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ABSTRACT 

Background: Tanzania has a total fertility rate of 5.2 (2013). Tanzania adopted a legislation 

that supported family planning (FP) in 1976. Even though the birth rate has declined, the 

fertility is falling less than expected. It is 29% of the women that use contraceptives (2010). 

Maternal mortality ratio is 398 death per 100 000 births (2015).   

Methods and materials: Convenience sampling method was used to recruit participants at 

Sanitas Medics and Diagnostics, Dar es Salaam. A questionnaire about contraceptives and FP 

was handed out to patients at the women´s clinic (28/9-15/10 2015). Another questionnaire 

with the same topics was given out to the gynecologists at the clinic. All the gynecologists 

(n=4) completed the questionnaire. Data analysis was conducted using Yates’ chi-squared 

test. 

Results: In total 119 participated and 5% declined. The contraceptive prevalence was 27% 

and 71% had received FP. Among those who had received FP 34% used contraceptives 

(mainly contraceptive implant and pills) compared to 14% among those who had not received 

(only pills). All gynecologist recommended IUD and 3/4 discussed FP with their patients. 

Only 3% of the patients thought that it was totally wrong with contraceptives and none 

thought that receiving FP was a negative experience. The contraceptive prevalence compared 

to the ones that received FP gives a P value of 0.11. 

Conclusion: The results indicate that FP changes the choice of contraception and also increase 

the use, even if not statistically significant in this survey. The patients have a positive attitude 

towards contraceptives and FP.  
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1. Introduction 

In the beginning of 1950 Tanzania had a population the same size as Sweden, about 7 million 

people [1] and in 2012 the population was almost 48 million.[2] The population growth is 

2,9% per year (2011).[3] The total fertility rate (births per woman) in Tanzania was 5.2 in 

2013.[4] In rural areas it was 6.1 births per woman compared to 3.7 in urban areas, and there 

were 7.0 births among women with no education compared to 3.0 for those with secondary 

school or above (2011)[5]. Even though the birth rate has declined, the country’s development 

has not led to the same fall in fertility rate as happened in East Asia and Latin America when 

those regions were at similar level of development.[6] 

   Tanzania adopted a legislation that supported family planning (FP) in 1976.[7] FP includes 

limiting of pregnancies, spacing between pregnancies and the age of the mother.[8] 

Tanzania’s national FP procedure manual sets the goals that pregnancy before the age of 18 

and after the age of 35 should be avoided and that the interval between pregnancies should be 

at least three years. It also states that five or more children increase the risk of maternal and 

childhood mortality.[9] The government’s policy on providing access to contraceptive 

methods has since 1976 been classed as “direct support” according to the UN, which is the 

same policy as the Swedish government has.
30

 In 2010, the latest survey, 29% of all women 

aged 15-49 was using a contraceptive method. The most commonly used modern method was 

contraceptive injection followed by pills. Urban women are more likely to use contraceptives 

(34%) than rural women (25%). Use of contraceptives also increases with the woman’s 

education, from 22% among married women with no education to 52% among married 

women who started secondary school. Contraceptive prevalence increases with the number of 

children and is 41% for women with 3-4 children.[10]  

   The prevalence of contraceptives increased with an average of 1.5 percentage points per 

year from 1992, but in 2000 the increase dropped to 0.2 percentage points. The resources and 

visibility for FP has been reduced due to other competing health priorities such as 

HIV/AIDS.[11]  

    Of the government budget, Tanzania allots 18.4% to healthcare.[12] But Tanzania is one of 

the poorest countries in the world and health care in many places lack educated staff, 

medicines and equipment.[13] The coverage of health insurance is almost 10% of the 

population. The insurance is compulsory for public servants, but 90% of the population works 

in the informal sector and for them the alternative insurances is paid by an annual fee. [14] 

The income is one of the major factors determining if people have insurance,[15]  

   According to the official statistic 95.5% of the children aged 7-13 goes to school. More than 
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half of the students do not pass the final exams in the primary school. Of those who pass 44% 

continue to secondary school. About 5% goes to university and 35% are women (1.75% of the 

female population). Pregnancies lead to expulsion from school.[13]  

   More than half of the women aged 20 are mothers.[16] Most girls aged 14-19 are not aware 

of their right to seek FP services.[17] According to the law the age for marriage is 15 for girls 

and 18 for boys.[13] There is no law against domestic violence or rape in marriage.[13] 

   Maternal mortality ratio for 2015 was 398 death per 100 000 live births (CI 281-570). 

Correlative figure for Sweden is 4 (CI 3-5).[18] In Tanzania delivery service is free but out-

of-pocket payment is high.[19] Abortion is illegal in Tanzania but not for medical 

reasons.[13] Complications due to unsafe abortions are estimated to be 16% of the maternal 

deaths. [11] But since it is illegal the actual figure is unknown.[16]  

The aim for this study is to get more knowledge about the use of contraception and FP in a 

hospital in Dar es Salaam. 

 How common is contraception and FP in this hospital? 

 Which kind of contraception is most common and why? 

 How is the attitude towards contraception and FP among the patients and 

gynecologists? 

 Does FP increase the use of contraception? 

2. Method and materials  

Convenience sampling method was used to recruit participants to the study. This method was 

chosen of practical reasons. A questionnaire in Swahili was handed out to patients from 28 

September to 15 October 2015. It was handed out in the waiting room at the women's clinic of 

Sanitas Medics and Diagnostics in Dar es Salaam, Tanzania. The 15-item questionnaire 

measured contraception prevalence, attitude towards contraception, if they had received FP 

and what information about FP and how it was evaluated by the women. In total 119 women 

answered the questionnaire. About 5% of the patients declined to participate, mainly because 

they felt ill.   

   Another questionnaire in English, with the possibility to leave comments, was given out to 

the gynecologists at the clinic. It was about what kind of contraception they recommended, if 

they discussed FP with their patients and what they thought were the difficulties to achieve 

good FP. All the gynecologists (n=4) completed the questionnaire. 
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    The data from the patients’ questionnaire were analyzed by age, contraceptive prevalence 

and by those who had received FP and those who had not. Data analysis was conducted using 

cross table and Yates’ chi-squared test. 

   Ethical considerations: The patients were informed verbally and in writing what kind of 

survey it was and what the results would be used for. The questionnaires were anonymous and 

were kept protected. The inconvenience for the patients to fill in the questionnaire is 

considered low because they were anyhow waiting in the waiting room.  

3. Results 

3.1 Patients answers  

In total 119 women answered the questionnaire. The age range was 18-58 years and the mean 

age was 30 years. The mean number of children was 0.8 and for the married women it was 

one. In the surveyed population two thirds of the population was married, 13% had a partner 

and 19% was single.  About half of the women had attended university, 28% college, 13% 

secondary school and 8% primary school. Half of the women had no children, 28% had one, 

12% had two, 8% had three and 0.8% had four. The population is shown in table 1.     

Table 1. Baseline characteristics over the study group.     

Age 18-25 

years 
n (%) 

26-35 

years 
n (%) 

+ 35- 

years 
n (%) 

All 

women  
n (%) 

Total 32 (100) 63 (100) 24 (100) 119 (100) 

Relationship status     

   Single 11 (34) 11 (17) 1 (4) 23 (19) 

   Partner 10 (31) 4 (6) 1 (4) 15 (13) 

   Married 11 (34) 48 (76) 21 (91) 80 (68) 

Total 32 (100) 63 (100) 23 (100) 118 (100) 

Education     

   Primary school 1 (3) 3 (5) 5 (22) 9 (8) 

   Secondary school 5 (16) 7 (11) 3 (13) 15 (13) 

   College 13 (41) 14 (22) 6 (26) 33 (28) 

   University 13 (41) 39 (62) 9 (39) 61 (52) 

Total 32 (100) 63 (100) 23 (100) 118 (100) 

Number of children      

   None 27 (84) 29 (46) 5 (21) 61 (51) 

   One 5 (16) 20 (32) 8 (33) 33 (28) 

   Two 0 (0) 11 (17) 3 (13) 14 (12) 

   Three 0 (0) 3 (5) 7 (29) 10 (8) 

   Four 0 (0) 0 (0) 1 (4) 1 (0.8) 

Total 32 (100) 63 (100) 24 (100) 119 (100) 
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27% (n=31) of the women used contraception (response rate 97%).  The contraceptive 

prevalence increase with the number of children, it was 16% among those without children 

and 70% among those with three children. It also increases with age and with marriage. It 

decreases with education from 44% among those who just had attended primary school to 

22% among those who had attended university. See Table 2. 

Table 2. Contraception use in relation to baseline characteristics.   

 Contraception No 

Contraception 

Total 

   Total n (%) 31 (27) 84 (73) 115 (100) 

Relationship status    

   Single n (%) 3 (13) 20 (87) 23 (100) 

   Partner n (%) 4 (27) 11 (73) 15 (100) 

   Married n (%) 24 (32) 52 (68) 76 (100) 

Education    

   Primary school n (%) 4 (44) 5 (56) 9 (100) 

   Secondary school n (%) 4 (29) 10 (71) 14 (100) 

   College n (%) 10 (30) 23 (70) 33 (100) 

   University n (%) 13 (22) 45 (78) 58 (100) 

Age   

   18-25 years n (%) 7 (22) 25 (78) 32 (100) 

   26-35 years n (%) 14 (23) 46 (76) 60 (100) 

   + 35- years n (%) 10 (43) 13 (57) 23 (100) 

Number of children     

   None n (%) 9 (16) 48 (84) 57 (100) 

   One n (%) 8 (24) 25 (76) 33 (100) 

   Two n (%) 7 (50) 7 (50) 14 (100) 

   Three n (%) 7 (70) 3 (30) 10 (100) 

   Four n (%) 0 (0) 1 (100) 1 (100) 

 

It was calculated that among the married women the contraceptive prevalence was 29% 

among those who had at least started secondary school and 50% for those who had not. Since 

the contraception prevalence decreased with education a secondary analysis was performed 

stratified by age groups. Among those aged 18-25 all that used contraceptives had attended 

college or university. In the group aged 26-35 years the use of contraception was 14% among 

those who had attended university, 36% among those who had attended college, 29% among 

those who had attended secondary school and 67% among those who just had attended 

primary school. Among those aged more than 35 years the use of contraception among those 

who had attended university was 22%, college 67%, secondary school 100% and primary 

school 40%. See table 3. 

   



 

8 
 

Table 3. Contraception use in relation to education in the different age groups.    

 Contraception No 

contraception 

Total 

   Total n (%) 31 (27) 84 (73) 115 (100) 

18-25 years    

   Primary school n (%) 0 (0) 1 (100) 1 (100) 

   Secondary school n (%) 0 (0) 5 (100) 5 (100) 

   College n (%) 1 (8) 12 (92) 13 (100) 

   University n (%) 6 (46) 7 (54) 13 (100) 

26-35 years    

   Primary school n (%) 2 (67) 1 (33) 3 (100) 

   Secondary school n (%) 2 (29) 5 (71) 7 (100) 

   College n (%) 5 (36) 9 (64) 14 (100) 

   University n (%) 5 (14) 31 (86) 36 (100) 

+ 35  years   

   Primary school n (%) 2 (40) 3 (60) 6 (100) 

   Secondary school n (%) 2 (100) 0 (0) 2 (100) 

   College n (%) 4 (67) 2 (33) 6 (100) 

   University n (%) 2 (22) 7 (78) 9 (100) 

 

The most commonly used contraception method was pills. 28% (n=33) in the whole 

population answered the question, see Figure 1. 

 
*One person used both pills and contraceptive implant 

Figure 1. The answers to the question “What kind of contraception do you use?”.  

Of those who had chosen contraception from advice from healthcare, five had contraceptive 

implant and one had intrauterine device (IUD). The different kinds of contraception in 

comparison to why they had chosen that kind of contraception (response rate 29%) are shown 

in table 4 (only those who had answered both questions are presented).   
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5 
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Pills 

IUD (copper) 

Contraceptive injection 

IUD (hormone) 

Contraceptive implant 
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101 women (85%) answered the question “What do you think about contraceptives?, see 

Figure 2. 

 

Figure 2. The answers to the question “What do you think about contraceptives?”. 

   On the question “Have you received FP?” 98 women (82%) answered, of them 71% (n=70) 

answered “Yes”. Of the women that had received FP 93% (n=66) thought it was good, 7% 

(n=5) thought it was neither good nor bad and none thought it was bad.  

    The question “What was the information [FP] about?” was possible to respond with more 

than one answer. 81 women answered the question and of them 6 women responded more 

than one answer. See Figure 3. 

 

Figure 3. The answers to the question “What was the information [FP] about?” with the possibility of multiple 

answers.  

59 
39 

3 

No problem 

Hard but necessary 

Totally wrong 

36 

29 29 

3 
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10 

20 

30 

40 
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Contraceptives 

Age for pregnancies 

Spacing between 

pregnancies 
Other 

Table 4. Type of contraception in relation to reason of choice.  

Why did you choose that kind? My own 

choice 

Advice from 

a friend 

Advice from 

healthcare 

Total 

 

 20 (27) 8 (53) 6 (20) 34 (100) 

What kind of contraception?     

   Pills  n (%) 10 (71)* 4 (29) 0 (0) 14 (100) 

   IUD (copper) n (%) 0 (0) 1 (50) 1 (50) 2 (100) 

   IUD (hormone) n (%) 0 (0) 0 (0) 0 (0) 0 (100) 

   Contraceptive injection n (%) 4 (80) 1 (20) 0 (0) 5 (100) 

   Contraceptive implant n (%) 4 (36)* 2 (18) 5 (45) 11 (100) 
 

*One person  used both pills and contraceptive implant   
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   Among those who had received FP 34% used contraceptives compared to 14% among those 

who had not. In the group that had not received FP the only used contraception method was 

pills, compared to 36% in the other group. The most common used among those who had 

received FP were contraceptive implant (40%).  

   To analyze the difference in contraceptive prevalence between the groups, a chi-test was 

performed. It was 95 women (80%) that had answered both questions. Results are shown in 

table 7. 

Table 7. Cross table.  

 

 

Contraception 

  Yes 

Observed 

(expected) 

No 

 Observed 

(expected) 

Row 

Total 

FP Yes  24 

(20.34) 

 45 

(48.66) 

69 

 No    4 

(7.66) 

  22 

(18.34) 

26 

 Column 

Total 

28 67 95 

(Grand 

  Total) 

 

This gives with Yates’ correction a P value of 0.11. This result is not significant at P < 0.05 

(confidence level 95%). 

3.2 Gynecologists answers  

Every gynecologist at the clinic, two women and two men, participated in the study. All of 

them said they recommended IUD (hormone or copper). One of them also recommended pills, 

one contraceptive implant and another calendar method. Three of the four gynecologist said 

that they discuss FP with their patients. The advice they gave concerning contraception was 

that risks with pregnancies are bigger than the risks with contraception, condoms help to 

reduce the risk of HIV and that contraception is safe. They thought that the main reasons 

patients don’t want to use contraception are different fears, for example that it cause cancer or 

infertility.  One problem with IUD was described to be a misconception that IUD interferes 

with sexual intercourse. Other problems were incorrect use of oral contraceptives and 

dysfunctional uterine bleedings. Challenges for FP were described as lack of availability of 

service and of contraception, unawareness of FP, mistrust of FP and contraceptives and also 
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infertility. They also thought that cultural perspective on contraceptives and more education 

were needed in order to achieve good FP.       

4. Discussion 

In the present survey the contraception prevalence is around the same as in the demography 

for the country, but compared to different baseline characteristics the prevalence is lower. [10] 

The relatively low contraception prevalence seems not to be caused by the attitude towards 

contraception among the patients and gynecologists. The most common used contraception 

was pills, but for those who had received FP it was contraception implant. The results indicate 

that FP changes the choice of contraception and might increase the use. Strengths in the study 

is low rate of non-responders and most questions had a response rate of 97% or higher and all 

questions had a response rate over 82%. A limitation in the study is that it is a relatively small 

population.  

   The population of the study differs markedly from Tanzania’s population. It was 52% that 

had attended university compared to 1.75% in the demography.[13] The high education rate 

may partly be caused by a selection of women able to seek health care, because of the health 

insurance system. The questionnaire was in Swahili and therefore it should not be a selection 

bias caused by language problems. 

   Another big difference was the number of children in the survey, 0.8 children, compared to 

a total fertility rate of 5.2 [4] in the country. Urban women have fewer children [5] and all 

women in this survey are urban, but the difference is still very high. One reason for this could 

be that 32% was unmarried, but among the married women the mean number of children was 

one. Women who started secondary school also have lower birth rates.[5] This trend is the 

same in the study, with a majority that had children only among those that had not started 

secondary school. It was 16% of those aged 18-25 that had a child, which should be compared 

to the demography where more than half of the 20-year-olds are mothers. One reason for this 

can be that pregnancies lead to expulsion from school, and lower education probably gives 

lower income and therefore less chances of having a health insurance. 

   The contraceptive prevalence is almost the same in the study (27%) as in the demography 

(29%). More persons than those who had answered that they use contraception answered what 

kind of contraception (28%) and also why that kind was chosen (29%)[10]. So the actual 

number of women that use contraception in the survey can be slightly higher.   

   According to the demography of the country the contraception prevalence was 34% for 

urban women.[5] The demography also says that in the population 52% of married women 
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who started secondary school uses contraception, compared to 22% among those who had not. 

[10] In this study it is the opposite with corresponding number of 29% compared to 50% 

among those who had not started secondary school. One reason for high contraception 

prevalence among those who had not started secondary school can be that they have more 

children and contraception prevalence increase with the number of children. In the 

demography the contraception use increase with the number of children with 41% for women 

with 3-4 children.[10] This trend is even stronger in this survey with 50% for those with two 

children and 70% for those with three. This could also explain that those aged 35 or older 

used more contraception, but it could also be because the guidelines proclaim that pregnancies 

after 35 years should be avoided.[9]  

   In the present study the contraception prevalence falls with higher education. When 

stratified by age the youngest group has the opposite trend. The middle group is the biggest 

and has a majority of those who had attended university. The contraceptive prevalence is 

lowest among those who had attended university in both the middle and the older group. One 

reason for this could be that many of them use the calendar method, which is not measured in 

the survey. Several of the participants said that they were using calendar method and one of 

the gynecologists recommended it. To succeed with the calendar method requires high 

knowledge and understanding of the female body, which could be more achievable for high 

educated women. The reason that it’s not measured is that only modern methods were 

included in the study. Another explanation for the relatively low contraception prevalence 

could be the use of condom, which is not measured in the study because only women’s 

contraceptives were included.   

   One confounder to both the low number of children and relatively low contraception 

prevalence could be that the causes for coming to the hospital are not evaluated. It could 

therefore be women who seek medical help for infertility, which consequently would give 

lower birth rates. One of the gynecologist raised infertility as one of the problem to achieve 

good FP, which could indicate that it is a frequent reason for seeking help at this clinic. 

Pregnancies would also lower the contraception prevalence. A limitation in the study is that 

the questionnaire did not contain a question why contraception wasn’t used. Another 

limitation is the researcher’s lack of Swahili, which complicated the responsiveness to 

different questions from the patients. The impact of this was however limited as a nurse 

offered translation services.    

   It was 70 persons that answered that they had received FP but 81 answered what the 

information was about, so the actual number can be moderately higher. The answers to what 
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the information was about indicate that the guidelines are followed. The gynecologists 

conversely did not describe that they gave other FP advice than contraception. This means 

that they didn’t mention the other three things stated in the guidelines concerning FP.       

   The survey indicates that the kind of contraception change if the patients had received 

family planning or not. Every woman who had not received FP used pills. The most common 

contraception among those who had received FP was contraceptive implant (40%) and it was 

the most common among those who choose contraception from advice from healthcare (5 of 

6). This is interesting because it was only one of the gynecologists that recommended that. 

However all gynecologists recommended IUD (copper or hormone), but only 12% of the 

patients used it.   

5. Conclusion 

The contraceptive prevalence was 27% which is almost the same in the country, but compared 

to different baseline characteristics the prevalence is lower. The present study does not 

confirm that contraception prevalence increase with education, but confirms the increase with 

the number of children equal to the demography. It was 71% of the patients that had received 

FP and among the gynecologist 3/4 said that they discussed FP with their patients. None of 

the patients thought that receiving FP was a negative experience.   

   The most common contraception was pills and all of the patients that had not received FP 

used it. Among those who had received FP the most common was contraceptive implant. All 

gynecologists recommended IUD but few of the patients used it. 

   Only 3% of the patients thought contraception was totally wrong. All gynecologists 

recommended contraception and they described different fears for contraception as the reason 

why women didn’t want it. 

   The results indicate that family planning increase the use of contraception, even though it is 

not statistically significant in this survey. 

   Implications: the positive attitude towards FP and contraception among the patients should 

encourage the work for this. The difference between the gynecologist recommendations and 

the patient’s use of contraceptives should be evaluated. According to the patients answers’ the 

guidelines seem to be followed by the, but the gynecologists’ answers imply that it could be 

improved.    

   Aim for further studies: more reliable answers would be provided if a study was made with 

a larger population and including why contraception is not used. It would also be beneficial to 

compare these results with a rural setting.  
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Ethical considerations for family planning  

In the mid-19th century when the world’s population was increasing rapidly it was mainly in 

the developing countries that the increase occurred. This caused fear and a need to halt the 

development. Foreign aid from the industrial countries was used to encourage family planning 

(FP). Different methods were used but coercion, punishments and different rewards were 

common. An ethical problem with this was the methods that were used. Another is the rich 

countries impact on poorer countries. This could be defended by the population growth effects 

the whole world and opposed by the countries right to anatomy. This is an ethical dilemma 

concerning countries autonomy contra all countries right to interfere in the world´s 

development. In China the government legislated for only one child per family. This is an 

example of when a government gives restrictions for the people. This could be defended by 

the population growth effect that the whole society and therefore has the society the right to 

restrictions. On the other hand is limiting of the people's freedom hard to defend ethically and 

since 1968 it is a human right according to the UN to plan your own childbirth. This is an 

ethical dilemma between the individuals rights and freedoms contra the societies right to 

restrict the freedoms in order to protect the country. Throughout the history family planning 

has in different ways restricted women´s rights and life. It has also mistreated and abused 

women in the world. This has changed and a big reason has been research on family planning. 

Research has showed that FP can reduce the mother- and child mortality. Today family 

planning is still considered an effective tool to lower the birth rates, but it also contains the 

women´s right to plan their families. Family planning today is focused on the ability to plan 

your family and as a proof of the change in attitude the term family planning today also 

contains infertility. Research in this area has helped to change the term and the implications of 

family planning. It is important to do research about this to find the best ways to provide good 

and secure FP and also find maltreatment and abuse caused by FP. FP and contraceptives are 

sensitive questions for many persons and research about this should therefore be extra careful 

with anonymity.  
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Letter of Intent 

Reducing the high birth rates in developing countries is a big challenge. Tanzania’s fertility 

has not declined even though the country has had economical development. The fertility is 

falling slower than UN expected, even though the government encourages family planning 

(FP) and contraceptives. This survey investigates the implementing and attitudes towards 

contraceptives and (FP) among patients and gynecologists at a hospital in Dar es Salaam. 27% 

of the patients that were using contraceptives but it were only 3% of the patients that thought 

contraceptives were totally wrong. According to the gynecologist the reason patients don’t 

want contraception is fear that it for example causes cancer or infertility. 71% of the patients 

had received FP and none of them thought that it was a negative experience. Among the 

gynecologist 3 of 4 said that they discussed FP with their patients. The most common used 

contraception was pills, but for those who had received FP it was contraception implant. All 

the gynecologists recommended IUD (copper or hormone), but few of the patients used it. 

The results indicate that FP changes the choice of contraception and might increase the use.  
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Press release  

En studie utfördes under våren 2015 på ett sjukhus I Dar es Salaam, Tanzania. Anledningen 

var att trots Tanzanias ekonomiska utveckling har barnafödandet inte minskat som förväntat. 

Det födds i snitt 5.2 barn per kvinna i landet. Studien genomfördes genom att enkäter delades 

ut till kvinnor i väntrummet till kvinnoklinken och även till de gynekologer som jobbade där. 

Resultaten visar att preventivmedelsanvändningen är 27% bland kvinnorna. Ett intressant 

resultat var att endast 3% av patienterna tyckte att preventivmedel var helt fel. Enligt 

gynekologerna beror den relativt låga preventivmedelsfrekvensen på att kvinnorna är rädda 

för att preventivmedel har biverkningar som till exempel cancer eller infertilitet (oförmåga att 

föda barn). Familjeplanering betyder att man ger möjligheten att planera sitt barnafödande. 

Det var 71% av kvinnorna i undersökningen som hade fått familjeplanering och ingen av dem 

tyckte att det var negativt. Tre av de fyra gynekologerna som jobbade på sjukhuset 

diskuterade familjeplanering med patienterna. Bland de som fått familjeplanering använde 

34% preventivmedel och motsvarande siffra var 14%, bland de som ej fått. De som inte fått 

familjeplanering använde endast tabletter medan de i den andra gruppen använde olika typer 

av preventivmedel och flest använde p-stav. Alla gynekologerna rekommenderade spiral men 

det var ändå få av patienterna som använde det. Att patienterna i så låg utsträckning använde 

det preventivmedel som gynekologerna rekommenderade är anmärkningsvärt och studien ger 

tyvärr ingen förklaring till detta.  

Sammanfattningsvis visar denna studie att patienterna vid denna kvinnoklinik har en positiv 

inställning både till preventivmedel och till familjeplanering. Den visar även att 

familjeplanering ändrar kvinnornas val av preventivmedel och verkar öka 

preventivmedelsanvändningen. 


