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Background: Discontinuation of contraception for reasons other than wanting to become pregnant is a public health concern as it
affects women’s autonomy in sexual and reproductive health decision making as well as gender equality. Studies identified various
factors, including community perception and users’ dissatisfaction that limited the reach and impact of contraceptives, primarily
LARCs, on women’s wellbeing. In Ethiopia, however, the reasons for early discontinuation of LARCCs are not adequately explored.
Against this backdrop, this study explores the main reasons for the early discontinuation of LARCs among Ethiopian women in
selected public health facilities.

Methods: This study used an institution-based qualitative study design and covered selected university hospitals and health centers in
Addis Ababa, Gondar, Mekelle, and Jimma. It involved in-depth interviews with 29 women aged 15-49 to gather data and explore the
decision-making processes involved in the early discontinuation of LARCs. It used description, narration and thematic interpretation as
data analysis procedures.

Results: Interviewees reported several reasons for early discontinuation of LARCs, including side effects (eg, weight gain/loss, heavy
menses, tiredness, and reduced libido), desire to conceive, and husbands’ disapproval. This study found that women were sufficiently
aware of alternative contraceptives, including LARCs. Many reported experimenting before deciding on an option. Conversely, others’
reports reveal the influences of gender roles and community misconceptions on women’s decisions to discontinue LARCs.
Discussion and Implications: The common threads in interviewees’ narratives highlight the significance of traditional values,
gender roles, community perception, and experience with side effects to women’s early discontinuation of LARCs. This study
concludes with remarks on how to improve the effectiveness of family planning programming by adopting the gender transformative
approach (GTA) in their design and implementation.
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Introduction

Globally, 90% of abortions happen due to unintended pregnancy, and in the remaining cases, it results in increased
adverse maternal and infant health and socioeconomic outcomes.' Increasing access to effective contraceptives could
mitigate this pressing global public health problem to a greater extent.”

In 2019, 76% of women of reproductive age (15-49) met their family planning needs with modern contraceptive
methods.” Amongst these, almost equal percentages use Long-Acting (45.2%) and Short-Acting (46.1%) contraceptives,
while the remaining (8.7%) use traditional methods. Sub-Saharan Africa has a general contraceptive prevalence rate of
28%, with injectables being the dominant method (9.6%) and IUDs and Implants accounting for less than 5% - even
though LARCs are arguably the most effective method against unwanted pregnancy and their possible bad
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Authorities argued these advantages of LARCs should make them clear favorites among women with family planning
needs. On the back of this, multilateral organizations (eg, WHO) and governments of developing countries promote
LARGC: as effective strategies to implement family planning programs in the context of their unmet contraceptive needs,
limited resources, and high fertility rates.'®'?

Using LARCs reduces users’ visits to health providers to restock supplies, and implants and IUDs are usable for
almost all women, though this does not mean these methods are first choices for all women.'*'* A woman could
eliminate adherence and user dependence from the contraceptive effectiveness equation with a single act of motivation
for long-term use.'*'> Though the availability of LARCs has improved significantly over the years, their adoption has
only improved slightly while their early discontinuation remains consistently high.>%'*?* Studies show early disconti-
nuation is specifically high among users who practice contraception without sufficient knowledge that may result in
considerable misinformation and, in turn, dissatisfaction.”>**® And, the discontinuation of LARCS for reasons other than
wanting to become pregnant is a public health concern as it contributes to unplanned pregnancies, unwanted births, and
unsafe abortions.””*’ On the other hand, comprehensive information about contraception shapes women’s contraceptive
decision making abilities and behaviors.*® It is critical for users to consult with healthcare providers in choosing suitable
contraception to ensure their successful adoption.'®*'* Conversely, poor interactions with healthcare providers may
increase users’ dissatisfaction with and discontinuation of services.>> >*

In 2019, the prevalence of modern contraceptive use among Ethiopian women of reproductive age (15-49) was
41.4%."° There is significant variation among regions and localities (urban versus rural) and women’s characteristics,
including age, partner’s education, household wealth, number of children, and exposure to family planning information.*’
Injectables are the most popular choice among these women (27%). Implants and IUDs account for 9% and 2% of
contraceptives used with 11% and 9% discontinuation rate over 12 months, respectively.*'** The Ethiopian government
stresses improving LARCs accessibility as a strategy to improve maternal health and achieve the Sustainable
Development Goals.*> Though health promotion programs advocate LARCs for their efficacy with little demand for
strict user compliance, studies reported the tendency among health providers to force LARCs on users has been criticized
to contradict the right based family planning approach.***> Family planning service providers should focus on the
fertility intention of women and LARC side effects when counseling women for choice of contraceptives.*®*’ Health
promotion programs and agents should target the promotion of gender equality and improving women’s autonomy in
sexual and reproductive health decision making, which arguably increase their access to proper and effective contra-
ceptives and other health services thereby increasing their social, economic, and political roles, and personal

development.** 3!

With few and fragmented studies,**>*->

relevant, empirical and nuanced discussions on Ethiopian women’s personal
experiences with LARCs in the context of cultural, structural and institutional factors remain insufficient and insignif-
icant. It is against this backdrop that this study explores the lived experiences of 29 women from four major urban centers
of Ethiopia who discontinued LARCs within 12 months of initial use and interprets their developing narratives on

contextual factors.

Methods and Procedures

Study Design

This study is part of a broader study that employed an institution-based, multi-centered follow-up study design. It
employed a phenomenological approach to explore and interpret the lived experiences of women who discontinued
LARC:s within 12 months following method initiation. The authors conducted the fieldwork between March 2017 and
December 2018.

Study Area, Population, Sampling Procedure
This study involved 29 women in the reproductive age (15—49) who access family planning services in health centers
located in four urban centers of Ethiopia: Addis Ababa (St. Paul’s Hospital, and four health centers), Gondar
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(Comprehensive Specialized Hospital of the University of Gondar, and four health centers), Mekelle (Ayder Referral
Hospital and four health centers) and Jimma (The Teaching Hospital of Jimma University, and four health centers).

It specifically focused on users who, after initiation, discontinued LARCs within 12 months. The actual interviewees
were identified from the health facilities’ registers of users who discontinue LARCs during the follow-up period. After
excluding women who still use LARCs, 32 potential participants were purposefully selected for an in-depth interview,
representing evenly the four urban centers. During data collection, authors found that while 2 potential participants could
not avail themselves, 1 provided a faulty or obsolete contact address. After 3 attempts, interviews with the 3 were
abandoned. As a result, the data that informs this article drew on transcripts of 29 in-depth interviews.

Data Collection, Management, and Analyses

The authors conducted all in-depth interviews using a guide with unstructured question items. It contains sections with
informed consent, introduction, research questions on interviewees’ experiences with LARCs and discontinuation, and
wrap-up. The guide was developed in English first, and competent language experts translated it into three local
languages, ie, Amharic, Oromiffa, and Tigrigna.

Interview settings were identified in consultation with — at the convenience of interviewees — to promote rapport,
freedom of expression, and privacy. All interviews were conducted within one week following user discontinuation. All
interviews were conducted in the selected health facilities. All interviewees provided written consent to participate in the
study, and their conversations were audio-recorded. For each interview session, an assistant accompanied the interviewer
to take note of interviewees’ remarks, anecdotal expressions, and gestures that fed into a thick description of women’s
lived experiences.

At the end of each interview, interviewers and assistants discussed the session and complete an interview schedule
with reflections on its completeness, consistency, and recommendations for subsequent sessions. Audio recordings
were transcribed verbatim in the language used for the interview and translated into English by competent language
experts.

The English transcripts were imported to NVivo (v.12) software. The authors read and coded the transcripts using
a combination of research questions and core themes that emerged from interview schedules. The coding process was
iterative, whereby the authors discussed and refined codes from the initial seven transcripts. The coding of the remaining
22 transcripts used the coding template. A series of iterative and inductive coding produced a final list of codes, which
the authors organized under five main abiding concerns: knowledge, preference, attitude, early discontinuation, myths,
and realities.

Using these themes, authors conducted detailed descriptive write-ups with extended quotations and moderated code
synthesis, which they frequently verified through recursive readings of transcripts, codes, and interview schedules.

Results

This section presents the results of the qualitative descriptive analyses of 29 in-depth interviews with women aged 1549
under two subsections: (a) awareness and use of contraceptive use, as contraceptive behavior may largely reflect
knowledge on it; (b) reasons for discontinuation of LARCs. Table 1 presents details on the interviewees’ age, location,
and type of LARCs discontinued.

Table | Interviewees’ Sociodemographic Profiles

S.N Pseudo Name Age Study site Type of LARC Recently Used
| Adina 32 Gondar Implanon
2 Bethlehem 26 Gondar Implanon
3 Kuku 38 Gondar IUCD
4 Tihtina 28 Gondar Implanon
5 Zinash 31 Gondar IUCD
(Continued)
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Table | (Continued).

S.N Pseudo Name Age Study site Type of LARC Recently Used
6 Bezawit 30 Jimma Implanon
7 Nadya 35 Jimma IUCD

8 Birtukan 24 Jimma IUCD

9 Hiwot 34 Jimma Implanon
10 Lydia 30 Jimma Implanon
I Chaltu 38 Jimma Implanon
12 Tsigie 22 Jimma Jadelle
13 Meron 30 Jimma Implanon
14 Zemam 32 Mekelle Implanon
15 Abeba 28 Mekelle Implanon
16 Lemlem 30 Mekelle Implanon
17 Rosa 26 Mekelle Implanon
18 Haset 34 Mekelle Jadelle

19 Dina 30 Mekelle Implanon
20 Eyerusalem 29 Mekelle Implanon
21 Almsal 23 Mekelle Implanon
22 Tigist 27 Addis Ababa IUCD

23 Samrawit 25 Addis Ababa Implanon
24 Alem 33 Addis Ababa Implanon
25 Senayt 32 Addis Ababa Jadelle
26 Kibir 29 Addis Ababa IUCD
27 Tizita 30 Addis Ababa Implanon
28 Meselu 32 Addis Ababa Implanon
29 Meseret 26 Addis Ababa Implanon

Abbreviations: LARC, Long-Acting Reversible Contraception; IUCD, Intrauterine Contraceptive Device.

Awareness and Use of Contraceptive Methods
Study participants were reportedly aware of the uses and options of various family planning methods. All could identify
at least one contraceptive method, and most could describe the duration of action/efficacy or mode of administration of
several modern contraceptive methods. For instance, Meseret (26, Addis Ababa) states,

To prevent unwanted pregnancy, women can choose among several family planning methods. I know loop [Copper [UD], and
I do not specifically know their names, but others can be used for three months or three years. The ones used for three months and
three years are spacing methods, and loop [Copper IUD] is the best option if women do not want to have babies anymore.

While injectables (which interviewees refer to variously as “the one used for three months”, “injectable” or “Depo”™)
are the most frequently mentioned contraceptive, a few interviewees identified Copper IUD, implant, oral contraceptives,
and condoms as family planning methods available for use.

Some interviewees were able to identify as well as classify contraceptive methods in terms of their primary purposes:

If a mother wants to take good care of her children, the spacing contraceptive method is advisable. If she does not
want a child or has enough children and wants to avoid pregnancy, tubal ligation is the best option. But she has other
options in the loop [Copper IUD] or implant. For example, from my experience, I have been using implants after I gave
birth to my child.... Now my child has grown, and I am removing it to get pregnant (Abeba. 28, Mekelle).

Lemlem (30, Mekelle) concurs with Abeba (28, Mekelle):

If a mother plans to space pregnancy, she can use loop [Copper IUD] and that of 5 years Jadelle implant. For a mother who
would like to stop giving birth, tubal ligation is her best option.

But a few interviewees expressed mistaken views about specific contraceptive methods. For example, Meseret (26, Addis
Ababa) identified Copper IUD as preferable for women who want a contraceptive with a permanent effect. Others

44 https: Open Access Journal of Contraception 2023:14

Dove!


https://www.dovepress.com
https://www.dovepress.com

Dove Mihretie et al

thought implants limit childbirth and IUD avoid pregnancy permanently (eg, Birtukan. 24, Jimma), and Depo Provera
closes the cervix and causes infertility. For instance, Hiwot (34, Jimma) explains,

To space pregnancies, a woman can use contraceptives. To avoid pregnancy, she should use Depo. But if taken for an
extended period, Depo will close the cervix. I gave birth ten years ago, and I started using Depo. But my friends told me
it causes infertility. Then, I immediately shifted to implant.

Interviewees were variedly aware of LARCs. Meseret (26, Addis Ababa) described LARCs as “the methods that do
not require checking with health professionals for an extended time after use.” Informed about the advantages and
disadvantages, many consider LARCs a reliable and trusted method to avoid unwanted pregnancy. Samrawit (25, Addis
Ababa) elaborates,

LARCs have several advantages. For example, loop [Copper IUD] does not have hormonal effects. If I want to
conceive, I can remove it and conceive immediately. I do not see any disadvantage except a few irregular menses, which
accumulate blood. I do have concerns about this.... [Conversely,] you may forget to use short-acting methods, and
unwanted pregnancy may occur. But with implants, there is no such worry.... Previously, I used to take Depo/injection.
I experienced difficulty in conceiving after I stopped it.

Eyerusalem (29, Mekelle) compares LARCs with Depo (injection) and says,

I used Depo (injection) before and gained 5kg within three months. My menses were irregular, and I was usually
a nervous wreck. I used to fight a lot with my husband as well. Implanon has been comfortable for me.... I hear from
friends that Depo will cause infertility. It has not been my personal experience. Overall, I think it’s better to consult
health professionals about [options and] concerns.

Several reports also show interviewees’ awareness of when and why to use LARCs. For instance, Adina (32, Gondar)
says, “Couples should use these methods if they want to stay for a long period, or if they want to complete certain tasks
and they think having a child may be difficult before doing the task. The task can be business, education, building
a house.” She identifies Copper IUD as advisable for couples who plan to limit childbirth.

About implants, for instance, Meseret (26, Addis Ababa) comments, “One of my friends has been using it for about
ten years now. And implants prevent pregnancy for 3 or 5 years.” Comparatively, interviewees’ awareness of [lUDs was
relatively poor. Most interviewees could describe the correct site of administration and duration of action of implants, but
when it comes to IUDs, they struggle:

I do not know about IUDs. But I know about a contraceptive inserted under the arm. And that’s what I have been
using for one year now. It had side effects like menstrual disorders and headaches. Implants can serve for three years, but
I do not know for how long IUDs can be used (Zinash. 5, Gondar).

There are observable variations in interviewees’ awareness and knowledge of different contraceptive methods and
their uses, administration, and duration, on the one hand, and access to adequate and effective family planning education
and messaging, personal experimentation, and community awareness. Several interviewees shared misgivings, including,
for instance, that implants serve only for three years, Copper IUDs serve for a lifetime, etc. A few other interviewees
misunderstood the duration of action of LARCs, especially IUD: “The one [Copper IUD] inserted under the arm serves
for three- or five years”, says Bethlehem (26, Gondar). Chaltu (38, Jimma) adds, “[implant] under the arm and inside the
uterus are LARCs. Implant under the arm can serve for up to five years. I do not know about [implant] in the uterus and
for how long it serves.”

Many interviewees based their contraceptive choices on personal experimentations, information from health profes-
sionals, or opinions from friends and acquaintances’ personal experiences. For instance, Tigist (27, Addis Ababa)
decided on an option after consulting with “health providers [who] informed me about many available options.” Alem
(33, Addis Ababa) tells how she “had misgivings about IUD because people were talking about its difficulty. It was
frightening.” Birtukan (24, Jimma) experimented with IUD, though she discontinued it early as her husband disliked the
discomfort it created during sexual intercourse. Before she opted for IUD, Senayt (32, Addis Ababa) experimented with
various options:

I have two children.... After my firstborn, I started using Depo/injection. It caused massive vaginal bleeding. After 3
months, I stopped it and started using pills instead. The main side-effect of pills was the severe stomachache. Finally,
providers advised me to use IUD.
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With LARC:s, though interviewees appreciate their stress-free use, their lengthy duration has caused marital discord,
which, for Abeba, resulted in “my separation from my husband.” Abeba and Hiwot experienced health problems related
to LARCs, which led to their decision to discontinue. When asked if they will ever use LARCs, Hiwot (34, Jimma) says,
“Yes, if my condition improves”, and Abeba (28, Mekelle) retorts, “It threatened my health. I give priority to my health.
I don’t plan to use it again”. And then she implored, “Are you joking?! I will never use it again!”

Reasons for Early Discontinuation of LARCs

Women could discontinue LARCs early for various reasons, ranging from weight gain/loss, heavy menses, tiredness,
reduced libido, and marital discord to the desire to conceive. A combination of these factors could induce early
discontinuation, as Rosa’s case illustrates: “Many discontinue [LARCs] when they experience uncomfortable side effects
like weight gain, weight loss, and heavy menses. I decided to discontinue because I was feeling tired at work. [I] wanted
to conceive too” (Rosa. 26, Mekelle)

Senayt (32, Addis Ababa) situates early LARCs discontinuation within the context of many more others who did the
same:

Women discontinue contraceptives if they feel uncomfortable I mean, if they experience melanism, acne, or weight
change, they will not keep using it.... I decided [to discontinue LARCs] when I could not have menses for a very long
time. It felt uncomfortable to the extent that I did not feel like a woman. Moreover, I wanted to have a baby too.

Chaltu (38, Jimma) explained the health effects of implants that forced her to discontinue early:

I was sick while using it [implant]. My frequency and urgency to urinate increased. I also felt inflammation when
I release myself. I gradually grew febrile. I am a daily laborer, and it was not comfortable for me. The implant used to
make me nervous. The pain in that part of the arm was unbearable, especially when trying to lift heavy objects at work.

Hiwot (34, Jimma) discussed how her neighbor discontinued implants as she started “losing hair and weight and
displaying abnormal behaviors” while using them. She continues,

She was glad to discontinue it.... [As to me,] I decided to remove the implant when 1 felt its side-effects — numbness in my
upper extremities, headache, fatigue, and increased blood pressure.

Bezawit (30, Jimma) was very elaborate on the decision-making and early LARCs discontinuation processes:

[Some] contraceptives might not be suitable for some women. Their body weight might change significantly, or
menstrual bleeding may be frequent. When this happens, they may discontinue its use. I knew a woman who used
insertion [implant] under the arm. She removed it, for, she said, it caused frequent menstrual bleeding. Then she shifted
to injection [Depo Vera] immediately. Since the injection, none of the side-effects of insertion [implant] occurred....
I decided to remove it due to its side effects — loss of appetite and change of behavior. After I started using injections,
there were improvements, and my body recovered.

Though many interviewees stressed side effects as the main reasons for their early discontinuation of LARCs, not too
few others ended their exposition with an “I also wanted a baby” remark. Several women who discontinued LARCs early
claim to obtain superficial information on the use, duration, and requirements of LARCs from health providers. For
instance, Chaltu (38, Jimma) was not cautioned against heavy lifting during the few days following the implants. Chaltu
(38, Jimma) and other interviewees claim health centers usually advocate LARCs to all women with family planning
needs without detailing the side effects and precautions users must take. Interviewees (eg, Bethlehem (26, Gondar), Haset
(34, Mekelle), Dina (30, Mekelle), and Hiwot (34, Jimma)) were also critical of LARCs users who do not genuinely
engage with counselors to evaluate and match their contraceptive needs with available options and soon discontinue or
switch.

Many women experimented with different contraceptive methods before settling for the most convenient option.

Several interviewees stressed the impact husbands could have when and if they were involved in the discussion on
family planning with providers — which could reduce the prevalence of early discontinuation of LARCs due to external
pressures. Lemlem (30, Mekelle) explains,

My husband did not know that I began using implants. I was comfortable with the implant. He found out after four
months. He got angry and started nagging me to remove it, which continued until I finally gave in. I had to remove it
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because of my husband. He came with me to the health facility. He complained that he does not know anything about the
implant, and threatened to sue them if they do not remove it immediately.

Lemlem’s husband forced the early removal because “he wanted a child.” Her remark that she may use implants in
the future “if I can convince my husband” (Lemlem. 30, Mekelle) taps into the patriarchal values that undermine
women’s independence and control over their bodies and reproductive health rights.

Underlying these findings are community values, myths, and beliefs that affect contraceptive use or discontinuation.
Senayt (32, Addis Ababa) says there are rumors “that implants make a woman weak and unattractive to her husband [due
to excessive acne on the face], and most users will end up divorcing.” Hiwot (34, Jimma) adds, “people say it can cause
permanent baldness. Implants may be lost in the arm, leading to infertility.” Dina (30, Mekelle) elaborates on the sources
and impacts of community myths and beliefs about contraceptives:

People in our area have concerns about LARCs. Some people believe that [UDs may migrate to the abdomen - and
even to the brain - due to sexual activity. Others say IUDs may dislodge if a woman engages in sex multiple times
a night. The popular opinion about implants is they will be lost in the arm if done immediately after delivery.

These myths and beliefs also link contraceptive displacement with infertility, breast cancer, etc. The myth that LARCs
could cause infertility creates, Adina (32, Gondar) comments, “community misconceptions that lower contraceptives
use.” She continues, “[My] community values children as gifts of God”, and using contraceptives implies refusing God.
Whenever a woman struggles to conceive, Bethlehem (26, Gondar) comments, community myths associate it with her
history of contraceptive use. For Zemam (32, Mekelle), the interaction between religion and myths creates a powerful
barrier to contraceptive use, especially of LARCs: “My religion forbids contraceptives, and there are also myths that once
you use them, you will remain sterile (infertile) forever.”

Access to quality and relevant health information has helped many interviewees to dispel their community fears and
myths about contraceptive use. For instance, Samrawit (25, Addis Ababa) reiterates,

Some of my friends advised me against using an implant. They say it causes breast cancer, and I should remove it. I consulted

health providers who assured me these claims are unfounded....

In other words, evidenced information on family planning, framed in culturally sensitive formats, could improve how
women and their significant others view and use contraceptives. But as myths and beliefs are embedded in people’s
cultures and psyches, they may prove resistant to dramatic changes. Community health education and practices must be
relevant to the people for impact.

Discussion

The results of the qualitative study underlined the relevance of cultural and institutional factors as well as user
experience, desire to conceive, and partner opposition in the use, compliance, or discontinuation of contraceptives in
general and LARCs in particular among sexually active women in Ethiopian urban centers. It explored the lived
experiences of women who discontinue LARCs to document how contraceptives’ actual or perceived side effects affect
women’s choices and experiences. In this regard, the results confirm several studies.'”'®??

Women base their contraceptive choices on personal experiments, family and friends, religious and community
values, and health providers. Partners reportedly play significant roles in women’s decision to discontinue LARCs. At
times, health professionals encouraged women to consult with their partners regarding contraceptive use. Living in
a patriarchal society with conservative values about their sexuality, women might find it difficult to decide unilaterally on
childrearing or contraceptive use. Marriage is the union of a man and a woman in husband-and-wife roles — with the
man’s roles defined in broader terms of household management and decision-making. A patriarchal culture also treats
a childless marriage as an incomplete family. The purpose of family is procreation, whereby virility and fertility are
stressed, and sexual satisfaction is only secondary to this social role. Children are gifts of God, and more children mean
more grace — and improved status and prestige in the eyes of the community. In light of this, health providers and family
planning counselors should intentionally engage husbands and partners to critically reflect, challenge, and transform
unbalanced gender roles and empower women over their reproductive rights. Their intervention should incorporate an
explicit gender transformative approach while involving women and their partners in the decisions over family planning
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choices and harnessing men’s agency towards gender equality. This approach involves examining the roles of patriarchal
relations in women’s and men’s health, reshaping men’s values, attitudes, and practices, and constituting men as part of
the solution rather than the problem. Otherwise, as interviewees’ experiences show, in a largely patriarchal society like
Ethiopia, where women’s sexuality is defined primarily in their ability to procreate, a unilateral decision to use contra-
ceptives could cause intimacy discord, family instability, disorganization, and dissolution.

Contraceptives hinder this traditional goal for marriage and family, and husbands could easily see them as under-
mining — and this is due to the prevailing unbalanced gender roles and entrenched patriarchy. Health service and family
planning interventions should integrate a gender-transformative approach to their programming. Gender transformative
health programming focuses on transforming the power dynamics and structures that serve to reinforce gendered
inequalities in access to health services — rather than singularly targeting individualized self-improvement services to
women.”*>7 It involves gender-based analysis of communities to understand how health behaviors reflect cultural
differences between men and women, especially regarding power and decision-making. Based on this understanding,
it delivers appropriate gender sensitivity training to health providers and builds the capacity of health centers to
encourage contraceptive users, partners, and communities to reflect critically on how gender norms and harmful gender
stereotypes affect the well-being of women, children, partners, families, and communities. Gender transformative
programming in family health specifically challenges and transforms unequal gender and power relations and promotes
gender equality, in addition to their specific health outcomes of empowering women on their reproductive rights and
improving maternal and child health.

Gender transformative programming typically involves participatory processes whereby individuals and communities
participate and promote positive, more equitable behaviors and norms. It aims, when possible, to transform the under-
lying norms, structures, and policies that sustain inequality in reproductive health rights and women women’s access to
effective family planning services.”® More importantly, the success of this approach requires effective intersectoral
collaborations at higher government (between the Ministry of Health, Ministry of Women and Child Affairs, and
Ministry of Education) and programming (between family health providers and gender equality and women’s rights
projects) levels. Entrenched patriarchal gender norms, myths, and misconceptions about contraceptives require the
broader and more effective dissemination of evidence-based, culturally appropriate, and accessible family planning
information. Program planning and implementation could face resistance as advocacy for gender-transformative change
threaten existing power structures and dynamics from some corners.”*

Early discontinuation of LARCs could partially relate to health providers’ advocacy for LARCs that did not match
their family planning needs. Health centers and providers should consult users on their family planning options, benefits,

side effects, duration of use, compliance requirements, etc. In the current study and other studies (e.g,lg’24

prior
consultation with health providers has improved user decision-making and compliance. The GATHER approach to
counseling—Greet, Ask, Tell, Help, Explain, and Return—which has documented effectiveness in family planning
programs, is associated with more satisfied clients who are more likely to use contraception.’® Health counseling may
not automatically empower women about their reproductive health rights and choices, though these outcomes should
drive its processes. It primarily creates a safe and engaging platform for women to discuss their needs and concerns with
professionals and to dispel and replace their worries and fears with assurances and reliable information. As such, it
should be participatory and informed by women’s needs rather than the availability of methods or, as the national health
policy alludes, strategic priorities.*® Their aim, thus, should be improving users’ awareness and knowledge of their
options, uses, side effects, etc. Practice makes a habit, and both depend on attitude, and appropriate and scientific
messaging to dispel misperceptions and myths about contraceptives. In a society with a strong sense of community,
knowledge gaps about contraceptives are not always filled with scientific information but also rumors and gossip.

Strengths and Limitations

Both the strengths and limitations of this study are mainly related to the qualitative method it employed. The strengths
lay in the in-depth and contextual information the study gathered on women that enriched the understanding and
interpretation of circumstances and decision-making processes on the use and/or discontinuation of LARCs. With its
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scope delimited to the women in the selected urban centers, the findings could not represent the experiences of women in
rural areas and other urban centers on their choices related to contraceptives in general and LARCs in particular.

Data Sharing Statement
We have to abide by the data sharing policy of the University of Gondar; nonetheless, we have included all important
information regarding the data presented (No additional data are available).
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