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Jordan has a higher fertility rate (3.8) than the averages of countries similar in income to 

Jordan (2.2) and compared to the Middle East and North Africa region as a whole (2.8) 

(WHO, WB, UNICEF, & DHS, 2011). The findings of the 2009 Jordanian Population 

and Family Health Survey demonstrated that the total fertility rate (TFR) has stopped 

declining in the country since 2002 (DOS, 2010b; USAID, 2010). The prevalence of 

contraceptive use has also shown little change in Jordan over the last decade (DOS, 

2010b; USAID, 2010). Given that contraception is one of the proximate determinants of 

fertility (Rahayu et al., 2009), the main purpose of this study was to investigate which 

factors are contributing to women’s current contraceptive behavior and intention for 

future contraceptive use. Research questions were developed in a comprehensive 



framework that considers women’s intention and actual behavior as outcomes of various 

interactive factors within a socio-cultural context. In particular, the study’s framework 

was directed by a theoretical basis adapted from Ajzen and Fishbein’s Theory of 

Reasoned Action (TRA) and an extensive review of the available literature in the 

research area. Obviously, the social set-up and cultural norms in the study setting, 

together with attitudes toward children and family, represent a traditional scenario that 

could help explain the consistency of fertility and contraceptive use in the country. 

Further, the influences of background characteristics on women’s contraceptive behaviors 

and intentions provide another scenario that could help assess the current situation of 

family planning (FP) in Jordan. In this study, demographic factors, spousal 

communication variables and healthcare system-related factors are all defined as 

background characteristics. Attitudes and social norms reflect the women’s behavioral 

determinants and represent the main constructs of the TRA. In fact, involving a set of 

factors related to women’s beliefs and social norms in the study’s framework provided an 

opportunity to explore how these factors might promote or inhibit a woman’s intentions 

and behaviors in respect to contraceptive use. In a three-manuscript format, this research 

was designed to achieve a number of objectives. The first manuscript aimed at identifying 

the major factors associated with the current use of contraception among women of 

childbearing age in northern Jordan. The second manuscript focused on investigating the 

main factors that are associated with women’s contraceptive method preference (e.g. the 

choice of modern contraceptives as effective methods in preventing pregnancy versus the 

choice of traditional contraceptives as methods with high failure rates). The third 

manuscript attempted to explore the key factors associated with women’s intention for 



future contraceptive use since the existence of such an intention would consequently 

translate into an actual behavior later. In 2010, original cross-section data were collected 

by means of a face-to-face interview using a structured pre-tested survey. The study 

sample included women who were currently married and were between 18 and 49 years 

old. Applying a systematic random sampling procedure, all respondents were recruited 

from the waiting rooms of five randomly selected Maternal and Child Health (MCH) 

centers in the Governorate of Irbid, northern Jordan. Using a list provided by the Ministry 

of Health, all centers in the Governorate were stratified according to the region (urban vs. 

rural) and randomly selected in proportion to their number in each region. The final 

sample size for this research consisted of 536 women surveyed, giving a response rate of 

92.4 percent. Utilizing logistic regression analyses, the results of the dissertation 

manuscripts indicate that women’s behaviors and intentions toward the use of 

contraception are affected by a number of factors at the individual, familial and 

institutional levels. The findings that emerged from the three manuscripts provide health 

professionals and policy makers with important information to assist in the design of FP 

programs and campaigns aimed at increasing current contraceptive use, enhancing the 

adoption of modern contraception and motivating the intention for future contraceptive 

use. This research strongly suggests that health professionals develop health policies that 

both expand the availability of MCH centers and strengthen the role of healthcare 

providers to dispel the numerous rumors and misconceptions surrounding the use of 

contraceptives, particularly modern ones. Health workers at the MCH centers need to 

ensure that women have sufficient information about the benefits and side effects of 

different types of contraception by offering proper FP counseling. The messages that 



religious leaders can use in advocating for FP would also help make contraceptive use 

socially acceptable since their opinions are often followed by the majority. This would be 

a key step toward removing the barriers to contraceptive use. Moreover, to design 

effective FP interventions, planners should take into account women’s attitudes toward 

the use of contraceptive methods and the components of those attitudes (e.g. women’s 

approval of contraceptive use for birth spacing and perceptions regarding the value of 

large family sizes and the importance of having male children in Jordanian families). 
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Chapter 1 

 

INTRODUCTION 

1.1 General Background 

           The Hashemite Kingdom of Jordan is a relatively small developing country in the 

Middle East, with a population of 6.2 million (DOS, 2011b). According to the statistics, 

Jordan’s population is growing faster than that of most countries in the world (USAID, 

2006). The results of two censuses conducted in 1979 and 1994 showed that the 

population size increased from 2.1 to 4.1 million people, respectively, with population 

growth averaging 4.4 percent during the period between 1979 and 1994 (DOS, 2010b).  

After 1996 the annual growth rate has dropped to an average of 2.7 percent (Kanaan & 

Hanania, 2009). At this rate, the population size is expected to double again by 2031 

(USAID, 2006).  

 Jordan’s total fertility rate (TFR)
1
 has been decreasing since the mid-seventies 

(DOS, 2010b). The Jordanian Population and Family Health Survey (JPFHS) has shown  

that the TFR declined from 7.4 children per woman in 1976 to 5.6 in 1990 and thereafter 

to 4.4 and 3.7 in 1997 and 2002, respectively (DOS, 2010b). Based on these figures, a 40 

percent decline in the TFR occurred between 1976 and 1997, which means about three 

children fewer per woman (DOS, 2010b). Between 1997 and 2002, there was another 19 

percent decline in the TFR, which amounts to about one less child per woman (DOS, 

2010b). In 2009, the JPFHS reported that the TFR has increased to 3.8 births per woman, 

which is slightly higher than previous estimates of 3.7 for 2002 and 3.6 for 2007 (DOS, 

                                                           
1
 The TFR is “the sum of the age specific fertility rates (ASFRs); it represents the average number of 

children a woman would have at the end of her reproductive years if she were subject to the currently 

observed age specific rates” (DOS, 2010b). 
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2010b) (see Figure 1). These increases are not high enough to rate statistical significance, 

nor are they indicators that the TFR has increased overall (DOS, 2010b). However, they 

do show that the TFR has stopped declining in Jordan since 2002 (DOS, 2010b). 

 

Figure 1: The total fertility rates in Jordan by residence and region, JPFH Surveys 

2002-2009 

 

 

 

1.2 Statement of the Problem 

Jordan’s capability to meet the needs of its fast-growing population is limited by 

the scarcity of available resources and the current economic situation. If the TFR remains 

as it is now, Jordan will face a serious problem that may obstruct the future development 

of the country (USAID, 2006; USAID, 2010). The findings of the 2009 JPFHS 

demonstrated that 59.4 percent of currently married women of reproductive age (MWRA) 

were contraceptive users (DOS, 2010b). This indicates that the percentage of currently 
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MWRA who do not use contraceptives is still high (40.6%). In 2009, the percentages of 

married women who were users of modern and traditional contraceptive methods were 

40.6 and 18.8, respectively (DOS, 2010b). Modern methods consist of Intra Uterine 

Devices (IUDs), injectables, oral pills, implants, female sterilization and condoms. 

Traditional contraceptives include withdrawal, periodic abstinence, lactational 

amenorrhea (LAM), and folk methods. It is noteworthy that the prevalence of traditional 

methods in Jordan is higher than other countries in the Middle East such as Syria (12%), 

Tunisia (10%), Morocco (8%), and Egypt (3%) (USAID, 2010).  

One of the key problems associated with traditional contraceptives is that the use 

of these methods increases the incidence of unintended pregnancies
2
 due to the high rates 

of method failure (Gharaibeh et al., 2011; USAID, 2010). The high rate of unintended 

pregnancies is a serious public health issue that adversely affects the health and social 

outcomes of mothers and babies and contributes to accelerated population growth 

through unwanted and mistimed pregnancies and closely spaced children (Becker et al., 

2009; Eggleston, 1999; Mackenzie et al., 2011; Petersen & Moos, 1997; Peyman & 

Oakley, 2009).  

To add to the issue, overall contraceptive prevalence is not increasing in Jordan. 

One of the main reasons that could explain this phenomenon is the high rate of 

discontinuation of contraceptive use among married women in the country (USAID, 

2009). The 2009 JPFHS showed that the percent of Jordanian women who discontinued 

the use of all methods of contraception during the 12 months preceding the survey was 

                                                           
2
 Unintended pregnancies are “pregnancies that are reported to have been either unwanted (i.e., they 

occurred when no children, or no more children, were desired) or mistimed (i.e., they occurred earlier than 

desired)” (Santelli et al., 2003).  
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45.1 percent (DOS, 2010b). This percent has slightly increased compared with 42 percent 

in 2002 (DOS, 2010b). The extent to which women continue their use of contraception is 

a key concern for investigating the effectiveness of contraceptive methods and evaluating 

the performance of family planning (FP) programs. It is noteworthy that the utilization of 

FP services in Jordan is considered significantly lower than the utilization of other 

reproductive healthcare services such as prenatal care services (USAID, 2004). This 

indicates that MWRA do not utilize all reproductive health services equally for 

childbearing-related issues (USAID, 2004). This may also suggest the existence of some 

barriers that prohibit couples from using FP services. Accordingly, enhancing the 

utilization of FP services and programs is considered one of the key factors influencing 

the future TFR and population growth in Jordan.   

1.3 Purpose of the Study 

The stability in the TFR, after a long decline, necessitates in-depth analysis of the 

main factors that could explain the consistency of fertility in Jordan since 2002. One of 

the most significant factors for reducing population growth and decreasing the fertility 

rate is the contraceptive prevalence rate (CPR)
3
 (DOS, 2010b; Rahayu et al., 2009). In 

fact, the CPR has also shown little change in Jordan over the last decade (DOS, 2010b). 

Therefore, the main purpose of this study was to investigate which factors are 

contributing to women’s current and future decision to practice contraception. To achieve 

that end, it is also necessary to identify the variables that influence women’s choice of 

effective contraceptive methods. Identifying these factors would help health professionals 

                                                           
3
 CPR is “the proportion of women of reproductive age who are using (or whose partner is using) a 

contraceptive method at a given point in time” (WHO, 2008) 
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in Jordan to understand what influences a woman’s decision to use traditional methods 

versus modern ones, which can aid in addressing the barriers to practicing modern 

contraception. Understanding the fertility behavior of women in terms of FP is essential 

for designing effective FP programs. Such programs would help increase the prevalence 

of modern FP methods, and make contraceptive information, supplies and services 

widely available to couples. 

   Until recently, data about the key factors affecting contraceptive use among 

Jordanian women of reproductive age was scarce. The majority of previous studies used 

demographic factors, such as age, education, place of residence, and income as a means 

of investigating the main factors that could influence the use of contraception. However, 

the influence of demographic factors on contraceptive outcomes may also be shaped by 

the socio-cultural context in which reproductive decision-making takes place. Therefore, 

this study attempted to understand the effects of more specific factors on women’s 

decisions to practice contraception in northern Jordan. These factors include spousal 

communication variables; healthcare system-related factors; women’s attitudes and social 

norms; and demographic factors. In particular, the study aimed to examine the association 

between all of these factors with: 1. women’s current contraceptive use; 2. method choice 

for women who currently use contraception; and 3. women’s intention for future use of 

contraceptives. Demographic factors, spousal communication variables and healthcare 

system-related factors are all defined as women’s background characteristics. Further, the 

study investigated the association between women’s attitudes and social norms with their 

current behavior and future intention to practice contraception, adjusting for the influence 

of the background characteristics. Attitudes and social norms reflect the women’s 
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behavioral determinants and represent the context of Ajzen and Fishbein’s Theory of 

Reasoned Action (TRA) (Ajzen & Fishbein 1980; Fishbein & Ajzen, 1975).  

1.4  Research Questions  

The research questions were developed in a comprehensive framework that 

considers women’s intention and actual behavior as outcomes of various interactive 

factors within a socio-cultural context. In a three-manuscript format, this study intended 

to answer several questions and accomplish a number of objectives. 

Manuscript 1: Exploring Factors Associated with the Current Use of Contraceptive 

Methods among Women of Childbearing Age: The Case of Northern Jordan  

Questions: 

1. What factors are associated with the current contraceptive use among women of 

reproductive age in northern Jordan? 

1.1 What background characteristics of women are associated with their current use 

of contraceptives?  

1.2 Are women’s attitudes and social norms associated with the current status of 

contraceptive use? 

1.3 Which factors have a stronger association with current contraceptive use? 

Objectives: 
 

1. To analyze the characteristics of current users and nonusers of contraception. 

2. To identify the major factors associated with the current use or nonuse of 

contraceptive methods and understand the relationship among these factors. 
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3. To assess the key reasons for contraceptive nonuse among women in northern Jordan. 

 

Manuscript 2: Contraceptive Use and Method Preference among Women of 

Reproductive Age in Northern Jordan: A Study of Patterns and Determinants 

 

Questions: 

 

2. What factors are associated with contraceptive method preference among women of 

reproductive age in northern Jordan? 

2.1 What background characteristics are associated with the method of contraception 

chosen by women who currently use contraception?  

2.2 Among women currently using contraception, are users’ attitudes and social 

norms associated with the type of contraceptive chosen? 

2.3 Among current users, which factors have a stronger association with 

contraceptive method preference? 

Objectives: 

 

1. To explore the characteristics of women who are users of traditional contraceptive 

methods and those who are users of modern ones.  

2. To investigate the main factors that are associated with women’s decision to use 

modern versus traditional contraceptive methods.  

3. To explore the major reasons for a woman’s choice of a particular contraceptive 

method. 
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Manuscript 3: Factors Associated with the Intention for Future Use of 

Contraceptive Methods among Women of Childbearing Age in Northern Jordan: A 

Cross-sectional Analysis 

Questions 

3. What factors are associated with a woman’s intention for future contraceptive use in 

northern Jordan?  

3.1 What background characteristics are associated with women’s intention for future 

contraceptive use in northern Jordan?  

3.2 Are women’s attitudes and social norms associated with their intention for future 

contraceptive use?  

3.3 What are the factors most strongly associated with a woman’s intention to 

practice contraception in the future? 

Objectives 

1. To identify the characteristics of women who have the intention for future 

contraceptive use and those who do not.  

2. To investigate the key factors associated with women’s intention to practice 

contraception in the future. 

 

1.5  Significance of the Study 

In demography, the rate of population growth is determined by natural growth as 

well as mechanical growth (Jacobsen, 1996). Natural growth represents the balance 

between the country’s birth and death rates, while the mechanical growth takes net 

migration into consideration (Karim, 2011; Jacobsen, 1996). In the case of Jordan, due to 



9 
 

the Arab-Israeli wars in 1948 and 1967, a large number of Palestinian refugees moved 

into the country (Arouri, 2007; DOS, 2010b). In 1961, the first Population and Housing 

Census in Jordan gave a total population of 901,000 (DOS, 2010b). In 1979, the 

country’s population was estimated to be 2.13 million, which then nearly doubled to the 

total population of 4.14 million in 1994 (DOS, 2010b). Between 1961 and 1979, Jordan’s 

population growth rate was an annual average of 4.8 percent, and it was 4.4 percent 

during the period 1979-1994 (DOS, 2010b). The influx of immigrants from the West 

Bank and Gaza Strip in the late 1960s contributed to the increase in the population 

growth rate for the period of 1961-1979 (DOS, 2010b). Moreover, events such as the 

1990 Gulf war had a considerable influence in increasing the rate of population growth in 

Jordan for the period 1979-1994, where about 300,000 Jordanians returned from the Gulf 

States as a result of the war (DOS, 2010b).  

On the other hand, the high population growth also reflects a markedly high 

natural growth attributable to high fertility rates and low death rates. Over the last three 

decades, Jordan has made significant progress in the healthcare sector which resulted in 

decreasing the crude death rate
4
. “The crude death rate, estimated at 18 per thousand in 

the early 1960s, had declined to 12 per thousand by the early 1980s” (DOS, 2010b). In 

2009, the crude death rate was estimated at 7 per thousand (DOS, 2010a). In addition, 

although the TFR has been decreasing in Jordan since the mid-seventies, it is still 

considered high at 3.8 and has stopped declining (DOS, 2010b). The prevalence of 

contraceptive use has also had little change in Jordan over the last decade (DOS, 2010b). 

The continuous decline in the death rate, the high fertility rate, and the influx of 

                                                           
4
 Crude death rate: annual number of deaths per 1,000 population (UNICEF, 2010). 
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immigrants from neighboring countries are all responsible for the high population growth 

rate in Jordan.  

Under the current political circumstances, Jordan’s demographic trends have 

imposed significant challenges in terms of economic development and population 

density
5
. Decreasing the TFR and increasing the use of contraception would help reduce 

unintended pregnancies and contribute to decreasing the growth rate in Jordan in the long 

term. FP programs, through promoting the use of contraception, can play an important 

role in reducing fertility rates. Specifically, FP programs should be focused on motivating 

couples to adopt the use of effective contraceptives and encouraging them to maintain 

that use. To achieve these tasks, FP programs need to take into account women’s 

knowledge, beliefs and practices regarding contraception as well as women’s socio-

cultural, religious and economic backgrounds. The findings of the present study are 

intended to be a source of information in the field of FP that will help explore the factors 

that would increase the prevalence of contraceptive use among Jordanian women. This 

study also provides health professionals and program managers in Jordan with a strong 

basis for designing and implementing appropriate FP intervention strategies. Achieving a 

better understanding of women’s beliefs regarding FP-related issues would help address 

barriers to contraceptive use, particularly the adoption of modern methods to avoid 

pregnancy.  

The presence of a high proportion of women who discontinue the use of 

contraceptive method forms a major concern and poses a threat to the effectiveness of FP 

programs in the country. Hence, to gain a more accurate assessment of women’s use of 

                                                           
5
 Population density represents the number of people per land area in square miles (or square kilometers) 

(U.S. Census, 2010) 
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contraception, healthcare providers and professionals need to investigate barriers that 

prevent families from having their desired number of children. With a more accurate and 

comprehensive assessment, policy makers can better develop and evaluate strategies to 

promote successful contraception interventions and improve FP programs’ outcomes.  

1.6 Conceptual Framework 

 

This section discusses the conceptual framework that was used to guide the 

analysis of the current study. This framework provides the motivation for the choice of 

the explanatory variables and offers some predictions about the direction of their 

expected effects. All the dissertation manuscripts share the same framework and most of 

the explanatory variables. As per this study, the framework is directed by a theoretical 

basis adapted from the Theory of Reasoned Action (TRA) and an extensive review of the 

available literature. The TRA represents a schema that helps understand how we can 

influence women’s intentions and behaviors in regard to the use of contraception. The 

TRA states that a person’s behavioral intention and actual behavior are determined by 

two main constructs: attitudes and social norms (see Figure 2) (Howard, 2009).  

According to the TRA, attitudes refer to an individual’s own beliefs concerning a 

certain behavior, weighted by an overall assessment of the outcomes resulting from 

performing that behavior (Sable et al., 2006). Social norms refer to “the perception of 

how groups or individuals important to the person (i.e., social referents) view the 

behavior” (Sable et al., 2006). In particular, the TRA argues that the performance of the 

target behavior is affected by the pressure a person might perceive from his/her referent 

people such as spouse, family, friends, and religious leaders (Sable et al., 2006). In 

accordance with the behavioral theories, social context may serve as a constraint on an 
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individual’s intentions and decision making concerning a set of behaviors, including 

fertility and contraception. Therefore, involving social norms in the study’s framework 

provides an opportunity to explore how these norms might promote or inhibit a woman’s 

intention and decision to practice contraception.  

Obviously, the individual may not be able to act on his/her actual behavior or 

behavioral intention if the opportunity to achieve a certain behavior does not exist. In 

other words, regardless of people’s intentions or beliefs concerning a specific behavior, if 

they are not in a position to act on it, they may not be able to perform that behavior. 

Consequently, in this study, the main constructs of the TRA are connected with a set of 

factors as potential background characteristics of the participating women. The selection 

of background characteristics used in this study is based on the review of relevant 

literature. In fact, by not including measures of background characteristics in the 

framework, the results may not correctly estimate the key factors associated with 

women’s actual behavior and intention toward the use of contraception. Thus, the 

framework of the current study is designed to be an explanatory tool that helps 

investigate the main factors affecting contraceptive use among women of reproductive 

age in northern Jordan. This dissertation research differs from other studies by examining 

the differences in women’s behaviors and intentions when the association between 

contraceptive use and women’s attitudes and social norms is adjusted for the effect of the 

respondent’s background characteristics. 

   The TRA has been found to be an appropriate theoretical model to study women’s 

intention and behavior regarding the use of contraception. Further, the use of the TRA in 

the present study is supported by the many times this theory has been applied to studies 
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related to contraceptive behavior (e.g. Albarracín et al., 2001; Howard, 2009; Sable et al., 

2006). The first two manuscripts focus on the association between the study’s 

explanatory variables and women’s actual behavior (e.g. current use of contraception and 

the method of choice). In fact, the current status of contraceptive use and the method of 

choice both represent an actual behavior that women were currently practicing at the time 

of the study. In the third manuscript the association between the study’s explanatory 

variables and women’s intention for future contraceptive use was examined since the 

respondents were asked about their intentions to perform a behavior in the future. The 

existence of such intentions would consequently lead to an actual behavior later. 

Conceptualization of research questions and measurement of key variables used in the 

study manuscripts are summarized in Table 1. 
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Figure 2: Conceptual framework of the factors influencing contraceptive use among 

women of reproductive age in northern Jordan, adapted from Ajzen and Fishbein’s 

Theory of Reasoned Action (TRA) (Ajzen & Fishbein, 1980) 
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Table 1: Conceptualization of research questions and measurement of the study’s 

key variables  

                                                           
6
 In the survey, women who reported the current use of contraception were given a list of different types of 

contraceptive methods and were asked to determine the method that they were currently using. For the 

purposes of this study, the contraceptive method choice variable was grouped into two major categories, 

traditional and modern, as a dichotomous variable 
7
 The traditional methods include rhythm method, withdrawal, and LAM, while modern methods are 

defined as pills, IUDs, injectables, female sterilization, and male condoms. 

Variable Definition Measurement Variable 

Type 

Scale of 

measurement 

Manuscript 

A. Dependent Variables 

The current 

status of 

contraceptive 

use 

The use of any type 

of contraceptive 

methods at the time 

of the survey 

Yes (Users)=1,  

No 

(Nonusers)=0 

Discrete 

 

Nominal 1 

Method 

choice
6
 

The type of 

contraceptive 

method that was 

currently used by 

the respondent  

(either modern  

methods or 

traditional ones)
7
   

Modern 

contraceptive 

methods=1, 

Traditional 

contraceptive 

methods=0 

Discrete 

 

Nominal 2 

Intention for 

future  

contraceptive 

use 

A woman’s 

intention to use 

contraceptive 

methods in the next 

12 months (or after 

delivery if a 

woman was 

pregnant at the time 

of the survey)
 
 

Yes =1, No =0 

 

 

Discrete 

 

Nominal 3 

B. Explanatory  Variables 

1. Background  Characteristics (Covariates) 

1.1  Demographic factors 

Age 

 

 

 

 

 

 

 

 

 

 

i. A woman’s 

current age  

 

 

 

 

ii. A woman’s age 

at marriage  

 

 

 

 

Integer ( the 

number of years 

a woman is alive 

up to her last 

birthday) 

 

Integer (the 

number of years 

a woman was 

alive at the time 

of her marriage) 

 

Discrete 

 

 

 

 

 

Discrete 

 

 

 

 

 

 

Interval 

 

 

 

 

 

Interval 

 

 

 

 

 

 

1, 2, &3 

 

 

 

 

 

1, 2, &3 
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Table 1: Conceptualization of research questions and measurement of the study’s 

key variables (Continued)  

                                                           
8
 (1 JD=$1.40 USD) 

Variable Definition Measurement 
 

Variable 

Type 

Scale of 

Measurement 

Manuscript 

Education 

 

 

 

 

 

Education attainment 

level of the woman 

 

 

Integer   

(number of years  

in school 

education the 

woman 

completed) 

Discrete 

 

 

 

 

 

Ratio 

 

 

1, 2, &3 

Religion Religion of the 

woman 

Muslim=1, 

Christian=0 

Discrete Nominal 2, &3 

Place of 

residence 

The place where the 

respondents lived at 

the time of the 

survey, either urban 

or rural 

Urban=1, 

Rural=0 

Discrete Nominal 1, 2, &3 

Number of 

living male 

children 

The total number of 

sons a woman had at 

the time of the survey  

Integer   Discrete 

 

 

Ratio 

 

1, 2, &3 

 

Income The total monthly 

income of the 

household in 

Jordanian Dinars 

(JD)
8
 

< 250JD=1,               

250-499JD=2,               

≥ 500 JD=3 

  

Discrete Ordinal 1, 2, &3 

Occupational 

status 

The working status 

of the respondents at 

the time of the 

survey 

Yes 

(employed)=1, 

No 

(Unemployed)=0 

Discrete Nominal 1, 2, &3 

1.2  Healthcare system-related factors 

Health 

insurance 

The presence of 

health insurance that 

covers the cost of 

healthcare services, 

including family 

planning  

Yes (Insured)= 

1, No 

(Uninsured)=0 

 

Discrete 

 

 

 

Nominal 

 

 

 

2 &3 

 

 

Accessibility 

to the  MCH 

centers  

 

 

 

 

 

 
 

i. The presence of a 

nearby MCH center 

 

ii. Time taken to get 

to the nearest MCH 

center (in minutes) 

 

iii. The availability 

of  preferred 
contraceptive 

methods at the MCH 

centers during the 

last 12 months  

Yes = 1, No = 0 
 

 

< 15 min=1,  

15 - 30 min=2,  

> 30 min=3 

 

Yes = 1,  

No = 0 

Discrete 

 

 

Discrete 

 

 

 

Discrete 

 

Nominal 

 

 

Ordinal 

 

 

 

Nominal 

1, 2, &3 

 

 

1, 2, &3 

 

 

 

2 
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Table 1: Conceptualization of research questions and measurement of the study’s 

key variables (Continued)  

                                                           
9
 In the survey, the options for this question were: 1.Your husband decides; 2.Your husband has a strong 

influence; 3.Your husband and you have an equal influence on the decision; 4.You have a stronger 

influence on the decision than your husband; and 5.You decide yourself without his input. For the 

purposes of the current study, this variable is re-categorized into three major categories to produce 

meaningful groupings.  

 

Variable 
 

Definition Measurement Variable 

Type 

Scale of 

measurement 

Manuscript 

Quality of FP 

services 

offered at the   

MCH centers  

 

Providing women 

with FP counseling 

about the benefits 

and risks of using 

contraceptives  

by the healthcare 

providers at the 

MCH centers 

Yes = 1, No = 0  
 

Discrete 

 

Nominal 

 

1, 2, &3 

 

1.3  Spousal communication variables 

Couple’s  

discussions  

 

 
 

 

 

i. i. Husband-wife 

discussions 

concerning their 

family size 

 

ii. Husband-wife 

discussions 

regarding the use of 

contraceptive 

methods 

 

ii. The decision 

maker in regard to 

the use of  

contraceptives (who 

has the most 

influence on the 

decision to use the 

contraceptive 

methods that a 

woman was 

currently using)
9
 

Yes=1, No=0  

 

 

 

 

Yes=1, No=0  

 

 

 

 

 

Wife only= 1, 

Husband 

only=2,  Joint 

decision=3 

 

 

Discrete 

 

 

 

 

Discrete 

 

 

 

 

 

Discrete 

 

Nominal 

 

 

 

 

Nominal 

 

 

 

 

 

Nominal 

 

1, 2, &3 

 

 

 

 

1, 2, &3 

 

 

 

 

 

2 

2. Theory of Reasoned Action’s  Constructs (Predictors) 

2.1 Attitudes 

Woman’s 

beliefs 

 

 

i. Woman’s own 

beliefs regarding 

the presence of side 

effects associated 

with modern 

contraception  

Yes = 1, No = 0 

 

 

Discrete 

 

 

 

Nominal 

 

 

1, 2, &3 
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Table 1: Conceptualization of research questions and measurement of the study’s 

key variables (Continued)  

                                                           
10

 Small family was defined in the survey as a family of less than 3 children 
11

 Spacing births was defined as a decision to postpone pregnancy  
12

 Halal means allowed in Islam 
13

 Haram means forbidden in Islam 

Variable Definition 
 

Measurement Variable 

Type 

Scale of   

Measurement 

Manuscript 

 

Woman’s 

beliefs 

 

 

 

 

ii. Woman’s beliefs 

about the happiness 

of large families 

compared with small 

ones
10

 

 

iii. Woman’s 

approval of using 

contraceptive 

methods for spacing 

births
11

 

 

iv. Woman’s beliefs 

about the importance 

of having male 

children in her 

family 

 

 

v. A woman’s  

religious beliefs 

toward the  use of 

contraceptive 

methods 

Less happy=1                

The same=2                    

Happier=3   

 

 

 

Yes 

(approve)=1, 

No 

(disapprove)=0 

 

 

Of low 

importance=1, 

Somewhat 

important =2, 

Very 

important=3   

   

Halal
12

=1                           

Haram
13

=0                   

Discrete 

 

 

 

 

 

Discrete 

 

 

 

 

 

Discrete 

 

 

 

 

 

 

Discrete 

 

Ordinal 

 

 

 

 

 

Nominal 

 

 

 

 

 

Ordinal 

 

 

 

 

 

 

Nominal 

1, 2, &3 

 

 

 

 

 

1, 2, &3 

 

 

 

 

 

1, 2, &3 

 

 

 

 

 

 

1 &3 

2.2 Social norms 

Socio-

cultural 

influences 

 

 

 

 

 

 

 

 

 

 

 

 

 

i. Perceived pressure 

to have more 

children (or pressure 

to be pregnant if a 

woman had not yet 

given birth) by the 

husband 

 

ii. Perceived pressure 

to have more 

children (or pressure 

to be pregnant if a 

woman had not yet 

given birth) by in-

laws 

Yes= 1, No = 0 

 

 

 

 

 

 

 

Yes= 1, No = 0 

 

 

 

 

 

 

 

 

Discrete 

 

 

 

 

 

 

 

Discrete 

 

 

 

 

 

 

 

 

Nominal 

 

 

 

 

 

 

 

Nominal 

 

 

 

 

 

1, 2, &3 

 

 

 

 

 

 

 

1, 2, &3 
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Table 1: Conceptualization of research questions and measurement of the study’s 

key variables (Continued)  

 

1.7 Abbreviations 

 

 

 

 

 

 

 

 

Chapter 2 

 

 

 

 

 

 

 

 

 

 

 

Variable Definition 
 

Measurement Variable 

Type 

Scale of   

Measurement 

Manuscript 

 

Socio-cultural 

influences 

 

iii.  Perceived that 

cultural norms 

influenced the 

number of children a 

woman would like 

to have  

Yes= 1, No = 

0 

 

Discrete 

 

Nominal 

 

1, 2, &3 

 

Antenatal Care  

Contraceptive Prevalence Rate 

Demographic and Health Survey  

Family Planning  

Hosmer and Lemeshow  

Jordanian Association for Family Planning and Protection 

Jordanian Dinar 

Jordanian Population and Family Health Survey  

Jordan University Hospital 

King Abdullah University Hospital 

Intra Uterine Device 

Lactational Amenorrhea 

Maternal and Child Health 

Ministry of Health 

Market Research Organization  

Married Women of Reproductive Age 

Non Governmental Organizations 

Royal Medical Services  

Statistical Package for the Social Sciences  
Total Fertility Rate  
Theory of Reasoned Action  

United Nations Fund for Population Activities 

United Nations Relief and Works Agency 

World Health Organization 
 

ANC 

CPR           

DHS           

FP                 

H-L     

JAFPP 

JD 

JPFHS             

JUH 

KAUH 

IUD  

LAM           

MCH         

MOH         

MRO         

MWRA          

NGOs 

RMS    

SPSS    
TFR           

TRA      

UNFPA      

UNRWA 

WHO  
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Abstract 

Objectives: The main objectives of this study are to analyze the characteristics of current 

users and nonusers of contraception; to identify the major factors associated with a 

woman’s current status of contraceptive use; and to assess the key reasons for 

contraceptive nonuse among women in northern Jordan.  

Methods: The theoretical framework guiding this study was adapted from The Theory of 

Reasoned Action, which states that behavioral intentions and actual behaviors are 

determined by two main constructs: attitudes and social norms. Original cross-section 

data was collected by means of face-to-face interviews using a structured pre-tested 

survey. The study sample included currently married, non-pregnant women aged 18-49 

years old who were seeking reproductive health services from the Maternal and Child 

Health (MCH) centers in the Governorate of Irbid, northern Jordan. Using a list provided 

by the Ministry of Health, all centers in the Governorate were stratified according to 

region (urban vs. rural) and randomly selected in proportion to their number in each 

region. All participants were recruited from the waiting rooms of the centers and selected 

applying a systematic random sampling procedure.  

Results: In 2010, a sample of 433 women completed surveys within five randomly 

selected MCH centers in the Irbid Governorate. The percent of respondents who were 

using contraceptive methods at the time of the survey was 59.6. Using logistic regression 

analysis, the results of this study indicate that the current status of contraceptive use 

among women in northern Jordan was affected by a number of factors at the individual, 

familial and institutional levels. At the individual level, women’s religious attitudes 

toward contraception, approval of contraceptive use for birth spacing and perceptions of 
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modern contraceptive side effects all had statistically significant associations with the 

current use of contraceptive methods (odds ratios= 8.3, 3.8, and 0.04, respectively). At 

the familial level, the husband’s pressure on a woman to bear more children (or pressure 

to be pregnant if she had not yet given birth) was found to be a statistically significant 

factor that had a negative impact on current contraceptive use (odds ratio=0.35). At the 

institutional level, providing women with family planning counseling by health providers 

at the MCH centers has been identified as a substantial factor in increasing the use of 

contraception among Jordanian women in the northern region (odds ratio=4.7).  

Conclusion: The findings from this study provide health professionals and policy makers 

with important information to assist in the design of future family planning programs and 

campaigns aimed at increasing contraceptive use among Jordanian women. 
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2.1 Introduction 

2.1.1 General Overview 

To achieve the stated targets of population policies, i.e., decreasing the total 

fertility rates (TFRs) and increasing the contraceptive prevalence rates (CPRs), it is 

necessary to investigate the factors contributing to current contraceptive use among 

women of reproductive age. Although family planning (FP) has considerable 

demographic, social and economic significance, its major determinants are still 

underemphasized in Jordan. An understanding of FP-related issues, however, can be used 

as a predictive tool to investigate population trends concerning fertility and create a 

policy environment that helps reduce fertility rates. In this context, any effort to decrease 

the country’s TFR should take into consideration the influences of women’s beliefs and 

social norms on FP as a way to make the use of contraception widely accepted. In Jordan, 

despite the recent increase in the CPR and the fact that the public sector provides free 

contraceptives for married women, the country is still characterized by a relatively high 

fertility rate and unmet need
14

 for contraception (Weissman, 2009). The results of the 

2009 Jordanian Population and Family Health Survey (JPFHS) illustrate that 11 percent 

of married women want to avoid or postpone pregnancy but are not using any method of 

contraception, which means that there is still an unmet need for FP in the country (DOS, 

2010b). This discrepancy between women’s fertility preferences and the adoption of 

contraceptive methods is referred to as the unmet need for FP (Casterline et al., 2001; 

Korra, 2002; Mackenzie et al., 2011). This unmet need for FP could lead to unintended 

                                                           
14

 Unmet need for family planning is defined as “the percentage of married women who want to space their 

next birth or stop childbearing entirely but who are not using any method of contraception” (DOS, 2010b). 
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pregnancies, which in turn could contribute to an accelerated population growth, 

increased poverty and other difficulties associated with a scarcity of resources 

(Mackenzie et al., 2011). In 2008, an analysis by Jurdi reported that an estimated 38 

percent of pregnancies among Jordanian women were unintended pregnancies. In 

particular, this analysis demonstrated that “if current age-specific pregnancy rates 

continue, on average, a Jordanian woman would have 4.4 pregnancies during her 

reproductive life span, while the intended total pregnancy rate is only 2.8 pregnancies per 

woman” (Jurdi, 2008). Such findings reflect the presence of some barriers that still 

prevent couples from practicing contraception and having their desired number of 

children. Further, this may suggest a relatively weak performance of the FP programs in 

the country in terms of decreasing the unmet need for FP and the levels of fertility.  

According to the World Health Organization, CPR is considered an indicator for 

women’s health and empowerment (WHO, 2008). It also represents “a proxy measure of 

access to reproductive health services that are essential for meeting many of the 

Millennium Development Goals, especially those related to child mortality, maternal 

health, HIV/AIDS, and gender equality” (WHO, 2008). In view of that, more attention 

needs to focus on the importance of women’s adoption of safe and effective contraceptive 

methods as a means to improve maternal and reproductive health. In Jordan, it is 

interesting to note that the decline in the TFR has stopped and the prevalence of 

contraceptive use has also had little change over the last decade (DOS, 2010b). The social 

set-up and cultural norms in the study setting, together with the beliefs toward children 

and family, represent a traditional scenario that could help explain the consistency of 

fertility and contraceptive use in the country. Further, the influences of background 
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characteristics on women’s decision to practice contraception provide another scenario 

that could help assess the current situation of FP in Jordan. These characteristics include 

demographic factors, spousal communication variables and healthcare system-related 

factors. In an attempt to get a comprehensive overview of the main factors that affect the 

women’s contraceptive behaviors in northern Jordan, this study intended to achieve a 

number of objectives and answer several research questions. The study’s main objectives 

were to analyze the characteristics of current users and nonusers of contraception; to 

identify the major factors associated with current contraceptive use among women of 

childbearing age; and to explore the major reasons for contraceptive nonuse among 

women in northern Jordan. The key research questions for this study are: 

1. What factors are associated with current contraceptive use among women of 

reproductive age in northern Jordan? 

1.1 What background characteristics of women are associated with their current use 

of contraceptives?  

1.2 Are women’s attitudes and social norms associated with the current status of 

contraceptive use? 

1.3 Which factors have a stronger association with current contraceptive use? 
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2.1.2 Theoretical Framework of the Study 

During the last two decades, evidence has shown that there are a number of socio-

cultural norms, community traditions, and religious beliefs that constrain women’s use of 

contraception (Agha, 2010; Greene & Biddlecom, 2000; Kridli & Libbus 2001; 

Srikanthan & Reid, 2008). Some researchers have found that the degree to which FP and 

contraceptive use have an impact on family size is often influenced by a number of 

factors. These include the value of large families, son preference, social and familial 

pressures to have children, and religious opposition against the use of contraceptives. As 

supported by various experts and literature sources, such factors appear to modify a 

woman’s ability and willingness to accept and utilize a variety of contraceptive methods. 

Therefore, to help overcome barriers to contraceptive use and achieve a greater decline in 

fertility rates, FP interventions should target the individual’s values and perceptions as 

well as cultural norms and religious attitudes (Gharaibeh et al., 2011; Sunil & Pillai, 

2004). Taking into consideration the influences that attitudes and social norms could have 

on women’s contraceptive behaviors, the study’s framework was guided by a theoretical 

basis adapted from the Theory of Reasoned Action (TRA). The TRA argues that the 

performance of a certain behavior is affected by an individual’s own beliefs concerning 

such behavior as well as the pressure a person might perceive from his/her referent 

people (e.g. spouse, family, friends, and religious leaders) (Sable et al., 2006). 

Accordingly, the present study assumed that women’s attitudes and social norms might 

promote or inhibit their decision-making regarding the use of contraception.  

 In low- and middle-income countries, fertility has gained increased attention since 

the rapid reduction in mortality rates has not coincided with a similar decline in fertility 



27 
 

levels (Khraif, 2001). In its next stages of development Jordan is expected to face a real 

challenge regarding population growth and fertility rates, particularly in light of the 

country’s current limited resources (USAID, 2006). Given that contraception is one of the 

proximate determinants of fertility (Rahayu et al., 2009), exploring the key factors 

associated with current contraceptive use among Jordanian women needs to be one of the 

most important priorities in the country. This information would have a significant 

impact on the formulation of appropriate population polices and the development of 

effective FP strategies.  

 Studies in most Arab societies have found that the nature of behavior relating to 

contraception practice is complex as it is governed by several factors. The majority of 

these studies utilized the differences in demographic markers, such as age, age at 

marriage, education, parity, income, and place of residence as a means to determine the 

most important factors affecting women’s fertility and contraception behaviors. For 

example, a study by Sunil and Pillai (2004) revealed that increases in women’s age at 

marriage have contributed to fertility decline in the Republic of Yemen. A study by Shah 

et al. (2001) reported that age, parity, educational attainment, and living in urban areas 

had a positive impact on the current use of contraception among Kuwaiti women. 

According to a study by Al Sheeha (2010), education and working status were found to 

be the main significant determinants of contraceptive use among Saudi women; 

utilization of contraception was higher among employed participants and more educated 

ones. In Egypt, the results of the 2008 Demographic and Health Survey (DHS) 

demonstrated that the current use of contraceptive methods was positively associated 

with women’s age, education, wealth, earning a salary, and residence in urban settings 
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(UNICEF & UNFPA, 2011). Numerous studies have also illustrated that use of 

contraception increases with an increase in the total number of living children (Alpu & 

Fidan, 2006; D’Souza, 2003; Rahayu et al., 2009). In Oman, a study by Al-Riyami et al. 

(2004) demonstrated that less than one percent of married women were adopting 

contraceptive methods before the birth of first child. The study also reported that Omani 

women expected to give birth to their first child within the first year of marriage (Al-

Riyami et al., 2004). The framework of the current research was developed based on a 

more comprehensive ground that allows investigating the influences of more specific 

factors on the current use of contraceptive methods. These factors include spousal 

communication variables; healthcare system-related factors; women’s attitudes and social 

norms as well as demographic factors. 

2.2 Research Method  

2.2.1 Study Setting 

Jordan is divided into 12 governorates (administrative subdivisions in Jordan), 

with four governorates in each of the three geographic regions (North, Middle, and 

South) (DOS, 2010a). One of the Jordanian governorates in the north region is Irbid. The 

governorate of Irbid is Jordan’s second largest city, located about 85 kilometers to the 

northeast of Amman, Jordan’s capital. The Governorate covers an area of approximately 

1,572 square kilometers (DOS, 2011a). The total population of the Governorate of Irbid 

is 1,112,300, which accounts for 17.8 percent of the total population of the country 

(DOS, 2011b). Women constitute 48.8 percent of the total population in the Governorate 

(DOS, 2011b).  

 

http://www.thefreelibrary.com/Riyami%2c+Asya+Al%3b+Afifi%2c+Mustafa%3b+Mabry%2c+Ruth+M.-a11647
http://www.thefreelibrary.com/Riyami%2c+Asya+Al%3b+Afifi%2c+Mustafa%3b+Mabry%2c+Ruth+M.-a11647
http://www.thefreelibrary.com/Riyami%2c+Asya+Al%3b+Afifi%2c+Mustafa%3b+Mabry%2c+Ruth+M.-a11647
http://www.atlastours.net/jordan/amman.html
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2.2.2 Study Population and Sample 

 

The target population of this study was adult women seeking reproductive health 

services at the Maternal and Child Health (MCH) centers belonging to the Jordanian 

Ministry of Health (MOH) in the Governorate of Irbid. These centers provide a number 

of health services, including prenatal, postnatal, childcare and FP, through 42 centers 

distributed over different locations in the Governorate. The study setting includes the city 

of Irbid (the urban area) and surrounding villages (the rural areas). The city of Irbid 

represents the central region of the Governorate, while surrounding villages are 

distributed in the four geographic regions (North, West, East, and South). Eligibility 

criteria for participating woman were that they were currently married and were between 

18 and 49 years old. The primary users of services provided at the MCH centers are 

married women of childbearing age (women aged 15-49 years old). As a result, most of 

the women who were seeking reproductive healthcare services from the selected MCH 

centers were eligible to participate in the study. A sample of 536 women was successfully 

surveyed, giving a response rate of 92.4 percent.  

For the purposes of this study, a woman needs to meet a number of inclusion 

criteria. In particular, a woman was eligible to be involved in this analysis only if she was 

currently married, aged 18–49 years, and was not pregnant at the time of the survey. 

Exclusion criteria are currently married women within the specified age group who were 

pregnant at the time of the survey. The current status of contraceptive use was assessed 

by asking the participant the following question: “Are you currently using any 
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contraceptives?” Of the total women who were surveyed, 433 women met the inclusion 

criteria of this study.  

2.2.3 Study Design and Sampling Technique  

This study is based on original data collected using a cross-sectional survey 

design. The study was conducted at five randomly selected MCH centers in the 

Governorate of Irbid. To obtain the sample, the MCH centers in the Governorate were 

divided into urban and rural areas. To allow a more representative sample of the 

Governorate, an equal proportion (12 percent) was taken of all the MCH centers in both 

the urban (9 centers) and rural areas (33 centers). Thus, the final sample comprised of one 

center was selected randomly from the Irbid Governorate to represent the urban area 

(center A) and four centers to present the rural regions (centers B, C, D, and E). All the 

centers in the rural settings, B, C, D, and E, were selected randomly to represent the 

North, West, East and South regions of the Governorate, respectively (see Figure 3). The 

random selection of the participating centers was made in such a way that all the different 

locations in the study setting were represented. 

In regard to the sampling technique that was used in this study, women were 

selected for participation by using a systematic random sampling procedure. Based on 

this procedure, the starting number was chosen at random from the first five numbers 

(e.g. number 2) in the list that contains the serial numbers of the women who visited the 

MCH centers during the study period. Thereafter, women were selected at regular 

intervals (e.g. every 3
rd

 woman). All randomly selected participants were recruited from 

the waiting rooms of the MCH centers. In keeping with the cultural values of the study 
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setting and to facilitate the recruitment process, a female interviewer briefly introduced 

herself to each woman and gave an overview of the study. Women who showed initial 

interest were escorted to a private room at the MCH center for further assessment of their 

interest in participating. For those who showed a willingness to participate in the study, 

the interviewer explained the purpose of the study, conducted an eligibility screening, 

clarified the ‘explanation of research study’ statement, obtained consent to participate, 

and administered the interview. Further, the participant was informed that if she agreed to 

participate in the study, the interviewer would ask her a number of questions and fill out 

these answers on the interview sheet. The interviewer had completed training in the 

ethical use of human participants in research and had also received adequate training to 

be qualified to interview the study participants. Moreover, the interviewer was from the 

local community, had previous research experience and had a graduate degree in ‘public 

health’ from a local university. Ethical approval to conduct this study was obtained from 

the Jordanian MOH, the Health Directorate in the Governorate of Irbid, and the 

Institutional Review Board (IRB) at Oregon State University.  
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2.2.4 Study Instrument and Variables 

 

2.2.4.1 Data Collection Instrument 

In this study, data was collected by means of a face-to-face interview using a 

structured pre-tested survey (see Appendix). All interviews were administered in Arabic, 

the native language of the participants and the interviewer. Most of the interviews lasted 

for approximately 20 to 25 minutes. The survey instrument was developed from a 

Irbid 

Figure 3a: Map of Jordan 

  Figure 3b: Map of Irbid Governorate  

 

Center A 

Center B 

Center C 

Center D 

Center E 

Figure 3: The geographical location of the study 
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validated questionnaire used in a study conducted in 2003 to assess the health and social 

needs of women in southern Jordan (Shakhatreh & Odibat, 2005). For the purposes of 

this study, further questions were added to the 2003 questionnaire. Content validity for 

the modified version of the 2003 questionnaire was performed by a panel of Jordanian 

professionals in the field of reproductive health. Moreover, 15 pilot interviews were 

completed before the survey instrument was revised and finalized. Pilot testing revealed 

that women were able to understand and answer the survey questions. Pilot data were not 

included in the analysis of the current study.  

2.2.4.2 Dependent Variable 

 

The dependent variable for this study is the current status of contraceptive use 

among the participating women. Women who were not pregnant at the time of the survey 

were asked if they were currently using any contraceptive method by a yes/no question. 

Thus, the dependent variable was categorized, based on whether women were currently 

using contraceptives or not, as a dichotomous variable.  

2.2.4.3 Explanatory Variables  

 

  The study’s explanatory variables consist of a number of covariates and 

predictors. Based on the previous theoretical background and a review of the literature, 

several covariates were taken into consideration in the current study. The covariates 

represent the background characteristics of the respondents, including demographic 

factors, spousal communication variables, and healthcare system-related factors. The 

demographic factors include each woman’s age and educational attainment, income, 

place of residence, number of living male children, age at marriage, and employment 
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status. Spousal communication variables include husband-wife discussions concerning 

family size and the use of contraceptive methods. In regard to healthcare system-related 

factors, a number of contextual factors were also mapped in this study. These include 

accessibility to the MCH centers (e.g. the presence of a nearby MCH center and the time 

consumed to get to the nearest MCH center); and the quality of FP services offered at the 

MCH centers. The quality of offered services was measured in terms of whether 

healthcare providers at the MCH centers offered women FP counseling about the benefits 

and risks of using contraception.  

   The main constructs of the TRA, attitude and social norms, were included in the 

analysis as the study’s main predictors of interest. In this paper women’s attitudes toward 

different FP-related issues were investigated, including women’s approval of the use of 

contraception to space births and women’s concerns about side effects associated with the 

use of modern methods. Further, this study investigated women’s beliefs concerning the 

importance of having male children in their families and the happiness associated with 

large families compared with small ones. A small family was defined in the survey as a 

family of less than 3 children. The respondents were also questioned about their religious 

beliefs toward the use of contraceptive methods and if they believe that the use of these 

methods is allowed or forbidden by religion. In regard to social norm variables, a number 

of questions were asked to the participating women to explore the influence of socio-

cultural expectations on their decisions to practice contraception. These questions provide 

information about the pressure that a woman might face to bear more children (or 

pressure to be pregnant if she had not yet given birth) by her husband and her in-laws. 

Further, women were asked if they perceived that the cultural norms have an influence on 
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the number of children that they would like to have. The operationalization of the key 

variables used in this study is summarized in Table 1 (see page 15). 

2.2.5 Method of Analysis 

 

This study uses a combination of summary statistics and binary logistic 

regressions to analyze the collected data. Taking into account the study’s objectives, the 

Statistical Package for the Social Sciences (SPSS) Version 17.0 was used to conduct 

various statistical analyses. Summary statistics were used to provide general information 

about the study’s dependent and explanatory variables, including mean, median, 

percentages, standard deviations and ranges. The researcher also investigated the 

correlations between the study’s variables to check for co-linearity. The research 

questions were examined using logistic regression to identify which factors are associated 

with women’s current use of contraceptives. The coefficients of the logistic model were 

estimated by the method of maximum likelihood. All variables demonstrating a p-value 

of less than 0.05 were considered statistically significant. The general formula for the 

logistic model is presented in following equation: 

 

 Logit (p) = log (p/1-p) = β0+ β1χ1+…….+ βxχx , where logit(p) is the log of the odds 

(p/1-p) 

               

 This can also be expressed in terms of probability, p, as  

 

p =    exp (β0+ β1χ1+……. + βxχx)          

         1+ exp (β0+ β1χ1+…….+ βxχx)         
 

 p denotes the probability of a woman currently using a contraceptive method 

 1- p is the probability of  a woman currently not using any contraceptive method 

 β0 is the intercept term 

 β1, β2, β3 …, βx are the regression coefficients of the explanatory variables χ1, χ2, 

χ3,…., χx,  respectively. 

http://en.wikipedia.org/wiki/Regression_coefficient
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2.3 Results 

2.3.1 Description of the Sample 

 

Summary statistics for the sample population are presented in Table 2. The ages 

of the women ranged from 18 to 49, with a median age of 29 years old. The participants 

had completed an average of 11.9 years of education while the mean of husband’s 

education was 12.5 years. The mean age of women at their first marriage was 21.6 years, 

giving a range between 16 and 32 years old. The average total number of living children 

was 3.6, with mean number of male and female living children of 1.9 (SD= 1.5) and 1.7 

(SD= 1.9), respectively. Current area of residence was one of the measures included in 

this analysis, where 52.4 percent of women lived in urban areas compared to 47.6 percent 

in rural ones. Although 73.9 percent of the respondents were insured through different 

public or private sectors, 26.1 percent of the women did not have any health insurance 

coverage. About 45 percent of the participants reported a household monthly income of 

less than 250 Jordanian Dinars (JDs) (<$ 352 USD). The percent of respondents who 

were using contraceptive methods at the time of the survey was 59.6. 

2.3.2 Factors Associated with the Current Use of Contraception among Women in 

Northern Jordan              

 

2.3.2.1 Bivariate Analysis 

In this paper, bivariate analysis was run to compare the characteristics between 

the women who currently use contraceptives and those who were nonusers. Differences 

in current contraceptive use between the two groups (users vs. nonusers) were reported 

using Pearson’s chi-squared tests for categorical variables and two sample t-tests for 

continuous variables. Fisher’s exact test was performed if the number of observations 
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was less than 5 in any category of the nominal variables. Table 3 provides a comparison 

between the current users and nonusers of contraceptive methods according to women’s 

background characteristics and the TRA constructs. As Table 3 indicates, there are 

statistically significant differences in the proportion of women who reported the current 

use of contraceptive methods in relation to various demographic factors. In particular, 

significant differences were observed between users and nonusers of contraceptives 

according to women’s age, age at marriage, years of education and the number of living 

male children. The means of these variables were significantly higher among the current 

users of contraception than nonusers (see Table 3). Further, the proportions of users were 

significantly higher among women who were employed; lived in urban regions; and had a 

monthly household income of 500 JDs or more (≥$704 USD). Religion, whether women 

were Muslims or Christians, was not significantly associated with the use of 

contraception (p=0.061). 

For spousal communication variables, women who discussed their family size and 

the use of contraception with their husbands had significantly higher proportion of 

contraceptive users.  

In this study, current use of contraceptive methods was also varied by a number of 

healthcare system-related factors. Specifically, women who had a nearby MCH center, 

required less than 15 minutes to get to the center, and received FP counseling from 

healthcare providers at the center had the highest proportion of contraceptive users. The 

collected data suggest that being covered by health insurance was not significantly 

associated with the current use of contraception (p=0.881).  
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In terms of TRA constructs such as personal attitudes the results in Table 3 show 

that the proportion of contraceptive users was significantly higher among women who 

approved the use of contraceptive methods for birth spacing. A significant difference was 

also observed in the current status of contraceptive use according to women’s perceptions 

of potential side effects associated with the use of modern contraception. It appears that 

women who did not perceive potential side effects associated with the use of modern 

methods had a higher percentage of current contraceptive users than nonusers. Table 3 

also shows that the use of contraception was significantly higher among women who 

believed that contraceptive use was allowed by religion. In this analysis, women who 

perceived that large families were less happy than small ones had the highest rate of 

contraceptive use. Further, women who reported that having male children in their 

families was of low importance or only somewhat important had the highest rates of 

reporting current use of contraceptives.  

Regarding social norm variables, the proportion of users was significantly higher 

among women who did not perceive pressure to have more children (or pressure to be 

pregnant if a woman had not yet given birth) by their husband and their in-laws. 

Moreover, a higher percentage of current contraceptive users were among women who 

did not perceive an influence of cultural norms on the number of children they would like 

to have.  

2.3.2.2 Logistic Regression Analysis 

Utilizing logistic regression analysis in which all explanatory variables are taken 

into consideration, research questions were tested. Logistic regression was selected 

because the response variable, the current status of contraceptive use, is a categorical and 



39 
 

dichotomous variable (users vs. nonusers). Further, logistic regression provides an 

opportunity to investigate multiple factors at a time and estimate the effect of one factor 

controlling for other explanatory variables in the model. In this analysis, contraceptive 

use had a value of 1 if a woman reported contraceptive use at the time of the survey and 0 

if she did not use any contraceptive methods at that time. The nonuser group was treated 

as the reference group. The results of the logistic regression analysis were interpreted in 

terms of odds ratios (OR), with 95% confidence intervals (CIs). For nominal explanatory 

variables, the odds ratios represent change in odds when switching from one category to 

another. For continuous explanatory variables, the odds ratios reflect the change in odds 

with one unit change in the variable. For each of the nominal variables, a reference 

category was determined and the values for other categories were compared to that of the 

reference category. An odds ratio of less than 1 implies that women in that category had a 

lower probability of reporting current use of contraceptives than women in the reference 

category and a value greater than 1 means a greater probability of reporting the use. For 

continuous variables, a value less than 1 implies less probability and a value greater than 

1 greater probability of reporting current use of contraceptives as the value of that 

variable increases.  

In this study, three models were employed to estimate the association between the 

explanatory variables (e.g. covariates and predictors) and response variable (e.g. current 

contraceptive use versus nonuse). Following the study’s framework, the explanatory 

variables were included in the models as indicated in Table 1. The first model was used 

to investigate which of the background characteristics are associated with the current 

status of contraceptive use and therefore only covariates were included in the model (e.g. 
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research question 1.1). Table 4 summarizes the logistic regression estimation results for 

the first model. Each factor that had a significant association with the response variable 

was interpreted in terms of having been statistically controlled for the influences of other 

explanatory variables included in the model. As Table 4 indicates, the years of education 

showed a significant association with the current use of contraceptives among women in 

northern Jordan (p=0.003; 95% CI=1.079-1.434). According to this model, for a one-year 

increase in the woman’s education, the odds of using contraceptive methods increased by 

a factor of 1.2. The number of living male children was also identified as a significant 

factor associated with women’s current status of contraceptive use (p=0.044; 95% 

CI=1.011-2.064). A woman with one additional male child had an estimated 1.4 times 

greater odds of using contraceptive methods.  

As a categorical variable, geographic setting must be interpreted in terms of a 

reference category. Compared to women in rural areas, an urban geographic location was 

a statistically significant factor associated with the current use of contraception (p=0.029; 

95% CI=1.065-3.146). More specifically, when a woman lived in an urban area, the odds 

of using contraceptive methods increased by a factor of 1.8 compared to a woman from a 

rural region. The results of the first model also illustrated that working women were 5 

times more likely to use contraceptives compared to those who were not working 

(p=0.027; 95% CI=1.201-21.110). 

In regard to spousal communication variables, it is clearly shown in the first 

model that women who discussed the use of contraceptive methods with their husbands 

were 2 times more likely to report the use of contraceptives compared to those who did 

not discuss this issue (p=0.042; 95% CI=1.025-3.896). As reflected in Table 4, exposure 
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to FP counseling was also identified as a statistically significant factor associated with the 

use of contraceptives among women in northern Jordan. Women who received FP 

counseling by the healthcare providers at the MCH centers were 4.2 times more likely to 

be users of contraception compared to those who did not receive FP counseling (p<0.001; 

95% CI=2.485-7.016). On the other hand, as per the first model, a number of factors were 

not found to be statistically significantly associated with the current use of 

contraceptives. These include women’s present age, age at marriage, income, spousal 

discussions concerning family size, the presence of a nearby MCH center and the time 

consumed to get to the nearest MCH center (see Table 4). 

Table 5 represents the results of logistic regression estimated coefficients and 

odds ratios for the second model. This model was developed to identify if women’s 

attitudes and social norms are associated with their current use of contraception and 

therefore only the predictors of interest were included (e.g. research question 1.2). 

Similarly to the first model, each factor showing a statistically significant association 

with the response variable was interpreted controlling for the effects of other explanatory 

variables. The results of the second model estimation demonstrate that the current use of 

contraceptives was significantly associated with different aspects of women’s attitudes 

toward the use of contraception. More specifically, women who approved the use of 

contraceptive methods to space births were 4.2 times more likely to report using 

contraceptives compared to those who disapproved the use (p=0.001; 95% CI=1.808-

9.582). According to the second model estimation, the odds of reporting the current use 

of contraceptive methods decreased by a factor of 0.08 for women who perceived that 

there are potential side effects associated with the use of modern contraceptives 
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(p<0.001; 95% CI=0.020-0.303). Moreover, the odds of contraceptive use decreased by a 

factor of 0.09 for women who believed that having male children was very important 

(p=0.027; 95% CI=0.011-0.767). The results in Table 5 also illustrate that when women 

felt that large families had the same level of happiness as small ones, their odds of using 

contraceptives decreased by a factor of 0.28 (p=0.033; 95% CI=0.089-0.902). Further, 

women who perceived that large families were happier than small ones had a decrease in 

the odds of contraceptive use by a factor of 0.47 (p=0.030; 95% CI=0.234-0.931). As 

reflected in Table 5, religious beliefs had a substantial association with women’s current 

status of contraceptive use (p=0.001; 95% CI=2.623-48.347). Specifically, women who 

believed that the use of contraceptive methods was allowed by religion were 11.3 times 

more likely to practice contraception than those who believed that the use was forbidden. 

However, the second model did not show statistically significant associations between 

women’s current use of contraceptives and social norm variables. These variables include 

women’s perceptions of pressure to bear more children (or pressure to be pregnant if she 

had not yet given birth) by their husband and their in-laws, and women’s perceptions of 

the influence of cultural norms on the number of children that they would like to have 

(see Table 5). 

All of this study’s covariates and predictors were included in the final model 

(model 3). This model was developed to identify if women’s attitudes and social norms 

are associated with current contraceptive use, controlling for the influences of women’s 

background characteristics (e.g. research question 1.3). Table 6 shows the statistically 

significant factors associated with the current use of contraceptive methods among 

women in northern Jordan. Estimated coefficients from this model indicate that 
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demographic factors and spousal communication variables no longer had statistically 

significant associations with the current use of contraceptive methods when women’s 

attitudes and social norms were considered. In particular, the only factor that remained 

statistically significant in the final model in relation to the background characteristics was 

providing women with FP counseling. Women who received FP counseling from 

healthcare providers during their visits to the MCH centers were 4.7 times more likely to 

report the current use of contraception compared with those who did not obtain FP 

counseling (p<0.001; 95% CI=2.442-8.954).  

According to the final model, contraceptive use had a statistically significant 

association with several aspects of women’s attitudes. As reflected in Table 6, women 

who approved the use of contraceptive methods to space births were 3.8 times more 

likely to be users compared to those who disapproved the use (p=0.011; 95% CI=1.359-

10.477). Further, the odds of reporting the current use of contraceptives decreased by a 

factor of 0.04 for women who believed that the use of modern methods had potential side 

effects. This association was statistically significant even after adjusting for the 

influences for other variables in the model (p<0.001; 95% CI=0.009-0.206). Religious 

beliefs also showed a significant association with the current use of contraceptive 

methods (p=0.010; 95% CI=1.664-41.552). Women who believed that the use of 

contraceptive methods was allowed by religion were 8.3 times more likely to be users 

compared to those who believed that the use was forbidden.  

Given the crucial role that husbands could play in women’s contraceptive 

behaviors, this study illustrated that women who perceived pressure to have more 

children (or pressure to be pregnant if they had not yet given birth) by their husband were 
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less likely by a factor of 0.35 to use contraception compared to those who did not 

perceive such pressure (p=0.042; 95% CI=0.130-0.961). Other variables related to 

background characteristics, women’s attitudes, and social norms included in the final 

model did not show statistically significant association with the current use of 

contraceptive methods among women in northern Jordan (see Table 6).  

In summary, this study suggests that women’s current contraceptive use is 

associated with following factors: religious attitudes toward the use of contraceptive 

methods; providing women with FP counseling from healthcare providers at the MCH 

centers; women’s approval of contraceptive use for birth spacing; women’s perceptions 

of pressure from their husbands to bear more children; and beliefs concerning the side 

effects associated with the use of modern methods. 

2.3.3 Goodness-of-Fit Analysis 

To assess the fit of the final model against the study outcome, the Hosmer and 

Lemeshow (H-L) goodness-of-fit test was used to ensure that there was no difference 

between observed and model-predicted values. The H-L goodness-of-fit test “divides 

subjects into deciles based on predicted probabilities, then computes a chi-square from 

observed and expected frequencies” (Garson, 2011). If the H-L test statistic is greater 

than 0.05, this means that the model is well-fitting and its prediction is not significantly 

different from the observed values (Garson, 2011). In other words, this indicates that the 

model’s estimates fit the data at an acceptable level (Garson, 2011). In the final model, 

the H-L test statistic was greater than 0.05, indicating that the model was well-fitting.  

Other goodness-of-fit measures (e.g. Cox and Snell R
2
, and Nagelkerke R

2
) were 

also used to estimate the percent of explained systematic variance in each of the study’s 
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models. R-square summarizes the proportion of systematic variance in the response 

variable associated with the explanatory variables, where the larger values of R
2
 indicate 

that more of the systematic variation is explained by the model (Henry, 2001). In the first 

model, the explained systematic variance ranged from 37.5 percent to 50.6 percent for 

Cox and Snell R
2
 and Nagelkerke R

2
 respectively. With regard to the second model, the 

magnitude of systematic variance explained ranged from 43 percent to 58 percent for Cox 

and Snell R
2
 and Nagelkerke R

2
 respectively. The third model accounted for 

approximately 51.4 percent (Cox & Snell R
2
) to 69.4 percent (Nagelkerke R

2
) of the 

systematic variance in the current use of contraceptive methods.  
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  Table 2: The individual characteristics of the sample population (n=433) 

Variable                                 Frequency (%)        (Mean; Standard Deviation) 

Age group                                                                               (30.5; 7.3) 

 18-25                                     116(26.8) 

 26-33                                     189(43.6) 

 34-41                                     77(17.8) 

 42-49                                     51(11.8) 

Age at marriage                                                                      (21.6; 2.7) 

     16-19                                     88(20.3) 

     20-23                                     257(59.4) 

     ≥24                                        88(20.3) 

Education (number of years)                                                  (11.9; 3.1)                                                                              

≤6                                         16(3.7) 

      7-9                                        58(13.4) 

     10-12                                     225(52.0) 

     13-16                                     115(26.5) 

      >16                                       19(4.4) 

Place of residence                                                                             

     Rural                                     206(47.6)                                    –    

     Urban                                    227 (52.4)  

Number of children                                                                (3.6; 3.0) 

≤ 2                                        205(47.3) 

      3-5                                        146(33.7) 

≥6                                         82(19) 

Monthly income of the household (JD)
*                                                       

      

      < 250                                   194(44.8)                                                                                    

      250-499                               196(45.3)                                    –                                                

      ≥500                                    43(9.9)                                                                  

Employment status                                                                           

      Unemployed                        358(82.7)                                    –      

      Employed                            75(17.3)                     

Religion                                                                                            

     Islam                                     410(94.7)                                   – 

     Christianity                           23(5.3) 
       * 

Income in Jordanian Dinars (1 JD=$1.40 USD) 
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Table 3: Comparison between contraceptive current users and nonusers by 

background characteristics, women’s attitudes and social norms   

 

 

 

 

 

 

Variable 

The current status of 

contraceptive use 

 

Chi2/t-

tests 

 

p- 

value Nonusers 

(n=175)                                      

Users 

(n=258)                  

Demographic factors 

Age in years
 ǂ
  (Mean; SD) (27.2; 7.5)  (32.7; 6.3) -8.319 <0.001 

Age at marriage in years
 ǂ
  (Mean; SD) (20.6; 2.7) (22.2; 2.4) -6.509 <0.001 

Years of education 
ǂ
  (Mean; SD) (10.5; 2.9)  (12.9; 2.9) -8.376  <0.001 

Number of living male children 
ǂ 
(Mean; 

SD) 

(1.4; 1.6) (2.2; 1.4) -5.722 <0.001 

Employment status‡
:  n(%) 

    Unemployed 

    Employed 

 

172(48) 

3(4) 

 

186(52) 

72(96) 
- <0.001 

Place of residence: n(%) 

    Rural 

    Urban 

 

110(53.4)       

65(28.6) 

 

96(46.6)                  

162(71.4) 
27.5 <0.001 

Monthly income of the household in 

Jordanian Dinars‡ (1JD=$1.4 USD): n(%) 

    <250 

    250-499 

    ≥500 

 

 

103(53.1) 

70(35.7)     

2(4.7) 

 

 

91(46.9)                                

126(64.3)         

41(95.3) 

 

- 

 

<0.001 

Religion:  n(%) 

    Christianity                           

    Islam                                          

 

5(21.7) 

170(41.5) 

 

18(78.3) 

240(58.5) 
3.5 0.061 

Spousal communication variables 

Husband-wife discussions concerning their 

family size:  n(%) 
    No 

    Yes 

 

 

145(52.5) 

30(19.1) 

 

 

131(47.5) 

127(80.9) 

 

46.4 

 

<0.001 

Husband-wife discussions regarding the 

use of contraceptive methods:  n(%) 
    No 

    Yes 

 

 

54(59.3) 

121(35.4) 

 

 

37(40.7) 

221(64.6) 

 

17.1 

 

<0.001 

‡ 
Analyzed by Fisher’s exact test                                                                                                                    

ǂ
 t-test was run on the following variables: age, age at marriage, years of education, and number of 

living male children                                                                                                                                                  

Chi-square test was run on categorical variables                                                                                                           
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Table 3: Comparison between contraceptive current users and nonusers by 

background characteristics, women’s attitudes and social norms (Continued) 

 

 

 

 

 

 

Variable 

The current status of 

contraceptive use 

 

Chi2 

 

p- value 

Nonusers 

(n=175)                                      

Users 

(n=258)                  

Healthcare system-related factors 

The presence of a nearby MCH 

center:  n(%) 
    No 

    Yes 

 

49(59) 

126(36) 

 

34(41) 

224(64) 

 

14.8 

 

<0.001 

Time taken to get to the nearest MCH 

center (in minutes):  n(%) 
    < 15 min 

    15-30 min 

    >30 min                                                 

 

43(32.6) 

101(41.6)     

31(53.4) 

 

89(67.4)                                

142(58.4)         

27(46.6) 

 

7.6 

 

0.022 

Received FP counseling by the 

healthcare providers at the MCH 

centers:  n(%) 
    No 

    Yes 

 

 

135(62.5) 

40(18.4) 

 

 

81(37.5) 

177(81.6) 
87.3 

 

 

<0.001 

Health insurance coverage:  n(%) 
    Uninsured 
    Insured 

 

45(39.8) 

130(40.6) 

 

68(60.2) 

190(59.4) 
0.022 0.881 

Attitudes 

Attitudes toward the use of 

contraception for birth spacing:  n(%) 
    Disapprove 

    Approve 

 

97(83.6) 

78(24.6) 

 

19(16.4) 

239(75.4) 
122.8 

 

<0.001 

Perceived that the use of modern 

contraceptives had potential side 

effects: n(%) 

    No 

    Yes 

5(6.5) 

170(47.8) 

72(93.5) 

186(52.2) 

 

44.8 

 

 

<0.001 

Religious beliefs toward the use of 

contraceptive methods ‡: n(%)  
     Forbidden 

     Allowed 

 

67(95.7) 

108(29.8) 

 

3(4.3) 

255(70.2) 

 

- 

 

<0.001 

              ‡ 
Analyzed by Fisher’s exact test                                                                                                                     

Chi-square test was run on categorical variables 
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Table 3: Comparison between contraceptive current users and nonusers by 

background characteristics, women’s attitudes and social norms (Continued) 

 

 

 

 

 

 

Variable 

The current status of 

contraceptive use 

 

Chi2
 

 

p- value 

Nonusers 

(n=175)                                      

Users 

(n=258)                  

Attitudes 

Beliefs about the happiness of large 

families compared with small ones:  
n(%) 
    Less happy 

    The same 

    Happier  

 

 

96(30.1) 

12(48) 

67(75.3) 

 

 

223(69.9)                                

13(52)         

22(24.7) 

 

59.6 

 

<0.001 

Beliefs about the importance of having 

male children in the family‡: n(%) 
    Of low importance  

    Somewhat important  

    Very important 

 

 

1(3.2) 

6(7.7) 

168(51.9) 

 

 

30(96.8)                                

72(92.3)         

156(48.1) 

 

- 

 

<0.001 

Social Norms 

Perceived pressure to have more 

children (or pressure to be pregnant if a 

woman had not yet given birth) by the 

husband:  n(%) 
    No 

    Yes 

 

 

 

66(23.5) 

109(71.7) 

 

 

 

215(76.5) 

43(28.3) 

 

 

95.3 

 

 

 

<0.001 

Perceived pressure to have more 

children (or pressure to be pregnant if a 

woman had not yet given birth) by in-

laws:  n(%) 
    No 

    Yes 

 

 

 

78(26.9) 

97(67.8) 

 

 

 

212(73.1) 

46(32.2) 

 

 

66.6 

 

 

 

<0.001 

Perceived that cultural norms 

influenced the number of children a 

woman would like to have:  n(%)  
    No 

    Yes         

 

 

20(15.9) 

155(50.5) 

 

 

106(84.1) 

152(49.5) 

           

           

44.5 

 

<0.001 

         
‡ 

Analyzed by Fisher’s exact test   

           Chi-square test was run on categorical variables                                                                                        
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Table 4: Estimation results of logistic regression coefficients and odds ratios 

for the current use of contraceptive methods among married women aged 

18–49, based on background characteristics, Northern Jordan  

 

 

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Demographic factors 

Age in years 0.064 1.066 0.985 1.153 

Age at marriage in years -0.023 0.977 0.844 1.132 

Years of education  0.218 1.243* 1.079 1.434 

Number of living male children 0.368 1.444* 1.011 2.064 

Place of residence: Urban 

(Rural) 

0.605 1.831* 1.065 3.146 

Monthly income of the 

household in Jordanian Dinars: 

(<250) 

250-499 0.050 1.051 0.603 1.832 

≥500 -0.051 0.950 0.154 5.861 

Employment status : Employed 

(Unemployed) 

1.616 5.035* 1.201 21.110 

Spousal communication variables 

Husband-wife discussions concerning their 

family size: Yes 

 (No) 

 

0.295 

 

1.343 

 

0.696 

 

2.593 

Husband-wife discussions regarding the use 

of contraceptive methods : Yes 

 (No) 

 

0.693 

 

1.999* 

 

1.025 

 

3.896 

Healthcare system-related factors 

The presence of a nearby MCH center: Yes  

(No) 

0.321 1.378 0.587 3.235 

Time taken to get to the nearest 

MCH center in minutes: 

 (< 15 min) 

15-30 min -0.133 0.876 0.484 1.584 

>30 min         0.287 1.333 0.461 3.851 

Received FP counseling by the healthcare 

providers at the MCH centers: Yes 
 (No) 

 

1.429 

 

4.176** 

 

2.485 

 

7.016 

*p <0.05; **p <0.001 

Cox & Snell R
2
 = 0.375 

Nagelkerke R
2
 = 0.506 

               
Note: The reference category is in parentheses 
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Table 5: Estimation results of logistic regression coefficients and odds ratios for 

the current use of contraceptive methods among married women aged 18–49, 

based on women’s attitudes and social norms, Northern Jordan 

  

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Attitudes 

Attitudes toward the use of contraception for birth 

spacing: Approve 

(Disapprove) 

 

1.426 

 

4.163* 

 

1.808 

 

9.582 

Perceived that the use of modern contraceptives had 

potential side effects: Yes 

(No) 

 

-2.550 

 

0.078** 

 

0.020 

 

0.303 

Beliefs about the importance 

of having male children in 

the family: 

(Of low importance ) 

Somewhat important -0.601 0.548 0.055 5.416 

Very important -2.382 0.092* 0.011 0.767 

Beliefs about the happiness 

of large families compared 

with small ones:  

(Less happy ) 

The same -1.259 0.284* 0.089 0.902 

Happier -0.763 0.466* 0.234 0.931 

Religious beliefs toward the use of contraceptive 

methods: Allowed 

(Forbidden)  

 

2.421 

 

11.262* 

 

2.623 

 

48.347 

Social Norms 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by the husband: Yes 

(No )    

 

 

-0.527 

 

 

0.591 

 

 

0.274 

 

 

1.275 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by in-laws: Yes 

(No )    

 

 

-0.083 

 

 

0.920 

 

 

0.425 

 

 

1.992 

Perceived that cultural norms influenced the number 

of children a woman would like to have: Yes  

(No)   

 

-0.417 

 

0.659 

 

0.345 

 

1.257 

*p <0.05; **p <0.001 

Cox & Snell R
2
 = 0.430 

Nagelkerke R
2
 = 0.580 

               
Note: The reference category is in parentheses 
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Table 6: Estimation results of logistic regression coefficients and odds ratios 

for factors associated with the current use of contraceptive methods among 

women aged 18–49 in Northern Jordan  

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Demographic factors 

Age in years 0.099 1.104* 0.998 1.220 

Years of education 0.164 1.179* 0.977 1.422 

Age at marriage in years -0.116 0.891 0.744 1.067 

Number of living male children 0.127 1.135 0.744 1.731 

Place of residence: Urban 

(Rural) 

0.071 1.074 0.527 2.190 

Monthly income of the household 

in Jordanian Dinars: (<250) 

250-499 -0.164 0.848 0.429 1.676 

≥500 -0.068 0.934 0.122 7.165 

Employment status : Employed 

(Unemployed) 

1.026 2.791 0.600 12.981 

Spousal communication variables 

 

Husband-wife discussions concerning their 

family size: Yes 

 (No) 

 

0.509 

 

1.664 

 

0.695 

 

3.980 

Husband-wife discussions regarding the use of 

contraceptive methods: Yes 

 (No) 

 

0.438 

 

1.549 

 

0.703 

 

3.416 

Healthcare system-related factors 

 

The presence of a nearby MCH center: Yes  

(No) 

0.537 1.710 0.581 5.039 

Time taken to get to the nearest 

MCH center in minutes: 

 (< 15 min) 

15-30 min 0.137 1.146 0.555 2.367 

>30 min         0.929 2.532 0.642 9.983 

Received FP counseling by the healthcare 

providers at the MCH centers: Yes 
 (No) 

 

 

1.543 

 

4.676*** 

 

2.442 

 

8.954 

*p <0.01; **p <0.05; ***p <0.001 
               

Note: The reference category is in parentheses 
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Table 6: Estimation results of logistic regression coefficients and odds ratios 

for factors associated with the current use of contraceptive methods among 

women aged 18–49 in Northern Jordan (Continued) 

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Attitudes 

Attitudes toward the use of contraception for 

birth spacing: Approve 

(Disapprove) 

     

1.328 

    

3.773** 

  

1.359 

  

10.477 

Perceived that the use of modern 

contraceptives had potential side effects: Yes 

(No) 

                 

-3.163 

  

0.042*** 

  

0.009 

    

0.206 

Religious beliefs toward the use of 

contraceptive methods: Allowed 

(Forbidden) 

     

2.118 

    

8.314** 

  

1.664 

  

41.552 

Beliefs about the happiness of 

large families compared with 

small ones: (Less happy ) 

The same -0.844 0.430 0.111 1.667 

Happier 0.147 1.158 0.504 2.662 

Beliefs about the importance 

of having male children in the 

family: (Of low importance ) 

Somewhat 

important  
-0.745 0.475 0.035 6.406 

Very 

important  
-2.195 0.111* 0.010 1.242 

Social Norms 
 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not 

yet given birth) by the husband: Yes 

(No )    

 

-1.040 

 

0.354** 

 

0.130 

 

0.961 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not 

yet given birth) by in-laws: Yes 

(No )    

 

-0.157 

 

0.855 

 

0.340 

 

2.149 

Perceived that cultural norms influenced the 

number of children a woman would like to 

have: Yes  

(No)   

    

0.476 

       

1.610 

   

0.646 

    

4.013 

*p <0.01; **p <0.05; ***p <0.001                                                                            

Cox & Snell R
2
 = 0.514                                                                                                                          

Nagelkerke R
2
 = 0.694                                                                                                                                            

Note: The reference category is in parentheses 
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2.3.4 Reasons for Contraceptive Nonuse among Women in Northern Jordan 

One of the study’s objectives was to explore the main reasons that might make 

women hesitate to adopt contraceptive methods. Using an open-ended question, 

surveyed women who reported the current nonuse of contraceptives were asked to 

state the reasons for not practicing contraception. This qualitative approach was 

selected to explore the issue in depth by encouraging participants to speak in their own 

words, without fitting their responses into predetermined categories. Further, this 

approach was conducted to improve the quality of survey-based quantitative findings 

and provide detailed information regarding women’s contraceptive behavior. To bring 

clarity and life to the findings, below are some examples of direct quotes as stated by 

nonusers of contraception. A number of common themes emerged from the present 

study. In particular, the main reasons given by married women in northern Jordan for 

their lack of contraceptive use were: 

 Women’s beliefs that contraceptive use was against their religion and God’s wish.  

According to the opinions of many contraceptive nonusers, children are a grace 

from God and should be welcomed. Some respondents quoted from the Holy Quran 

that ‘wealth and progeny are allurements of the life of this world’ (Surah 18:46). This 

means for many women that having children is source of happiness to the family 

whereas using contraceptives would reduce this joy. Other participants believed that 

true Muslims should be fruitful by bearing many children and increasing their 

numbers.  
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“We do not have to worry too much about the cost of the childbearing because GOD 

will take care of our children.” 

 

“My husband and I depend on God only to survive. We believe that God provides 

everybody with his sustenance.” 

 

“Our Prophet Mohammad urged us to reproduce and propagate, so this means we 

should have many children.” 

“Contraception means stopping having babies and this is prohibited by Islam.” 

 Husband and family pressures  

 

In this study, familial pressure was found to be an obstacle to FP and one of the 

main factors in decreasing women’s use of contraception. In several cases, women 

stated that there was a high familial pressure to start having babies immediately after 

marriage. They commented that this pressure comes from the importance of having 

children in the Jordanian society and therefore, it was very difficult to start using 

contraception before the birth of one or two children.  

“Our family members started telling me and my husband ‘Why do you not have kids 

yet?’ They added, ‘All couples in the family have children except the two of you’. I 

can’t use contraceptives until at least one child is born." 

 

“I did not become pregnant during the first year of marriage. My mother-in-law 

thought there was something wrong with me so she asked me to go to the doctor and 

get a medical examination. She advised me not even to think about contraceptives till I 

make sure that I can get pregnant.”  

 

“My husband also comes under pressure when people keep asking him about kids and 

[telling him] that having babies is the main purpose of marriage so we decided not to 

use contraception until we had our the first kid.” 

 

“My mother in-law told me, ‘Have children and don't worry about bringing them up, 

we will take care of that.’”  
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On the other hand, sometimes the pressure to have many children came from 

the husband himself. The husband’s pressure may reflect his fertility preferences 

and/or his undesirable feelings toward contraception. Many husbands see children as a 

way to bring power and status to their family and raise their own personal position in 

society.   

“My husband does not want to be laughed at by his cousins and colleagues at work, 

that he is weak and cannot have children, so I faced a lot of pressure from him to be 

pregnant as soon as possible after marriage.” 

 

“I got pregnant immediately after my wedding. My husband wanted this very much 

since he is the only son in his family. I have to follow my husband’s desire in bearing 

many children.”  

 

 

 A woman’s desire to be pregnant or need to have many children  

 

The fear of being infertile or impotent was also observed among some 

respondents. Women who had not gotten pregnant yet were worried about their 

fertility, which in turn led them not to use contraceptives till they were sure that they 

were capable of having children. Participants stated that getting pregnant would help 

them to feel more relaxed. Other women perceived that one or two children in the 

family were not enough in a society like that of Jordan, where having many children is 

considered a source of pride and a support to the parents. Respondents also expressed 

an additional pressure to have more children if the first-born was a girl or if a woman 

had only girls. They mentioned that boys are usually preferred to girls because boys 

hold their father’s and family’s name.  

“I have only one boy and as you know that is not enough in our society. Also, I want 

to have a brother or sister for my son so that he has someone to play with.” 
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“I got married three months ago and I want to get pregnant now. I will feel more 

relaxed when l have my first baby because this means that I’m not sterile.” 

 

 

“I have only girls. I need at least one brother for my daughters. My friend’s husband 

told her if you give birth to a girl again go directly back to your father's house [in 

other words, he will divorce her]. So I do not want this to be my fate too.” 

 

 Dissatisfaction with contraceptive methods  

 

The study also found that dissatisfaction with contraceptive methods was an 

underling factor for nonuse. The main reasons for contraceptive dissatisfaction were 

method failure, associated health problems and anticipated side effects. Women who 

were dissatisfied with their previous method choices often decided not to use 

contraception. For example, many former users of modern methods have experienced 

a number of health problems, which led them to be current nonusers. These problems 

include nausea, back pain, headaches, bleeding, hair loss, and weight gain. 

Inconvenience and low rates of effectiveness of traditional contraceptives were the 

major reasons that led women to report dissatisfaction with these methods. They 

commented that many of their children had been born as a ‘mistake’ or ‘without 

planning’. In several cases, participants mentioned that they have heard about 

contraceptive side effects and some women anticipated such effects. Fear of 

contraceptive-induced infertility was common among some participants. However, in 

all cases, the final decision was not to practice contraception.  

“My sister in-law used the pill for 2 years and the result was that she is not able to 

have children now. She consulted many gynecologists but none of them found a 

solution to her case and she might not get pregnant again.” 
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“I heard that the use of contraceptives prevents women from getting pregnant again. 

A friend of mine said that the use of contraceptive methods after her first child caused 

secondary infertility.” 

 

“I used the pill for 2 years. I gained about 7 kgs extra weight in addition to the nausea 

and mood changes. I became very nervous.” 

 

“My husband and I tried to use the withdrawal method after the birth of my second 

child, but I got pregnant again seven months later.” 
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2.4 Discussion and Conclusion 

The results of this study make it evident that the current status of contraceptive 

use among women in northern Jordan is affected by a number of factors at the 

individual, familial and institutional levels. At the individual level, the present study 

indicates that religious attitudes toward contraceptive use had a significant influence 

on women’s decision to adopt contraceptive methods. In Jordan, few studies have 

been conducted to investigate the relationship between religious beliefs and 

contraceptive use among married women (Gharaibeh et al., 2011). Generally, religious 

attitudes toward the use of contraception are largely based on personal interpretation 

of a religion’s principles. For example, some women believed that religious tenets 

allowed for contraception as a method of birth spacing as long as it did not prevent all 

future births.  

Since Jordan is a predominantly Muslim country, where 92 percent of the 

population is Sunni Muslim, it is important to highlight that many couples are 

following the Prophet Mohammed’s call to ‘get married and multiply’ (Kridli & 

Newton, 2005). They believe that the major purpose of marriage is procreation and the 

number of children is determined by GOD, and therefore every child should be 

welcomed (Kridli & Newton, 2005; MRO, 2007). Further, in several cases, women’s 

worries about caring for many children were dispelled by faith in the bounty of God, 

which in turn affected their decisions related to contraception. In this regard, it is 

noteworthy that the use of temporary, safe and reversible contraceptive methods is 

allowed and not inconsistent with Islamic rules (Bachok et al., 2007; Gharaibeh et al., 
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2011). In the Quran, the central religious text of Islam, opposition to contraception and 

birth spacing has never been explicitly expressed (Gharaibeh et al., 2011; Kridli & 

Newton, 2005). In respect to the perceptions of Jordanian Muslim religious leaders 

regarding FP, a study by Underwood (2000) demonstrated that 82 percent of male 

Muslim leaders and 98 percent of female Muslim leaders believed that FP is in 

accordance with Islamic principles and laws. According to Underwood’s study (2000), 

36 percent of the participating religious leaders reported they had advocated for FP in 

the year preceding the survey. In Saudi Arabia, a study by Al Sheeha (2010) 

demonstrated that the main reasons for contraceptive nonuse were considering the 

value of children as a blessing from God, followed by perceiving the harmful effects 

of contraceptives on marital life. In Egypt, opposition to contraceptive use based on 

religious grounds was found to be limited among married women (UNICEF& 

UNFPA, 2011). In Karachi, Pakistan, D'Souza (2003) reported that religion, whether 

Catholic, Protestant, or Muslim, did not have a significant influence on the adoption of 

contraception among the participating couples. The percent of Pakistani men and 

women who felt that the use of contraception was against their religion was only a 

very small proportion (less than 5%) (D'Souza, 2003).  

This study also found that other aspects of an individual’s beliefs were 

significantly associated with the current use of contraceptives. These include women’s 

perceptions of potential side effects associated with modern methods and approval of 

contraceptive use for birth spacing. Not surprisingly, women who had concerns about 

contraceptive side effects were less likely to be current users. Many researchers have 

http://en.wikipedia.org/wiki/Religious_text
http://en.wikipedia.org/wiki/Islam
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reported that women’s worries about the side effects of contraceptive methods may 

constrain their use of contraception. For example, a study by Omo-Aghoja et al. 

(2009) demonstrated that one of the main reasons for contraceptive nonuse in southern 

Nigeria was women’s fears of side effects. According to the 2008 Egyptian DHS, the 

users of contraceptive methods stopped using contraception for a number of reasons, 

including health concerns, desire for another child, contraceptive failure, and 

dissatisfaction with the method (UNICEF& UNFPA, 2011). Elsewhere, similar 

findings were also reported (D’Souza, 2003; Morrison, 2000).  

Moreover, this study revealed that women’s approval of contraceptive use for 

birth spacing was one of the significant factors that influenced the current use of 

contraception. This finding is in agreement with the results of a study by Gharaibeh et 

al. (2011), where a woman’s approval of birth spacing was also found to be a 

significant factor associated with the use of contraceptives among Jordanian women in 

the southern region. Similar findings were also reported in the literature (Jejeebhoy & 

Sathar, 2001; Saleem & Pasha, 2008; Upadhyay & Hindin, 2005). In a study by Khraif 

(2001), the use of contraceptives among Saudi women was reported to be mainly for 

birth spacing rather than a desire to limit family size. In Turkey, a woman’s approval 

of contraception was also observed as an influential variable in increasing the use of 

different methods versus nonuse (Alpu & Fidan, 2006). The main reason for 

disapproval of contraceptive use among Turkish women was the lack of information 

about FP programs. In Egypt, the results of the 2008 DHS have illustrated that 
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opposition to contraceptive use for birth spacing, either by women or their husbands, 

was reported to be limited (UNICEF& UNFPA, 2011). 

At the familial level, women’s reproductive decision-making in relation to the 

use of contraceptive methods was influenced by their husband’s inputs. This study 

demonstrated that the husband’s pressure on a woman to bear more children (or 

pressure to be pregnant if she has not yet given birth) had a significant negative impact 

on a woman’s decision to practice contraception. It has been observed that a husband’s 

preferences for family size and approval/disapproval of contraceptive use depend 

primarily on his desire to have (many) children or not (Gordon, 2011; Mahmood & 

Ringheim, 1997; Sunil & Pillai, 2006). Researchers argue that the husband’s desire for 

many children may be supported by the beliefs that children are a source of power for 

the family and their presence enhances the husband’s status as a man in society 

(Ogunjuyigbe et al., 2009). Obviously, while women’s decision-making authority in 

their families has been increased during the last two decades, men in low- and middle-

income countries still play a dominant role in making decisions regarding FP and 

women’s fertility (Bankole & Singh, 1998; Dahal et al., 2008; Piotrow et al., 1992; 

Saleem & Pasha, 2008). In Pakistan, for instance, the researchers found that women’s 

use of contraception was significantly associated with their husband’s desire to have 

more children (Saleem & Pasha, 2008). Specifically, women’s use of contraception 

increased when their husband’s desire was to not have more children (Saleem & 

Pasha, 2008). The influence of husbands’ attitudes on their wives’ contraceptive use 

was reported in a number of studies conducted in several countries, including Kuwait 
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(Shah et al., 2004), Turkey (Sahin & Sahin, 2003), Pakistan (Casterline et al., 2001; 

Fikree et al., 2001), Ethiopia (Fantahun, 2006), Mali (Kaggwa et al., 2008), Indonesia 

(Rahayu et al., 2009), and India (Chandhick et al., 2003). In Jordan, few studies have 

examined the association between husband’s approval and contraceptive use 

(Gharaibeh et al., 2011). According to one study conducted to investigate the 

perceptions of Jordanian women regarding their needs to use reproductive healthcare 

services, the participating women expressed that their husbands discouraged the use of 

FP services provided at the health centers (Khalaf et al., 2007).  

At the institutional level, this study revealed that women who received FP 

counseling from healthcare providers at the MCH centers were more likely to be 

current users of contraception. In fact, the provision of contraception information by 

healthcare professionals has been supported as an effective way to enhance the use of 

contraceptive methods among women of childbearing age. Research has shown that 

providing women with accurate information about contraception and improving their 

access to necessary health education are fundamental to helping women making 

fertility decisions (ARHP, 2008). Moreover, authors reported that the lack of 

appropriate knowledge about contraceptive methods is an underlying factor for 

women’s anxiety about using contraception (Arora et al., 2010). In Thailand, for 

example, Morrison (2000) reported that one of the main barriers that impeded 

women’s use of contraceptives was lack of information about contraception. In Saudi 

Arabia, a study by Al Sheeha (2010) has illustrated that health workers played a 

limited role in providing married women with information about contraception. In 

http://www.ncbi.nlm.nih.gov/pubmed?term=%22Fantahun%20M%22%5BAuthor%5D
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Pakistan, a study by Fikree et al. (2001) also demonstrated that receiving messages 

from healthcare providers was strongly associated with women’s use of contraception. 

The study revealed that users of contraceptives were 3.8 times more likely to report 

having heard about FP from a healthcare provider compared with nonusers (Fikree et 

al., 2001).  In the literature, repeated structured counseling by healthcare professionals 

is suggested as an effective approach to improving contraceptive acceptability and 

continuation (Goonewardene, 2011).  

 In conclusion, women’s contraceptive behavior is embedded in the context of 

personal beliefs, social norms, and healthcare system-related factors. According to this 

study, women’s religious beliefs were found to be the strongest factor influencing the 

current use of contraceptive methods. Muslim religious leaders would contribute to 

motivating couples to desire smaller families by counteracting the misperceptions 

about Islamic teachings on FP and encouraging the use of contraceptives. At the same 

time, it is crucial to stress the responsibilities of healthcare providers in increasing the 

prevalence of contraceptive use by promoting participant awareness in this regard. 

Informing women of childbearing age about contraceptive side effects through proper 

FP counseling is considered a key action to remove the barriers to contraceptive use. 

Moreover, it was not a surprise to find an association between current contraceptive 

use and women’s perceptions of pressure to bear more children by their husbands, 

especially in a relatively traditional society like that of Jordan. Accordingly, involving 

men in FP initiatives and interventions would be one of the possible ways to enhance 

the use of contraception. Setting up FP campaigns is necessary to educate men about 
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reproductive health and the role they can assume in the adoption of contraceptive 

methods. Finally, the study’s findings would also call for a more specific type of FP 

campaign that targets women who disapprove of the use of contraceptives for birth 

spacing in northern Jordan. 
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Abstract 

Objectives: The main objectives of this study are to explore the characteristics of 

women who are users of traditional contraceptives and those who are users of modern 

ones; to investigate the main factors associated with women’s decision to use modern 

versus traditional methods; and to identify the major reasons for a woman’s choice of 

a particular contraceptive method.  

Methods: Taking into consideration the influences that women’s attitudes and social 

norms could have on their contraceptive behaviors, the study framework was guide by 

the Theory of Reasoned Action. An original cross-section of data was collected by 

means of face-to-face interviews using a structured pre-tested survey. The study 

sample included women who were currently married, non-pregnant, aged 18–49 years, 

and were using any contraceptive method at the time of the survey. Using a systematic 

random sampling procedure, all respondents were recruited from the waiting rooms of 

five Maternal and Child Health (MCH) centers in the Governorate of Irbid, northern 

Jordan. Based on the inclusion criteria of the present study, 253 women were eligible 

to be involved in the analysis.  

Results: In this study, 67.2 percent of respondents reported currently using modern 

contraceptives compared to 32.8 percent who indicated that they were using traditional 

methods. As for method preference, the IUD was the most frequently used method 

(34.8%), followed by withdrawal (23.7%), pills (15%), condoms (12.2%) and the 

rhythm method (9.1%). The contraceptives with the lowest reported rates of use were 

injections (2.8%) and female sterilization (2.4%). The results of logistic regression 
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analysis indicated that the odds of choosing modern contraceptives increased by a 

factor of 4.6 for women who received FP counseling from healthcare providers at the 

MCH centers (p=0.001; 95% CI=1.836˗11.528). Likewise, women who had a nearby 

MCH center were 4.6 times more likely to practice modern methods than those who 

did not have a center nearby (p=0.046; 95% CI=1.026˗20.594). Given the crucial role 

that relatives could play in an individual’s fertility behavior, this study found that the 

odds of choosing modern contraception decreased by a factor of 0.32 for women who 

perceived a pressure to have more children (or pressure to be pregnant if a woman had 

not yet given birth) by their in-laws (p=0.029; 95% CI=0.113-0.889). Further, women 

who believed that the use of modern methods had potential side effects were less 

likely by a factor of 0.22 to use modern contraceptives compared with those who did 

not report such beliefs (p=0.006; 95% CI=0.075-0.646).  

Conclusion: The findings of this study highlight the impact of FP counseling on 

increasing modern contraceptive use. Health workers at the MCH centers could have a 

profound role in enhancing the use of modern methods by dispelling the numerous 

rumors and misconceptions surrounding the use of these methods. Health policies and 

strategies that both expand the availability of MCH centers and strengthen the 

dissemination of knowledge on modern contraceptive methods would be effective 

approaches to promote the use of modern contraceptives. 
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3.1 Introduction 

3.1.1 General Overview 

Despite the considerable increase in the use of modern contraceptives among 

Jordanian women that was observed between 1990 and 2002, the rate of the use of 

modern methods has since stabilized (see Figure 4) (DOS, 2010b). As per Figure 4, 

the amount of women who used traditional contraceptives increased to 19 percent in 

2009, which is higher than previous estimates of 15 percent for 2002. However, the 

prevalence of modern methods has shown almost no changes over last decade (41% in 

2002 and 40.6% in 2009). The Total Fertility Rate (TFR) in Jordan has also remained 

virtually unchanged since 2002 (USAID, 2010). Evidence has shown that Jordan’s 

ability to make changes in the TFR will, to some extent, depend on helping women to 

shift from using traditional contraceptive methods to modern ones (USAID, 2010). 

One of the key problems associated with traditional contraceptives is that the percent 

of women who experience unintended pregnancies by using these methods is high 

(Gharaibeh et al., 2011; USAID, 2010). This is due to the fact that traditional 

contraceptives have high rates of method failure, whereas modern methods have been 

found to be highly effective in preventing pregnancy (USAID, 2010). As shown in 

Table 7, modern contraceptive methods have a 90-100 percent effectiveness rate 

whereas traditional methods have an effectiveness rate of 50 percent (USAID, 2010).  

In 2002, the Jordanian Demographic and Health Survey (DHS) demonstrated 

that one-third of all pregnancies were unintended, either mistimed (17.2%) or 

unwanted (15.9%) (USAID, 2009). One of the main explanations for this phenomenon 
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is women’s use of traditional contraceptive methods to avoid pregnancy. Unintended 

pregnancy is considered a serious public health issue that adversely affects the health 

and social outcomes of mothers and babies and contributes to accelerated population 

growth through unwanted and mistimed pregnancies and closely spaced child births 

(Becker et al., 2009; Eggleston, 1999; Mackenzie et al., 2011; Petersen & Moos, 1997; 

Peyman & Oakley, 2009). In contrast, preventing unintended pregnancies has a 

significant positive impact on maintaining the physical and emotional health of 

women and improves pregnancy outcomes by reducing infant mortality, low birth-

weight babies, and maternal health illnesses (Eggleston, 1999; Mackenzie et al., 2011; 

Peyman & Oakley, 2009). Accordingly, enhancing the use of modern contraception 

needs to be one of the main concerns of health policy makers and family planning (FP) 

program managers in Jordan.  

It has also been observed that often Jordanian women who use contraceptives 

(both modern and traditional methods) discontinue use without adopting an alternate 

method (DOS, 2010b). Indeed, contraceptive discontinuation constitutes a major 

problem that constrains Jordan’s stated target to increase the contraceptive prevalence 

rate and decrease the country’s TFR. The main reasons that lie behind the 

discontinuation of contraception among Jordanian women are still unclear. To better 

understand the reasons for this discontinuation, it is necessary to investigate the factors 

that influence women’s choice of effective contraceptive methods. Identifying these 

factors would help health professionals in Jordan to address the barriers to using 
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modern contraceptives and therefore help achieve a meaningful increase in the current 

use of effective methods.  

Figure 4: The use of contraceptive methods among currently married women in 

Jordan (JPFH Surveys 1990-2009) 

 

 

 

 

Table 7: Contraceptive prevalence, users, effectiveness, and failures by method, 

Jordan 2009 

Method 

 

 

Percent 

CMWRA  

Using FP  

Percent 

Method 

Effectiveness  

Percent 

Method 

Failures  

Percent 

Discontinuation  

Male Condom 6.4* 89.9 10.1 51.5 

Female Sterilization  2.6  100.0  0.0  0.0  

Injectable  0.7  98.4  1.6  64.3  

IUD  22.6  98.9  1.1  15.1  

Pill  8.2  91.9  8.1  50.9  

LAM  1.5  93.3  6.7  99.1  

Implants  0.1  100.0  0.0  0  

Periodic Abstinence  4.0  50.0  50.0  45.9  

Withdrawal  12.8  50.0  50.0  39.8  

Folk Methods  0.5  50.0  50.0  62.9  

Total  59.4    45.1 

Sources: Data for currently married women of reproductive age (15–49) are from the Jordan 

Family Planning Model 2007–2050. Data for prevalence and effectiveness are from the 

2009 JPFHS. Data on traditional method effectiveness are based on international standards.  

* Includes 0.1 for female condom  
Source: (USAID, 2010) 
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3.1.2 Theoretical Framework of the Study 

The extent to which women are likely to experience unintended pregnancies is 

largely influenced by their current contraceptive behavior (e.g., contraceptive method 

preference). Therefore, the main objectives of this study are to explore the 

characteristics of women who are users of traditional contraceptives and those who are 

users of modern ones; to investigate the main factors associated with women’s 

decision to use modern versus traditional methods; and to identify the major reasons 

for a woman’s choice of a particular contraceptive method. In this study, the 

researcher theorized that women’s attitudes and social norms could significantly affect 

women’s contraceptive method preference, in addition to the expected substantial 

associations between women’s background characteristics and the method of choice. 

These characteristics are comprised of demographic factors, spousal communication 

variables and healthcare system-related factors.  

As per the framework of this study, attitudes and social norms reflect women’s 

behavioral determinants and represent the main constructs of the Theory of Reasoned 

Action (TRA). In this light, research questions have been developed in a 

comprehensive framework that considers women’s contraceptive behaviors as 

outcomes of various interactive factors within a socio-cultural context. The key 

research questions for this study are: 

1. What factors are associated with contraceptive method preference among women of 

reproductive age in northern Jordan? 
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1.1 What background characteristics are associated with the method of contraception 

chosen by women who currently use contraception?  

1.2 Among women currently using contraception, are users’ attitudes and social norms 

associated with the type of contraceptive chosen? 

1.3 Among current users, which factors have a stronger association with contraceptive 

method preference? 

Given that fertility is highly valued and perceived as an indicator of status and 

social standing in Jordan (MRO, 2007), involving a set of factors related to women’s 

beliefs and social norms in the study’s framework provided an opportunity to explore 

how these factors might promote or inhibit a woman’s decision to choose modern 

versus traditional contraceptive methods. At the individual level, different aspects of a 

person’s beliefs have been found to be potential barriers to effective contraceptive use. 

These include women’s perceptions of side effects associated with the use of 

contraceptive methods; level of dissatisfaction with the chosen method; 

misinformation among users of contraception; and incorrect use of contraceptives 

(Farsoun et al., 1996; Frost & Darroch, 2008; Morrison, 2000). At the familial level, 

researchers argue that the socio-cultural environment exerts continuous pressures on 

couples’ fertility behavior and therefore, their decision to practice certain 

contraception (Madhavan et al., 2003). For example, couples’ reproductive decision-

making is influenced by their parents, relatives, friends and society at large. At the 

institutional level, the features of the healthcare system can also create barriers for 

women who are seeking contraception and have a considerable influence on FP-
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related issues. Barriers may include lack of permanent healthcare facilities, lack of 

comfort with or knowledge about various contraceptive methods, poor involvement in 

FP campaigns and initiatives, the availability and cost of contraception, and healthcare 

providers’ lack of time to discuss methods with couples (ARHP, 2008; Farsoun et al., 

1996; Leeman, 2007; Morrison, 2000; Omo-Aghoja et al., 2009).  

3.1.3 Sources of Family Planning Services and Products in Jordan 

In Jordan, there are a number of FP providers, including public sources such as 

the Ministry of Health (MOH), Royal Medical Services (RMS), King Abdullah 

University Hospital (KAUH), and Jordan University Hospital (JUH); private providers 

such as private hospitals, doctor clinics, and pharmacies; and Non-Governmental 

Organizations (NGOs) (USAID, 2009). The NGOs in Jordan include Jordanian 

Association for Family Planning and Protection (JAFPP) clinics; the Jordanian 

Hashemite Fund for Human Development; the Soldiers Family Welfare Society; the 

Arab Women’s Organization; the Noor Al-Hussein Foundation; and United Nations 

Relief and Works Agency (UNRWA) clinics (USAID, 2009).  

During the last decade, Jordan has made major progress in making the public 

sector a significant source of contraception in the country. In particular, the public 

sector market share has grown from 28 percent in 1997 to 46 percent in 2009 (see 

Figure 5) (USAID, 2009; DOS, 2010b). A wide range of FP services and products is 

now offered through a large network of public facilities (USAID, 2009). The 

Jordanian MOH, as the largest contributor of the public sector, includes 416 Maternal 

and Child Health (MCH) centers, 377 primary health centers, 238 periphery health 
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centers, 64 comprehensive health centers, and 30 hospitals (USAID, 2009). FP 

services and contraceptive methods are also provided through 81 ambulatory care 

centers, 10 hospitals and 5 clinics of the RMS, and two university hospitals (JUH and 

KAUH) (USAID, 2009). The RMS mainly provides health services to armed forces 

and public security staff and their dependents, while the JUH and KAUH provide FP 

services to their employees and employees’ dependents, as well as students (Halasa, 

2008; USAID, 2009; Weissman, 2009).  

Private sources have also had an important role in the delivery of FP services 

to Jordanians (see Figure 6) (USAID, 2009). According to the 2009 Jordanian 

Population and Family Health Survey (JPFHS), the private sector serves about 34 

percent of modern contraceptive method users through private doctors (13%), 

pharmacies (13%), and private hospitals and clinics (8%) (DOS, 2010b). The private 

sector offers numerous types of modern contraceptive methods financed completely 

by user fees (USAID, 2009). During the last decade, the private sector experienced a 

decrease in market share; the percent of contraceptive users who obtained modern 

contraceptive methods through the private sector decreased from 41 percent in 1997 to 

34 percent in 2009 (DOS, 2010b).  

In Jordan, the private sector provides its FP services and products through a 

wide network of facilities, including 9,561 general practitioners, 1,806 pharmacies, 

and 60 private hospitals (USAID, 2009). It has been observed that the prices of FP 

methods vary across different types of private providers (USAID, 2009). For instance, 

it was found that general practitioners charged an average of 15 Jordanian Dinars 
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(JDs) ($21 USD) for an IUD insertion in Jordan (plus the cost of the IUD) while 

gynecologists charged an average of 35 JDs ($49 USD) for the same service (USAID, 

2009). 

There are also several NGOs operating in Jordan offering different forms of 

contraception for clients (USAID, 2009). These organizations are financed through a 

combination of donations and user fees (USAID, 2009). According to the 2009 

JPFHS, about 20 percent of modern method-users obtained contraception through 

NGOs, whereas 12 percent were served by the JAFPP (DOS, 2010b). The JAFPP 

currently manages 17 permanent clinics in major Jordanian cities (JAFPP, 2011). 

These clinics provide access to a number of contraceptive methods, including IUD, 

pills, injections, male and female condoms, and implants (norplant) (JAFPP, 2011). 

The JAFPP offers clients free contraceptives and charges only a nominal price for the 

other FP services they provide (USAID, 2009). For example, the association charges a 

woman five JDs ($7 USD) for an IUD insertion (USAID, 2009). The UNRWA is also 

considered one of the major donor-supported facilities in Jordan (USAID, 2009). It 

serves about 7.7 percent of the contraceptive users and offers its services through 23 

clinics located inside and outside of Palestinian refugee camps (DOS, 2010b; USAID, 

2009). All FP services and methods provided by the UNRWA are free, but access is 

restricted to Palestinian refugees (USAID, 2009). 

In terms of modern methods, injectables and female sterilization are most often 

obtained through the public sector, while pills, IUDs, and male condoms are most 

frequently obtained through the private sector (see Table 8) (DOS, 2010b). Private 
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pharmacies are the major source for both pills and male condoms, while government 

health centers are the main source for injectables (DOS, 2010b). Statistics have shown 

that government hospitals and private doctors are the primary references for female 

sterilization and IUD insertions, respectively (DOS, 2010b).  

 

Figure 5: Trends in family planning provider market in Jordan (JPFH Surveys 

1997, 2002, 2007, & 2009) 
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Figure 6: Sources of family planning methods among current users of modern 

contraceptives in Jordan (JPFHS 2009) 

 

 

 

 

 

 

Table 8: Percent distribution of women age 15-49 currently using a modern 

contraceptive method according to the source and specific method, Jordan 2009 

 
Source  Female 

Sterilization 

Pill IUD Injectables Male 

Condom 

Total 

Public 80.4 48.8 39.1 72.3 48.8 46.0 

   Public government hospitals  62.5 1.3 2.5 5.5 0.1 6.2 

   Public health centers 0.0 28.2 13.0 35.9 23.4 17.1 

   Public MCH 0.0 18.2 21.4 30.6 22.8 19.6 

   University hospital 1.5 0.5 1.1 0.0 0.1 0.8 

   Royal medical services 16.3 0.5 1.0 0.4 2.4 2.2 

   Other 0.0 0.0 0.2 0.0 0.0 0.1 

Private 19.5 38.9 34 8.6 36.8 34.1 

   Private hospital/clinic 19.5 0.8 10.9 0.4 0.3 7.7 

   Private doctors 0.0 2.1 22.6 2.3 0.5 13.1 

   Private pharmacies 0.0 36.0 0.5 5.9 36.0 13.3 

NGOs 0 12.1 26.8 19.1 14.4 19.8 

   JAFPP 0.0 2.0 20.5 5.6 1.9 12.1 

   UNRWA 0.0 10.1 6.3 13.5 12.5 7.7 
Source: (DOS, 2010b) 
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3.2 Research Method  

3.2.1 Study Setting 

This study was conducted in the Governorate of Irbid
15

, one of the 

governorates in the north region of Jordan. Irbid is Jordan’s second largest city, and 

17.8 percent of the country’s population resides in this region (DOS, 2011b). The 

population median age in the Governorate is 19.7 years (DOS, 2009c). About 37.8 

percent of the population is less than 15 years of age, while those who are above 65 

comprise 3.4 percent (DOS, 2009c). Women constitute 48.8 percent of the total 

population in the Governorate (DOS, 2011b).  

3.2.2 Study Design and Sample 

Quantitative data for this study was collected using a cross-sectional survey 

design. To obtain a more representative sample, an equal proportion (12 percent) of all 

the MCH centers located in both the rural and urban areas of the Governorate was 

taken in this study. The total number of MCH centers in the Irbid Governorate is 42, 

distributed into 33 rural centers and 9 urban centers. The final sample included five 

randomly selected MCH centers: one center to represent the urban area (center A) and 

four centers to represent the rural ones (centers B, C, D, and E). The selection of the 

participating centers in the rural areas was made in such a way that the four 

geographical locations of the region were represented. 

                                                           
15

 A Governorate is an administrative subdivision in Jordan 
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 In this study, a woman was eligible to be involved only if she was currently 

married, non-pregnant, aged 18–49 years, and was using any contraceptive method at 

the time of the survey. Exclusion criteria are any currently married, non-pregnant 

woman within the specified age group who was not using any contraceptive method at 

the time of the survey. Women who were not using any type of contraception are 

excluded from this study because the question regarding the type of method used was 

asked only to contraceptive users. Further, the major concern of this study is to 

investigate the factors associated with women’s decision to choose a certain method of 

contraception. In the survey, if a woman reported that she was currently using any 

method of contraception, the following question was asked by the interviewer: “What 

is the contraceptive method that you currently use?” Based on the inclusion criteria of 

the present study, 258 women were eligible to be involved in the analysis, giving a 

total response rate of 92.4 percent.   

Using a systematic random sampling procedure, all women were recruited 

from the waiting rooms of the participating centers. Women were selected at regular 

intervals from a list containing the serial numbers of the women who visit the MCH 

center (e.g. every 3
rd

 woman). To optimize the cultural appropriateness of the study, as 

well as to maximize the response rate of the survey, a female interviewer traveled to 

the study setting in northern Jordan to administer the interviews. All randomly 

selected women who showed willingness to participate in the study were provided 

with an ‘explanation of research study’ statement. After explaining the purpose of the 

study, clarifying the ‘explanation of research study’ statement, and obtaining women’s 
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consent for participation, the interviewer administered the interviews. Ethical approval 

to conduct this study was obtained from the Jordanian MOH, the Health Directorate in 

the Governorate of Irbid, and the Institutional Review Board (IRB) at Oregon State 

University.  

3.2.3 Study Instrument and Variables 

3.2.3.1 Data Collection Instrument 

Each participant was interviewed in a private room at the selected MCH 

centers using a structured survey pre-tested for cultural proficiency and clarity (See 

Appendix). The majority of questions used in the survey were drawn from a validated 

questionnaire applied in a study conducted in 2003 on assessing women’s health and 

social needs in southern Jordan (Shakhatreh & Odibat, 2005). To answer the research 

questions, further items were added to the 2003 questionnaire. Prior to data collection, 

several steps were taken to assess the validity of the modified version of the survey. A 

number of Jordanian healthcare experts and professionals in the field of reproductive 

health were served as an expert panel to evaluate the content validity of the survey. 

Further, a total of 15 pilot interviews were administered before the survey instrument 

was used in the current study.  

3.2.3.2 Dependent Variable 

 

In this study, the dependent variable is the choice of a particular contraceptive 

method. Women who reported the current use of any contraceptive method at the time 

of the survey were given a list of different types of contraceptives and were asked to 
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select the method that they were currently using. For the purposes of this study, the 

types of contraceptive methods were grouped into two major categories, traditional 

and modern methods, as a dichotomous variable. The traditional methods include such 

practices as periodic abstinence (rhythm method), withdrawal, and Lactational 

Amenorrhea (LAM), while modern methods are defined as pills, IUDs, male condoms 

injectables and female sterilization. Women who were practicing modern 

contraception at the time of the survey are coded 1 and those who were using 

traditional methods are coded 0.  

The classification of contraceptives into traditional and modern methods was 

selected based on the effectiveness and failure rates of these methods. In fact, the 

major concern of this study is to investigate what influences a woman’s decision to 

choose effective contraceptive methods rather than investigating which method she 

uses. As shown in Table 7, modern methods are highly effective in preventing 

pregnancy compared with traditional ones. In other words, traditional contraceptives 

have higher rates of method failure, with the exception of LAM, compared with 

modern methods. Since only 5 out of 258 of women eligible for this study were users 

of LAM, which is a traditional method with 93.3 percent method effectiveness, this 

group was excluded from the analysis. Accordingly, the final sample size in the 

present study is 253 women.  

The categorization of contraceptives into traditional and modern methods is 

widely used in the literature (Agha, 2010; Alpu & Fidan, 2006; Becker et al., 2009; 
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Cohen, 2000; Fikree et al., 2001; Jurdi, 2008; Onwuhafua et al., 2005; Rahayu et al., 

2009; Sable et al., 2000; Sadat-Hashemi et al., 2007; Schoemaker, 2005; Shah et al., 

2001; Stephenson et al., 2007; Sultan et al., 2002; Thang & Anh, 2002). The selection 

of this classification is also consistent with the common definition of contraceptive 

methods as it is used by Jordanians, where the majority use the concept ‘modern’ 

versus ‘traditional/natural’ to describe contraceptive methods. 

3.2.3.3 Explanatory Variables 

 

  The study’s explanatory variables consist of a number of covariates and 

predictors. The covariates represent women’s background characteristics, including 

demographic factors, spousal communication variables, and healthcare system-related 

factors. In terms of demographic factors, the collected data provide information about 

women’s age, education, income, employment status, place of residence, etc. Data on 

women’s current pregnancy status and different marriage-related variables were also 

recorded in this study. Such variables could help provide an estimation of women’s 

fertility (e.g. women’s age at marriage and the number of marriage years). The survey 

also involved information on spousal communication in relation to husband-wife 

discussions of family size and the use of contraceptive methods and who was the 

primary decision maker for contraceptive behaviors (e.g. wife only, husband only, or 

joint decision). Moreover, questions about the public healthcare system were asked, 

including the presence of a nearby MCH center, time consumed to get to the nearest 

MCH center (in minutes), and availability of preferred contraceptive methods at these 

centers. Information on FP counseling was also obtained by asking each respondent to 
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state if she had ever been informed by the healthcare providers at the MCH centers 

about the benefits and risks of using contraceptives.  

  As per the study’s framework, the main constructs of the TRA, attitudes and 

social norms, were included in the analysis as the study’s main predictors of interest. 

In this study, the women were asked a number of questions to explore their beliefs 

regarding certain FP-related issues (e.g. possible side effects associated with the use of 

modern contraceptives, the importance of having male children in the family, and the 

happiness of large families compared with small ones). Further, this paper investigated 

the influence of socio-cultural norms on women’s decisions to choose modern versus 

traditional contraceptive methods. Specifically, the participants in this study were 

asked if they perceived a pressure to bear more children (or pressure to be pregnant if 

a woman had not yet given birth) by their husband and their in-laws. Additionally, 

women were asked if they thought that cultural norms have an influence on the 

number of children that they would like to have. The operationalization of the key 

variables used in this study is summarized in Table 1 (see page 15). 

3.2.4 Method of Analysis 

 

Summary statistics were utilized to present the collected data in terms of mean, 

median, percentages, and standard deviations of study variables. The correlations 

between the study’s explanatory variables were also investigated to check for co-

linearity. Binary logistic regression analysis was applied to examine the research 

questions and evaluate which factors are significantly associated with women’s choice 

of contraceptive methods. Logistic regression was selected since the study’s dependent 
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variable (modern vs. traditional contraceptive methods) is a categorical and 

dichotomous one. Data processing and analysis were performed using the Statistical 

Package for the Social Sciences (SPSS) version 17.0. The results of the logistic 

regression estimation were interpreted in terms of odds ratios (OR), with 95% 

confidence intervals (CI’s). The coefficients of the logistic regression models were 

estimated by the method of maximum likelihood. All variables demonstrating a p-

value of less than 0.05 were considered statistically significant. The general formula 

for the logistic model is presented in following equation: 

 Logit (p) = log (p/1-p) = β0+ β1χ1+……. + βχχχ , where logit (p) is the log of the 

odds (p/1-p) 

               

 This can also be expressed in terms of probability, p, as  

 

p =    exp (β0+ β1χ1+……. + β χχχ)          

         1+ exp (β0+ β1χ1+……. + βχχχ)       

   
 p denotes the probability of a woman currently using a modern contraceptive 

method 

 1- p is the probability of  a woman currently using a traditional method 

 β0 is the intercept term 

 β1, β2, β3 …, βx are the regression coefficients of the explanatory variables χ1, χ2, 

χ3… χx, respectively. 

 

3.3 Results 

3.3.1 Description of the Sample 

The analysis of this study is limited to the sample of women who reported the 

current use of any type of contraceptive method. Table 9 describes the individual 

characteristics of women who were currently using contraception. As per this study, 

the ages of contraceptive users ranged from 20 to 49 years old, with a median age of 

http://en.wikipedia.org/wiki/Regression_coefficient
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31 years. The users’ mean age at their first marriage was 22.2 years, with a range 

between 16 and 32 years old. The average total number of living children that the 

users had given birth to was 4.2, with a mean number of male and female living 

children of 2.3 (SD= 1.4) and 2.0 (SD= 1.9), respectively. As for participants’ place of 

residence, 62.1 percent of contraceptive users were from urban areas while 37.9 

percent were from rural areas. In this study, women who were current users of 

contraceptives had completed an average of 12.9 years of education and the mean of 

the husband’s education was 13.1 years. Almost 74 percent of contraceptive users 

were insured through the public or the private sector.  

In respect to method preference, 67.2 percent of current users of contraception 

reported the use of modern methods and 32.8 percent indicated that they were using 

traditional methods. Figure 7 presents contraceptive prevalence among current users 

by method type. As the collected data indicate, the IUD was the most frequently used 

method (34.8%), followed by withdrawal (23.7%), pills (15%), condoms (12.2%) and 

the rhythm method (9.1%). The contraceptives with the lowest rates of use were 

injections (2.8%) and female sterilization (2.4%). 
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3.3.2 Factors Associated with Contraceptive Method Preference among Women 

in Northern Jordan         

       

3.3.2.1 Bivariate Analysis 

Among women who reported the current use of any type of contraceptive 

method, differences between two groups of women were analyzed using Pearson’s 

chi-squared tests and two-sample t-tests for categorical and continuous variables, 

respectively. Specifically, bivariate analysis was used to compare the characteristics 

between these two groups: the users of traditional contraceptives versus users of 

modern methods.  As Table 10 indicates, there are statistically significant differences 

in the choice of contraceptive method according to background characteristics, 

women’s attitudes, and social norms. Not surprisingly, differences were found 

between the users of traditional contraceptives and the users of modern ones according 

to women’s age at marriage and years of education. The means of these two variables 

were significantly higher among the users of modern methods compared to the users 

of traditional ones (see Table 10). The average number of living male children was 

significantly lower among women who were currently using modern contraceptives 

than those who reported the use of traditional methods. This analysis suggests that 

women’s age was not statistically significantly associated with women’s choice of 

modern versus traditional contraceptive methods (p=0.630).  

The results in Table 10 also show statistically significant differences between 

the two groups of women according to employment status, place of residence, and 

household income. In particular, the highest proportions of modern method users were 
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among women who were employed; lived in urban regions; and had a monthly 

household income of 500 Jordanian Dinars (JD) or more (≥$704 USD). In contrast, no 

significant difference was observed between the users of traditional contraceptives and 

the users of modern ones by religion (e.g. Muslims and Christians) (p=0.568).  

The results in Table 10 reveal that women who discussed their family size and 

the use of contraception with their husbands constitute significantly higher proportions 

of modern contraceptive users. Furthermore, women who made joint decisions 

together with their husbands concerning the use of a particular contraceptive method 

represent the highest rate of modern method users.  

Differences between women who reported the use of traditional versus modern 

contraceptives were also observed according to healthcare system-related factors. 

Specifically, women who were covered by health insurance, had a nearby MCH 

center, received FP counseling from healthcare providers at the center, and required 

less time to get to the center had significantly higher rates of reporting the use of 

modern contraceptives (see Table 10). However, the availability of preferred 

contraceptive methods at the MCH centers during the last 12 months preceding the 

survey was not statistically significantly associated with women’s choice of 

contraceptive methods (p=0.102). 

The results of the bivariate analysis also found statistically significant 

differences between the users of traditional contraceptives and the users of modern 

methods in respect to women’s attitudes. Table 10 clearly shows that women who did 

not perceive that the use of modern methods had side effects represent a higher 
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proportion of modern method users. In this analysis, women who perceived that large 

families had the same level of happiness as small ones had the highest rate of reporting 

the current use of modern contraceptives. Moreover, the proportion of modern method 

users was significantly higher among women who believed that having male children 

in their families was of low importance or somewhat important. Women’s approval 

and religious beliefs regarding the use of contraception were not significantly 

associated with their choice of modern versus traditional contraceptive methods 

(p=0.697 and p=0.999, respectively). 

The proportion of modern contraceptive users was significantly higher among 

women who did not perceive pressure to have more children (or pressure to be 

pregnant if a woman had not yet given birth) by their husband and their in-laws. 

Women who did not perceive the influence of cultural norms on the number of 

children they would like to have had the highest rate of reporting the current use of 

modern contraceptives. 

3.3.2.2 Logistic Regression Analysis 

The associations given in the bivariate analysis provide us with a general 

description about contraceptive use behavior among Jordanian women looking at each 

variable separately. However, it does not give any information regarding the 

significance of each variable controlling for the influences of the other explanatory 

variables. Accordingly, logistic regression analysis was used to investigate multiple 

factors at a time and show changes on the affect of one factor in the presence of 

others. In this analysis, the dependent variable (method of choice) had a value of 1 if a 
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woman reported the use of modern contraceptives at the time of the survey and 0 if 

she was using a traditional method at that time. The group who reported the use of 

traditional contraceptives was treated as the reference group. The impact of the 

explanatory variables was estimated in terms of odds ratios. For each of the nominal 

variables, a reference category was determined and the values of other categories were 

compared to that of the reference category. An odds ratio value of less than 1 implies 

that women in that category had a lower probability of reporting the use of modern 

contraceptives than women in the reference category and a value greater than 1 means 

a greater probability of reporting the use of modern methods. For continuous 

variables, a value less than 1 implies less probability and a value greater than 1, 

greater probability of reporting current use of modern contraceptives as the value of 

that variable increases. 

In this study, three models were specified to estimate the association between 

the explanatory variables (e.g. covariates and predictors) and response variable (e.g. 

the use of traditional methods versus modern ones). In the first model, only covariates 

were included in the model. The aim of the first model was to investigate which of the 

background characteristics are associated with the method of contraception chosen by 

women who currently use contraception (e.g. research question 1.1). Table 11 presents 

the results of logistic regression estimated coefficients and odds ratios for the first 

model. As Table 11 indicates, the positive estimated coefficient (1.162) associated 

with place of residence in the logistic model implies that women in urban areas were 

more likely to use modern methods than those in rural regions. Specifically, women in 
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urban areas were 3.2 times more likely to report the use of modern methods than those 

from rural regions (p=0.003; 95% CI=1.503-6.795). In regard to spousal 

communication variables, women who discussed the use of contraceptive methods 

with their husbands were 3.2 times more likely to practice modern methods compared 

to those who did not discuss this issue (p=0.014; 95% CI=1.269-8.039). The results of 

the first model estimation also showed that when the husband was the decision maker 

concerning the use of contraceptives, the odds of choosing a modern method 

decreased by a factor of 0.29 compared to a woman who made such decision 

(p=0.019; 95% CI=0.100-0.812). Not surprisingly, the use of modern contraceptive 

methods was positively associated with women’s exposure to FP counseling by health 

providers at the MCH centers. According to this analysis, women who received FP 

counseling by the healthcare providers were 3.1 times more likely to report the current 

use of modern contraception compared to those who did not receive FP counseling 

(p=0.003; 95% CI=1.457-6.458). Other variables related to women’s background 

characteristics included in the first model did not show statistically significant 

association with the choice of modern versus traditional contraceptive methods (see 

Table 11).  

The second model was used to estimate the association between users’ 

attitudes and social norms with contraceptive method preference; therefore only the 

predictors of interest were included in this model (e.g. research question 1.2). As 

reflected in Table 12, the odds of reporting the current use of modern contraceptives 

decreased by a factor of 0.35 for women who perceived that the use of modern 
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methods had potential side effects (p=0.015; 95% CI=0.151-0.817). The results of this 

analysis also illustrated that the odds of choosing modern contraceptives decreased by 

a factor of 0.12 for women who felt that having male children was very important 

(p=0.007; 95% CI=0.027-0.570). Given the crucial role that culture could play in 

women’s contraceptive behavior, the current study found that women who perceived 

an influence of cultural norms on the number of children they would like to have were 

less likely by a factor of 0.37 to choose modern contraception compared to those who 

did not perceive such influence (p=0.007; 95% CI=0.181-0.767). Other variables 

related to users’ attitudes and social norms included in the second model did not show 

statistically significant associations with the choice of contraceptive methods among 

women in northern Jordan (see Table 12).  

All of the study’s covariates and predictors were included in the third and final 

model. The aim of this model was to identify if users’ attitudes and social norms are 

associated with contraceptive method preference, adjusting for the influence of users’ 

background characteristics (e.g. research question 1.3). In the final model, each 

variable which showed a statistically significant association with the method of choice 

is interpreted, controlling for the influences of other explanatory variables. In 

connection to background characteristics, only two factors were found to be 

statistically significantly associated with the study outcome in the final model. These 

include the presence of a nearby MCH center and women’s exposure to FP counseling 

by health providers at the center. As Table 13 indicates, women who had a nearby 

MCH center were 4.6 times more likely to choose modern methods than those who did 
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not have a center nearby (p=0.046; 95% CI=1.026-20.594). Further, the odds of 

choosing a modern contraceptive increased by a factor of 4.6 for women who received 

FP counseling about the benefits and risks of contraception by healthcare providers 

(p=0.001; 95% CI=1.836-11.528).  

Regarding the influence of user attitude on method preference, only one factor 

remained statistically significant in the final model after controlling for other 

variables. Specifically, women who believed that modern methods had potential side 

effects were less likely by a factor of 0.22 to use modern contraceptives compared to 

those who did not report such beliefs (p=0.006; 95% CI=0.075-0.646). As for social 

norm variables, a woman’s perception of pressure to have more children (or pressure 

to be pregnant if she had not yet given birth) by her in-laws was found to be 

statistically significantly associated with the method of choice. As Table 13 shows, the 

odds of selecting a modern contraceptive method decreased by a factor of 0.32 for 

women who perceived pressure to have more children (or pressure to be pregnant if a 

woman had not yet given birth) by their in-laws (p=0.029; 95% CI=0.113-0.889). The 

remainder of the variables included in the final model in relation to background 

characteristics, attitudes and social norms were not found to be statistically 

significantly associated with the type of contraceptive chosen (see Table 13). 

In summary, this study suggests that women’s choice of contraceptive method 

is associated with the following factors: providing women with FP counseling by 

health workers during their visits to the MCH centers, having an MCH center nearby, 
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perceiving pressure to have more children by in-laws, and the beliefs that the use of 

modern methods had potential side effects. 

3.3.3 Goodness-of-Fit Analysis 

In this paper, a number of tools were used to assess the fits of estimated 

models, including goodness-of-fit tests such as Hosmer and Lemeshow (H-L) test and 

goodness-of-fit measures (e.g. Cox and Snell R
2
 and Nagelkerke R

2
). According to 

Garson (2011), the recommended test for the overall fit of a logistic regression model 

is the H-L goodness-of-fit test. A finding of non-significance (the p-value for the H-L 

test statistic is greater than 0.05) means that there is no evidence that the observed and 

model-predicted values are different (Garson, 2011). This suggests that the model is 

well-fitting and its prediction is not significantly different from the observed values 

(Garson, 2011). In this paper, the results of H-L goodness-of-fit tests were greater than 

0.05 in all of the study’s models, indicating that these models were well-fitting.  

Other goodness-of-fit measures were also conducted to estimate the percent of 

explained systematic variance for each of the study’s models. In the first model, the 

explained systematic variance ranged from 31.4 percent to 43.7 percent for Cox and 

Snell R
2
, and Nagelkerke R

2
, respectively. In regard to the second model, the 

magnitude of systematic variance explained ranged from 30.5 percent to 42.5 percent 

for Cox and Snell R
2
, and Nagelkerke R

2
, respectively. The third model accounted for 

approximately 41.4 percent (Cox & Snell R
2
) to 57.7 percent (Nagelkerke R

2
) of the 

systematic variance in women’s choice of modern versus traditional contraceptive 

methods.  
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Table 9: The individual characteristics of the current users of contraceptive 

methods (n=253) 

Variable                               Frequency (%)        (Mean; Standard Deviation) 

Age group                                                                               (32.9; 6.2) 

 18-25                                     18(7.1) 

 26-33                                     139(55) 

 34-41                                     62(24.5) 

 42-49                                     34(13.4) 

Age at marriage                                                                      (22.2; 2.5) 

     16-20                                     62(24.5) 

     21-25                                     171(67.6) 

     >25                                          20(7.9) 

Education (number of years)                                                  (12.9; 2.9)                                                                              

≤6                                         6(2.4) 

      7-9                                        18(7.1) 

     10-12                                     120(47.4) 

     13-16                                     91(36) 

      >16                                       18(7.1) 

Place of residence                                                                             
Rural                                      96(37.9)                                     –                                    

Urban                                     157(62.1)                                                                                                                        

Number of children                                                                (4.2; 2.8) 
≤ 2                                          83(32.8) 

      3-5                                          114(45.1) 
≥6                                           56(22.1) 

Monthly income of the household (JD)
*                                                             

      < 250                                   91(36)                                                                                    

      250-499                               121(47.8)                                    –                                                

      ≥500                                     41(16.2)                                                                  

Employment status                                                                           

      Unemployed                        181(71.5)                                    –      

      Employed                            72(28.5)                     

Religion                                                                                            

     Islam                                     235(92.9)                                   – 

     Christianity                           18(7.1) 
       * 

Income in Jordanian Dinars (1 JD=$1.40 USD) 
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Figure 7: Distribution of respondents according to the type of contraceptive 

method used  
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Table 10: Comparison between current users of traditional contraceptives and 

users of modern methods by background characteristics, women’s attitudes and 

social norms   

 

Variable 

Users of 

Traditional 

Methods   

(n=83) 

Users of 

Modern 

Methods   

 (n=170) 

Chi
2
/t-

tests 

p- 

value 

Demographic Factors 

Age at marriage in years 
ǂ
 (Mean; SD) (21.5; 2.2) (22.5; 2.5) -3.187 0.002 

Years of education 
ǂ
 (Mean; SD) (11.4; 2.7)  (13.7; 2.7) -6.076 <0.001 

Number of living male children
ǂ
 (Mean; SD) (2.6; 1.6) (2.1; 1.2) 2.844 0.005 

Age in years 
ǂ 
  (Mean; SD) (33.1; 7.1)  (32.7; 5.8) 0.482 0.630 

Employment status:  n(%)
 
 

    Unemployed 

    Employed 

 

 75(41.4) 

 8(11.1) 

 

 106(58.6) 

 64(88.9) 
21.5 <0.001 

Place of residence:  n(%) 

    Rural 

    Urban 

 

 52(54.2)       

31(19.7) 

 

 44(45.8)                  

126(80.3) 
32.02 <0.001 

Monthly income of the household in 

Jordanian Dinars
‡
 (1JD=$1.40 USD): n(%) 

    <250 

    250-499 

    ≥500 

 

 

 40(44) 

 39(32.2)      

4(9.8) 

 

 

 51(56)                                

82(67.8)         

37(90.2) 

 

- 

 

<0.001 

Religion:  n(%)
  

    Christianity                           

    Islam                                          

 

 7(38.9) 

 76(32.3) 

 

 11(61.1) 

 159(67.7) 
0.325 0.568 

Spousal communication variables 

Husband-wife discussions concerning their 

family size:  n(%) 

    No 

    Yes 

 

 

 55(43) 

 28(22.4) 

 

 

 73(57) 

 97(77.6) 
12.1 <0.001 

Husband-wife discussions regarding the use 

of contraceptive methods:  n(%) 

    No 

    Yes 

 

 

 26(70.3) 

 57(26.4) 

 

 

 11(29.7) 

 159(73.6) 
27.6 <0.001 

The decision maker in regard to the use of 

contraceptive methods:  n(%) 

    Wife only 

    Husband only 

    Joint decision 

 

 

 8(16.3) 

 64(48.9)      

11(15.1) 

 

 

 41(83.7)                                

67(51.1)         

62(84.9) 

 

31.8 

 

<0.001 

ǂ
 t-test was run on the following variables: age, age at marriage, education, and number of male children                                                                                                                                                   
‡ 

Analyzed by Fisher’s exact test                                                                                                                                                                                                                                                                                                                                                                 
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Table 10: Comparison between current users of traditional contraceptives and 

users of modern methods by background characteristics, women’s attitudes 

and social norms (Continued) 
 

 

 

 

Variable 

Users of 

Traditional 

Methods   

(n=83) 

Users of 

Modern 

Methods 

  (n=170) 

Chi
2

 
p- 

value 

Healthcare system-related factors 

Health insurance coverage: n(%)
  

    Uninsured 

    Insured 

 

 29(43.3) 

 54(29) 

 

38(56.7) 

132(71) 
4.5 0.033 

The presence of a nearby MCH center: n(%) 

    No 

    Yes 

 

 22(64.7) 

 61(27.9) 

 

12(35.3) 

158(72.1) 

  

18.1 <0.001 

Received FP counseling by the healthcare 

providers at the MCH centers:  n(%) 

    No 

    Yes 

 

 

 37(48.7) 

 46(26) 

 

 

39(51.3) 

131(74) 

 

12.4 

 

<0.001 

Time taken to get to the nearest MCH center 

(in minutes):  n(%) 

    < 15 min 

    15-30 min 

    >30 min                                                 

 

 

 24(27.6)  

 41(29.5)      

18(66.7) 

 

 

 63(72.4)                                

98(70.5)         

9(33.3) 

 

15.8 

 

<0.001 

The availability of preferred contraceptive 

methods at the MCH centers during the last 12 

month:  n(%) 

    No 

    Yes 

 

 

22(42.3) 

61(30.3) 

 

 

30(57.7) 

140(69.7) 

 

2.7 

 

0.102 

Attitudes 

Perceived that the use of modern 

contraceptives had potential side effects: n(%) 

    No 

    Yes 

 

 

10(13.9) 

73(40.3) 

 

 

62(86.1) 

108(59.7) 

 

16.3 

 

<0.001 

Beliefs about the happiness of large families 

compared with small ones 
‡
: n(%) 

    Less happy 

    The same 

    Happier  

 

68(30.9) 

2(15.4) 

13(65) 

 

152(69.1)                                

11(84.6)         

7(35) 

 

- 

 

0.004 

              ‡ 
Analyzed by Fisher’s exact test                                                                                                                     
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Table 10: Comparison between current users of traditional contraceptives and 

users of modern methods by background characteristics, women’s attitudes 

and social norms (Continued) 

 

Variable 

Users of 

Traditional 

Methods   

(n=83) 

Users of 

Modern 

Methods    

(n=170) 

 

Chi
2

 

 

p- value 

Attitudes 

Beliefs about the importance of having 

male children in the family
 ‡
:  n(%) 

     Of low importance  

    Somewhat important  

     Very important 

 

 

2(6.7)  

 4(5.6)      

 77(51) 

  

 

28(93.3)                                

68(94.4)         

74(49) 

 

- 

 

<0.001 

Attitudes toward the use of 

contraception for birth spacing:  n(%)
 
  

    Disapprove 

    Approve 

 

 

 7(36.8) 

 76(32.5) 

 

 

 12(63.2) 

158(67.5) 

 

0.152 

 

0.697 

Religious beliefs toward the use of 

contraceptive methods
‡
:  n(%) 

    Forbidden 

    Allowed 

 

 

 1(33.3) 

82(32.8) 

  

 

2(66.7) 

 168(67.2) 

 

- 

 

0.999 

Social Norms  

Perceived pressure to have more 

children (or pressure to be pregnant if 

a woman had not yet given birth) by 

the husband:  n(%) 

    No 

    Yes 

 

 

 

59(28.1) 

24(55.8) 

 

 

 

151(71.9) 

19(44.2) 

 

 

12.4 

 

 

<0.001 

Perceived pressure to have more 

children (or pressure to be pregnant if 

a woman had not yet given birth) by 

in-laws:  n(%) 

    No 

    Yes 

 

 

 

 

 55(26.6) 

 28(60.9) 

 

  

 

 

152(73.4) 

 18(39.1) 

 

 

20.1 

 

 

<0.001 

Perceived that cultural norms 

influenced the number of children a 

woman would like to have:  n(%)  

    No 

    Yes         

 

 

 

17(16.2) 

 66(44.6) 

 

 

 

88(83.8) 

 82(55.4) 

 

22.5 

 

<0.001 

              ‡ 
Analyzed by Fisher’s exact test                                                                                                                     
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Table 11: Estimation results of logistic regression coefficients and odds 

ratios for method choice among current users of contraception, based on 

background characteristics, Northern Jordan  

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Demographic factors 

Age in years 0.024 1.024 0.926 1.132 

Age at marriage in years 0.016 1.016 0.843 1.224 

Years of education 0.085 1.089 0.894 1.327 

Number of living male children -0.251 0.778 0.502 1.207 

Place of residence: Urban 

(Rural) 

1.162 3.195** 1.503 6.795 

Monthly income of the 

household in Jordanian 

Dinars: (<250) 

250-499 0.284 1.328 0.638 2.764 

≥500 -0.051 0.951 0.212 4.265 

Employment status: Employed 

(Unemployed) 

0.949 2.583* 0.843 7.912 

Religion: Islam                                                                                                                                

(Christianity )                          

1.005 2.731 0.771 9.673 

Spousal communication variables 

Husband-wife discussions concerning their 

family size: Yes 

 (No) 

-0.298 0.742 0.315 1.749 

Husband-wife discussions regarding the use of 

contraceptive methods : Yes 

 (No) 

 

1.161 

 

3.194** 1.269 8.039 

The decision maker in regard 

to the use of contraceptives: 

(Wife only) 

Husband only -1.256 0.285** 0.100 0.812 

Joint decision -0.774 0.461 0.145 1.468 

Healthcare system-related factors 

Health insurance coverage: Insured 

(Uninsured) 
0.407 1.503 0.703 3.211 

The presence of a nearby MCH center:  Yes  

(No) 

1.108 3.027* 0.823 11.130 

Time taken to get to the 

nearest MCH center in 

minutes: (< 15 min) 

15-30 min 0.558 1.748 0.826 3.697 

>30 min         0.148 1.159 0.246 5.456 

*p <0.01; **p <0.05 
               

Note: The reference category is in parentheses 
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Table 11: Estimation results of logistic regression coefficients and odds 

ratios for method choice among current users of contraception, based on 

background characteristics, Northern Jordan (Continued) 

 

Variable β 

Adjusted 

OR 

95% C.I. for 

OR 

Lower Upper 

Healthcare system-related factors 

The availability of preferred contraceptive 

methods at the MCH centers during the last 

12 month: Yes  

(No) 

 

 

-0.222 

 

0.801 

 

0.331 

 

1.934 

Received FP counseling by the healthcare 

providers at the MCH centers: Yes 
 (No) 

1.121 

 

3.067** 1.457 6.458 

*p <0.01; **p <0.05 

Cox & Snell R
2
 = 0.314 

Nagelkerke R
2
 = 0.437 

               
Note: The reference category is in parentheses 
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Table 12: Estimation results of logistic regression coefficients and odds ratios for 

method choice among current users of contraception, based on women’s 

attitudes and social norms, Northern Jordan  

  

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Attitudes 

Attitudes toward the use of contraception for 

birth spacing: Approve 

(Disapprove) 
-0.504 0.604 0.177 2.060 

Perceived that the use of modern contraceptives 

had potential side effects: Yes 

(No) 
-1.048 0.351** 0.151 0.817 

Beliefs about the importance 

of having male children in the 

family: (Of low importance ) 

Somewhat 

important 

0.501 1.650 0.269 10.129 

Very important -2.097 0.123** 0.027 0.570 

Beliefs about the happiness of 

large families compared with 

small ones: (Less happy ) 

The same -0.353 0.703 0.091 5.437 

Happier -0.349 0.705 0.223 2.234 

Social Norms 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by the husband: Yes 

(No )    

 

-0.393 

 

0.675 

 

0.257 

 

1.771 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by in-laws: Yes 

(No )    

-0.769 0.463* 0.188 1.145 

Perceived that cultural norms influenced the 

number of children a woman would like to 

have: Yes  

(No)   

 

-0.987 0.373** 0.181 0.767 

*p <0.01; **p <0.05 

Cox & Snell R
2
 = 0.305 

Nagelkerke R
2
 = 0.425 

               
Note: The reference category is in parentheses 
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Table 13: Estimation results of logistic regression coefficients and odds ratios 

for factors associated with women’s choice of contraceptive methods, 

Northern Jordan  

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Demographic factors 

Age in years 0.076 1.079 0.953 1.223 

Age at marriage in years 0.016 1.016 0.814 1.270 

Years of education -0.029 0.972 0.744 1.270 

Number of living male children -0.401 0.669 0.410 1.092 

Place of residence: Urban 

(Rural) 

-0.096 0.909 0.351 2.355 

Monthly income of the 

household in Jordanian 

Dinars: (<250) 

250-499 -0.081 0.922 0.399 2.133 

≥500 -0.064 0.938 0.161 5.446 

Employment status: Employed 

(Unemployed) 

0.724 2.063 0.576 7.392 

Religion: Islam                                                                                                                                

(Christianity )                          

0.965 2.625 0.663 10.404 

Spousal communication variables 

 

Husband-wife discussions concerning their 

family size: Yes 

 (No) 

-0.296 0.744 0.279 1.986 

Husband-wife discussions regarding the use of 

contraceptive methods: Yes 

 (No) 

1.156 3.178* 0.989 10.217 

The decision maker in regard 

to the use of contraceptives: 

(Wife only) 

Husband only -1.060 0.347* 0.110 1.096 

Joint decision -0.780 0.459 0.127 1.655 

Healthcare system-related factors 

 

Health insurance coverage: Insured 

(Uninsured) 
0.552 1.738 0.733 4.117 

The presence of a nearby MCH center:  Yes  
(No) 

1.525 4.597** 1.026 20.594 

Time taken to get to the 

nearest MCH center in 

minutes: (< 15 min) 

 

15-30 min 0.690 1.993 0.849 4.677 

>30 min         0.251 1.285 0.228 7.244 

*p <0.01; **p <0.05 
               

Note: The reference category is in parentheses 
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Table 13: Estimation results of logistic regression coefficients and odds ratios 

for factors associated with women’s choice of contraceptive methods, Northern 

Jordan (Continued) 

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Healthcare system-related factors 

The availability of preferred contraceptive 

methods at the MCH centers during the last 12 

month: Yes  

(No) 

          

-0.049 

      

0.952 

   

0.342 

    

2.648 

Received FP counseling by the healthcare 

providers at the MCH centers: Yes 
 (No) 

1.526 

 

4.600** 1.836 11.528 

Attitudes 

Attitudes toward the use of contraception for 

birth spacing: Approve 

(Disapprove) 
-0.264 0.768 0.195 3.034 

Perceived that the use of modern contraceptives 

had potential side effects: Yes 

(No) 

-1.514 0.220** 0.075 0.646 

Beliefs about the importance 

of having male children in the 

family: (Of low importance ) 

Somewhat 

important 
1.273 3.572 0.490 26.045 

Very important -1.234 0.291 0.054 1.581 

Beliefs about the happiness of 

large families compared with 

small ones: (Less happy ) 

The same -0.286 0.752 0.080 7.054 

Happier -0.364 0.695 0.172 2.800 

Social Norms 
 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by the husband: Yes 

(No )    

 

 

-0.183 

 

 

0.833 

 

 

0.227 

 

 

3.048 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by in-laws: Yes 

(No )    

 

 

-1.149 

 

 

0.317** 

 

 

0.113 

 

 

0.889 

Perceived that cultural norms influenced the 

number of children a woman would like to have: 

Yes  

(No)   

 

           

-0.737 

 

       

0.478 

 

   

0.162 

 

    

1.414 

*p <0.01; **p <0.05                

Cox & Snell R
2
 = 0.414               

Nagelkerke R
2
 = 0.577 

               
Note: The reference category is in parentheses 
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3.3.4 Reasons for a Women’s Choice of Modern versus Traditional Contraceptive 

Methods 

 

 

In an attempt to explore the means of increasing the use of modern contraceptives, 

one of the study’s objectives was to identify the major reasons for a woman’s choice of a 

particular contraceptive method. Accordingly, a qualitative approach was utilized to 

better understand possible motivations and barriers to the adoption of modern methods. 

Using an open-ended question, surveyed women were asked to state the reasons for 

choosing the type of contraception they used. This approach provides a rich, detailed 

picture of why women choose modern versus traditional methods and reveals their 

feelings about this behavior. It also helps the researcher to identify issues that may need 

to be looked at in greater depth and provide additional support to results of the 

quantitative analysis. Some examples of direct quotes as stated by respondents were 

translated into English and presented in this study to support each finding.  

 Reasons for a woman’s choice of a modern contraceptive method  

 

 Economic reasons 

 

 The economic constraint was found to be one of the main reasons that led women 

to think about the use of modern contraceptives as an effective way to prevent pregnancy. 

Respondents stated that the cost of living has increased lately and therefore having so 

many children has become impractical. There were some women who showed a desire 

for many children; they commented that their decision to have a new child is based on the 

assessment of the financial situation of the family. Reporting the inability to cope with 
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the burden of a large family was common among respondents as a key motivator for 

practicing modern methods. 

 “When I got married, my husband paid about 5 thousands JDs for our marriage, so we 

decided to delay pregnancy because this would form an additional financial burden. We 

had to wait.” 

 

“I have a girl and a boy so I decided with my husband not to try for more children 

because the cost of living is really expensive.” 

“Twenty years ago life was simple and not expensive. At that time, having many children 

was useful for farming but nowadays people need to send their children to school and 

then university….and it is a burden.” 

On the other hand, many women are starting to recognize that the quality of life 

and happiness in the home mean having smaller families. Fewer children could help 

couples to find relief from the burdens associated with having large families, and ensure 

that each child in the family is well-fed, educated and healthy. Improving family living 

standards was stated as one of the reasons to use modern contraceptives.  

“Having two children and providing them with all of their needs is better than bearing 

five and being unable to ensure a good quality of life for them.” 

 

“I have two boys now and I’m not thinking of having a third child. I want to give each of 

them enough time, care and education.”  

 “My husband’s salary is 350 JDs. We are unable to handle the cost of having additional 

children. It is more important to ensure a better quality of life for our current children.” 

 

 Health conditions 

 

In some cases, the health of the woman did not allow her to have more children 

and therefore, she decided to use modern methods to prevent pregnancy. For example, 

women who had a c-section or previous pregnancy complications expressed that their 

bodies need to recuperate before they could give birth again. A number of respondents 
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mentioned that delivery exhausted a woman’s health and energy; thus the use of modern 

contraceptives is considered essential in order to space out pregnancies and give the body 

a chance to heal well.  

“I had surgery during the last pregnancy. It takes time for the mother to return to her 

daily activities after surgery. I have to wait at least 3 years before the birth of the next 

child.” 

 

“The use of the IUD gives the body a chance to relax by preventing future births… 

Without any birth spacing our bodies would be unable to meet the needs of husband and 

children.” 

 

 

 Women’s feeling that they had completed their family or they had too many children 

A woman’s feeling that she had completed her family or she had too many 

children was another reason for modern contraceptive use. This can possibly be explained 

by the fact that modern methods are more effective in preventing future pregnancies and 

therefore women need to use such methods to ensure they will not become pregnant 

again. Participants stated that “The mother should not be only for children.” They added 

by saying that “A woman has a right to live the same as the rest of the people.” Other 

women also commented that having many babies may also have a negative impact on the 

relationship between the wife and husband.  

“I have three children and I feel that I need time to relax and have my own life. Honestly, 

I want to feel that I exist.” 

 

“I want to take care of myself by going shopping, exercising, or hanging out with my 

friends. With so many children, a woman cannot do such things.” 

 

“A woman with so many children has no time for her husband. A man needs attention 

especially when he comes back tired from work.” 

 

Furthermore, some women have started to value time to pursue educational or 

professional goals rather than having large families. Performing other duties, e.g. getting 
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higher education and joining the workforce, do not allow for women to have many 

children or children with close ages. For example, several respondents who were 

employed expressed that “it is very difficult to handle so many responsibilities.”  

“I have two kids now and every time I want to go to work or somewhere I have to look for 

someone to take care of them.”  

 

“I have five children now. I feel I’m unable to have more because I have so many 

responsibilities between husband, house, children and work.” 

 

 

 Reasons for a woman’s choice of a traditional contraceptive method  

 

 A religious point of view 

 

Many users of traditional contraceptives reported that withdrawal, LAM and 

rhythm methods are all in keeping with Islamic rules and principles since they are 

completely natural. Some respondents said that the Holy Quran stresses the importance of 

two years of breastfeeding and quoted ‘The carrying of the (child) to his weaning is (a 

period of) thirty months’ (Surah 46: 15). They added by saying that this period of time is 

considered a natural way to space births and avoid pregnancy. Further, many participants 

mentioned that the Prophet Mohammad himself encouraged the practice of withdrawal as 

a means to space births and therefore, they approved the use of this method only. Other 

respondents perceived the use of physical barriers or chemical products for birth spacing 

as religiously insupportable since it is effective in preventing pregnancy and hence 

limiting the size of the family. They said that the use of modern contraceptives is 

‘Haram/Forbidden’ in Islam and therefore unacceptable.  

 “The Holy Quran encourages us to breastfeed for an entire 2 years, which is a natural 

way to space births.” 
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“Modern contraception means preventing further births, which is prohibited in Islam, 

whereas the use of traditional methods means spacing between children, which is 

allowed in the religion.” 

 

“I used the rhythm method with success for 2 years. It is something natural and can be an 

effective method to avoid pregnancy if a woman knows how to detect the infertile days.” 

 

“The only method of birth spacing since the time of the Prophet Mohammad is 

withdrawal.” 

  

 The lack of knowledge about modern contraceptives  

 

Many participants commented that healthcare workers never tell them about the 

risks and benefits associated with the use of modern contraceptives. They added that “the 

number of women who utilize the center is large and the workers here cannot give time to 

each referent.” Respondents expressed their need to have someone who would give them 

more attention at the center, answer all of their questions, reduce their fears, and explain 

issues related to the use of modern contraceptives in depth.  

One observation that emerged from this study is that very few women pay 

attention to the pamphlets at the MCH centers or have an interest in reading them. 

Further, it was rare to see any of the healthcare providers at the centers introducing these 

pamphlets to referents. Some respondents were interested in the pamphlets, but they 

expressed that “reading is not enough. We need someone who could explain things to 

us.” Many participants reported that their information about the side effects of modern 

contraception comes from their social network, including husbands, friends or colleagues, 

and in-laws. On the other hand, none of the participants stated that they were given 

directions by healthcare workers on how to use traditional methods effectively. 

 “I asked my doctor about the side effects of the IUD, and all she said was that 

everything would be fine. She didn’t convince me so I decided not to use it. I ended up 

practicing the rhythm method.” 
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“I asked my doctor about the best method for birth spacing and he recommended the pill 

to me. He reassured me about the use of this method. Later, when I used them, I had 

mood changes and headache problems so I stopped using the pill and now I depend on 

the withdrawal method.”  

 

“Friends of mine said that the IUD can cause vaginal infections and a heavier and more 

painful period.” 

 

 

 The fears of modern contraceptive side effects  
 

A serious barrier to adopting modern contraceptive methods was health concerns 

and the fear of potential side effects associated with the use of these methods. In some 

cases, respondents reported that the use of modern methods (e.g. pills) would cause a 

number of health problems, including mood changes, weight gain, headache, and nausea. 

Fears of poor IUD insertion, bleeding and vaginal infections were also associated with 

the use of IUDs. Interestingly, some educated women said their health concerns about 

modern methods arose when they looked at the leaflet that comes with the contraception 

box. For example, a woman with a bachelor’s degree said “pills have several side effects, 

which scared me to use them.” 

 “I know many women who had health problems resulting from the use of modern 

contraceptives. Every time I tell myself I have to use one of these methods, I retract, and I 

decide not to use them.” 

 

 “There is no modern contraception without side effects. All of them have a negative 

impact on a woman’s body.” 

 

 “I had bleeding from the use of the IUD. It was such a bad experience. I felt scared so I 

decided not to use any modern contraceptives in the future.” 
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3.4 Discussion and Conclusion 

According to this study, several factors were found to be statistically significantly 

associated with women’s choice of modern versus traditional contraceptive methods in 

northern Jordan. In particular, current research suggests that women’s concerns about the 

side effects of modern contraceptives had a significant negative impact on the use of 

these methods. A number of studies have also illustrated that fear of side effects and 

health concerns associated with modern methods had a substantial influence on women’s 

decision not to use or to discontinue the use of such methods (Albsou-Younes et al., 

2003; D'Souza, 2003; Morrison, 2000; Omo-Aghoja et al. 2009; Steele & Diamond, 

1999; Youssef, 2005). Perceptions of contraceptive side effects could be a result of 

inadequate or no information provided to the women by health workers. The present 

study revealed that contact with healthcare providers enhanced a woman’s decision to 

choose a modern contraceptive method. Specifically, the study illustrated that providing 

women with FP counseling during their visits to MCH centers was one of the factors that 

significantly increased the use of modern methods. In Indonesia, authors have reported 

that women who were visited by FP workers were significantly more likely to use 

modern contraception compared with those who were not visited (Rahayu et al., 2009). In 

Egypt, researchers also found that the quality of public FP counseling services had a 

positive influence on the use of modern contraception (e.g. IUD) among married women 

aged 15–49 (Hong et al., 2006). 

In the case of Jordan, knowledge of modern contraceptives is practically 

universal; 100 percent of ever-married women of childbearing age know at least one 

modern method (DOS, 2010b). Still, rumors, misconceptions and the lack of in-depth 
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knowledge accompany the use of contraception (DOS, 2010b; Farsoun et al., 1996). The 

results of a qualitative study conducted in Jordan found that although participants from 

both genders were aware of most contraceptive methods, these methods were poorly 

understood by all (Farsoun et al., 1996). Many participants in Farsoun et al’s study 

(1996) believed that most modern methods cause serious side effects, such as ulcers, 

cancer, back pain, headaches, weight gain, and infertility. Based on the current evidence, 

it is the responsibility of health workers to provide women with FP counseling that 

includes further details and scientific facts about the side effects of modern 

contraceptives. This information has been found to help address misconceptions 

associated with the use of modern methods. Moreover, research has shown that many 

women are aware of the advantages of FP and contraceptive use but complain that they 

do not receive adequate counseling from healthcare providers concerning contraceptive 

side effects (Best, 1998). In the literature, many women have reported that healthcare 

providers usually minimize side effects of contraceptive methods, so when they practice 

these methods they face unanticipated side effects, which in turn lead them to stop using 

contraception later (Best, 1998). As supported by various experts, some healthcare 

providers underestimate the crucial role they can play in affecting a woman’s decision to 

adopt contraception (ARHP, 2008). The results of this research are in agreement with 

other studies in terms of the profound influence that healthcare providers would have in 

addressing misconceptions that exist regarding the use of certain contraceptive methods 

(Rahayu et al., 2009; Rahnama et al., 2010).  

One interesting finding from this study is that the availability of preferred 

contraceptive methods in the MCH centers was not found to be a statistically significant 
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factor associated with a woman’s decision to choose a certain method (e.g. a modern vs. a 

traditional method). However, as per this study, the presence of a nearby MCH center 

was one of the factors that significantly increased the use of modern contraceptives 

among women in northern Jordan. These findings imply that the inaccessibility to FP 

services that provide modern contraceptives has a strong influence on a woman’s use of 

modern methods. Similar findings were also reported in Morocco, where the presence of 

a nearby health center was strongly associated with the adoption of modern contraceptive 

methods (Steele et al., 1999). In rural Pakistan, a study by Sultan et al. (2002) 

demonstrated that the use of modern contraceptive methods was significantly more likely 

to occur among married women who lived within five kilometers of two community-

based health workers compared to those with no access. Further, in Vietnam, a study of 

Thang & Anh (2002) also revealed that women’s access to any source of FP services 

significantly reduced the current use of traditional methods and increased the use of 

modern ones.  

Like most Arab societies, Jordanian society is often characterized by strong 

family ties. This is strongly supported by the data at hand. According to this study, a 

participant’s perception of pressure to have more children (or pressure to be pregnant if 

she had not yet given birth) by her in-laws was found to have a substantial negative 

impact on a woman’s decision to choose a modern method. It has been observed in the 

literature that additional factors may reduce spousal communication concerning fertility 

and contraceptive behaviors, such as the power of other relatives on a couple’s 

reproductive decisions (Sharan & Valente, 2002). Numerous studies have supported the 

influential effect of in-laws on women’s reproductive decision-making, including 
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contraceptive use and the unmet need for contraception (Barua & Kurz, 2001; Kadir et 

al., 2003; Fikree et al., 2001). In the case of Jordan, the opinion of the husband’s mother 

has a special place of importance for many couples (MRO, 2007). Researchers have 

reported that the extent to which mothers-in-law influences their daughters’-in-law 

decisions concerning pregnancy-related issues is significantly associated with women’s 

contraceptive use. Mothers-in-law can have a strong negative impact on contraceptive use 

and may consider it to be an obstacle to the extension of the family name (Bachok et al., 

2007). These findings are supported by several studies where mothers-in-law were found 

to have an important role in couples’ adoption of modern contraceptives and an influence 

over the number of children a couple would like to have (Fikree et al., 2001; Karra et al., 

1997).  

In conclusion, this study produced evidence that accessibility to MCH centers and 

providing women with FP counseling contributed to increasing the use of modern 

contraceptives. The Jordanian MOH can develop policies that both expand the 

availability of MCH centers and strengthen the dissemination of knowledge of modern 

contraceptives, both of which could be effective ways of increasing the use of modern 

methods in Jordan. Better access to FP services is considered a universal human right that 

enables women to exercise free and informed choice of contraception (UNFPA, 2009). 

Likewise, greater knowledge about the potential side effects of modern contraceptives 

represent a means of helping reduce women’s concerns regarding the use of these 

methods. Achieving significant improvement in the use of modern methods requires 

further efforts by healthcare providers to dispel the numerous rumors and misconceptions 

that surround the use of modern contraceptives. Healthcare workers at the MCH centers 
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need to ascertain that the users have sufficient information about their selected 

contraception method by offering proper FP counseling. In an effort to increase the use of 

modern contraceptive methods, there is also a need to conduct a more specific type of FP 

campaign that targets public awareness regarding the benefits of small families for 

improving babies’ and mothers’ health and promoting family welfare. This study 

suggests the utilization of Friday prayer speeches, radio reports and television spots as a 

means of spreading the words about the impact of FP and contraceptive use on family 

affairs in particular, and society at large. Another area that should be taken into 

consideration is that women are increasingly enjoying their role as an active part of 

Jordanian society and no longer see themselves simply as a reproductive machine. 

Consequently, increasing the use of modern contraception would help increase women’s 

educational and employment opportunities and enhance women’s social and economic 

status and decision-making power. Improving women’s position within the family and 

society needs to be one of most important priorities in the country. 
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Abstract 

Objectives: The main of objectives of this study are to identify the characteristics of 

women who had the intention for future contraceptive use and those who did not; and to 

investigate the key factors associated with women’s intention to practice contraception in 

the near future. The theoretical framework guiding this study was adapted from The 

Theory of Reasoned Action and developed as an explanatory tool to help understand 

women’s contraceptive behavioral intentions within a socio-cultural context. 

Methods: In 2010, a sample of 527 women completed surveys within five randomly 

selected public Maternal and Child Health (MCH) centers in Irbid Governorate, northern 

Jordan. This research used sampling without replacement, with centers as the stratum. All 

the participating MCH centers were chosen using a randomized list containing all centers 

in the Governorate stratified according to their number and location in both urban and 

rural areas. Based on a cross sectional design, original data were collected by means of 

face-to-face interviews using a structured pre-tested survey. The study sample included 

women who were currently married and were between 18 and 49 years old. Applying a 

systematic random sampling procedure, all respondents were recruited from the waiting 

rooms of the participating centers. 

Results: In the present study, 61.9 percent of the participating women reported an 

intention to use contraceptive methods in the next 12 months while 38.1 percent indicated 

that they were not planning to use contraception. According to this study, women’s 

intention for future contraceptive use showed statistically significant associations with 

various markers at the individual and institutional levels. Specially, at the individual 

level, intention for future contraceptive use was found to be statistically significantly 
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associated with household income, the number of living male children, and spousal 

discussions about the use of contraceptives (odds ratios= 0.24, 2.1 and 2.3, respectively). 

Further, findings from this study revealed that several aspects of an individual’s attitudes 

had statistically significant associations with women’s intention to use contraception in 

the future. These include women’s approval of contraceptive use for birth spacing; 

religious attitudes toward contraceptive methods; perceptions of the happiness of large 

family sizes compared to small ones; and beliefs about the importance of having male 

children in the family (odds ratios= 14.6, 3.6, 3.5 and 0.16, respectively). At the 

institutional level, women’s exposure to family planning (FP) counseling by healthcare 

providers at MCH centers had a positive significant association with the a participant’s 

intention to practice a contraceptive method within the next year (odds ratio= 2.0).  

Conclusion: To design FP interventions which are effective in motivating the intention 

for future contraceptive use, planners should take into account women’s attitudes toward 

contraceptive use and the components of those attitudes. Moreover, improving the quality 

of FP services in terms of providing women with enough information and proper FP 

counseling can play an important role in influencing women’s intentions regarding the 

use of contraception.  
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4.1 Introduction 

 

4.1.1 General Overview 

 
Family Planning (FP) is considered an essential tool in decreasing fertility rates in 

many low- and middle-income countries, including Jordan (Youssef, 2005). Moreover, 

the World Health Organization (WHO) recommended FP as one of the six interventions 

that help reduces maternal and infant mortality and morbidity rates (Youssef, 2005). 

According to the statistics, Jordan has a higher fertility rate (3.8) than the averages of 

countries similar in income to Jordan (2.2) and compared to the Middle East and North 

Africa region overall (2.8) (WHO, WB, UNICEF, & DHS, 2011). The country is also 

characterized by a relatively high rate of contraceptive discontinuation (45.1%), which 

creates an additional challenge for the Jordanian government in reducing the fertility 

level (DOS, 2010b). Evidence has shown that high fertility rates places further pressure 

on the health of families as well as their standard of living, water, food and housing 

availability, and employment and education opportunities (Okezie et al., 2010; USAID, 

2010).  

In view of this evidence, the focus on FP-related issues, including promoting the 

use of contraceptive methods, needs to be one of the most important priorities in the 

country. This would help policy makers in Jordan make informed decisions about 

managing available resources and ensure an ability to meet the needs of the population. 

Additionally, contraceptive use offers an effective strategy for providing mothers with 

adequate space between births, helping women to have the number of children they 

desire; developing women’s social and economic status, and enhancing the role of 
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women in society (Cohen, 2004; Singh et al., 2009). It is critical then for healthcare 

professionals and decision makers to be aware of the main factors that affect women’s 

intention to adopt contraceptive methods.  

An examination of contraceptive intention may help in the development of FP 

programs since the existence of such an intention would consequently translate into an 

actual behavior later. This assumption is supported by several behavioral theories, 

including the Theory of Planned Behavior and the Theory of Reasoned Action, where 

intention is considered a central determinant of an individual’s behavior (Webb & 

Sheeran, 2006). In the literature, a number of researchers have studied behavioral 

intention as a predictor for future use of contraceptive methods (Agha, 2010; Agha & 

Rossem, 2001). For example, in a study by Curtis and Westoff (1996), the relationship 

between women’s contraceptive intentions and subsequent use was examined using 

longitudinal data drawn from the 1992 and the 1995 Moroccan Demographic and Health 

Surveys (DHS). The results of Curtis and Westoff’s study (1996) demonstrated that 

reporting an intention to practice contraception in 1992 had a powerful predictive 

influence on the use of contraceptives among Moroccan women three years later, 

controlling for several factors. Further, the study found that women who stated an 

intention for future contraceptive use in 1992 but did not do so in 1995 had an unmet 

need for contraception (Curtis & Westoff, 1996). Ross and Winfrey (2001) also 

investigated the extent to which women’s intention to use contraception predicted their 

actual levels of use. The results of Ross and Winfrey’s study (2001) demonstrated that 

the subsequent use of contraceptives increased substantially when the intention for the 

use was high.  
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Based on the current evidence, investigating the intention for future contraceptive 

use represents a proxy for the strength of women’s motivation to avoid future pregnancy. 

In other words, the presence of an intention to practice contraception implies a woman’s 

recognition of a future need to postpone or stop childbearing. Furthermore, by 

considering women’s intention to use contraception, FP program managers can estimate 

potential demand for contraceptive methods more accurately (Roy et al., 2003). In this 

light and in an attempt to understand women’s intention for future contraceptive use, this 

study intended to achieve a number of objectives. These include identifying the 

characteristics of women who had the intention for future contraceptive use and those 

who did not, and investigating the main factors associated with women’s intention for 

future contraceptive use.  

4.1.2 Theoretical Framework of the Study 

Evidence from previous studies has reported that intentions to perform a certain 

behavior (e.g. contraceptive use) are more likely to lead to an actual behavior if women 

can override a number of environmental constraints (Agha, 2010). These constraints 

include cultural norms regarding family size, societal pressure to have many children, a 

high level of religious adherence, and poor quality of healthcare system delivery (Agha, 

2010; MRO, 2007; NIPS & Macro International Inc, 2008; WB, 2010). Contraceptive-

related issues in many cultures, particularly the Arab Islamic culture, are affected by 

social norms and economic and psychological values associated with fertility (Kridli & 

Libbus, 2001). Accordingly, variations in women’s contraceptive intentions and 

behaviors are partially reflective of differences in cultural values toward fertility. In fact, 

childbearing is considered a key indicator of women’s status and social standing and 
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hence, women who have smaller families may feel some social ostracism by choosing to 

limit their family size (Bachok et al., 2007). They may also feel pressured to have more 

children by the idea that large families are seen as an investment in the future security of 

the parents (Bachok et al., 2007). In Jordan, a high regard for family and children has 

been attributed to people of culture and supported by tradition. It is not surprising then 

that larger family size is highly valued among Jordanian women.  

Given the crucial role that the socio-cultural context could play in behavioral 

intentions, the study’s framework was guided by a theoretical basis adapted from the 

Theory of Reasoned Action (TRA). In particular, the TRA argues that the intention to 

perform a certain behavior is affected by an individual’s own beliefs concerning such 

behavior (e.g. attitudes) as well as the expectations a person might perceive from his/her 

referent people (e.g. social norms) (Sable et al., 2006). However, a woman may not be 

able to act on her behavioral intention if the opportunity to achieve a certain behavior 

does not exist. In other words, regardless of a woman’s intentions or beliefs concerning a 

specific behavior, if she is not in a position to act on it, she may not be able to perform 

that behavior. Consequently, the main constructs of the TRA, attitudes and social norms, 

are connected with a set of factors as potential background characteristics that might also 

influence women’s behavioral intentions. These characteristics include demographic 

factors, spousal communication variables and healthcare system-related factors. Indeed, 

the integration of background characteristics with women’s attitudes and social norms 

create an interesting interplay that helps understand the main factors affecting women’s 

intention for future contraceptive use. The key research questions of this study are: 
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1. What factors are associated with a woman’s intention for future contraceptive use in 

northern Jordan?  

1.1. What background characteristics are associated with women’s intention for future 

contraceptive use in northern Jordan?  

1.2. Are women’s attitudes and social norms associated with their intention for future 

contraceptive use?  

1.3. What are the factors most strongly associated with a woman’s intention to practice 

contraception in the future? 

4.2 Research Method  

4.2.1 Study Setting 

This study was conducted in the Irbid Governorate, one of the Jordanian 

governorates in the country’s northern region. The capital of the governorate is the city of 

Irbid. It has the highest population density in the country, accounting for 677.1 persons 

per square kilometer (DOS, 2009b). The results of the Jordanian national census of 2010 

indicated that the Irbid Governorate had a population of 1,112,300 (DOS, 2011b). 

Women represent 48.8 percent of the total population in the Governorate (DOS, 2011b). 

The total number of households in Irbid is 180,238, with an average size of 5.9 persons 

per household (DOS, 2008). The Total Fertility Rate (TFR) in the study region is 3.8 

births per woman and the under-five mortality rate is 24 per 1,000 live births (DOS, 

2009a). In 2008, the average annual income of each household member was estimated at 

about $1609.90 USD (DOS, 2008).  

 

http://en.wikipedia.org/wiki/Irbid
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4.2.2 Study Population and Sample 

The target population of the present study is comprised of all adult women 

attending governmental Maternal and Child Health (MCH) centers in the Governorate of 

Irbid. This research used sampling without replacement, with centers as the stratum. All 

the participating MCH centers were chosen using a randomized list that contains all 

centers in the Governorate. The study included women who were currently married and 

were between 18 and 49 years old. The final sample size for this study consisted of 536 

women surveyed, with a response rate of 92.4 percent. 

To be involved in this study, a woman needed to answer one question related to 

her intention to use contraceptive methods in the future: “Do you have the intention to 

use contraceptives in the next 12 months (or after delivery if you are currently 

pregnant)?” Of the 536 women who participated in the survey, there were 9 women who 

were not sure about their intentions to use contraceptives in the future, and thus the 

researcher considered these cases missing values. Accordingly, the total sample size in 

this paper was 527 women. 

4.2.3 Study Design and Sampling Technique 

This study is based on original data collected employing a cross-sectional survey 

design. Using a list provided by the Jordanian Ministry of Health (MOH), all the MCH 

centers were stratified (grouped) according to area (urban versus rural) and then were 

randomly selected in proportion to their number. Of the 42 MCH centers in the 

Governorate of Irbid, an equal proportion (12 percent) was taken of all the MCH centers 

in both the urban (9 centers) and rural areas (33 centers). As a result, the final sample 

included one center selected randomly from the urban area (center A) and four centers 
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from the rural ones (centers B, C, D, and E). The centers in the rural areas, B, C, D, and 

E, were selected randomly in such a way that the North, West, East and South regions of 

the Governorate were represented, respectively. Applying a systematic random sampling 

procedure, all respondents were recruited from the waiting rooms of the participating 

centers. 

Women who verbally indicated their willingness to participate in the study were 

given an ‘explanation of the research study,’ a written statement, in the Arabic language. 

Next, the researcher, a female interviewer, clarified all the items related to this statement, 

obtained consent to participate, and administered the interview. Ethical approval to 

conduct this study was obtained from the Jordanian MOH, the Health Directorate in the 

Governorate of Irbid, and the Institutional Review Board (IRB) at Oregon State 

University.  

4.2.4 Study Instrument and Variables 

4.2.4.1 Data Collection Instrument 

 

Data were collected by means of face-to-face interviews using a structured pre-

tested survey. Most questions included in the survey were adapted from a validated 

instrument previously used in a study conducted to assess women’s health and social 

needs in southern Jordan (Shakhatreh & Odibat, 2005). The survey covered a range of 

issues related to women’s reproductive health and FP activities including specific 

questions regarding the maternal antenatal and postnatal care experiences (e.g., “During 

your last pregnancy, did you receive antenatal care services from the maternal and child 

health centers?” and “Did the doctor give you a follow-up appointment to visit the 
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maternal and child health centers after delivery?”). Information on fertility measures were 

also collected in this study. Each woman was asked a series of questions about the total 

number of live births, number of living sons and daughters, and the number of previous 

pregnancies. Furthermore, marriage-related variables such as women’s age at marriage 

and the number of years of marriage were also recorded as important factors in the 

estimation of fertility. As an indicator of future fertility, information was collected on 

whether a woman was pregnant at the time of the interview or not. A set of questions 

specific to contraceptive use were also asked to the participating women.  

4.2.4.2 Dependent Variable 

 

The dependent variable of this study is women’s intention to use contraception in 

the near future. In the survey, all of the participating women were asked if they had an 

intention to use contraceptive methods in the next 12 months (or after delivery if a 

woman was pregnant at the time of the survey). Women’s intention for future 

contraceptive use was measured as a dichotomous variable. Women who intended to use 

contraception in the future were coded 1 and those who did not were coded 0.  

4.2.4.3 Explanatory Variables 

The survey questions were aimed at identifying a range of factors that might be 

associated with women’s intention for future use of contraceptives within the study 

setting. Based on the theoretical background and a review of the literature, several 

explanatory variables were taken into consideration in the current study. These variables 

consist of a number of covariates and predictors. The covariates represent women’s 

background characteristics, including demographic factors, spousal communication 

variables, and healthcare system-related factors. In relation to demographic factors, the 
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survey covered important aspects such as age, employment, education, income, etc. In the 

study instrument, the husband-wife communication variable was measured as a binary 

variable based on responses to two questions in which women were coded 0 if they had 

never discussed family size or the use of contraceptives with their husbands.  

  Various questions related to the features of the public healthcare system were also 

asked to respondents, including questions regarding the accessibility of MCH centers 

(e.g. the presence of a nearby MCH center and the time required to get to the nearest 

MCH center) and the quality of FP counseling services offered at the centers. Each 

respondent was asked to state if the healthcare providers at the MCH centers had ever 

informed her about the benefits and risks of using contraceptives.  

The main constructs of the TRA, attitudes and social norms, were included in the 

analysis as the study’s main predictors of interest. The attitude construct was measured in 

five separate nominal variables, the aim of which was to assess women’s personal beliefs 

regarding contraceptive use. These include women’s beliefs about the possible side 

effects associated with the use of modern contraceptives, the importance of having male 

children in their families and the happiness of large families compared with small ones. 

Other items related to attitudes that were also included in the study instrument are 

women’s approval of contraceptive use for birth spacing and religious beliefs toward the 

use of contraceptive methods. Specifically, each participant was asked if she believes that 

the use of contraception is allowed or forbidden by religion. 

As per the TRA, a woman’s intention to practice a certain behavior could also be 

affected by pressures that she might perceive from specific referent individuals such as 

her spouse and family members. Therefore, the participating women were asked 
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questions exploring the influence of social norms on their intentions to use contraception. 

Such information was collected to identify if a woman faced to a pressure to bear more 

children (or pressure to be pregnant if she had not yet given birth) by her husband and her 

in-laws. Further, all the participants were asked if they thought that cultural norms have 

an influence on the number of children that they would like to have. The 

operationalization of the key variables used in this study is summarized in Table 1 (see 

page 15). 

4.2.5 Method of Analysis 

 

Summary statistics were employed to describe the collected data and provide 

general information about the study variables, including mean, median, ranges, 

percentages, and standard deviations. Further, logistic regression analysis was undertaken 

to study the association between a set of explanatory variables and women’s intention for 

future use of contraceptive methods. Data processing and analysis were performed using 

the Statistical Package for the Social Sciences (SPSS) version 17.0. The coefficients of 

the logistic models were estimated by the method of maximum likelihood. Adjusted odds 

ratios, with 95% confidence intervals, were used to interpret associations among the 

study variables. All variables demonstrating a p-value of less than 0.05 were considered 

statistically significant. The general formula for the logistic model is presented in the 

following equation: 

 Logit (p) = log (p/1-p) = β0+ β1χ1+……. + βχχχ , where logit (p) is the log of the odds 

(p/1-p) 

 

 This can also be expressed in terms of probability, p, as  

 

p =    exp (β0+ β1χ1+……. + β χχχ)          

         1+ exp (β0+ β1χ1+……. + βχχχ)         
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 p denotes the probability that a woman will have an intention to use contraception in 

the future   

 1- p is the probability that a woman will not have an intention to use contraception in 

the future   

 β0 is the intercept term 

 β1, β2, β3…, βx are the regression coefficients of the explanatory variables χ1, χ2, χ3…, 

χx, respectively. 

 

 

4.3 Results 

4.3.1 Description of the Sample  

A total of 527 currently married women of reproductive age were enrolled in the 

study. Table 14 describes the individual characteristics of the sample population. The 

summary statistics indicate that the women’s average age was 30.8 years, and that they 

had completed an average of 11.8 years of education, with the mean of their husband’s 

education as 12.4 years. The median age of the respondents at their first marriage was 

21.0 (SD= 2.7) years, giving a range of 16 to 32 years old. According the collected data, 

the maximum number of living children a woman had at the time of the survey (both sons 

and daughters) was 11. The average total numbers of male and female living children 

were 2.0 (SD= 1.5) and 1.7 (SD= 1.9), respectively. Nearly three-quarters of the 

participants were insured through different public or private sectors. In respect to spousal 

communication variables, about 64 percent of women involved in this study reported that 

they had never discussed the number of children they would like to have with their 

husbands. Further, 23 percent of the respondents appeared to have no communication 

with their husbands about the use of contraception. 

In the present study, 61.9 percent of the participating women reported an intention 

to use contraceptive methods in the next 12 months while 38.1 percent indicated that they 

http://en.wikipedia.org/wiki/Regression_coefficient
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were not planning to use a method. Among those who had an intention for future 

contraceptive use, 59.2 percent of the respondents believed that they would have the 

ability to continue using contraception. Of those surveyed, 71.2 percent of urban women 

reported an intention for future contraceptive use compared to 52.5 percent of rural 

women. 

4.3.2 Factors Associated with Women’s Intention for Future Contraceptive Use 

4.3.2.1 Bivariate Analysis 

A comparative analysis of the differences between women who had an intention 

to adopt a method of contraception in the future and those who did not was conducted 

using Pearson’s chi-squared tests and two sample t-tests for categorical and continuous 

variables, respectively. Fisher’s exact test was performed if the number of observations 

was less than 5 in any category of the nominal variables. Table 15 shows differences 

between the two groups of women by the selected variables according to the intention for 

future contraceptive use. As Table 15 indicates, a number of statistically significant 

differences were observed between the proportion of women who had the intention for 

future contraceptive use and those who did not have such intention in relation to all of the 

selected demographic factors. In particular, the study found differences between the two 

groups of women according to the following variables: the present age, age at marriage, 

years of education and the number of living male children. The means of these variables 

were significantly higher among women who had an intention for future contraceptive 

use than those who had no intention (see Table 15). Further, the proportions of women 

who had an intention to adopt contraception were significantly higher among those who 

were employed; lived in an urban region; and had a monthly household income of 250 
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Jordanian Dinars (JDs) or more (≥$352 USD). A significant difference was also observed 

between the two groups of women according to religion. A greater percentage of 

Christian women reported an intention to use contraceptive methods in the next 12 

months.  

By spousal communication variables, the proportion of women who had an 

intention to adopt a method of contraception was substantially greater among those who 

discussed their family size and the use of contraception with their husbands. The results 

of this study also revealed significant differences in the intention to use contraceptives by 

healthcare system-related factors at a 0.05 level, except for the health insurance variable. 

Specifically, the highest rates of reporting an intention for future contraceptive use were 

among women had a nearby MCH center, received FP counseling from healthcare 

providers at the center, and required less time to get to the center. However, the collected 

data suggest that being covered by health insurance was not statistically significantly 

associated with women’s intention for future use of contraceptive methods (p=0.522). 

In respect to the TRA constructs, e.g. women’s attitudes, the results of the 

bivariate analysis reveal that the proportion of respondents who had an intention to adopt 

a method of contraception was significantly higher among women who approved the use 

of contraception for birth spacing. As per Table 15, a significant difference was also 

observed in the intention to practice contraception according to women’s beliefs of the 

presence of side effects associated with the use of modern contraceptives. The percentage 

of women who reported an intention to use contraception was significantly higher among 

those who did not perceive that the use of modern methods had side effects. Further, the 

proportions of women who had an intention to use contraceptive methods were 
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significantly higher among those who believed that contraceptive use is allowed by 

religion; perceived that large families were less happy than small ones; and reported that 

having male children in their families was of low importance.  

It is also interesting to note that there were significant differences in the 

respondent’s intentions to use contraceptive methods according to social norm variables. 

In particular, the proportion of women who reported an intention to practice 

contraception during the next 12 months was significantly higher among those who did 

not perceive pressure to have more children (or pressure to be pregnant if a woman had 

not yet given birth) by their husbands and their in-laws. Further, the percentage of 

participants who had an intention for future contraceptive use was significantly higher 

among women who did not perceive an influence of cultural norms on the number of 

children they would like to have.  

4.3.2.2 Logistic Regression Analysis 

Following the study’s framework, a number of explanatory variables were 

included in logistic regression models to examine the association between these variables 

and women’s intention for future contraceptive use. In this study, the intention for future 

use had a value of 1 if a woman reported an intention to use contraception in the next 12 

months and 0 if she had no intention. The group who did not have the intention to use any 

contraception was treated as the reference group. The results of the logistic regression 

analysis were interpreted in terms of odds ratios (OR), with 95% confidence intervals 

(CIs). For nominal variables, the odds ratios represent the change in odds when switching 

from one category to another. Odds ratios larger than 1 indicate a greater probability of 

reporting an intention to use a contraceptive method in the future, compared with the 
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reference category. An odds ratio of less than 1 implies that women in that category had a 

lower probability of reporting an intention to use contraception compared to those in the 

reference category. In all cases, a reference category was chosen for the nominal 

explanatory variables. For interval and ratio explanatory variables, the odds ratios 

represent the change in odds with one unit change in the variable. A value less than 1 

means a lower probability and a value greater than 1 a higher probability of reporting 

intention for future contraceptive use as the value of that variable increases. 

Three models were specified to estimate the association between the explanatory 

variables (e.g. covariates and predictors) and the response variable (e.g. intention for 

future use of a contraceptive method versus no intention). In the first model, only 

covariates were included. The aim of this model was to investigate which of the 

background characteristics are associated with women’s intention for future contraceptive 

use (e.g. research question 1.1). Table 16 summarizes the logistic regression estimation 

results for the first model. As exhibited in Table 16, the years of education showed a 

statistically significant association with the study’s response variable (p=0.002; 95% 

CI=1.069-1.356). According to this model, for a one year increase in the woman’s 

education, the odds of reporting an intention to use contraception were increased by a 

factor of 1.2. The number of living male children was also identified as a statistically 

significant factor associated with women’s contraceptive use intention (p<0.001; 95% 

CI=1.614-2.905). A woman with one additional male child had an estimated 2.2 times 

greater odds of reporting an intention for future contraceptive use. In respect to economic 

position, the total monthly income of the household was found to be a statistically 

significant factor associated with women’s intention for contraceptive use (p=0.031; 95% 
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CI=0.095-0.892). Specifically, when a woman lived in a household with a monthly 

income of 500 JDs or more (≥$704USD), the odds of reporting an intention to use a 

contraceptive method decreased by a factor of 0.29 compared to the participants in lowest 

income group. The results of the first model also illustrated that employed women were 

almost 3 times more likely to report an intention for future contraceptive use compared to 

those who were not working (p=0.037; 95% CI=1.062-7.243). 

Regarding the influence of spousal communication on the response variable, the 

estimation results of the first logistic model reveal that women who discussed the use of 

contraceptive methods with their husbands were 2.1 times more likely to have an 

intention to practice contraception in the future compared to those who had no 

communication (p=0.012; 95% CI=1.178-3.662). In terms of healthcare system-related 

factors, Table 16 indicates that the accessibility and the quality of offered services had 

statistically significant associations with women’s intention for future contraceptive use. 

In particular, the results of the first model reveal that as the travel time to the nearest 

source of maternal health services increased, the odds of reporting an intention to use 

contraception declined by a factor of 0.36 (p=0.033; 95% CI=0.143-0.922). Further, 

women who received FP counseling by the healthcare providers were almost 2 times 

more likely to report an intention for future contraceptive use compared to those who did 

not receive FP counseling (p=0.012; 95% CI=1.138-2.851). Other variables included in 

the first model in relation to the background characteristics did not show statistically 

significant associations with the women’s intention to practice contraception within the 

next 12 months (see Table 16).  
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The second model was developed to investigate if women’s attitudes and social 

norms are associated with their intention for future contraceptive use, thus only the 

predictors of interest were included in this model (e.g. research question 1.2). Table 17 

represents the results of logistic regression estimated coefficients and odds ratios for the 

second model. As indicated in Table 17, a woman who approved the use of contraceptive 

methods to space births was 9 times more likely to intend the future adoption of a method 

compared to those who disapproved the use (p<0.001; 95% CI=4.355-18.645). In this 

analysis, the odds of reporting an intention to practice contraception decreased by a factor 

of 0.22 for women who believed that having male children was somewhat important 

(p=0.034; 95% CI=0.053-0.893). The results in Table 17 also demonstrate that when 

women perceived that large families were happier than small ones, their odds of reporting 

an intention to use contraceptives decreased by a factor of 0.35 (p=0.002; 95% CI=0.178-

0.670). According to the results of the second model, religious beliefs had a significant 

association with women’s intention for future contraceptive use (p=0.002; 95% 

CI=1.879-17.178). Specifically, women who believed that the use of contraception is 

allowed by religion were 5.7 times more likely to report an intention to adopt a method 

than those who believed that the use is forbidden.  

In respect to social norm variables, the results of this model illustrate that women 

who perceived pressure to have more children (or pressure to be pregnant if a woman had 

not yet given birth) by their husband were less likely by a factor of 0.48 to intend the use 

of contraceptives compared to those who did not perceive such pressure (p=0.032; 95% 

CI=0.245-0.938). Other variables included in the second model in relation to women’s 
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attitudes and social norms did not show statistically significant associations with their 

intention to practice contraception in the next 12 months (see Table 17).  

All of the study’s covariates and predictors were included in the third and final 

model. The aim of this model was to identify if women’s attitudes and social norms are 

associated with the intention to use a method of contraceptive in the near future, 

controlling for the influences of background characteristics (e.g. research question 1.3).  

The results of logistic regression estimated coefficients and odds ratios for factors 

associated with women’s intention of future contraceptive use are summarized in Table 

18. According to this model, only two factors showed statistically significant associations 

with the response variable in terms of background characteristics. In particular, the 

number of sons was identified as a significant factor associated with women’s 

contraceptive use intention (p<0.001; 95% CI=1.425-3.024). A woman with one 

additional male child had an estimated 2.1 times greater odds of reporting an intention for 

future use of a contraceptive method. Further, the total monthly income of the household 

was also found to have a statistically significant association with women’s intention to 

use contraceptives (p=0.032; 95% CI=0.067-0.882). When a woman lived in a household 

with a monthly income of 500 JDs or more (≥$704USD), the odds of reporting an 

intention to practice contraception decreased by a factor of 0.24 compared to respondents 

in the lowest income group. 

The results of the final model illustrate that women who discussed the use of 

contraceptive methods with their spouses were 2.3 times more likely to intend the future 

use compared to those who did not discuss the issue (p=0.025; 95% CI=1.108-4.582). 

Moreover, the final model showed that women’s exposure to FP counseling had a 
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statistically significant association with their intention to practice contraception (p=0.024; 

95% CI=1.094-3.578). Women who received FP counseling from healthcare providers at 

the MCH centers were about 2 times more likely to report an intention for future 

contraceptive use compared to those who did not receive FP counseling. 

According to the final model, different aspects of women’s attitudes were found 

to be statistically significantly associated with their intentions toward the use of 

contraception. Specifically, women who approved the use of contraceptive methods to 

space births were 14.6 times more likely to intend the future adoption of a method 

compared to those who disapproved the use (p<0.001; 95% CI=6.164-34.404). The 

results in Table 18 also indicate that the odds of reporting an intention to practice 

contraception decreased by a factor of 0.16 for women who believed that having male 

children is of somewhat important (p=0.019; 95% CI=0.033-0.738). Further, this analysis 

reveals that when women felt that large families had the same level of happiness as small 

ones, their odds of reporting intentions for future contraceptive use increased by a factor 

of 3.5 (p=0.049; 95% CI=1.006-12.147). Religious beliefs also had a statistically 

significant association with the intention to use contraceptive methods within the next 12 

months (p=0.046; 95% CI=1.022-12.418). Women who believed that the use of 

contraception is allowed by religion were 3.6 times more likely to intend the use of a 

method compared to those who believed that the use is forbidden. Interestingly, none of 

the social norm variables showed statistically significant associations with the response 

variable in the final model. The remainder of the variables included in the final model in 

relation to background characteristics and women’s attitudes were not found to be 
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statistically significantly associated with the participant’s intention to practice 

contraception in the future at a 0.05 level (see Table 18).  

In short, this study suggests that women’s intention for future contraceptive use is 

associated with the following factors: women’s approval of contraceptive use for birth 

spacing purposes; religious beliefs toward the use of contraception; perceptions about the 

happiness of large families compared to small ones; husband-wife discussions regarding 

contraceptive use, the number of living male children; providing women with FP 

counseling; household income; and beliefs concerning the importance of having male 

children. 

4.3.3 Goodness-of-Fit Analysis 

The fit of the study models was tested using different tools, including goodness-

of-fit tests e.g. the Hosmer and Lemeshow (H-L) test and goodness-of-fit measures (Cox 

and Snell R
2
 and Nagelkerke R

2
). In respect to the findings of the H-L tests, a value of 

greater than 0.05 means that the model is well-fitting and its prediction is not 

significantly different from the observed values (Garson, 2011). The results of H-L tests 

were greater than 0.05 in all of the study’s estimated models, indicating that these models 

were well-fitting. Other goodness-of-fit measures were also undertaken to estimate the 

percent of explained systematic variance in each of the study’s models. In the first model, 

the magnitude of systematic variance ranged from 26.9 percent to 36.6 percent for Cox 

and Snell R
2
, and Nagelkerke R

2
, respectively. Regarding the second model, the 

explained systematic variance ranged from 41.4 percent to 56.3 percent for Cox and Snell 

R
2
 and Nagelkerke R

2
, respectively. The third model accounted for approximately 47.1 
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percent (Cox & Snell R
2
) to 64.0 percent (Nagelkerke R

2
) of the systematic variance in 

women’s intention for future contraceptive use.  
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Table 14: The individual characteristics of the sample population (n=527) 

Variable                                 Frequency (%)            (Mean; Standard Deviation) 

Age group                                                                               (30.8; 7.1) 

 18-25                                     130(24.7) 

 26-33                                     226(42.9) 

 34-41                                     115(21.8) 

 42-49                                     56(10.6) 

Age at marriage                                                                      (21.6; 2.7) 

     16-19                                     108(20.5) 

     20-23                                     307(58.3) 

     ≥24                                          112(21.2) 

Education (number of years)                                                  (11.8; 3.1)                                                                              

≤6                                         18(3.4) 

      7-9                                        87(16.5) 

     10-12                                     260(49.3) 

     13-16                                     140(26.6) 

      >16                                       22(4.2) 

Place of residence                                                                             
Rural                                      263(49.9)                                   –                                    

Urban                                     264(50.1)                                                                                                               

Number of children                                                                (3.7; 2.9) 
≤ 2                                          226(42.9) 

      3-5                                          199(37.8) 
≥6                                           102(19.3) 

Monthly income of the household (JD)
*                                                             

      < 250                                   244(46.3)                                                                                    

      250-499                               234(44.4)                                    –                                                

      ≥500                                     49(9.3)                                                                  

Employment status                                                                           

      Unemployed                        443(84.1)                                    –      

      Employed                            84(15.9)                     

Religion                                                                                            

     Islam                                     497(94.3)                                   – 

     Christianity                           30(5.7) 
        *  

Income in Jordanian Dinars (1 JD=$1.40 USD) 
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Table 15: Comparison of selected variables for married women aged 18–49 

according to their intention for future contraceptive use 

 

 

 

 

 

 

 

Variable 

Intention for future 

contraceptive use 

 

Chi2/t

-tests 

 

p- 

value No (n=201)                                      Yes(n=326)                  

Demographic Factors 

Age in years
ǂ 
  (Mean; SD) (28.4; 7.6)  (32.3; 6.4) -6.270 <0.001 

Age at marriage in years
 ǂ
 (Mean; SD) (20.7; 2.7) (22.1; 2.6) -5.851 <0.001 

Years of education 
ǂ
 (Mean; SD) (10.7; 3.2)  (12.5; 2.9) -7.022 <0.001 

Number of living male children
ǂ
 (Mean; 

SD) 

(1.5; 1.5) (2.2; 1.4) -5.881 <0.001 

Employment status: n(%)
 
 

    Unemployed 

    Employed 

 

190(42.9) 

11(13.1) 

 

253(57.1) 

73(86.9) 
26.6 <0.001 

Place of residence: n(%) 

    Rural 

    Urban 

 

125(47.5)       

76(28.8) 

 

138(52.5)                  

188(71.2) 
19.6 <0.001 

Monthly income of the household in 

Jordanian Dinars (1JD=$1.40 USD): n(%) 

    <250 

    250-499 

    ≥500 

 

 

121(49.6) 

69(29.5)     

11(22.4) 

 

 

123(50.4)                                

165(70.5)         

38(77.6) 

 

26.1 

 

<0.001 

Religion: n(%) 

    Christianity                           

    Islam                                          

 

5(16.7) 

196(39.4) 

 

25(83.3) 

301(60.6) 
6.2 0.013 

Spousal communication variables 

Husband-wife discussions concerning their 

family size: n(%) 

    No 

    Yes 

 

 

158(47.2) 

43(22.4) 

 

 

177(52.8) 

149(77.6) 

 

31.7 

 

<0.001 

Husband-wife discussions regarding the 

use of contraceptive methods: n(%) 

    No 

    Yes 

 

 

65(53.7) 

136(33.5) 

 

 

56(46.3) 

270(66.5) 

 

16.2 

 

<0.001 

ǂ
 t- t-test was run on the following variables: age, age at marriage, education, and number of living 

male children.                                                                                                                                                              

Chi-square test was run on categorical variables
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Table 15: Comparison of selected variables for married women aged 18–49 

according to their intention for future contraceptive use (Continued) 

 

 

 

 

 

 

Variable 

Intention for future 

contraceptive use 

 

Chi2 

 

p- value 

 
No (n=201)                                      Yes(n=326)                  

Healthcare system-related factors 

The presence of a nearby MCH center: 

n(%)
  

    No 

    Yes 

 

 

58(56.9) 

143(33.6) 

 

 

44(43.1) 

282(66.4) 

 

18.8 

 

<0.001 

Received FP counseling by the healthcare 

providers at the MCH centers: n(%)
 
  

    No 

    Yes 

 

 

138(52.9) 

63(23.7) 

 

 

123(47.1) 

203(76.3) 

 

47.6 

 

<0.001 

Time taken to get to the nearest MCH 

center (in minutes): n(%) 

    < 15 min 

    15-30 min 

    >30 min                                                 

 

 

50(31.4)  

104(35.3)     

47(64.4) 

 

 

109(68.6)                                

191(64.7)         

26(35.6) 

 

25.4 

 

<0.001 

Health insurance coverage: n(%) 

    Uninsured 

    Insured 

 

48(35.8) 

153(38.9) 

 

86(64.2) 

240(61.1) 
0.410 0.522 

Attitudes 

Attitudes toward the use of contraception 

for birth spacing: n(%)  

    Disapprove 

    Approve 

 

 

128(88.9) 

73(19.1) 

 

 

16(11.1) 

310(80.9) 
216.3 

 

<0.001 

Perceived that the use of modern 

contraceptives had potential side effects: 

n(%)     

    No 

    Yes 

 

 

25(25.3) 

176(41.1) 

 

 

74(74.7) 

252(58.9) 

 

8.6 

 

 

0.003 

Religious beliefs toward the use of 

contraceptive methods:  n(%)     

    Forbidden 

    Allowed 

 

  

87(94.6) 

114(26.2) 

 

 

 5(5.4) 

 321(73.8) 

 

150.4 

 

<0.001 
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Table 15: Comparison of selected variables for married women aged 18–49 

according to their intention for future contraceptive use (Continued) 

 

 

 

 
 

 

 

 

Variable 

Intention for future 

contraceptive use 

 

Chi
2
 

 

p- value 

No (n=201)                                      Yes(n=326)                  

Attitudes 

Beliefs about the happiness of large 

families compared with small ones:  

n(%)     

    Less happy 

    The same 

    Happier  

 

 

 

 118(29.6)  

 10(34.5)      

 73(73) 

 

 

 

 280(70.4)                                

19(65.5)         

27(27) 

 

63.8 

 

<0.001 

Beliefs about the importance of having 

male children in the family
‡
:  n(%)     

     Of low importance  

    Somewhat important  

     Very important 

 

 

 3(8.3)  

 20(24.4)      

 178(43.5) 

 

 

 33(91.7)                                

62(75.6)         

231(56.5) 

 

- 

 

<0.001 

Social Norms 

Perceived pressure to have more 

children (or pressure to be pregnant if a 

woman had not yet given birth) by the 

husband:  n(%)     

    No 

    Yes 

 

 

 

64(19.2) 

137(70.6) 

 

 

 

269(80.8) 

57(29.4) 

 

 

137.3 

 

 

<0.001 

Perceived pressure to have more 

children (or pressure to be pregnant if a 

woman had not yet given birth) by in-

laws:  n(%)     

    No 

    Yes 

 

 

 

76(22.2) 

125(67.6) 

 

 

 

266(77.8) 

60(32.4) 

 

 

104.6 

 

 

<0.001 

Perceived that cultural norms 

influenced the number of children a 

woman would like to have:  n(%)  

    No 

    Yes         

 

 

28(18.1) 

173(46.5) 

 

 

127(81.9) 

199(53.5) 

 

37.5 

 

<0.001 

         
 ‡ 

Analyzed by Fisher’s exact test               
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Table 16: Estimation results of logistic regression coefficients and odds ratios 

for the intention of future contraceptive use among married women aged 18–

49, based on background characteristics, Northern Jordan  

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Demographic factors 

Age in years -0.041 0.960 0.900 1.023 

Age at marriage in years 0.096 1.101 0.978 1.239 

Years of education 0.185 1.204** 1.069 1.356 

Number of living male children 0.773 2.165*** 1.614 2.905 

Place of residence: Urban 

(Rural) 

0.285 1.329 0.841 2.102 

Monthly income of the 

household in Jordanian 

Dinars: (<250) 

250-499 0.133 1.143 0.701 1.863 

≥500 -1.236 0.290** 0.095 0.892 

Employment status: Employed 

(Unemployed) 

1.020 2.773** 1.062 7.243 

Religion: Islam                                                                                                                                

(Christianity )                          

-0.549 0.577 0.194 1.715 

Spousal communication variables 

Husband-wife discussions concerning their 

family size: Yes 

 (No) 

 

0.083 

 

1.087 

 

0.621 

 

1.901 

Husband-wife discussions regarding the use of 

contraceptive methods: Yes 

 (No) 

 

0.731 

 

2.077** 

 

1.178 

 

3.662 

Healthcare system-related factors 

The presence of a nearby MCH center:  Yes  

(No) 

-0.150 0.861 0.415 1.786 

Health insurance coverage: Insured 

(Uninsured) 

-0.445 0.641* 0.384 1.069 

Time taken to get to the 

nearest MCH center in 

minutes: (< 15 min) 

15-30 min -0.015 0.985 0.602 1.612 

>30 min         -1.014 0.363** 0.143 0.922 

Received FP counseling by the healthcare 

providers at the MCH centers: Yes 

(No) 

 

0.589 

 

1.801** 

 

1.138 

 

2.851 

*p <0.01; **p <0.05; ***p <0.001 

Cox & Snell R
2
 = 0.269           

Nagelkerke R
2
 = 0.366 

               
Note: The reference category is in parentheses 
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Table 17: Estimation results of logistic regression coefficients and odds 

ratios for the intention of future contraceptive use among married women 

aged 18–49, based on women’s attitudes and social norms, Northern Jordan  

 

 

 

 

 

 

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Attitudes 

Attitudes toward the use of contraception for 

birth spacing: Approve 

(Disapprove) 

 

2.199 

 

9.012** 

 

4.355 

 

18.645 

Perceived that the use of modern 

contraceptives had potential side effects: Yes 

(No) 

 

-0.424 

 

0.655 

 

0.336 

 

1.273 

Beliefs about the importance 

of having male children in the 

family:  

(Of low importance ) 

Somewhat 

important 
-1.527 0.217* 0.053 0.893 

Very 

important 
-0.986 0.373 0.096 1.446 

Beliefs about the happiness of 

large families compared with 

small ones: (Less happy ) 

The same 0.564 1.758 0.533 5.799 

Happier -1.064 0.345* 0.178 0.670 

Religious beliefs toward the use of 

contraceptive methods: Allowed 

(Forbidden)  

 

1.737 

 

5.682* 

 

1.879 

 

17.178 

Social Norms 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by the husband: Yes 

(No )    

 

 

-0.734 

 

 

0.480* 

 

 

0.245 

 

 

0.938 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by in-laws: Yes 

(No )    

 

 

-0.520 

 

 

0.594 

 

 

0.306 

 

 

1.152 

Perceived that cultural norms influenced the 

number of children a woman would like to 

have: Yes  

(No)   

 

 

0.088 

 

 

1.092 

 

 

0.612 

 

 

1.947 

*p <0.05; **p <0.001  

Cox & Snell R
2
 = 0.414               

Nagelkerke R
2
 = 0.563 

              
Note: The reference category is in parentheses 
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Table 18: Estimation results of logistic regression coefficients and odds ratios 

for factors associated with the intention of future contraceptive use among 

married women aged 18–49, Northern Jordan  

 

 

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for OR 

Lower Upper 

Demographic factors 

Age in years -0.075 0.928* 0.852 1.011 

Age at marriage in years 0.026 1.026 0.883 1.193 

Years of education 0.039 1.040 0.887 1.220 

Number of living male children 0.730 2.076*** 1.425 3.024 

Place of residence: Urban 

(Rural) 

0.333 1.395 0.717 2.714 

Monthly income of the 

household in Jordanian 

Dinars: (<250) 

250-499 0.053 1.054 0.558 1.992 

≥500 -1.412 0.244** 0.067 0.882 

Employment status: Employed 

(Unemployed) 

0.977 2.657* 0.906 7.791 

Religion: Islam                                                                                                                                

(Christianity )                          

-0.092 0.912 0.261 3.183 

Spousal communication variables 

Husband-wife discussions concerning their 

family size: Yes 

 (No) 

 

0.045 

 

1.046 

 

0.500 

 

2.187 

Husband-wife discussions regarding the use of 

contraceptive methods: Yes 

 (No) 

 

0.812 

 

2.253** 

 

1.108 

 

4.582 

Healthcare system-related factors 

The presence of a nearby MCH center:  Yes  

(No) 

-0.445 0.641 0.222 1.845 

Health insurance coverage: Insured 

(Uninsured) 

-0.242 0.785 0.399 1.543 

Time taken to get to the 

nearest MCH center in 

minutes: (< 15 min) 

15-30 min 0.295 1.343 0.714 2.527 

>30 min         -1.138 0.321* 0.092 1.115 

Received FP counseling by the healthcare 

providers at the MCH centers: Yes 

(No) 

 

0.683 

 

1.979** 

 

1.094 

 

3.578 

*p <0.01; **p <0.05; ***p <0.001 
               

Note: The reference category is in parentheses 
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Table 18: Estimation results of logistic regression coefficients and odds ratios 

for factors associated with the intention for future contraceptive use among 

married women aged 18–49, Northern Jordan (Continued) 

 

 

 

 

 

 

Variable β 

Adjusted 

OR 

95% C.I. for 

 OR 

Lower Upper 

Attitudes 

Attitudes toward the use of contraception for 

birth spacing: Approve 

(Disapprove) 

 

2.678 

 

14.562*** 

 

6.164 

 

34.404 

Perceived that the use of modern 

contraceptives had potential side effects: Yes 

(No) 

 

-0.398 

 

0.672 

 

0.319 

 

1.414 

Beliefs about the importance 

of having male children in the 

family: 

 (Of low importance ) 

Somewhat 

important 
-1.857 0.156** 0.033 0.738 

Very 

important 
-0.856 0.425 0.095 1.906 

Beliefs about the happiness of 

large families compared with 

small ones: (Less happy ) 

The same 1.252 3.496** 1.006 12.147 

Happier -0.709 0.492* 0.224 1.080 

Religious beliefs toward the use of 

contraceptive methods: Allowed 

(Forbidden) 

 

 

1.270 

 

3.562** 

 

1.022 

 

12.418 

Social Norms 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by the husband: Yes 

(No )    

 

 

-0.819 

 

 

0.441* 

 

 

0.193 

 

 

1.005 

Perceived pressure to have more children (or 

pressure to be pregnant if a woman had not yet 

given birth) by in-laws: Yes 

(No )    

 

 

-0.179 

 

 

0.836 

 

 

0.389 

 

 

1.798 

Perceived that cultural norms influenced the 

number of children a woman would like to 

have: Yes  

(No)   

 

           

-0.044 

 

         

0.957 

 

   

0.430 

 

    

2.133 

*p <0.01; **p <0.05; ***p <0.001           

Cox & Snell R
2
 = 0.471            

Nagelkerke R
2
 = 0.640 

              
Note: The reference category is in parentheses 
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4.4 Discussion and Conclusion 

The results of this study indicate that a women’s intention for future contraceptive 

use was found to be statistically significantly associated with various markers of 

background characteristics and personal attitudes. The background characteristics include 

household income, the number of sons, spousal discussions about the use of 

contraceptives, and receiving FP counseling by healthcare providers.  

Findings from this study revealed that women in the highest income group were 

less likely to intend the future use of contraception compared with those in the lowest 

income group. In this regard, researchers have reported a number of motivators to 

encourage couples to use contraception, the most prominent of which is economic 

position (Campbell & Bedford, 2009). Clearly, the cost of living has risen, which in turn 

leads to an increase in the expenditures associated with having more babies. Thus, 

economic constraints are considered to be one of the most important factors in 

highlighting the necessity of contraception by revealing the economic impracticality of 

having more children (MRO, 2007). In view of that, women in the lowest income group 

have a real motive for intending to use contraception to help avoid an additional financial 

burden. As supported in the literature, an individual’s intention to perform a certain 

behavior (e.g. contraceptive use) is viewed as a function of the level of motivation to 

adopt that behavior and the costs of practicing it (Agha, 2010). Consequently, a woman’s 

decision to regulate fertility and to use contraceptive methods depends on how she would 

weigh the costs and benefits of having another child (Campbell & Bedford, 2009). 

The results of this study also demonstrated that a woman’s behavioral intention in 

respect to contraceptive use increased when she had a greater number of living male 



149 
 

children. This means that women who had few or no sons might not have the intention to 

adopt contraception until they reach or approach their desired number of male children. 

The influence of the number of sons on women’s contraceptive intentions is also reported 

in other studies (Roy, 2003; Vlassoff, 1990). In many societies, including in Jordan, male 

children are highly valued and represent a source of power and economic security for the 

families. Further, many women in Jordan still perceive high familial and social pressures 

to bear male children and as a result they might not intend to use contraception until at 

least one or two sons are born.  

Results of this study also suggest that the amount of spousal communication is 

positively associated with women’s intention to use contraception within the next year. 

This finding is in agreement with the results of other studies. In Pakistan, for example, a 

study by Agha (2010) demonstrated that one of the main obstacles to a woman’s intention 

to use contraception was the lack of communication between spouses about reproductive 

matters. In Agha’s study (2010), women indicated that their husbands were the decision-

makers regarding FP issues, and thus they were unable to discuss such issues with their 

spouses. Husband-wife communication can be used as an indicator of the amount of 

power an autonomy a woman is experiencing in her marriage (Gordon, 2011; Kulczycki, 

2008). In many low- and middle-income countries, spousal communication concerning 

FP and contraception remains uncommon (Sharan & Valente, 2002). In Jordan, women 

rarely initiate FP discussions but rather wait for their husbands to do so (Farsoun et al., 

1996). According to 24 focus-group discussions held in the central, northern, and 

southern regions of Jordan, only in a few cases did wives discuss their family size with 

their husbands (Farsoun et al., 1996). In these cases, the couple’s discussion was 
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conducted either before or in the beginning of marriage (Farsoun et al., 1996). It is 

interesting to note that if an agreement was reached between spouses regarding family 

size, it was mainly based on the husband’s wishes (Farsoun et al., 1996). In many cases, 

FP discussions between couples had not occurred due to the women’s expectation that 

their husbands should decide all family-related issues, and husbands assumed their wife’s 

approval (Farsoun et al., 1996). Moreover, the participating men stated that their desire to 

have many children was clear and did not need discussion or clarification; many women 

supported this assumption (Farsoun et al., 1996). Recent literature supports the view that 

couples who discuss their family size and make joint decisions in regard to FP-related 

issues are more likely to practice contraception than those who did not discuss such 

issues (Kulczycki, 2008; Ogunjuyigbe et al., 2009). This can be explained by the idea that 

women who have good communication in their relationships may feel more supported by 

their spouses to talk about contraceptive use (Sharan & Valente, 2002).  

One of the key findings which emerged from the current study is that 

communication with healthcare providers is likely to have an impact on a woman’s 

intention for future contraceptive use. In particular, this study suggests that contact with 

health workers, in terms of providing women with FP counseling during their visits to the 

MCH centers, promotes the intention to use contraception. As supported by various 

research studies, healthcare providers can help women weigh the advantages and 

disadvantages of using various contraceptive methods and therefore improve women’s 

ability to achieve their personal goals and expectations (Blumenthal et al., 2010; Kim et 

al., 1998). Since women’s decisions to practice contraception are aided by health 

professionals who typically encourage FP, the quality of information provided by 
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professionals can also play an important role in motivating women’s intention to use 

contraception. In a study by Agha and Rossem (2001), using interpersonal 

communication approaches such as a medical provider’s explanation of contraceptive 

methods has been found to have an effect on the intentions for future use of a specific 

method (e.g. female condom). 

In respect to personal attitudes, several aspects of those attitudes showed 

statistically significant associations with women’s contraceptive intentions. These include 

women’s approval of contraceptive use for birth spacing, religious beliefs toward the use 

of contraception, value for having male children, and preferences for large family sizes. 

Specifically, the results of this study indicate that women’s approval of the use of 

contraceptives for birth spacing was an important factor affecting their intention to use 

contraception within the next year. The influence of women’s approval of FP on fertility 

and contraceptive use intentions has been reported in previous research (Dibaba, 2009; 

Peyman et al., 2009). Participating women’s intention to practice contraception increased 

as long as the main purpose of the use was for birth spacing. Therefore, this study 

suggests that if health professionals and FP program planners utilize women’s approval 

of contraception for birth spacing, they would effectively enhance the future adoption of 

a method, and as a result reduce the unmet need for FP and influence fertility intentions 

at the same time. Moreover, the extent to which women may approve or disapprove the 

use of contraception is considered a reflection of women’s autonomy and ability to have a 

say in decisions related to their own lives and well-being. Improving women’s role within 

the family and society needs to be one of most important priorities in Jordan. 
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In keeping with Islamic attitudes toward FP, this study found that participants 

who perceived that the use of contraception is allowed by religion were more likely to 

intend to use it in the future. This finding is in agreement with previous research where 

women’s intention to use contraception was limited by their belief that fertility is 

determined by the will of God (Agha, 2010; NIPS & Macro International Inc, 2008). In 

fact, contraception is actually supported by Islam, which teaches that the well-being of 

children already in existence supersedes any injunction to have more children (Boonstra, 

2001). Centuries ago, the Prophet Mohammad himself supported birth spacing by 

encouraging the practice of the withdrawal method. Many religious leaders also promote 

the use of contraceptives if the use does not negatively affect a woman’s health and is 

reversible (Boonstra, 2001). Accordingly, the use of nonreversible contraceptive methods 

such as female sterilization is considered forbidden for many Muslims since it means 

ending all future pregnancies (Farsoun et al., 1996). In view of that, this study suggests a 

connection between women’s approval of contraceptive use for birth spacing and their 

religious beliefs that the use is allowed as long as it does not involve the idea of limiting 

births.  

It is also noteworthy that many Muslim women refer to the Holy book for 

guidance about the legitimacy of contraceptive use; however, they often misinterpret the 

religious stance toward contraception. Taking into consideration that Islam has a strong 

influence on Jordanian society, religious leaders as respected members of the community 

can play a significant role in dispelling misconceptions surrounding the use of 

contraception and increasing couples’ intention toward the use. Muslim religious leaders 

have a greater knowledge of the theological basis for the tenets of their faith than the 
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average person, and their interpretation of Islamic principles represents a reliable source 

of information for many Jordanians (Underwood, 2000). In this context, researchers have 

reported that religious leaders can be influential in their support for FP and contraceptive 

use (Boonstra, 2001; Underwood, 2000). In the Islamic Republic of Iran, for instance, FP 

programs represent a model for many countries in terms of increasing contraceptive 

prevalence; much of this success has been achieved through religious leaders’ support 

and assistance (Boonstra, 2001; Underwood, 2000). 

 

In this study, the importance of having male children in the family was also found 

to have an association with women’s intention for future use of contraception. Son 

preference has been observed in many societies, particularly the traditional ones where 

male children were considered a source of economic and social security for their families 

(D'Souza, 2003; Hank & Kohler, 2000; Kridli & Libbus, 2001). Further, sons provide 

physical security for parents in their old age as well as social prestige by carrying the 

family name (Kridli & Libbus, 2001). As a result, the value of sons is considered a major 

barrier to increasing the use of contraceptives and decreasing fertility rates in many 

countries (D'Souza, 2003; Leone et al., 2003). In Jordan, as a traditional society, having 

sons in the family is of enormous importance for couples in establishing their standing in 

the community. Many couples in the country are still faced with high familial and social 

pressures to have a male child and if a woman has only girls there is intense pressure to 

keep having babies until at least one male child is born (MRO, 2007). Based on the socio-

cultural context of the study setting, this research suggests the government should 

encourage the role of the country’s religious leaders in terms of clarifying the Islamic 
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stand towards gender, where women and men are equal and baby girls should be as 

welcome as boys. Further, in Islam, a woman is regarded as complementing a man’s role 

in all aspects, including family and society affairs. With a better understanding of the 

religious stand on gender equity, women’s intention for future contraceptive use can be 

influenced.  

The results of this study also demonstrated that a woman’s perception concerning 

large family size was a statistically significant factor associated with the intention to use 

contraceptive methods in the future. As supported by the literature, women’s desire for 

more children as well as how many children they consider ideal influence the intention to 

limit family size and stop childbearing, which, in turn, affects a woman’s decision to 

practice contraception (Kridli & Libbus, 2001; Rahayu et al., 2009). In Egypt, for 

example, research has shown that the main reasons for not intending to use contraception 

in the future among married women are the desire to have as many children as possible, 

not having sex, and sub-fecund/in-fecund issues (UNICEF& UNFPA, 2011). In Jordan, 

fertility was found to be one of the main factors that contribute to women’s sense of their 

own success and power (MRO, 2007). The results of a qualitative study carried out by the 

Market Research Organization (MRO) revealed that a woman who bore a large number 

of children seemed to have a higher status and was often envied by others (MRO, 2007). 

This was more common among housewives and women in traditional families (MRO, 

2007). In contrast, having no children negatively impacted the woman’s psychological 

status, particularly when all her peers had babies (MRO, 2007).  

In conclusion, the special context of this study has certain implications in 

developing FP programs in Jordan. To design effective FP interventions aimed at 
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motivating the intention for future contraceptive use, planners should take into account 

women’s attitudes toward the use and the components of those attitudes (e.g. women’s 

approval of contraceptive use for birth spacing and perceptions regarding the value of 

large family sizes and the importance of having male children in the family). One of the 

keys to encourage women’s behavioral intentions regarding contraceptives is defusing 

religious opposition associated with the use of these methods. Indeed, although the use of 

contraception has no explicit conflict with Islamic principles (Gharaibeh et al., 2011), 

some participating women still regard the use of these methods as forbidden. 

Accordingly, by advocating for FP, religious leaders could help make contraceptive use 

socially acceptable since their opinions are often followed by the majority.  

Contraceptive intentions among married women in northern Jordan are not only 

influenced by their personal beliefs, but also by programmatic factors. Thus, improving 

the quality of FP services in terms of providing women with enough information and 

proper FP counseling can be an important policy variable in motivating women’s 

intentions concerning the use of contraception.  
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Chapter 5 

Conclusions, Recommendations and Study Implications 

5.1 General Conclusions 

Findings from this dissertation highlight the importance of developing an 

understanding of the main factors that may contribute to increasing the current prevalence 

of contraceptive use, encouraging preferences for modern methods and motivating 

women’s intention for future use of contraception. In particular, the results of the three 

studies presented indicate that women’s contraceptive behaviors and intentions are 

affected by a number of factors at the individual, familial and institutional levels. At the 

individual level, this research suggests that any effort to design family planning (FP) 

programs should take into consideration several aspects of women’s attitudes toward the 

use of contraceptives, most prominent of which are women’s religious beliefs and 

approval of contraception as a tool for birth spacing. Accordingly, FP program planners 

and providers at healthcare facilities need to stress the concept of ‘birth spacing’ for 

advocating the practice of contraception since it plays a vital role in motivating women’s 

adoption of contraception and does not cause religious controversy compared to the use 

of the term ‘birth limiting’. Further, with a comprehensive assessment of women’s 

perceptions regarding the potential side effects of modern methods, the value of large 

family sizes and the importance of having male children, policy makers can better 

develop strategies aimed at achieving successful contraception interventions and 

improving FP programs’ outcomes.  

At the familial/social level, the findings from this research also provide healthcare 

professionals and FP program designers with important information to assist them in 
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enhancing public awareness concerning the benefits of contraceptive use and the 

importance of men’s participation in FP campaigns. This would help reduce that pressure 

that women might face to bear more children (or pressure to be pregnant if she had not 

yet given birth) by the people surrounding them such as husbands and in-laws. To 

achieve significant changes at the institutional level, this research strongly suggests that 

the Jordanian Ministry of Health (MOH) develop health policies aimed at expanding the 

availability of Maternal and Child Health (MCH) centers and strengthening the 

dissemination of knowledge on contraception. Greater knowledge about the potential side 

effects of modern contraceptives should help reduce women’s concerns and anxiety 

regarding the adoption of these methods. Moreover, improving the quality of FP services 

in terms of providing women with enough information and proper FP counseling can play 

an important role in motivating women’s current contraceptive use, preferences for 

modern methods and intention for future use of contraception. Promoting FP education 

and informing women about effective contraceptive methods needs to be an integrated 

part of the characteristics of FP services.  

5.2 Recommendations and Study Implications 

In order to see a continued decrease in total fertility rate (TFR) and an increase in 

the contraceptive prevalence rate (CPR) in Jordan, health professionals need to consider 

what they should do to revitalize FP programs. The findings from this study clearly show 

that various aspects of women’s attitudes influence their contraceptive use intentions and 

behaviors. FP services and programs need to construct messages that target the different 

components of women’s beliefs regarding contraception (e.g. women’s approval of 

contraceptive use for birth spacing purposes and perceptions regarding the potential side 
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effects of modern methods, the value of large family sizes and the importance of having 

male children). Targeting women’s attitudes toward contraception appears to be a 

necessary prerequisite to more widespread contraceptive use and an increased adoption of 

modern methods. Further, improving women’s awareness and beliefs surrounding the 

effect of contraception on family affairs can make significant changes and, over time, 

would help reduce the TFR and the unmet need for FP in Jordan.  

As per this study, a common theme that arose from the three manuscripts 

presented is the positive impact that interpersonal communication with healthcare 

providers could have on women’s contraceptive behaviors and intentions. It is obvious 

that healthcare providers can enhance women’s decision-making regarding the use of 

contraceptives if they play an active role in FP counseling. Undoubtedly, inadequate 

knowledge about the complications associated with the use of modern methods 

contributes to misconceptions regarding these methods. This could lead to contraception 

nonuse or discontinuation among Jordanian women later. Dispelling misperceptions 

about the safety of using contraception, particularly modern methods, is of enormous 

importance to enhancing the effectiveness of FP programs. It is essential for those who 

are designing FP campaigns and interventions to understand the health concerns and fear 

of side effects that cause women either to not use any method of contraception or to use a 

traditional method, which has a much higher failure rate.  

Increasing awareness regarding a wide variety of effective contraceptive methods 

can help women make an informed choice about which method would achieve their 

personal and reproductive goals. In this light, it is incredibly important that healthcare 

providers discuss with women who visit the MCH centers the potential side effects that 
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they may experience during the use of specific contraceptives and dispel any myths 

related to the selected method. This information would assist in preparing current users 

and recent adopters to cope with possible side effects and encourage those who have an 

intention to practice contraception to become actual users. It is also important for health 

workers to spend more time with clients to obtain their medical histories, ask if they had 

previously experienced health problems resulting from the use of contraception, and 

conduct medical checkups to determine the most suitable contraceptive method for a 

woman’s body.  

Whenever appropriate, healthcare providers need to encourage the adoption of 

those modern contraceptives which are associated with the lowest probability of 

discontinuation (e.g. IUDs). Women who are planning to stop childbearing should be 

advised to avoid the use of traditional contraceptives since these methods have high 

failure rates. One possible intervention that healthcare providers should consider is 

introducing FP education during antenatal visits. In Jordan, the percent of pregnant 

women who receive some antenatal care (ANC) services is 99 (Al-Akour, 2008). 

Therefore, by providing women who come to receive ANC services with more 

information about the importance of FP, health workers at MCH centers could expand the 

provision of FP services and increase the CPR. This research suggests utilizing women’s 

antenatal visits to the clinics to the fullest. Another intervention which may also help to 

accelerate the use of contraceptives is providing husbands, who usually escort women at 

the time of delivery, with information about the importance of birth spacing and the 

adoption of modern contraception for the health of mothers and babies. Health 

professionals at different healthcare facilities could do a lot in this regard.  
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Based on the observations which arose from the data collection process, it is 

necessary for health workers to introduce pamphlets about different types of 

contraceptive methods to the women who visit the MCH centers. These brochures would 

help women to determine which type of contraception may meet their reproductive health 

needs. Moreover, this study strongly recommends that healthcare providers explain the 

main components of the pamphlets, encourage clients to ask questions, and respond to 

women’s inquires regarding contraception. To achieve such tasks, it is important to 

increase the number of health workers as they would contribute to the success of FP 

programs in Jordan. This research also proposes that the MOH appoint a person in each 

of the MCH centers to work as an FP counselor. This person would be able to present 

clear information about contraceptives, including what side effects exist and how 

common they are, the dangers associated with use, and the ways women’s bodies 

generally adjust to different forms of contraception. This could help alleviate women’s 

fears and misconceptions regarding contraceptive use. Clients who are resistant to 

adopting modern contraception and insist on the use of traditional methods should be 

provided at the very least with directions on how they can practice such methods more 

effectively. In fact, the support that health workers can offer in relation to FP counseling 

would result in increased numbers of women turning to clinic workers for FP 

information. This would call for special training courses targeted at healthcare providers 

which could improve their communication with their centers’ referents and enhance their 

skills regarding FP counseling. Moreover, this study highly recommends that providers 

refresh and relearn IUD-insertion techniques since one of the main factors that caused 

participating women to use traditional methods was fear of poor IUD insertion.  
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This research has shown that it was important for women to feel that they were 

not going against their religion by using contraception. Undoubtedly, Islam values 

procreation within marriage and considers reproduction to be one of the most important 

objectives of marriage. Because of this, some say that contraception is against Islam 

(Boonstra, 2001). In Islam, religious authority is derived from a number of sources, 

including the Holy Quran, the collected sayings and examples of the Prophet Mohammad 

and the directions of religious leaders (Boonstra, 2001). In view of that, activating the 

role of religious leaders as a referent for a large segment of Jordanians would be 

instrumental in shifting people’s attitudes toward decreased family size and an increased 

use of contraceptives. This study suggests that one of the keys to ensuring the success of 

Jordanian FP programs is defusing religious opposition regarding contraception. 

Religious leaders can have a profound influence on counteracting the misunderstandings 

about Islamic teachings on FP. They can also play a significant role in encouraging 

spousal communication in relation to family size and contraceptive use, which would go 

a long way toward helping couples achieving their reproductive goals. In fact, seeking the 

support of religious figures in advocating the acceptance and adoption of contraception 

would substantially affect women’s current use and intention for future use. Religious 

leaders as trusted community influencers can persuade the public regarding the 

importance of FP and contraceptive use through Friday prayer speeches, radio reports, 

and television spots. Moreover, religious leaders can join healthcare workers in a 

campaign focused on the need of FP as a means of improving the health of mothers and 

children.  
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This requires health experts and FP program planners to put concerted efforts into 

educating Muslim clerics about the health outcomes that women, families and the entire 

society would get from contraceptive use. Sharing information about the benefits of FP 

with religious leaders would reinforce their desire to endorse the use of contraception to 

the community. In brief, the key message that healthcare professionals need to direct to 

religious leaders is that FP is a health intervention.  Based on the study’s findings, it is 

highly recommended for the Jordanian MOH to establish a form of cooperation with the 

Ministry of Awqaf and Islamic Affairs in the country. The two ministries should discuss 

the aspects of collaboration in terms of promoting the adoption of contraception and how 

they would work together in an intervention to enhance public awareness about the 

positive outcomes of fertility control. One critical issue that the country’s religious 

leaders would also clarify is the Islamic stand toward gender equity. In Islam, women and 

men are both equal and baby girls should be welcomed with as much excitement as boys. 

The Holy Quran states that people who discriminate between baby girls and boys have an 

evil judgment. For example, in Surah 16:58-59, the Quran states, “When news is brought 

to one of them, of (the birth of) a female (child), his face darkens, and he is filled with 

inward grief. With shame does he hide himself from his people, because of the bad news 

he has had! Shall he retain it on (sufferance and) contempt, or bury it in the dust? Ah! 

what an evil (choice) they decide on.” Religious leaders need to emphasize such Quranic 

verses to help reduce the cases of women who continue to have babies until they reached 

a certain number of male children.  

Another area that needs to be taken into consideration is that husbands play a 

decisive role in their wives’ reproductive choices and behaviors in Jordan. Greater efforts 
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are needed to influence the husband’s awareness of and attitude toward FP. Developing 

direct appeals that address men’s various interests and stress the impact of many children 

on the quality of life for the whole family would successfully increase the prevalence of 

contraceptive use in Jordan. This study suggests that FP campaigns should target men as 

well as women since they may have a strong influence on women’s contraceptive use 

intentions and behaviors. In many cases, women’s preferences concerning contraceptive 

choices may not be acted upon until these choices are accepted by their husbands (Dahal 

et al., 2008). Accordingly, engaging men in FP interventions would be one of the 

effective ways to garner their support in promoting the acceptance of modern 

contraception and therefore increasing the prevalence of modern methods. 

In the long term, this dissertation recommends sustained efforts to improve 

women’s status within society, promote gender equity, and increase public awareness 

regarding fertility control. To achieve such goals requires the cooperation of several 

partners at different levels, including community and religious leaders, educators, and 

health care providers. Through a combination of organizations at the community- and the 

institutional-levels, significant alterations would be achieved in Jordan’s future TFR and 

thus the population growth rate. Disseminating messages through community social 

networks can create publicity for promoting the adoption of contraception, enhance the 

acceptability of FP initiatives, and raise couples’ awareness of the health risks associated 

with short birth intervals and too many pregnancies. Before directing messages to the 

public, these messages should be pre-examined for clarity, cultural appropriateness, and 

religious acceptability. Mass media, community planning organizations and non-
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governmental organizations would also have a critical role in shaping public discourse on 

FP and building community level understanding concerning numerous cultural issues. 

Moreover, developing health strategies and policies that make FP services accessible for 

all Jordanian women and offer high-quality services will have a profound influence on 

the future CPR. 

5.3 Study Limitations  

 

This research has a number of limitations. First, the respondents are from a 

convenience sample that is specific to those who were visiting the MCH centers 

belonging to the Jordanian MOH at the time of the 2010 survey. Targeting women who 

do not receive services from the MOH’s centers might provide additional information 

about the accessibility, cost and quality of FP services provided in different settings. A 

larger study sample of women from other settings that offer contraceptive methods might 

also identify additional barriers to contraceptive use. Second, the original data were 

collected in an institution-based study and therefore could reflect the characteristics of the 

users of reproductive healthcare services who may differ in some aspects from the 

general population. However, as discussed in the design section of each of the three 

studies presented, all the participating centers were selected randomly from both urban 

and rural areas in such a way that the Central, North, West, East and South regions of the 

Irbid Governorate were represented. Moreover, the researcher in this study compared 

some of the characteristics of the study sample with the general population and found 

similarities in terms of prevalence and method of contraceptive use.  
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The cross-sectional nature of the data collection is also considered one of the 

study’s limitations. In the first two manuscripts, contraceptive use among participants 

was measured at one point in time and does not account for changes over time or the 

previous use of contraception. Since this study examined contraceptive use only among 

currently-married women, the sample is limited to only women who were married at the 

time of the survey and does not include ever-married women. Hence, the results of this 

study may not be able to be generalized to all women in Jordan. 

Despite the previous limitations, this research has some strengths which 

contribute to the existing body of knowledge and help to fill a gap in the literature on 

contraceptive use in Jordan. The conceptual framework that guided the current research is 

suggests an explanatory tool that would help provide a comprehensive overview of the 

main factors that affect the use of contraception among Jordanian women. This 

dissertation differs from other studies by focusing not only on the extent to which 

demographic factors influence contraceptive use behaviors and intentions but also the 

effects of women’s attitudes and socio-cultural norms on reproductive decision-making. 

Moreover, investigating the influences of spousal communication and healthcare system-

related factors on women’s contraceptive use is still underemphasized in Jordan. This 

research has also found that studying the intention for future adoption of contraception 

among Jordanian women is rare in the literature and thus the third manuscript provides 

new information in this regard.  
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5.4 Future Work 

It is clear that there is need for a prospective study design to address the patterns 

of contraceptive method use over time and observe the dynamic of utilization behavior. 

Such a design would be useful in establishing a cause-and-effect relationship between 

potential influencing factors and women’s contraceptive behaviors and intentions. Future 

studies may try to contact women who fail to attend MCH centers for renewal of 

contraceptive supplies and ascertain the main reasons that lie behind the discontinuation 

of obtaining contraception from the centers. Longitudinal studies are also necessary for 

further investigation of the correlation between women’s contraceptive intentions and 

subsequent use. In particular, these studies would help explore the extent to which a 

woman’s intention for future adoption of contraception predicts their actual levels of use. 

A need for research addressing the impact of immigration on the population growth in 

Jordan is also obvious. More studies that look at different aspects of the quality of FP 

services offered at the MCH centers are highly recommended. Additional studies aim at 

examining religious leader’s perceptions and attitudes toward contraception, investigating 

their willingness to participate in FP activities, and recognizing their role in advocating 

for the use of contraceptive methods are also necessary.  
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Appendix  

Questionnaire 

Demographic Factors 

A. Women’s characteristics 

1. Are you living in:   1. The City                    2. A Village            

2. How many years in school education have you completed?........................................... 

3. Are you currently working?     1. Yes                 2. No 

4. How much did you and others currently living in your household earn from all 

sources monthly?  

1. ˂ 250 JD                 2. 250-499 JD                 3. 500-749 JD                                                          

4. 750-999                  5. ≥ 1000 JD   

(Note: 1 Jordanian Dinar = $1.4 USD) 

5. What is your family size (total number of family members, including parents)? 

………………………………………………………………………………………...... 

6. What is your religion? 1. Islam              2. Christianity              3. Other  

7. During the last year, how would you describe the financial circumstance experienced 

by your family?    1. Excellent                   2. Average                        3. Difficult                               

4. Do not know           

8. Are there people in your life who give you social support? 

1. Yes                    2. Sometimes                3. No           ➔ Skip to Question 10    

4. Do not know          ➔ Skip to Question 10    

9.  Without giving me a name, what is the relationship between you and the most 

important person who gives you social support (e.g. your sister, mother, spouse, etc)? 

…………………………………………………………….............................................. 

10.  In general, are you satisfied with your life? 

1. Yes                      2. To some extent                3. No              4. Do not know           

B. Husband’s characteristics 

11. How old is your husband?…………………………………………………………….... 

12. How many years in school education has your husband completed?.............................. 

C. Marriage-related variables  

13. Are you related to your husband, and if so, how closely related are you?  

1. Not relatives            2. 1st & 2nd degree cousins             3. Far relatives  

14. How old were you when you got married?………………………………….…………. 

15. How long have you been married? ……………………………………………….years 

 

Healthcare system-related variables 

16. Do you currently have health insurance? 

 1. Yes            2. No           ➔ Skip to Question 18 



179 
 

17. What is your source of health insurance? 

1. Ministry of Health                 2. Military Medical Services           3. Private                                       

4. UNRWA                                5. Other (specify):……………………………………. 

18. Is there any maternal and child health center near to your house?   

1. Yes                      2.No                3. Do not know         

19. How long did it take you to reach the nearest maternal and child health center today? 

1. Less than 15 min               2. Between 15 min and 30 min                                                 

3. More than 30 min                                    

20. How did you arrive to the maternal and child health center today? 

1. Walking                2. Bus                  3. Taxi             4.Your own car                 

5. Other (Specify): ……………………………………………………………………. 

21.  Did you find it easy to access the maternal and child health centers?  

1. Yes                      2. To some extent                  3. No                4. Do not know         

22. Have the health workers at the maternal and child health centers ever informed you of 

the benefits and risks of using contraceptives?  

1. Yes                 2. No          ➔Skip to Question 24                                                                        

3. Do not know          ➔Skip to Question 24 

23. Do you consider the information you have enough? 

1. Yes                 2. To some extent                3. No                    4. Do not know 

Reproductive health-related variables 

24. How many pregnancies have you had? ........................................................................... 

25. How many live births have you delivered? ..................................................................... 

26. How many male children do you currently have? .......................................................... 

27. How many female children do you currently have? ....................................................... 

28. How many years are there between your children?.................................................years 

29. How many children would you like to have in your life (desired total number of male 

and female children)? Specify number............................................................................  

30. Did you have a live birth during the 5 years preceding this interview?   

1. Yes                  2.No          ➔Skip to Question 37            

31. During your last pregnancy, did you suffer from any physical health problems 

resulting from pregnancy (such as gestational diabetes, hypertension, urinary tract 

infection, etc)?   1. Yes                  2.No              3. Do not know         

32. During your last pregnancy, did you receive antenatal care services from the maternal 

and child health centers?   

 1. Yes             2.No          ➔Skip to Question 37     3. Do not know           ➔Skip to 

Question 37    

33. Did the doctor give you a follow-up appointment to visit the maternal and child health 

centers after delivery?   

1. Yes             2.No         ➔ Skip to Question 37                                                                      

3. Do not know        ➔Skip to Question 37 

34. Did you attend the follow-up appointment?  

1. Yes                                2.No         ➔ Skip to Question 37                                                                    

3. Do not know          ➔ Skip to Question 37     
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35. During your visit(s), did you receive family planning counseling from the doctor at 

the maternal and child health centers? 1. Yes                2.No                                                   

3. Do not know         

36. In general, were you satisfied with this visit(s)?   

1. Yes               2. To some extent                    3. No               4. Do not know             

 

Pregnancy-related variables 

37. Are you currently pregnant?   1. Yes                 2. No         ➔ Skip to Question 41                                            

3. Do not know           ➔ Skip to Question 41        

38. Was the pregnancy intended? 

1. Yes         ➔ Skip to Question 53 

2. No, I was planning to postpone pregnancy for a period of less than a year          

3. No, I was planning to postpone pregnancy for one year to less than two years          

4. No, I was planning to postpone pregnancy for two years or more           

5. No, I don’t want to have more children (limiting births)  

39. If you didn’t want this pregnancy now, or you were planning to postpone pregnancy, 

did you use any contraceptives?          

1. Yes                          2. No             ➔ Skip to Question 55    

40. What is the contraceptive method that you used? 

1. Oral pill                                 2. Intrauterine device (IUD) 

3. Injections                               4. Female sterilization 

5. Skin patch                              6. The cap or diaphragm 

7. Condom                               8. Spermicidal/jellies 

9. Withdrawal                          10. LAM (breastfeeding)  

11. Rhythm method                   12. Other (specify): ...................................................... 

(* Note: after answering this question, skip to question 53). 

Contraceptive Use  

41. Are you currently using any contraceptives?   1. Yes                  2. No           ➔Skip to 

Question 55 

42. What is the contraceptive method that you currently use?  

1. Oral pill                                2. Intrauterine device (IUD) 

3. Injections                              4. Female sterilization 

5. Skin patch                            6. The cap or diaphragm 

7. Condom                               8. Spermicidal/jellies 

9. Withdrawal                         10. LAM (breastfeeding) 

11. Rhythm method                  12. Other (specify): ....................................................... 

 

43. Did you have any health problem(s) resulting from the contraceptive that you are 

currently using?    

1. Yes                                               2. No          ➔Skip to Question 45 

44. Specify the nature of problem(s): .................................................................................. 
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45. What is the MAIN reason for using this contraceptive method? 

 ...................................................................................................................................... 

46. Did you get the contraceptives that you are currently using from the maternal and 

child health centers?  1. Yes         ➔Skip to Question 49         2. No                

47. Where did you get your current contraceptive? 

 ...................................................................................................................................... 

48. What are the main barriers constraining you from getting contraceptives from the 

maternal and child health centers.....................................................................................  

(* Note: after answering this question, skip to question 52). 

49. Did you pay for the contraceptives that you obtained from the maternal and child 

health centers?    

1. Yes                    2. No           ➔Skip to Question 52                

50. How much did you pay?.................................................................................................. 

51. How you consider the cost of the contraceptives that you obtained from the maternal 

and child health centers?   1. High            2. Average                 3. Low              

52. Who has the most influence on the decision to use the contraceptive methods that you 

are currently using? 

1. Your husband decides 

2. Your husband has a strong influence 

3. Your husband and you have an equal influence on the decision 

4. You have a stronger influence on the decision than your husband 

5. You decide yourself without his input 

6. Do not know 

53. During the last 12 months, did you find the contraceptive method that is suitable for 

you to be available at the maternal and child health centers?                                                        

1. Yes           ➔Skip to Question 56       2. Sometimes           ➔Skip to Question 56       

3. No                              

54. During the last 12 months, if you didn’t find the contraceptive method that you 

usually use, did you find a suitable alternative available at the maternal and child 

health centers?   

1. Yes                            2. Sometimes                       3. No                              

 (* Note: After answering this question, skip to question 56) 

55. What is the MAIN reason for NOT using contraceptives? ............................................ 

 

Husband-wife communication 

56. Have you ever discussed family size with your husband?  

1. Yes                2.No            

57. Do you discuss using a particular method of contraceptives with your husband?                                       

1. Yes                 2. No               

58. Does your husband agree with the use of contraceptives to postpone pregnancy (birth 

spacing)? 

      1. Yes               2. To some extent                3. No               4. Do not know 
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59. Does your husband agree with the use of contraceptives to prevent pregnancy (birth 

limiting)?     

1. Yes               2. To some extent                3. No                 4. Do not know 

60. Do you know, what is the method of contraception that your husband prefers the 

MOST to use as a family planning method? .................................................................. 

61. Do you know, what is the method of contraception that your husband prefers the 

LEAST to use as a family planning method? ................................................................. 

Familial/ Social Pressures 

62. Did you face any pressure to have more children (or pressure to be pregnant if you 

have not given a birth yet) by your husband?    

1. Yes            2. To some extent                 3. No                               

63. Did you face any pressure to have more children (or pressure to be pregnant if you 

have not given a birth yet) by your husband’s family?  

 1. Yes           2. To some extent                3. No                     

64. Do you think that cultural norms have a role in the number of children that you would 

like to have?      1. Yes                 2. To some extent                  3. No                    

Future plans 

65.  Do you have the intention to use contraceptives in the next 12 months (or after 

delivery if you are currently pregnant)? 

1. Yes                 2. No            ➔Skip to Question 67                                                                  

3. Do not know         ➔Skip to Question 67        

66. Do you think that you have the ability to commit to continue using contraceptives in 

the next 12 months?  1. Yes               2. To some extent               3. No                   

4. Do not know 

67. Do you plan to have more children in the future? 

1. Yes               2. No         ➔ Skip to Question 69                                                                  

3. Not sure          ➔ Skip to Question 69 

68. When do you plan to have the next child?          1. Within a year               

2. After a year to 3 years             3. More than 3 years                 4. Do not know         

(* Note: After answering this question, skip to question 70) 

69. What is the reason(s) that you do not plan to have more children in the future or are 

not sure? (you can select more than one choice, if any) 

1. You find that the number of children you currently have is enough 

2. Your financial circumstances are difficult and rearing children is expensive 

3. You want to provide the current children a good quality of life 

4. Your health status does not allow you to have more children 

5. Your husband does not want more children 

6. You depend on GOD for this issue  

7. Other (specify): ................................................................................................................. 
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Knowledge-related variables  

70. In general, do you know the nature of healthcare services are provided at maternal 

and child health centers?    1. Yes                           2. To some extent                                               

3. No          ➔ Skip to Question 72    

71. Which of the following healthcare services do you know are provided at maternal and 

child health centers?  

Health services Yes No 

1. Antenatal care services   

2. Delivery services   

3. Postnatal care services   

4. Family planning   

5. Vaccination of children   

6. Child growth follow-up   

7. Infertility counseling   

8. Nutrition counseling   

9. Rehydration for diarrhea   

10. Treatment of incomplete miscarriage   

11. Treatment of children’s illness   

12. Treatment of women’s illness   

13. Other (specify): 

 

72. Which of the following family planning methods have you heard about?  

Method Yes No 

1. Oral pill    

2. Intrauterine device (IUD)    

3. Injections   

Female sterilization4.    

5. The cap or diaphragm   

6. Skin patch   

7. Condom   

8. Spermicidal/jellies   

ithdrawal9. W   

10. Lactational amenorrhea method (breastfeeding)   

11. Rhythm method   

12. Other (specify):  

 

 NOTE: if the woman does not know any kind of contraceptives, skip to question 74  
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73. What is your “ACTUAL” source of information regarding contraceptives?  (you can 

select more than one choice, if any) 

      1. Husband                  2. Mass media (Television, radio, etc)            3. Friends               

      4. Educational institutions (e.g. school, university, etc)               

      5. Books/magazines              6. Family members             

      7. Healthcare providers (e.g. doctor, nurse, midwives, etc)  

       8. Information from healthcare institutions, such as posters, brochures, etc             

       9. Colleagues at work              10. Internet              11. Other (specify): ........................ 

 

74. If you want to get more information about contraceptives, what is your 

“PREFERRED” source of information?   

1. Husband              2. Mass media (Television, radio, etc)             3. Friends               

4. Educational institutions (e.g. school, university, etc)               

5. Books/magazines                 6. Family members             

7. Healthcare providers (e.g. doctor, nurse, midwives, etc)  

8. Information from healthcare institutions, such as posters, brochures, etc             

9. Colleagues at work              10. Internet              11. Other (specify): ........................ 

 

75. According to your opinion, which of the following media can be the BEST source of 

information to you about contraceptives?   1. Television              2. Radio                                      

3. Lectures and/or seminar          4. Newspapers or magazines               

5. Brochures and/or posters                 6. Internet                 

7. Others (specify): .......................................................................................................... 

Religious beliefs concerning contraceptive use 

76. What do you think is the stance of your religion towards use of family planning 

methods?  

1. Halal               2. Haram                 3. Makrooh                4. Do not know   

 

77. What do you think is the stance of your religion towards use of the following family 

planning methods?  

Method Halal Haram Makrooh Do not know 

1. Oral pill      

2. Intrauterine device (IUD)      

3. Injections     

Female sterilization4.      

5. The cap or diaphragm     

6. Skin patch     

7. Condom     

8. Spermicidal/jellies     

ithdrawal9. W     

10. Lactational amenorrhea method 

(Breastfeeding) 

    

11. Rhythm method     
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78. What do you think is the stance of your religion towards using family planning 

methods for the following purposes?  

 

Attitudes toward family planning-related issues  

79. Do you think that there are potential side effects of using modern contraceptives 

(modern contraceptives are the contraceptives that are not traditional methods such as 

breastfeeding, the rhythm method, and withdrawal)?   1. Yes                   

 2. No         ➔Skip to Question 81      3. Do not know              ➔Skip to Question 81 

80. According to your opinion, what are the general side effect(s) of using any of the 

modern contraceptives?....................................................................................................... 

81. Do you think that increasing the number of children affects the quality of healthcare 

provided to them?  

      1. Yes             2. To some extent                  3. No                  4. Do not know           

82. Compared with small families (less than 3 children), do you think that large families 

are?  1. Less happy                2. The same                    3. Happier                      

4. Do not know           

83. Do you think that the presence of male children in your family is?                                          

1. Very important            2. Somewhat important              3. Of low importance 

84. Do you agree with the use of contraceptives to postpone pregnancy (birth spacing)?    

1. Yes                  2. To some extent                3. No                       

85. Do you agree with the use of contraceptives to prevent pregnancy (birth limiting)?  

1. Yes                   2. To some extent                3. No                      

86. According to your opinion, what is the contraceptive method you prefer to use the 

MOST?............................................................................................................................ 

87. According to your opinion, what is the MOST effective contraceptive method to 

prevent pregnancy? ......................................................................................................... 

88. According to your opinion, what does birth spacing mean? 

1. Using contraceptives                    2. Planning for pregnancies              

3. Preventing pregnancies            4. Delivering a small number of children                                         

5. Others (specify): ............................................................................................................. 

89. According to your opinion, what does birth limiting mean? 

1. Using contraceptives                    2. Planning for pregnancies              

3. Preventing pregnancies                4. Delivering a small number of children                                         

5. Others (specify): ............................................................................................................. 

 

 

 

Purpose Halal Haram Makrooh Do not know 

1. Birth spacing     

2. Birth limiting     


