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Abstract 

Background Family planning (FP) is part of Ethiopia’s essential health service package. However, integrating FP 
into other health care services is a relatively new concept. Integrated service can minimize missed opportunities 
and allow health workers to provide FP services and Reproductive, Maternal, Newborn, Child, Adolescent, and Nutri-
tion (RMNCAH-N) services simultaneously. Thus, the objective of this study was to assess the levels of FP integration 
into maternal and child health (MCH) services at primary health care service delivery units in Ethiopia.

Methods This was a facility-based cross-sectional study conducted from July to October 2022. We conducted 
a nationally representative survey of primary health care (PHC) facilities selected from seven regions and two-city 
administrations in Ethiopia to assess the current level of FP integration across four service delivery units (antenatal 
care unit, postnatal care unit, post-abortion care unit, and immunization unit) of the facilities. We collected data 
from selected health facilities through interview with health facility managers, healthcare providers in the selected 
service units, clients seeking health services, and extraction of data from facility records. We employed descrip-
tive analysis, and categorized the degree of FP integration according to the FP information and services provided 
in the selected service delivery units.

Results This national FP integration survey included 122 health facilities (39 primary hospitals, 42 health centers, 
and 41 health posts) from seven regions and two city administrations. The study found a huge discrepancy regard-
ing FP counselling given at ANC, PNC, PAC, and immunization service delivery units as reported by health care provid-
ers and clients. The proportion of PNC and immunization clients who received FP counselling was higher at health 
post compared to hospitals and health centers. Moreover, the proportion of PAC clients who received FP information 
was higher in primary hospitals compared to health centers.

Conclusion Data from facility records and provider interviews showed significant FP integration within ANC, PNC, 
and immunization units of PHC facilities. However, client exit interviews indicated low FP counselling integration. 
Facility records revealed few PNC and PAC clients received contraceptives in the past year. The study found high FP 
counselling and provision of at least one short- or long-acting contraceptive at PNC and PAC units. No facility offered 
contraceptives at immunization units, indicating missed FP integration opportunities.
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Introduction
The United Nations’ adoption of the Sustainable Devel-
opment Goals in September 2015 reaffirmed the reduc-
tion of maternal and newborn mortality as a global 
priority in the coming decades by 2030 [1]. In the past 
two decades, Ethiopia has made substantial progress 
in reducing maternal mortality, from 1,250 deaths per 
100,000 live births in 1990 to 412 deaths per 100,000 live 
births in 2016 [2]. A more recent estimate by UN sug-
gested that Ethiopia has further reduced the maternal 
mortality ratio to 267 [3].

Ethiopia has achieved considerable gains through its 
FP interventions over the past two decades and thus has 
increased access to FP services considerably [2, 4].The 
unmet need for FP has declined from 37% in 2000 to 
22% in 2016 [2]. Strengthening the integration of FP ser-
vices into the PHC system is a key initiative to address-
ing supply side unmet need [5] and increasing uptake of 
FP services. This initiative, identified in Ethiopia’s Health 
Service Transformation Plan II (2021–2025) underscores 
its significance in achieving universal health coverage [6].

Integrating FP into the Reproductive, Maternal, Neo-
natal, Child and Adolescent Health and Nutrition (RMN-
CAH-N) services can reduce missed opportunities and 
enable healthcare providers to simultaneously provide 
FP and RMNCAH-N services. WHO defines integrated 
services more broadly as “health services that are man-
aged and delivered so that people receive a continuum of 
health promotion, disease prevention, diagnosis, treat-
ment, disease-management, rehabilitation and palliative 
care services, coordinated across the different levels and 
sites of care within and beyond the health sector, and 
according to their needs throughout the life course” [7]. 
Integration is cost-effective model of service provision 
and allows for the most efficient utilization of health ser-
vices in a single visit [8]. In sub-Saharan Africa, the onsite 
availability of integrated FP services with HIV care ser-
vices varies, with 10–61% of HIV care providing facilities 
achieving minimum readiness to offer the integrated FP 
services [9].

Expanding access to FP and reproductive health (RH) 
services is one of the best investments for a country to 
achieve its aspirational targets outlined in global devel-
opment initiatives and goals [1, 10]. Investment in FP/
RH can assist countries meet their social and economic 
development goals [11]. Additionally, addressing the 
unmet need for FP can save countries millions of dol-
lars in health costs, averting maternal and child deaths, 
improving education access, and contributing to poverty 
reduction and economic growth [12].

While previous studies have examined the integration 
of FP into MCH services [13–15] at the local level, there 
is lack of comprehensive national-level evidence assessing 

the extent and levels of FP integration into MCH services 
delivery units at PHC facilities. Therefore, the objective 
of this study was to assess the levels of FP integration into 
MCH services at PHC service delivery units in Ethiopia.

Methods
Study design
This study employed a cross-sectional facility-based 
study design and a quantitative method to assess the level 
of FP integration at PHC facilities in Ethiopia. The study 
was conducted from July to October 2022.

Study settings
We conducted the study in seven regional states and two 
city administrations across Ethiopia, which operates a 
three-tier health care delivery system. The first level con-
sists of a district (woreda) health system, including a pri-
mary hospital, health centers, and satellite health posts. 
The second level is a general hospital and the third level 
is a specialized hospital. Nationally there are 347 public 
hospitals, 3,735 health centers, and 17,550 health posts. 
We conducted a nationally representative survey of PHC 
facilities. The current study focused on the assessment of 
FP services integration across four service delivery units 
of primary healthcare facilities. These units include the 
antenatal care unit, postnatal care unit, post-abortion 
care unit, and immunization unit from selected primary 
hospitals, health centers, and health posts of nationally 
representative PHC facilities.

Study population
During the study period Ethiopia was composed of ten 
regional states and two city administrations. For this 
study, we included seven regional states and two city 
administrations. Due to the prevailing security situa-
tion at the time of the study, we excluded three regions 
(Tigrai, Benshangul Gumuz, and Gembella Regions). 
(Supplementary Table  1). The selected facilities are dis-
tributed across the regions in varying numbers. Primary 
health care facilities, health providers in the selected ser-
vice delivery units, and clients seeking health services 
from the units participated in the study. We excluded 
health facilities that were closed, non-functional, or 
located in conflict areas, including hospitals, health cent-
ers, and health posts. Besides, it is important to note that 
this assessment was limited to public facilities.

Sample size estimation
A representative national sample of public health facili-
ties was selected from seven regional states and two city 



Page 3 of 11Roro et al. Reproductive Health          (2024) 21:174  

administrations. We employed a stratified random sam-
pling technique with probability proportional to size. 
Considering the type of facility as a stratum, the sample 
size was proportionally allocated accounting for the size 
or number of facilities in each region. In the first round 
of sampling, primary hospitals were selected using simple 
random sampling. Subsequently, health centers were ran-
domly selected from those located within the catchment 
of the selected hospitals. This technique was similarly 
cascaded down to select catchment health posts under 
selected health centers. This ensured the selection of 
health facilities that are administratively integrated and 
connected through a referral system, allowing for assess-
ment of FP services integration across different levels.

The sample size was calculated based on the total num-
ber of health facilities in seven regional states and two 
city administrations. We utilized an adapted the sampling 
methods and assumptions from the Service Availability 
and Readiness Assessment (SARA) of health facilities in 
Ethiopia 2018 [16] and WHO 2013 recommendations 
[17]. We assumed confidence level at 95% (1.96); mar-
gin of error (ME) of 15% (considering the skewed dis-
tribution of health facilities at the regional level in the 
country); proportion (p) of facilities with the attribute 
of interest at 0.5; q = 1-p; N represents the total number 
of facilities in each stratum, and design effect (d) of 1. 
We also accounted for a 10% rate of refusals and closed 
facilities. The sample size was estimated to be 134, which 
included 41 primary hospitals, 46 health centers, and 47 
health posts. These facilities were allocated to the seven 
regions and two city administration proportion to the 
size of different type of PHC facilities in the regions.

Sampling procedure
Healthcare facilities
In order to maintain the administrative and referral 
network among primary hospitals, health centers, and 
health posts, we sampled a network that includes these 
facilities. In the case of the Harari region and Dire Dawa 
city administration, where primary hospitals are absent, 
we sampled networks of health centers and health posts. 
For Addis Ababa, where only health centers exist and nei-
ther primary hospitals nor health posts are present, we 
sampled the health centers.

From the 308 primary hospitals included in the sam-
pling process for this study, 39 were randomly selected. 
No primary hospitals from Harari, Dire Dawa, and Addis 
Ababa were included, as these regions do not have any. 
One health center from the catchment area of each 
selected hospital was randomly selected, followed by the 
selection of one health post from the catchment area of 
the selected health centre. This resulted in a total of 122 

health facilities, including 39 primary hospitals, 42 health 
centers, and 41 health posts. The distribution of the facil-
ities across regions varies based on the number and types 
of facilities available. The majority were located in Oro-
mia (32%, or 39 facilities), and Amhara (30%, or 36 facili-
ties), followed by South Nations Nationality People (16%, 
or 20 facilities). Further details are presented in supple-
mentary Table 2.

Healthcare providers and clients
Health providers from the service delivery units of inter-
est were selected from the selected primary hospitals, 
health centers, and health posts for interviews. One 
health provider was selected from each participating 
ANC, PNC, PAC, and immunization service delivery 
units of the chosen primary hospitals and health centers. 
When there were multiple eligible providers representing 
the units of interest, the person in charge of the unit was 
selected and approached for interview. Meanwhile, one 
health extension worker from the selected health post 
was selected using simple random sampling. This pro-
vided an estimated sample size of 447 healthcare provid-
ers. Similarly, whenever available during facility visit for 
data collection, one client seeking services at the health 
facilities was selected and interviewed from each respec-
tive service delivery units (Supplementary Table 2).

Data collection
We designed the questionnaires in alignment with the 
primary objectives of the survey. Tools from the Demo-
graphic and Health Survey and Service Provision Assess-
ment were adapted to measure the extent of integration 
of FP across various services. The assessment included 
service availability and inventory to determine national 
FP integration across the service delivery units.

Each tool underwent a pretest prior to the actual field 
data collection, and we modified any unclear questions 
based on the pretest results. To ensure the collection 
of high-quality data, we recruited and trained 12 quali-
fied and experienced enumerators and seven supervisors 
for three days. The training focused on the purpose and 
objectives of the national survey, the content and scope of 
different data collection tools, and interview techniques.

Data were collected by Open Data Kit (ODK) (Version 
1.0) using smart phone [18]. Our data manager carefully 
designed the electronic data collection forms ensure the 
ODK software automatically check the internal consist-
ency and validity of the information for all questions dur-
ing field data collection. The program also verified the 
completeness of the information before the enumerator 
left the data collection site where the information was 
collected. The supervisors conducted spot-checks of each 
interviewer at least once a day to ensure data quality. As 
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the collected information was sent to the central server 
daily, the data manager checked the completeness, con-
sistency, reliability, and validity of each piece of the infor-
mation. In case of errors and inconsistencies, feedback 
was given to the data collection team to take immedi-
ate corrective action if the data collector was at that site 
or go back to the site and correct the error(s). The col-
lected data was stored in a password-protected server 
and access was restricted only to the relevant study team 
members.

Statistical analysis
We exported the collected data from the server to Stata 
software version 15 for quality assessment and statisti-
cal analysis [19].The quality assessment involved check-
ing of completeness and consistency of responses. This 
was achieved by running frequency tables and cross-
tabulations of related variables to detect errors and take 
corrective measures. Once the data was confirmed to be 
complete, descriptive statistics, including frequency and 
percentage distributions as well as cross-tabulations, 
were utilized to characterize the status of FP integration. 
We presented the statistical analysis results using tables 
and graphs as appropriate.

We defined and categorized the level of FP integration 
into three levels for each type of health facility. Level zero 
(0) indicated no integration, where neither FP counsel-
ling nor FP methods were provided at the facility. Level 
one (1) represented some integration, where the facility 
provided FP information, education and communication 
materials, counselling, and referral but did not provide 
short-term or long-term methods at the facility. Level 
two (2) FP integration represented where the facility pro-
vided FP information, education and communication 
materials, counselling, and referral plus at least one type 
of short or long acting FP methods.

Results
Description of the study population
This national FP integration survey included 122 health 
facilities (39 primary hospitals, 42 health centers, and 41 
health posts) from seven regions and two city administra-
tions (Supplementary Table  1). 37 (95%) of the primary 
hospitals, 26 (62%) of the health centers and 13 (32%) of 
health posts were located in the urban area. 91 (74.6%) 
of the facilities had electric power supply and 74 (61%) 
had water supply. The majority, 27 (66%), of the health 
posts did not have electric power. Water supply was not 
available in 10 (24%) of the health centers. Further detail 
is presented in supplementary Table 3.

Of the 477 sampled healthcare providers, 413 par-
ticipated in the study and were interviewed, represent-
ing 92.3% of the expected participants. The distribution 

was as follows: 116 (28.1%) from ANC, 116 (28.1%) from 
PNC, 72 (17.4%) from PAC, and 109 (26.4%) were from 
immunization service providers (Table 1).

The majority of the MCH service providers at the 
health facilities were females, with the exception of PAC 
services, which were predominantly provided by males. 
The MCH service providers were mostly midwives at 
hospitals 118 (79.2%) and health centers 99 (63.9%). As 
expected, health extension workers were the predomi-
nant service providers at health posts. The age of the 
MCH service providers ranged from 27.5 to 31.1  years. 
Their years of experience after graduation ranged from 
4.6 to 11.5 years, while their tenure at the current facility 
ranged from 2.4 to 5.6 years. The MCH service providers 
were relatively young and had a few years of experience 
across all assessed facility types.

Availability of FP methods
We conducted observations on the availability of RH 
commodities and supplies in 37 hospitals, 39 health cent-
ers, and 35 health posts out of the total sampled 39, 42, 
and 41 hospitals, health centers, and health posts, respec-
tively. Facilities where observations were not conducted 
did not have their stock on-site, as their stocks were 
housed at zonal or regional stores making observation 
unfeasible. Table 2 displays the commodities and supplies 
that were observed and verified in the assessed health 
facilities.

Most of the short and long-acting FP methods were 
available at hospital and health center levels. However, 
certain methods, such as  Jadelle® (Implant) from the 
long-acting methods, and female condoms and emer-
gency contraceptives from short-acting methods, were 
relatively scarce, particularly at the health center level. 
Both the short and long-acting FP were unavailable at 
many health posts. Majority of the health posts reported 
having Depo-Provera, male condoms, and Implanon. 
Moreover, availability of emergency contraceptives, Uli-
pristal acetate tablet and Mifepristone tablet, was simi-
lar at all levels of health facilities. On the other hand, the 
National FP guideline and FP checklists/job aids were 
available at the majority of health facilities. However, the 
guideline was not available at three-fourths of the health 
posts.

Based on the reports from the health facility managers 
and observation of health facility stock, there was a stock-
out of the FP commodities and supply across numerous 
hospitals, health centers, and health posts over the past 
three months. Among the assessed health facilities, the 
most frequently out of stock FP commodity was inject-
able contraceptives, with 15 (40.5%) hospitals and 20 
(51.3%) health center reporting a shortage. Additionally, 
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19 (54.3%) health posts reported a shortage of combined 
oral contraceptives (Supplementary Table 4).

Healthcare provider training
The proportion of healthcare providers who had ever 
received training on FP was found to be lower at the 
hospitals compared to health centers and health posts, 
specifically in the ANC, PCN, and immunization ser-
vice delivery units. Conversely, the proportion of PAC 

healthcare providers who received training on FP was 
higher at the hospital level (Fig. 1).

Integration of FP into MCH service units
The integration of FP in different service delivery 
units of hospitals, health centers, and health posts was 
detailed in Table  3. Based on data extracted from the 
registers, a high proportion of ANC clients (83–91%), 
PNC clients (87–89%), and PAC clients (92.9–100%) at 

Table 2 Availability of reproductive health commodity and supply by observation, Ethiopia, 2022

Variable PH (n = 37) n (%) HC (n = 39) n (%) HP (n = 35) n (%)

Combined oral contraceptive pills 32 (86.5) 29 (74.4) 19 (54.3)

Progestin-only contraceptive pills 27 (73.0) 28 (71.8) 18 (51.4)

Depo-Provera 33 (89.2) 33 (84.6) 28 (80.0)

Male condoms 33 (89.2) 31 (79.5) 25 (71.4)

Female condoms 3 (8.1) 8 (20.5) 3 (8.6)

Levonorgestrel implant  (Jadelle®) 16 (43.2) 8 (20.5) 6 (17.1)

Etonogestrel implant (Single Rod Implanon) 32 (86.5) 33 (84.6) 23 (65.7)

Ulipristal acetate tablet 30 mg (emergency contraceptive) 14 (37.8) 9 (23.1) 6 (17.1)

Mifepristone tablet 10–25 mg (emergency contraceptive) 23 (62.2) 16 (41.0) 5 (14.3)

Intrauterine contraceptive device (IUCD) 34 (91.9) 32 (82.1) 7 (20.0)

National FP guidelines 24 (61.5) 26 (61.9) 10 (25.6)

FP check-lists and/or job-aids 32 (82.1) 33 (78.6) 24 (61.5)
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Fig. 1 Proportion of MCH providers in ANC, PNC, PAC, and immunization service delivery units trained on FP, Ethiopia, 2022
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hospitals and health centers received information about 
FP.

Most of the healthcare providers reported providing 
FP information to the clients (ANC: 87.2–95.2%, PNC: 
94.9–90.5%, PAC: 78.9–33.3%) at hospitals and at health 
centers. However, a relatively lower proportion of provid-
ers in the immunization service delivery unit reported 
providing FP information (at hospitals and health cent-
ers, 75.8 and 73.7%, respectively).

Interview with clients exiting ANC, PNC, PAC, and 
immunization service delivery units provided a much 
lower estimate of receiving FP information. Among 
the 110 ANC clients interviewed, the proportion who 
reported receiving FP information upon exiting the ANC 
service delivery unit was much lower (38.5–52.4%) com-
pared to estimates based on ANC register data and pro-
viders’ report. Similarly, interview with PNC, PAC, and 
immunization clients revealed lower estimates of the 
clients receiving FP information and communication 

materials compared to what was estimated based on 
record review and provider interviews.

Data on provision of FP method was extracted from the 
registers of PNC and PAC service delivery units. Data on 
provision of FP method was extracted from the registers 
of PNC and PAC service delivery units. The data revealed 
that the proportion of PNC clients who received contra-
ceptives was very low at hospitals and health centers, at 
14.5 and 26.4% respectively. Similarly, the proportion of 
PAC clients who received contraceptives was low at hos-
pitals and health centers, 42.2 and 31.1% respectively. 
However, proportion of clients at the health posts level 
who received contraceptives was high at PNC and PAC 
service units, 67.5 and 100% respectively.

Level of FP integration by MCH service units
Level of integration was computed based on the 
responses from 122 MCH heads for ANC, PNC, and 
PAC units, who were responsible for leading, manag-
ing, and monitoring service provision in each unit. For 

Table 3 Integration of FP with maternal and child health services at primary health care, Ethiopia, 2022

Proportion was calculated for the actual number of facilities that participated in the study

Service units PH
n (%)

HC
n (%)

HP
n (%)

Antenatal care

 During this ANC visit, received information on FP methods a couple may use (Cli-
ent interview)

15/39 (38.5%) 22/42 (52.4%) 12/30 (40.0%)

 FP information provided to ANC clients (Provider interview) 34/39 (87.2%) 40/42 (95.2%) 31/35 (88.6%)

 The Proportion of first-visit ANC clients who received FP information in the last 
12 months (Record Review)

944.7/1097.6 (86.1%) 785.1/860.5 (91.2%) 90.5 /108.9 (83.1%)

 During this ANC visit, a client received any written materials about FP (Client 
interview)

1/39 (2.6%) 5/42 (11.9%) 1/30 (3.3%)

Postnatal care

 During this PNC visit, received information on FP methods couples may use (Client 
interview)

20/38 (52.6%) 21/32 (65.6%) 15/18 (83.3%)

 FP information provided to PNC clients (Provider interview) 37/39 (94.9%) 38/42 (90.5%) 32/35 (91.4%)

 The mean number of first-visit PNC clients who received FP information 
in the 12 months (Record Review)

855.8./981 (87.2%) 455.8 /511.3 (89.1%) 80.8 /3770.6 (2.1%)

 During this PNC visit, received any written materials about FP (Client interview) 3/38 (7.9%) 2 /32 (6.7%) 1/18 (5.6%)

 The proportion of PNC clients who received a contraceptive method in the last 
12 months (Record Review)

142.1/981 (14.5%) 120.4/455.8 (26.4%) 54.5/80.8 (67.5%)

Post-abortion care

 During the PAC visits, received information about FP (Client interview) 15/19 (78.9%) 1/3 (33.3%) 0

 FP counselling provided to PAC clients (Provider interview) 34/38 (89.5%) 31/33 (93.9%) 1/41 (2.4%)

 The median number of PAC clients who received FP counseling in the last 
12 months (Record Review)

143.0/154 (92.8%) 22.5/22.5 (100%) 14.0/14 (100%)

 Proportion of PAC clients who received a contraceptive method in the last 
12 months (Record Review)

65.0/154 (42.2%) 7.0 /22.5 (31.1%) 14/14 (100%)

Immunization

 During the Immunization visits, received information about FP (Client interview) 12/29 (41.4%) 16/30 (53.3%) 20/28 (71.4%)

 FP counseling provided to Immunization clients (Provider interview) 25/33 (75.8%) 28/38 (73.7%) 31/35 (88.6%)

 During this immunization visit, received any written materials about FP (Client 
interview)

4/29 (13.8%) 2/30 (6.7%) 3/28 (10.7%)
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immunization, however, the level of FP integration was 
computed based on the healthcare providers’ response 
at the units, as the information was collected only from 
the healthcare providers from the service delivery units. 
Table 4 presents the extent of FP integration into ANC, 
PNC, PAC, and Immunization service delivery units 
across primary hospitals, health centers, and health 
posts.

In primary hospitals, the highest level of FP integration 
(Level 2, which includes FP counselling and service pro-
vision) was observed in PNC and PAC service delivery 
units, with rates of 100% and 94.7% respectively. ANC 
service delivery unit shows a Level 1 FP integration (FP 
counselling) at 89.7%, while immunization services have 
a similar Level 1 FP integration at 90.9%. However, there 
was no provision of FP methods in immunization service 
delivery units.

Health centers followed a similar pattern, with high 
Level 1 FP integration in ANC (95.2%) and immuniza-
tion services (92.1%). Postnatal care also demonstrates a 
high integration of FP counselling and methods provision 
at 95.2%. Notably, all health centers provided FP counsel-
ling and methods in the PAC service delivery units (Level 
2 FP integration).

In contrast, health posts showed the least integration 
of FP. ANC and immunization service delivery units 
had a Level 1 FP integration (FP counselling) at 91.4% 
and 97.1% respectively. PNC service delivery units had a 

comparatively lower Level 2 FP integration (FP counsel-
ling and methods provision) rate of 88.6%. It is important 
to note that health posts were not expected to provide 
PAC, hence the FP integration into PAC services is not 
applicable for them.

Discussion
The objective of this study was to assess the levels of FP 
integration into MCH services at PHC service delivery 
units in Ethiopia. Based on data from review of facility 
records and provider interviews there is a high level of FP 
counselling integration at ANC, immunization, and PNC 
service delivery units. In contrast, interview with the cli-
ents exiting the service delivery units suggested a lower 
level of FP counselling integration. Actual provision of 
contraceptive methods, based on facility record data, 
showed a smaller percentage of PNC and PAC clients 
receiving contraceptive in the last 12  months preceding 
the survey. The study also found a high level of both FP 
counselling and provision of at least one type of short- or 
long-acting contraceptive method was high at all levels of 
PNC and PAC service delivery units. Notably, no facility 
provided contraceptive methods at their immunization 
service delivery units.

This study found a significant discrepancy regarding 
the reported proportion of MCH clients who received 
information on FP. While a large number of health care 
providers claimed to have provided information on FP 
to ANC and PNC clients, a considerably smaller num-
ber of clients confirmed receiving such information. 
The discrepancy could be attributed to data falsification, 
poor data quality, recall bias, and social desirability bias 
among respondents. A related qualitative study on the 
data reporting system found that maternal and newborn 
healthcare workers tended to over report service provi-
sion data and underreported negative health outcomes 
[20].

Based on the clients’ reports, a higher proportion of 
ANC, PNC, and immunization service delivery clients 
at health center and health posts received FP counsel-
ling compared to those at hospitals. The lower level of 
FP counselling practice at these units could be partly 
due to inadequate training on FP service, as evidenced 
by a higher proportion of providers in the health cent-
ers and health posts having received training on FP in 
the 12 months preceding the survey. A qualitative study 
on integrated FP and childhood immunization services 
in five African countries, including Ethiopia [21], and 
a longitudinal data from Performance Monitoring for 
accountability 2020 in Ethiopia, reported that this plat-
form increased women’s understanding of the benefits 
and consequences of modern contraceptive methods. 
These community level platforms enhanced women’s 

Table 4 Level of Integration of FP in Primary Health Care, 
Ethiopia, 2022

* At least one short and one long term FP method provided in the facility
£ Two of the hospitals provide permanent FP methods

NA Not applicable

Level 0 FP 
integration
n (%)

Level 1 FP 
integration
n (%)

Level 2 FP 
integration
n (%)

Primary Hospital

 Antenatal care 4 (10.3) 35 (89.7) NA

 Postnatal care 0 (0.0) 0 (0.0) 39 (100)£

 Post-abortion care 2 (5.3) 0 (0.0) 37 (94.7)£

 Immunization 3 (9.1) 36 (90.9) 0 (0.0)

Health Center

 Antenatal care 2 (4.8) 40 (95.2) NA

 Postnatal care 2 (4.8) 0 (0.0) 40 (95.2)*

 Post abortion care 0 (0.0) 0 (0.0) 42 (100)*

 Immunization 3 (7.9) 39 (92.1) 0 (0.0)

Health Post

 Antenatal care 3 (8.6) 32 (91.4) NA

 Postnatal care 4 (11.4) 0 (0.0) 31 (88.6)*

 Post-abortion care 35 (100.0) 0 (0.0) 0 (0.0)

 Immunization 1 (2.9) 34 (97.1) 0 (0.0)
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exposure to accurate information about the using mod-
ern contraceptive methods to space or limit births [22].

Unlike ANC, PNC, and immunization service deliv-
ery units, a larger proportion of PAC clients reported 
receiving counselling at the primary hospitals rather than 
health centers and health posts. Global evidence indi-
cates that post abortion women accept FP method post 
abortion when offered concurrently and at the same loca-
tion as abortion or PAC treatment, prior to discharge 
[22]. Abortion and PAC present an optimal opportunity 
to offer women with different FP options. Ethiopian FP 
guideline recommended offering post abortion FP ser-
vices to women seeking abortion or PAC services before 
discharge at all service levels [4]. The guideline also advo-
cates for integrated postpartum FP (PPFP) into mater-
nal, newborn, and child health services, increasing the 
chances that every new mother will leave the clinic hav-
ing made an informed choice about PPFP.

The proportion of ANC clients who received FP infor-
mation at health centers was larger than at hospitals and 
health posts. The high caseload at hospitals and absence 
of health extension workers at health post could account 
for the lower level of FP counselling  reported at hospi-
tals and health posts levels compared to health centers. 
Previous studies have shown that FP counselling during 
ANC service often falls short, failing to provide sufficient 
information on all methods [23, 24]. This is particularly 
true for postpartum Intrauterine Device, where only 
about half of the pregnant women receive counselling 
[25]. Similarly, a study on the quality of FP counselling in 
Ethiopia found that none of the regions achieved a qual-
ity score above 50% [23].

Based on data from the registers, our study showed, 
the proportion of PNC and PAC clients receiving contra-
ceptives at hospitals and health centres was significantly 
lower than at health posts. This could be attributed to 
the accessibility of the FP services, which are more read-
ily available and conveniently located for clients at health 
pots, and are often provided at health posts or home by 
health extension workers. A systematic review in Ethio-
pia found a low prevalence of postpartum modern con-
traceptive use [26]. Furthermore, a national survey of 
revealed that while 94% of facilities offer Immediate 
Postpartum FP (IPPFP) services, only 27% of postpartum 
women received IPPFP counselling [14]. Another system-
atic review showed that the overall prevalence of post-
abortion FP utilization in Ethiopia and Eastern Africa 
was lower than the level reported in Brazil, Asia and Sub-
Saharan Africa, Pakistan, and India (81%) [27].

This national assessment identified different levels of 
FP integration within the ANC, PNC, PAC and immuni-
zation service delivery units of primary hospitals, health 
centers, and health posts. FP counselling (Level 1 FP 

integration) is provided to most of the ANC, PNC, PAC, 
and immunization clients, according to data obtained 
from facility records and providers’ interviews. In con-
trast, client interviews suggested lower rates of informa-
tion receipt. This discrepancy indicates, as highlighted 
above, potential data quality and data falsification gaps. 
Furthermore, the provision of both FP counselling and 
contraceptives (Level 2 FP integration) was lower at hos-
pitals and health centers compared to health posts, sug-
gesting differences in effectiveness of provision of FP in 
the PNC and PAC service delivery units across facili-
ties. None of the facilities offered contraceptives at their 
immunization service delivery units. Although the num-
bers are quite low, some hospitals, health centers, and 
health posts (up to 10%) reported that they did not pro-
vide FP counselling or contraceptives in their ANC, PNC, 
PAC, and immunization service delivery units.

Another study in Ethiopia showed a low level of FP 
counselling integration within maternal and neonatal 
services. Among the women who received ANC and/or 
PNC services, a mere 20% reported receiving any form 
FP counselling during their visits [24]. The variation in 
the FP integration across the MCH units could be attrib-
uted to disparities in the infrastructure, supplies, train-
ing, and the availability of skilled manpower at the PHC 
facilities.

The finding of this study should be interpreted with 
the context of the following limitations. The small sam-
ple size for client interviews could potentially compro-
mise the accuracy of our estimates on the FP counselling 
and contraceptive usage. Findings from the healthcare 
providers’ interview often overestimate the FP integra-
tion due to potential data falsification and social desir-
ability bias. To mitigate this, we have triangulated the 
finding with facility data extracted from facility registers 
and client interviews. However, due to limited time and 
resource, we have not included direct observation of FP 
counselling and contraceptives provision across the four 
service delivery units which would have provide more 
accurate picture of the extent and level of FP integra-
tion into MCH services. Despite these limitations, the 
study had several strengths, including its comprehensive 
scope in terms of geo-cultural diversity, the inclusion of 
all types of PHC facilities, and utilization of multiple data 
sources.

Conclusions
Based on data extracted from facility records and inter-
views with providers, there was a substantial degree 
of FP counselling integration within ANC, PNC, and 
immunization service delivery units of PHC facilities. 
However, client exit interviews suggested a low level 
of FP counselling integration. The actual provision of 
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contraceptive methods, as evidenced by facility record 
data, revealed that a small proportion of PNC and PAC 
clients received contraceptives in the 12  months prior 
to the survey. The study also discovered a high degree 
of FP counselling and provision of at least one type of 
short- or long-acting contraceptive method at PNC and 
PAC service delivery units. None of the facility offered 
contraceptive methods within their immunization ser-
vice delivery units suggesting missed opportunities of 
FP integration in the immunization service delivery 
units.
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