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Abstract
Background
Family planning involves the use of traditional or modern methods to prevent maternal and infant mortality associated with unintended pregnancies and negative economic outcomes. In sub-Saharan Africa, the unmet need for modern family planning is approximately 66%. However, information on factors affecting utilization of female family planning commodities is limited. Therefore, this research was conducted to bridge this gap.

Methods
Health facility-based descriptive cross-sectional research design was conducted and involved the public health facilities offering family planning, targeting respondents who handle the commodities and service providers themselves. A semi-structured questionnaire was used to collect data about availability of the commodities, knowledge of service providers and barriers affecting provision of the service. Data were coded and analyzed via Microsoft Excel 2019 and SPSS version 20.

Results
The study showed that shorter term methods were more readily available, 60–75% than the long-term methods, 20–60%. Approximately 60% of the service providers did not comprehensively utilize the recommended World Health Organization Medicine Eligibility Criteria (WHO MEC) during service provision. Stock outs, myths and misconceptions, male interference and culture were the major barriers identified.

Conclusion
Provision of family planning commodities in public health facilities in Kajiado county is affected by stock levels at the national program, and provider knowledge on WHO MEC. The key factors affecting provision of family planning were stock outs, myths and misconceptions on the contraceptives, inadequate male involvement and inadequate community engagement on potential benefits of the service. These challenges need to be part of the solutions to bridging the gap identified.
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Background
Family planning involves the use of traditional or modern methods. Modern methods incorporate the use of short or long-term methods, depending on the classification by a program or country, whose length of preventing or delaying a pregnancy is measured in time [1]. Effective use of modern family planning methods saves lives through prevention of maternal and infant mortality associated with unintended pregnancies [2]. It also fosters better economic growth and reduces the dependency ratio of a country’s population [3].
Globally, utilization of modern family planning methods increased from 42 to 49%, after the International Conference on Population and Development at Cairo, Egypt in 1994, with varying fertility rates within and across regions [3]. High-income countries have the lowest fertility rates, while low-income countries like those in sub-Saharan Africa have the highest fertility rates [4].
In sub-Saharan Africa, the unmet need for modern family planning is approximately 66%, and affects the slow reduction in fertility rates compared to other regions [5]. Other factors such as socio-demographic characteristics, structure of the health systems, fear of side effects, education levels and other barriers, contribute further to the limited access as a challenge to provision of family planning methods in the region [6].
In East Africa, the contraceptive prevalence rate varies across countries, with Rwanda having 64% of married women utilizing any method [7] within a span of 10 years. The change was less drastic in Uganda at 30% [8] and Tanzania at 32% [9], having stagnated in the early twenty-first century [10]. A study conducted in South Sudan, placed the number of women on any form of contraceptive method at 4.7% [11]. However, in Burundi contraceptive prevalence as at 2017 was at 23.8% [12]. Despite Kenya having had contraceptive prevalence of 58%, this change was more gradual between 1993 and 2014 [13].
The most recent demographic health survey in Kenya of 2014/15, reported that the contraceptive prevalence rate was at 58% [14]. Inadequacy in resource allocation, forecasting, provision of long-term or permanent methods and weak inventory management practices, are among the major concerns in utilization of family planning commodities within the country [15]. The national family planning program carries out annual forecasts for the required supplies through its partners and utilizes data reported from the counties in conducting the process [16]. A recent assessment conducted in 2015, showed that delayed replenishment of commodities was the main cause for the stock outs, followed by inadequacy of trained staff that contributed to low service availability [17]. In Kenya, national referral hospitals, county and private health facilities serve as the service delivery points where family planning services are offered alongside inventory management of the accompanying supplies.
In Kajiado county, the current contraceptive prevalence rate is at of 45.2% [14] against the national rate of 58%. Low contraceptive prevalence rate (CPR) translates to unmet need with the potential of increasing maternal, infant and child mortality rates, reduced quality of lives for mothers, increase in teenage pregnancies and slow economic development [18]. A study conducted in East and Southern Africa concluded that stock outs of family planning methods in public sector may lead to further challenges of inaccessibility by clients especially where the alternative is seeking them in the private sector where affordability becomes a compounding challenge [19].
Information on factors affecting provision of female family planning commodities in public health facilities at counties within Kenya is limited. Therefore, this research was conducted to identify factors affecting provision of female family planning commodities.
Methods
Study area and period
Data were collected from October to December 2021 within selected public health facilities in Kajiado county, located in the southern part of Kenya. It covers an area of approximately 21,900 km2. Administratively, it is subdivided into 5 sub counties with an approximate population of 1,117,840 people as per the 2019 census and a total of 110 public facilities offering family planning services.
Sampling design
The study adopted a descriptive cross-sectional design using semi-structured questionnaires to capture the required data.
Study population and sampling
The study population comprised 86 health care workers responsible for family planning commodities in the pharmacy and 85 family planning service providers. The sample size was 86 facilities which were obtained using Yamane’s formula that provides a 95% confidence interval. These facilities were stratified as per the Kenya essential package of health (KEPH). They included dispensaries, health centers, sub county hospitals and referral hospitals. For the female family planning commodities, six products were assessed in each health facility; combined oral contraceptive pills (COCs), progestin only pills (POPs), deoxy medroxyprogesterone acetate (DMPA) injection, etonogestrel implants, levonorgestrel implants and intra-uterine contraceptive devices (IUCDs). All the hospitals were sampled, due to the few numbers in that KEPH level. For the health centers and dispensaries, systematic sampling was done guided by proportions in each tier.
Data collection tools
Semi-structured questionnaire was used to collect the data. It had several variables categorized as biodata, types of health commodities and duration of stock outs. To assess knowledge, the WHO MEC was used to assess the key steps of family planning provision which also incorporated any challenges that they may be facing as well. The questionnaire was pre-tested and validated to check for reliability before conducting the actual data collection.
Data collection procedures
Research assistants were trained on how to how to ask questions and fill the questionnaire. This was followed by pre-testing of the tool where respondents from nine facilities drawn from the pharmacy, and family planning clinics were involved. Adjustments were done on the questionnaire to make it more comprehensive. The principal investigator printed the revised questionnaire and sent it to the consenting respondents who filled it as appropriate. A physical site visit was then conducted by the researcher and assistants, to access the bin cards for purposes of assessing the stock status and getting the challenges faced during service provision by the respondents. The filled questionnaires were collected concurrently for further processing.
Data management, analysis and quality assurance
Quantitative data were entered, cleaned, and coded using Microsoft excel 2019 prior to the analysis. Descriptive statistics were used to analyze data and data were presented using frequency and percentage using the SPSS version 20.
Results
Socio-demographic characteristics of the study respondents
The family planning commodities were being handled by different cadres of health care providers (Table 1). Majority were nurses 57 (67.86%), who were performing additional duties, while pharmacists/pharmaceutical technologists and clinical officers were the least. Around half of the participants were male 47 (55.95%) and the majority of the participants 65 (77.38%) had a diploma.Table 1Demographic characteristics of health workers family planning commodities


	Characteristic
	Variable
	Number
	Percentage

	Job title
	Pharmacist/Pharm tech
	14
	16.67

	Nurse
	57
	67.86

	Clinical officer
	12
	14.29

	Other
	1
	1.19

	Gender
	Male
	47
	55.95

	Female
	37
	44.05

	Age
	20–29
	19
	22.62

	30–39
	48
	57.14

	40–49
	17
	20.24

	Level of Education
	Post graduate
	3
	3.57

	Degree
	5
	5.95

	Diploma
	65
	77.38

	Certificate
	11
	13.10

	Department
	Pharmacy
	15
	17.86

	Stores
	2
	2.38

	Other
	67
	79.76




Availability of female family planning commodities
The products that were readily available are shown in Fig. 1. The stock out period was longer for the implants, up to 57% followed by POPs with 32%, IUCDs up to 30%, while the DMPA had 23% compared to COCs which had 17% stock out within 30 days.[image: ]
Fig. 1Stock status of female planning commodities. COCs  combined oral contraceptives, POPs  progestin only pills, DMPA deoxy medroxy progesterone acetate, IUCDs intra-uterine contraceptive devices


Knowledge of staff on rational provision of female planning commodities
For service provision as per WHO MEC criteria, 76.47% of respondents asked clients to mention any family planning methods they knew of as part of the process and 89.41% gave a return date. However, only 56.47% informed their clients on any other modern FP methods they may not know of, while 57.65% went further into educating clients on advantages, disadvantages and any side effects of the informed method of choice (Table 2).Table 2Family planning services offered according to WHO MEC


	Type of service provided
	n (%)

	Takes client history and conducts a physical exam
	57 (67.06)

	Asks client to mention any FP methods they know
	65 (76.47)

	Informs client about any other FP methods not mentioned
	48 (56.47)

	Assists the client make an informed choice as per WHO MEC
	54 (63.53)

	Informs the client on advantages, disadvantages and any side effects
	49 (57.65)

	Counsel the client on how to administer the method
	59 (69.41)

	Give a return date
	76 (89.41)




Barriers to provision of female FP commodities
Stock outs (33%), myths and misconceptions (24%), male interference (18%) and culture (12%) were the major barriers for the provision of female family planning commodities. Figure 2 provides more details.[image: ]
Fig. 2Barriers to provision of female family planning commodities


Discussion
The purpose of this study was to find out the factors that affect provision of female family planning commodities in public health facilities in Kajiado county, Kenya.
Availability and stock out
Short-term methods were more readily available than the long-term methods. Stock outs affect the health seeking behavior of clients who may need the service and may cause missed opportunities that are due to the health system not being adequately responsive. This finding corroborates a cross country research conducted in Kenya, Tanzania, Uganda and Zambia [19]. Stock outs may lead to clients seeking services in private sector where cost may be another challenge. An assessment conducted in ten African countries also demonstrated the varying availability of some methods for contraception [8]. Stock outs of supportive equipment and other logistical supplies may affect the quality-of-service provision. It is therefore important to have all requisite supplies required to offer the family planning services in totality.
Knowledge of service providers
Improvised forms of service provision or even turning away clients may be a consequence of inadequacy in skills [20]. Provider knowledge may also influence the family planning method which a client will receive. In this study, almost half of the respondents did not inform clients of methods they may not be aware of or even the benefits or risks of the method they chose after being informed. This in itself is a gap, because clients are limited in making informed decisions as part of the counselling offered to assist in selecting an appropriate method. In relation to this, provider imposed bias may be beyond medical reasons and more geared towards personal and self-imposed purposes [21]. The findings of this study may be of significance in that, the providers may be a hindrance to the clients in ensuring they get the best quality care that is of benefit to them. Additionally, compromising the quality in turn may be of a disadvantage to the clients as evidenced in another study [22].
Barriers to provision of family planning commodities
In addition to stock outs, myths and misconceptions, male interference and culture were found to be other contributing factors affecting provision and subsequent utilization of family planning commodities. In Nigeria [18] a study revealed the influence of spousal approval in seeking family planning by the women interviewed. Even though this study did not interview the clients, service providers working especially in rural areas reported this to be a major contributing factor to women seeking the service. This also led to women discreetly seeking the short-term injectable method, as a way of hiding it from their non-consenting spouses or community, for fear of being shunned away if discovered. This behavior was also tied to the cultural beliefs that modern family planning methods could lead to infertility. A study conducted in Kenya [23] also agreed with such findings and went further to state that, family planning was a way of allowing women to become promiscuous and may lead to side effects contributing to infertility.
Limitations of the study
The target population was derived from the public sector. There are other sector players offering family planning, including the private for profit, not for profit and faith-based organizations. These players conduct joint community outreaches and have their own complementary supply chain that may give a different picture when investigated.
The cross-sectional research design also provided a snapshot of the situation which may not be the case if conducted at a different point in time. Lastly, the study focused on the service provider and did not include the women of reproductive age who seek the commodities and service. Future studies that target clients are encouraged.
Conclusion
The current study aimed to determine factors that affect provision of female family planning commodities in public health facilities in Kajiado county, Kenya. The findings revealed that provision of family planning commodities in public health facilities in Kajiado county is affected by stock levels at the national program and provider knowledge/skills gaps in provision of modern methods. The key challenges are stock outs, myths and misconceptions on the various methods, inadequate male involvement and inadequate community engagement on potential benefits of the service.
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