraception. There was a high prevalence of an unmet need for contraception among women in the postpartum period. Our findings suggest the need for strengthening family planning counselling integration with MCH services in Ethiopia to ensure improved contraceptive uptake, reduced unmet need for contraception and the likelihood of unintended pregnancy and improved perinatal outcomes.

Acknowledgements
The authors would like to thank PMA for allowing us to use the Ethiopian datasets, and we are also thankful to Mrs Ann Rogers, research program officer in PMA, for her unreserved support in responding to our subsequent enquiries on the dataset.

Author contributions
KBM analysed and interpreted the data and drafted the manuscript. All authors contributed to revising the manuscript. All authors read and approved the final manuscript.

Funding
The authors did not receive financial or material support for this study from any public or private organisation.

Data Availability
The datasets supporting the conclusions of this article are available in public open access in the PMA repository (https://​www.​pmadata.​org/​data/​request-access-datasets). Registration is required to get access.
Competing interests.
The authors declare that they have no competing interests.

Declarations
Competing interests
The authors declare no competing interests.

Ethical approval and consent to participate
Initially, the PMA collected the data after seeking ethical approval from the Johns Hopkins Bloomberg School of Public Health in Baltimore, Maryland (00009391) and Addis Ababa University, Addis Ababa, Ethiopia Institutional Review Boards (075/13/SPH), and obtaining oral informed consent from all study participants. However, as we conducted this study using publicly available secondary data, ethical approval did not require.

Consent for publication
Not applicable.


References
	1.
Wondie AG. The association between unmet need for contraception and unintended pregnancy among reproductive-age women in Ethiopia. Med Access @ Point Care. 2021;5:239920262110334.Crossref

	2.
Sully E, Biddlecom A, Darroch JE, Riley T, Ashford LS, Lince-Deroche N et al. Adding it up: investing in sexual and reproductive health 2019. 2020.

	3.
Robey B, Ross J, Bhushan I. Meeting unmet need: new strategies. Popul Rep Ser J Family Plann programs. 1996:1–35.

	4.
Westoff CF, Bankole A, Unmet need. 1990–4.Calverton, Maryland, USA: Macro International1995.

	5.
Bradley SEK, Croft TN, Fishel JD, Westoff CF. Revising unmet need for family planning. Maryland, USA: Calverton; 2012.

	6.
Moreau C, Shankar M, Helleringer S, Becker S. Measuring unmet need for contraception as a point prevalence. BMJ Glob Health. 2019;4:e001581.CrossrefPubMedPubMedCentral

	7.
Cleland John, Shah Iqbal H, Lenka B. A Fresh look at the level of Unmet need for Family Planning in the Postpartum Period, its causes and program implications. Int Perspect Sex Reproductive Health. 2015;41:155.Crossref

	8.
Andrzej K. Overcoming Family planning challenges in Africa: towards meeting unmet need and scale up service delivery. African Journal of reproductive Health; 2018.

	9.
Alkema L, Kantorova V, Menozzi C, Biddlecom A. National, regional, and global rates and trends in contraceptive prevalence and unmet need for family planning between 1990 and 2015: a systematic and comprehensive analysis. The Lancet. 2013;381:1642–52.Crossref

	10.
2022 USoWP. SEEING THE UNSEEN:The case for action in the neglected crisis of unintended pregnancy. UNFPA. 2022.

	11.
Babigumira JB, Vlassoff M, Ahimbisibwe A, Stergachis A. Surgery for Family Planning, Abortion, and Postabortion Care. In: Debas HT, Donkor P, Gawande A, Jamison DT, Kruk ME, Mock CN, editors. Essential surgery: Disease Control Priorities, Third Edition. Volume 1. Washington (DC): The International Bank for Reconstruction and Development / The World Bank; 2015.

	12.
Bellizzi S, Mannava P, Nagai M, Sobel HL. Reasons for discontinuation of contraception among women with a current unintended pregnancy in 36 low and middle-income countries. Contraception. 2020;101:26–33.CrossrefPubMed

	13.
Cleland J, Bernstein S, Ezeh A, Faundes A, Glasier A, Innis J. Family planning: the unfinished agenda. The Lancet. 2006;368:1810–27.Crossref

	14.
Central Statistical Agency - CSA/, Ethiopia ICF. Ethiopia Demographic and Health Survey 2016. Addis Ababa, Ethiopia: CSA and ICF; 2017.

	15.
Embafrash G, Mekonnen W. Level and Correlates of Unmet Need of Contraception among Women in Extended Postpartum in Northern Ethiopia. Int J Reprod Med. 2019; 2019:6351478.

	16.
Tegegn M, Arefaynie M, Tiruye TY. Unmet need for modern contraceptives and associated factors among women in the extended postpartum period in Dessie town, Ethiopia. Contracept Reproductive Med. 2017;2:21.Crossref

	17.
Tsui AO, Brown W, Li Q. Contraceptive practice in sub-saharan Africa. Popul Dev Rev. 2017;43:166.CrossrefPubMedPubMedCentral

	18.
Moreira LR, Ewerling F, Barros AJD, Silveira MF. Reasons for nonuse of contraceptive methods by women with demand for contraception not satisfied: an assessment of low and middle-income countries using demographic and health surveys. Reproductive Health. 2019; 16.

	19.
Sedgh G, Ashford LS, Hussain R. Unmet need for contraception in developing countries: examining women’s reasons for not using a method. 2016.

	20.
Zimmerman LA, Sarnak DO, Karp C, Wood SN, Yihdego M, Shiferaw S, et al. Measuring experiences and concerns surrounding contraceptive induced side-effects in a nationally representative sample of contraceptive users: evidence from PMA Ethiopia. Contraception: X. 2022;4:100074.CrossrefPubMed

	21.
Puri MC, Huber-Krum S, Canning D, Guo M, Shah IH. Does family planning counseling reduce unmet need for modern contraception among postpartum women: Evidence from a stepped-wedge cluster randomized trial in Nepal. PLoS ONE. 2021; 16.

	22.
World Health Organization. Family planning: a global handbook for providers: evidence-based guidance developed through worldwide collaboration2018.

	23.
StataCorp L. Stata Statistical Software. Release 16.[software]. College Station, TX. Stata Press. Available at: https://​www.​stata.​com/​. Accessed September; 2019.

	24.
Dehlendorf C, Fitzpatrick J, Fox E, Holt K, Vittinghoff E, Reed R, et al. Cluster randomized trial of a patient-centered contraceptive decision support tool. My Birth Control American Journal of Obstetrics and Gynecology. 2019;220:565e1–e12.Crossref

	25.
Dehlendorf C, Krajewski C, Borrero S. Contraceptive counseling: best practices to ensure quality communication and enable effective contraceptive use. Clin Obstet Gynecol. 2014;57:659–73.CrossrefPubMedPubMedCentral

	26.
Bekele D, Surur F, Nigatu B, Teklu A, Getinet T, Kassa M, et al. Contraceptive prevalence rate and associated factors among reproductive age women in four emerging regions of Ethiopia: a mixed method study. Contracept Reprod Med. 2021;6:18.CrossrefPubMedPubMedCentral

	27.
Gejo NG, Anshebo AA, Dinsa LH. Postpartum modern contraceptive use and associated factors in Hossana town. PLoS ONE. 2019;14:e0217167.CrossrefPubMedPubMedCentral

	28.
The Federal Democratic Republic of Ethiopia MoH. National Reproductive Health Strategy 2016–2020. Federal Ministry of Health (FMOH) Addis Ababa, Ethiopia; 2016.

	29.
The Federal Democratic Republic of Ethiopia MoH.National Guideline for Family Planning Services in Ethiopia. 2020.

	30.
Tafese F, Woldie M, Megerssa B. Quality of Family Planning Services in Primary Health Centers of Jimma Zone, Southwest Ethiopia. Ethiop J Health Sci. 2013; 23.

	31.
Tessema GA, Mahmood MA, Gomersall JS, Assefa Y, Zemedu TG, Kifle M, et al. Client and facility level determinants of quality of care in family planning services in Ethiopia: Multilevel modelling. PLoS ONE. 2017;12:e0179167.CrossrefPubMedPubMedCentral

	32.
Tessema GA, Gomersall JS, Laurence CO, Mahmood MA. Healthcare providers’ perspectives on use of the national guideline for family planning services in Amhara Region, Ethiopia: a qualitative study. BMJ Open. 2019;9:e023403.CrossrefPubMedPubMedCentral



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.
Footnotes
1 HP-Trained Healthcare workers.

 

2 HEWs-Health Extension Workers.
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