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17 Immunodeficiency Virus, PLWHIV: People living with Human Immune Deficiency Virus, STI: 

18 Sexually Transmitted Infection, WHO: World Health Organization, WLHIV: Women living with 

19 Human Immune Deficiency Virus

20 Abstract

21 Background: Dual protection is an important preventive approach that prevents both unwanted 

22 pregnancy and sexually transmitted infections. It allows Human Immunodeficiency Virus-

23 positive women to avoid unintended pregnancy to reduce vertical HIV transmission, as well as 

24 morbidity and mortality among mothers and children. Data regarding dual contraceptive 

25 utilization are limited. This study aimed to assess the utilization of dual contraceptive methods 

26 and associated factors among reproductive-age women at the ART clinic in Lideta Sub-City, 

27 Addis Ababa, Ethiopia, in 2025. Methods: A health center-based cross-sectional study design 

28 was employed to collect data from 398 study participants selected through a systematic random 

29 sampling technique in eight health centers of Lideta Sub-City from March 7 to April 7, 2025. 

30 Binary logistic regression was performed to identify factors associated with dual contraceptive 

31 utilization. Adjusted odds ratios with 95% confidence intervals and p-values < 0.05 were used to 

32 determine the association between the dual contraceptive utilization and the independent 

33 variables. Results: The overall magnitude of dual contraceptive method utilization was 43.2% 

34 (95% CI: 38.3%, 48%). Receiving counseling by healthcare providers (AOR=6.25, 95% CI: 

35 (1.99, 19.58)), having no desire to have a child (AOR=6.4, 95% CI: (3.24, 12.63)), disclosing 

36 HIV status (AOR=4.68, 95% CI: (2.60, 8.43)), and having an open discussion with their partners 

37 (AOR=4.3, 95% CI: (1.51, 12.26)) were the factors significantly associated with dual 

38 contraceptive utilization. Conclusions: Dual contraceptive utilization is low compared to the 
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39 targets set by the World Health Organization and the Ministry of Health. Counseling by a health 

40 care provider, disclosure of HIV status, desire to have a child, and open partner discussion were 

41 the factors associated with dual contraceptive utilization. Hence, educating and empowering 

42 HIV-positive individuals regarding their reproductive health choices.

43 Keywords: Dual contraceptive, Anti-Retroviral Therapy, reproductive age, Lideta, Addis Ababa

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted August 8, 2025. ; https://doi.org/10.1101/2025.08.05.25333092doi: medRxiv preprint 

https://doi.org/10.1101/2025.08.05.25333092
http://creativecommons.org/licenses/by/4.0/


1 | P a g e

44 Introduction

45 Unintended pregnancy, contraction of new strains of HIV, and pediatric HIV have become 

46 challenging issues (1). The consistent and correct use of contraception has far-reaching benefits, 

47 including the reduction of pregnancy-related morbidity and mortality, termination of 

48 pregnancies, improvement of educational opportunities, and empowerment of women (2, 3).

49 In Sub-Saharan Africa, increasing the contraceptive prevalence rate (CPR) has been estimated to 

50 reduce the proportion of infants infected with HIV by 35–55% through reduction in primary HIV 

51 infection and unintended pregnancies in HIV infected women (4). Reports from the United 

52 Nations show that contraceptive use has increased globally, as 64% of almost all married women 

53 in the regions of the world use a method, compared with Africa, which has 33% and Nigeria at 

54 less than 20% practice rate (5).

55 The World Health Organization (WHO) recommends that women living with HIV use dual 

56 protection (6, 7). No single type of contraceptive method is effective at preventing both 

57 unintended pregnancies and STIs/HIV at the same time. Thus, dual-contraceptive utilization is 

58 the most effective strategy to prevent both unwanted pregnancies and STIs/HIV simultaneously 

59 (4, 8, 9). Dual contraceptive utilization is the utilization of barrier contraceptives (i.e., Condoms), 

60 associated with another modern contraceptive method (oral contraceptive pills, Jadelle, Depo 

61 Provera, Intra-uterine device) (10, 11).   

62 One of the pillars of the World Health Organization (WHO) global effort to prevent Mother to 

63 Child Transmission of HIV (MTCT) was the prevention of unwanted pregnancy in HIV infected 

64 women (12, 13). To avoid unintended pregnancy and vertical transmission of HIV from mothers 

65 to children, dual contraceptive utilization was taken as a better strategy (10).
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66 Dual protection is recommended for all clients on ART to ensure effective and appropriate 

67 contraception, as it can prevent both unwanted pregnancy and sexually transmitted 

68 infections/HIV (14, 15). Additionally, it can reduce vertical HIV transmission and morbidity and 

69 mortality among mothers and children (1).

70 In 2019, the modern contraceptive prevalence rate of women globally was 91.3% and the low 

71 rates were observed in low and middle-income countries (LMICs) as compared to the developed 

72 countries (16). Worldwide, HIV is the leading cause of death for women of childbearing age, and 

73 up to 64% of all pregnancies are unintended (17).  Studies showed that more than 2 million 

74 women living with HIV become pregnant every year due to low dual contraceptive method 

75 utilization and unsafe sexual practices (1, 10).

76 Around 90% of HIV infections in children were attributable to Mother to Child Transmission 

77 (MTCT) (18). Human Immunodeficiency Virus continues to have disastrous medical, economic, 

78 social, and physical impacts on individuals, their communities, and the nations of the world (10). 

79 According to data from the global burden of disease study, 5–25% of pregnancy-related deaths 

80 globally were due to HIV/AIDS (19). According to the World Health Organization (WHO) 

81 report, 21.3% of new pediatric HIV infections are caused by unintended pregnancy among HIV 

82 seropositive women (1). More than half of unintended pregnancies among adolescent mothers 

83 ended with unsafe abortion (10, 20).  

84 Even though contraceptives have significant importance in reducing HIV transmission and 

85 unwanted pregnancies, their use remains low in sub-Saharan Africa (19). The magnitude of dual 

86 contraceptive use among HIV-positive women in Cameroon was 33.3% (15). The median 

87 contraceptive prevalence among women of reproductive age in sub-Saharan Africa was 28.8% 
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88 (19). In Sub-Saharan Africa (SSA), a region where reproductive-age women account for the 

89 majority of people living with HIV, unintended pregnancies were estimated to account for 14-58 

90 % of all pregnancies (17). The prevalence of unintended pregnancy among HIV-positive women 

91 in Uganda was 41.1% (21).

92 Utilization of dual contraceptives is low in many developing countries, including Ethiopia (22, 

93 23). Across different studies, dual contraceptive utilization among HIV-positive women of 

94 reproductive age ranges from 19% to 59.5% (10, 14, 22). According to 2016 Ethiopian 

95 Demographic and Health Survey (EDHS), 8% of pregnancies in Ethiopia were not wanted, and 

96 17% of pregnancies were mistimed (10, 24). The pooled prevalence of dual contraception use in 

97 Ethiopia was 34.08% (25). More than 90% of pediatric AIDS cases are caused by vertical 

98 transmission from mother to child, which also accounts for the majority of heterosexual 

99 transmission in Ethiopia (26). The major consequences of family planning failure are increasing 

100 new pediatric HIV infection, orphan children, and unwanted pregnancy among these populations 

101 (14).

102 The magnitude of dual contraceptive methods utilization and its determinant factors have not 

103 been well understood in resource-limited areas like Ethiopia, specifically in the study area. There 

104 were many factors responsible for dual contraceptive utilization for WLHIV that need to be 

105 identified by researchers, and these factors differ from facility to facility.

106 Despite the recognized benefits of dual contraception in preventing unintended pregnancies and 

107 improving adherence to ART among HIV-positive women, its utilization remains suboptimal. A 

108 significant knowledge gap exists regarding dual contraceptive utilization and the factors 

109 associated with its adoption among this vulnerable population.  Furthermore, limited evidence is 
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110 available on the specific barriers and facilitators influencing women's decisions to utilize dual 

111 contraceptive methods, hindering the development of targeted interventions to promote their 

112 uptake. This study aims to address this gap by investigating dual contraceptive utilization and 

113 identifying the associated factors among HIV-positive women in Health Centers of Lideta Sub-

114 city, Addis Ababa, Ethiopia, 2025, with the ultimate goal of informing strategies to improve 

115 reproductive health outcomes and reduce HIV transmission.

116

117 Materials and methods

118 Study area and period

119 The study was conducted in health centers found in Lideta Sub-city, Addis Ababa, Ethiopia, 

120 from March 7 to April 7, 2025. Addis Ababa covers an estimated area of 174.4 square kilometers 

121 and has an estimated density of 5,535.8 people per square kilometer (27). Based on the United 

122 Nations World Urbanization Prospects, the estimated total population projection of Addis Ababa 

123 in 2024 was 5,703,630 (28). 

124 Lideta Sub-city has eight health centers and two Hospitals, namely, Balcha Hospital and Police 

125 Hospital. In addition, the sub-city has private hospitals and clinics. Private hospitals are Legar 

126 Hospital and Amin General Hospital. Private clinics are Tesfa Kokeb, Abinet Clinic, Atlas 

127 Clinic, and Connel Medium Clinic. Health centers in the Lideta Sub-City give preventive and 

128 curative services to the population of the catchment area.
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129 Study design and Population 

130 A health Center-based cross-sectional study design was employed. All reproductive age women 

131 who are on ART in Lideta sub-city, Addis Ababa, were the source population, while women of 

132 reproductive age selected using a systematic random sampling technique, who were on ART in 

133 Lideta sub-city Health Centers, Addis Ababa, Ethiopia, were the study population. A selected 

134 reproductive-age woman who was on ART was the study unit. All reproductive-age women who 

135 were on ART and available during the data collection period were included in the study. 

136 However, Women of reproductive-age on ART who were seriously ill were excluded from the 

137 study.

138 Sample size determination 

139 Sample size for the first objective 

140 Sample size was determined using the single population proportion formula and by considering 

141 the proportion of dual contraceptive use as 59.5% from the study done in West Shoa Zone on 

142 dual contraceptive and factors associated with them among women of ART users (14), and with 

143 the assumption of a 95% confidence interval and 5% margin of error. Then, by adding a non-

144 response rate of 10%, the sample size was 408. The final sample size for this study became 408.

145 Sample size for the second objective 

146 Sample size for the objective was calculated using Epiinfo version 7.2.2.6, and with the 

147 assumption of 95%confidence level, power 80%, percent of outcome among exposed and non-

148 exposed group, minimum detectable adjusted odds ratio, and non-response 10% (Table 1).

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted August 8, 2025. ; https://doi.org/10.1101/2025.08.05.25333092doi: medRxiv preprint 

https://doi.org/10.1101/2025.08.05.25333092
http://creativecommons.org/licenses/by/4.0/


6 | P a g e

149 Table 1: Sample size calculation for the second objective for the study of dual contraceptive 

150 utilization and associated factors among reproductive age group women on ART in Health 

151 Centers of Lideta Sub-city, Addis Ababa, Ethiopia, 2025

S.N Variables % in 

unexposed

% in 

exposed

AOR Rati

o

Sample 

size

10% 

NRR

Final sample 

size

Refer

ence 

1 Counseled by 

HCP about dual 

contraceptive 

2.7 10.5 6.56 1:1 190 19 209 (29) 

2 Having child 5.9 26 3.29 1:1 288 29 317 (6) 

3 Residency 10.8 21.6 3.64 1:1 148 15 163 (6)

4 Marital status 25.8 72.3 4.33 1:1 76 8 84 (26) 

152

153 After calculating the required sample size for the selected variables, the maximum sample size 

154 was considered by computing the sample for both objectives. Accordingly, by comparing the 

155 sample size for both objectives, the maximum sample size that was used for this study was 408, 

156 from the first objective.

157 Sampling technique and sampling procedure

158 There are eight governmental health centers in the Lideta Sub-city, Addis Ababa, Ethiopia. For 

159 this study, all eight health centers were included. The sample size for each health center was 

160 proportionally allocated based on the client flow in each health center. First, the total number of 

161 reproductive age group women data of each health center reviewed and the data revealed that: 

162 Hidase Fire Health Center 30, Dagim Hidase Health Center 74, Tekle Haymanot Health Center 
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163 93, Abinet Health Center 64, Woreda 04 Health Center 38, General Jagema Kelo Health Center 

164 88, Lideta Health Center 81, and Beletshachew Health Center 48. The total number of 

165 reproductive age group women in the eight health centers was 516. While allocating the sample 

166 size for each health center proportionally, the sample size for Hidase Fire Health Center 24, 

167 Dagim Hidase Health Center 58, Tekle Haymanot Health Center 73, Abinet Health Center 50, 

168 Woreda 04 Health Center 30, General Jagema Kelo Health Center 70, Lideta Health Center 64, 

169 and Beletshachew Health Center 38. 

170 During the data collection period, study participants were chosen using a systematic random 

171 sampling technique, using the sampling interval (K) based on their ART clinic visit calculated by 

172 dividing the study population by the sample size. K=516/407=1.2≈1. Therefore, samples were 

173 chosen by adding one to the first sample until the required sample size was achieved in all 

174 selected health centers (Figure 1).

175 Figure 1: Schematic description of the sampling procedure for the study of dual contraceptive 

176 utilization and associated factors among women of reproductive age at the ART clinic in Lideta 

177 Sub-city, Addis Ababa, Ethiopia, 2025  

178

179

180

181

182

183
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184 Study variable 

185 Dependent variable 

186 Dual contraceptive utilization

187 Independent variables 

188 Socio-demographic factors:  Age, marital status, educational level, residence, occupation, 

189 average monthly income

190 Sexual and reproductive-related variables: Desire of having a child, having a child, freely 

191 discussion, post-diagnosis counseling on family planning, family support, sexual active, multiple 

192 sexual partners, partner involvement in counseling, STI, counseling by healthcare provider, 

193 duration of stay with partner, discussed with t partier their about dual contraceptive utilization, 

194 discussed with partner their about dual contraceptive utilization, informed their husband/ partner 

195 method of family planning used, discussed with health care providers

196 HIV-related variables: Disclose HIV status to their family, partner starting HAART, partner’s 

197 HIV status

198 Operational definition 
199
200 Dual Contraceptive: Utilization of any hormonal or permanent modern contraceptive method 

201 along with male or female condoms (30). 

202 Current use of the dual method: Sexually active respondents utilizing reversible or irreversible 

203 methods of contraception along with male or female condoms during sexual intercourse. 

204 Disclosure of the HIV status: Disclosing HIV-positive status to the partner and other relatives. 

 . CC-BY 4.0 International licenseIt is made available under a 
 is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity. (which was not certified by peer review)

The copyright holder for this preprint this version posted August 8, 2025. ; https://doi.org/10.1101/2025.08.05.25333092doi: medRxiv preprint 

https://doi.org/10.1101/2025.08.05.25333092
http://creativecommons.org/licenses/by/4.0/


9 | P a g e

205 Data collection tools and procedures  

206 A pretested, close-ended, interviewer-administered structured questionnaire was used for data 

207 collection. The questionnaire for the study is adapted based on the literature (10, 22).  The 

208 questionnaire was designed to address socio-demographic-related factors, sexual and 

209 reproductive-related variables, and HIV-related variables. It was translated from English to the 

210 local language, Amharic, and back-translated to English to keep internal consistency. 

211 Two days of training were given to orient data collectors and supervisors about the objectives, 

212 relevance of the study, confidentiality, the respondents' rights, informed consent, and interview 

213 techniques. Proper supervision was made on data consistency and completeness throughout the 

214 data collection process. Data were collected by three trained data collectors and two supervisors. 

215 The study populations were invited to participate voluntarily by explaining the rationale of the 

216 study at the time of data collection. Trained data collectors and supervisors were used to ask 

217 questions and a pretested questionnaire was used for the participants. 

218 Data quality assurance 
219 Before data collection: The English questionnaire was translated into the local language, 

220 Amharic, and then back into English to ensure consistency. Before data collection, the 

221 questionnaire was pretested on 5% of the total sample at Ras Emiru Health Center, Arada Sub-

222 City, to determine the response rate, clarity, sequence, and consistency of the questionnaire. The 

223 sequence of the tool was adjusted based on the results of the pretest. The data collectors were 

224 given two days of training on the study's objective, relevance, and confidentiality of information, 

225 respondents' rights, informed consent, and interview techniques. In addition, a practical interview 

226 demonstration was held in a classroom.
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227 During data collection, the data collection and interviewing mechanism was strictly supervised 

228 throughout the data collection period by the assigned supervisors and the principal investigator. 

229 The questionnaires were checked for completeness and consistency at the site of the data 

230 collection by the principal investigator.

231 During data entry and analysis, the collected data were coded and entered into EpiData 

232 software version 3.1. The quality of the data was controlled through “skipping patterns”, “must 

233 enter” and reduce transportation errors in EpiData. Finally, cleaning and analysis were performed 

234 using SPSS version 25.

235

236 Data management and analysis
237
238 The collected data were checked for completeness, coded, and entered into EpiData version 3.1, 

239 and then exported and analyzed using SPSS computer software package version 25. Data entry 

240 was made by the principal investigator. The results of the analysis are presented in the form of 

241 text, tables, figures, and summary statistics. For categorical variables, frequencies, percentages, 

242 and figures were used. To identify the factors that were associated with dual contraceptive 

243 utilization, logistic regression was carried out. Variables with a p-value < 0.25 in the bivariate 

244 analysis were candidates for multivariate analysis to control the effect of confounders. 

245 Multivariate analysis with a p value < 0.05 was used to estimate associations between dependent 

246 and independent variables.

247

248

249
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250 Ethical consideration 

251 Ethical approval was obtained from the Debre Berhan University, Department of Public Health 

252 IRB [Ref.No.: IRB 01/19/2017 E.C, Protocol number: IRB-328], Debre Berhan, Ethiopia, on 5 

253 March 2025. Written informed consent was obtained from each study participant to ensure 

254 willingness. Information about the benefits and harms of the study, the usefulness of their 

255 participation, the confidentiality of the information, and the right not to participate was given to 

256 the participants. The data collectors were given two days of training on the study's objective, 

257 relevance, and confidentiality of information, respondents' rights, informed consent, and 

258 interview techniques in order to address potential ethical vulnerabilities of patients not to feel 

259 obliged to participate in the study. 

260 Results
261

262 Socio-demographic characteristics of respondents 
263

264 A total of 398 study participants were involved, making a response rate of 97.5%. The mean age 

265 of study participants was 29.48 (± 5.9 SD) years, with a minimum of 21 and a maximum of 41 

266 years. Two hundred thirty-three (58.5%) of the respondents are married. Two hundred thirty 

267 (57.8%) of the respondents have college and higher educational levels. The mean family monthly 

268 income of the respondents was 3957 (±1507 SD) Ethiopian birr. All of the participants are urban 

269 residents (Table 2).

270

271
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272 Table 2: Socio-demographic characteristics of reproductive age group women in ART clinics of 

273 Lideta Sub-city Health Centers, Addis Ababa, Ethiopia, 2025 (n=398)

Variable Category Frequency Percent (%)

21-24 120 30.2

25 – 29 102 25.6

30- 34 73 18.3

Age in years

35-41 103 25.9

Married 233 58.5

Single 129 32.4

Divorced 17 4.3

Marital status

Widowed 19 4.8

Primary (1-8) 45 11.3

Secondary 123 30.9

Highest educational status 

College and above 230 57.8

Housewife 133 33.4

Government employee 133 33.4

Main occupations

Private business 132 33.2

≤2500 Eth. Birr 67 16.8

2501-4000 Eth. Birr 157 39.4 

4001-6500 97 24.4

Family Monthly Income 

≥6501 77 19.3

274
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275 Sexual and reproductive-related variables
276

277 Two hundred fifty (62.8%) of the respondents had one or more children. Furthermore, 261 

278 (65.6%) of the participants had a desire to have a child. All the participants are sexually active. 

279 Three hundred twenty-five (81.7%) of the respondents had received post-diagnosis counseling 

280 about contraceptives. In addition, 266 (66.8%) of the respondents had more than one sexual 

281 partner. The mean duration the participants have been with their partner/ husband was 3.58 

282 (±1.96 SD) years (Table 3).

283 Table 3: Sexual and reproductive-related variables of reproductive age women in ART clinics of 

284 Lideta Sub-city Health Centers, Addis Ababa, Ethiopia, 2025 (n=398)

Variable Category Frequency Percent (%)

Yes 250 62.8Do you have a child/ children?

No 148 37.2

Yes 233 58.5Do you have a desire to have a child?

No 165 41.5

Yes 243 61.1Do you have family support?

No 155 38.9

Yes 325 81.7Did you receive post-diagnosis counseling about 
contraceptives?

No 73 18.3

Yes 253 63.6Have been counseled by healthcare providers about 
dual contraceptive use

No 145 36.4

Yes 268 67.3Have you discussed with healthcare providers about 
dual contraceptive use?

No 130 32.7

Yes 119 32.3Have you discussed with your partner/husband about 
dual contraceptive use? (n=368)

No 249 67.7

Yes 368 92.5Do you have a sexual partner?

No 30 7.5
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Yes 165 44.8Was your partner/husband involved in post-test 
counseling? (n=368)

No 203 55.2

Yes 130 35.3Have you informed your husband/ partner about the 
family planning method to use? (n=368)

No 238 64.7

Yes 266 66.8Do you have more than one sexual partner?

No 132 33.2

Yes 260 65.3Do you have a history of STIs?

No 138 34.7

285 HIV-related variables of respondents 

286 Two hundred fifty (62.8%) of the respondents had disclosed their HIV status to their partner 

287 and/or family. Additionally, 192 (48.2%) of the respondents’ partners were reactive. The mean 

288 duration of ART follow-up of the participants was 7.89 (±2.89 SD) years (Table 4).

289 Table 4: HIV-related variables of reproductive age women in ART clinics of Lideta Sub-city 

290 Health Centers, Addis Ababa, Ethiopia, 2025 (n=398)

Variable Category Frequency Percent (%)

Yes 250 62.8Have you disclosed your HIV status to your 

partner and/or family?
No 148 37.2

Reactive 176 44.2

Non-reactive 119 29.9

What is your partner’s HIV status? (n=368)

Unknown 73 18.3

Yes 165 41.5If known and reactive, the partner starting 

HAART (n=176)
No 11 2.8
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291 Dual contraceptive method utilization among women living with 

292 HIV attending art clinic in Lideta Sub-City Health Centers

293 All of the participants had ever heard about family planning. Among those using dual 

294 contraceptives, 101 (25.4%) were using condoms with injectables, 64 (16.1%) were using 

295 condoms with implants, and 7 (1.8%) of them were using condoms with pills. The overall 

296 magnitude of dual contraceptive method utilization was 43.2% (95% CI: 38.3%, 48%) (Figure 

297 2).

298 Figure 2: Types of dual contraceptive use among dual contraceptive users in women of 

299 reproductive age at ART clinics of Lideta Sub-city Health Centers, Addis Ababa, Ethiopia, 2025 

300 (n=172)

301

302 Factors associated with dual contraceptive utilization 

303 After performing multivariable logistic regression analysis, receiving counseling by a health care 

304 provider, desire to have a child, disclosing HIV status, and open partner discussion were 

305 significantly associated with dual contraceptive utilization. In this study, participants who were 

306 counseled by healthcare providers were six times more likely to use dual contraceptives as 

307 compared to their counterparts (AOR=6.25, 95% CI: (1.99, 19.58), P-value=0.002). Similarly, 

308 participants who had no desire to have a child/children were six times more likely to use dual 

309 contraceptives as compared to their counterparts (AOR=6.4, 95% CI: (3.24, 12.63), P-

310 value=0.000).

311 Those participants who disclosed their HIV status to friends/family were 4.68 times more likely 

312 to use dual contraceptives as compared to their counterparts (AOR=4.68, 95% CI: (2.60, 8.43), 
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313 p-value=0.000). Finally, those participants who had open discussions with their partners were 

314 four times more likely to have dual contraceptive utilization as compared to their counterparts 

315 (AOR=4.3, 95% CI: (1.51, 12.26), p-value=0.06) (Table 5).

316 Table 5: Factors associated with dual contraceptive utilization among reproductive age group 

317 women in ART clinics of Lideta Sub-city Health Centers, Addis Ababa, Ethiopia, 2025 (n=398)

318

319

320
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321  

Dual contraceptive use Variable 
Yes n (%) No n (%) 

      COR
    ( 95% CI)

AOR
(95% CI) p-value 

Marital status
Married 111(27.9) 122(30.7) 1.56(1.04, 4.71) 0.79(0.16, 3.87)

 
0.767

Single 49(12.3) 80(20.1) 1.05(1.34, 3.88) 0.11(0.01, 1.07) 0.510

Divorced 5(1.5) 12(3.0) 0.71(0.08, 5.65) 2.17(0.21, 21.08) 
 

0.059

Widowed 7(8.8) 12(3.0) 1 1
Educational status 
Primary 14(3.5) 31(7.8) 1 1

Secondary 87(21.9) 36(9.0) 5.35(2.09, 8.39) 0.36(0.09, 1.38) 
 

0.136

College and above 71(17.8) 159(39.9) 0.98(0.09, 0.39) 1.38(0.49, 3.90) 0.543

Discussed with the health care provider          
Yes 133(33.4) 135(33.9) 2.30(1.47, 3.59) 1.82(0.58, 5.71) 0.303
No 39(9.8) 91(22.9) 1 1    
Have child  
Yes 117(29.4) 133(33.4) 1.49(0.98, 2.25) 0.52(0.12, 2.25) 0.378
No 55(13.8) 93(23.4) 1 1 
Counseled by a health care provider          
Yes  138(34.7) 115(28.9) 3.92(2.48, 6.19) 6.25(1.99, 19.58)** 0.002
No 34(8.5) 111(27.9) 1 1 
Desire to have a child 
Yes 91(22.9) 142(35.7) 1 1     
No 81(20.4) 84(21.1) 1.51(1.06, 2.25) 6.4(3.24, 12.63)** 0.000
Support from family 
Yes 135(33.9) 108(27.1) 3.98(2.55, 6.34) 0.48(0.18, 1.26) 0.137
No 37(9.4) 118(29.6) 1 1    
Disclose their status           
Yes 141(35.4) 109(27.4) 4.88(3.06, 7.80) 4.68(2.60, 8.43)** 0.000
No 31(7.8) 117(29.4) 1 1  
Open partner discussion  
Yes 88(22.1) 31(7.8) 6.59 (4.07, 10.68) 4.3 (1.51, 12.26)** 0.006
No 84(21.1) 195(49.0) 1 1  
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322
323

324 Discussion
325 The study showed that 43.2% (95% CI: 38.3%, 48%) of the study participants had utilized dual 

326 contraceptive methods. Counseling by a health care provider, disclosure of HIV status, desire to 

327 have a child, and open partner discussion were the factors associated with dual contraceptive 

328 utilization.

329 This magnitude is in line with a study done in the Eastern Province of Rwanda (40%) (16). The 

330 magnitude in this study is higher than a study done in Borena district public health facilities 

331 (19.4%) (22), Wolaita Zone (28.6%) (30), Finote Selam Hospital (21.8%) (6), University of 

332 Gondar Hospital (13.2%) (29), in North Shewa Zone health facilities (38.1%) (1), and in the 

333 West Shewa Zone (21.4%) (10). This discrepancy could be due to the study area between Addis 

334 Ababa and the regions, which could have contributed to access to information. In addition, it 

335 could be due to socio-demographic and cultural differences of the study populations, the 

336 presence of quality, integrated sexual and reproductive health and ART services in Addis Ababa 

337 and the regions. Moreover, the difference might be due to the study period. The magnitude in 

338 this study is lower than a study done in West Shoa zone Hospitals (59.5%) (14). This 

339 discrepancy could be due to the differences in study period and sample size.

340

341 Participants who were counseled by health care providers were six times more likely to use dual 

342 contraceptives as compared to their counterparts.  This finding is supported by studies conducted 

343 in the University of Gondar Hospital (29) and in the West Shewa Zone (10). The possible reason 

344 could be that healthcare providers offer education about the importance of using dual 
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345 contraceptives to prevent both HIV transmission and unintended pregnancies. Additionally, 

346 counseling provision empowers women to make informed decisions potentially increasing the 

347 uptake of dual methods. Counseling also offers information regarding the importance of safer 

348 sex, building self-efficacy, and negotiation skills on consistent and correct use of condoms. On 

349 the other hand, counseling and providing reproductive health interventions may have a positive 

350 influence on minimizing unmet need for dual contraceptive utilization.

351 Those participants who had no desire to have child/children were six times more likely to use 

352 dual contraceptives as compared to their counterparts. This finding is supported by studies 

353 conducted in (10, 16, 22, 30). The possible reason could be that dual contraception provides a 

354 higher level of protection against unintended pregnancy than a single method. In addition, no 

355 contraceptive method is 100% effective. Combining two methods (e.g., condoms and a hormonal 

356 method like a pill or implant) significantly reduces the risk of pregnancy compared to using just 

357 one.

358 Those participants who disclosed their HIV status to friends/family were 4.68 times more likely 

359 to use dual contraceptives as compared to their counterparts.  This finding is supported by studies 

360 conducted in North Shewa Zone health facilities (1), West Shewa Zone (10), and Wolaita Zone 

361 (30). The possible reason could be that disclosure can facilitate better communication with 

362 sexual partners about health status and contraception needs. Additionally, disclosing one’s HIV 

363 status can be an empowering act that leads to greater control over one’s sexual health decisions. 

364 Moreover, this might be because stigma/discrimination and misconception-related HIV/AIDS 

365 were reduced due to community awareness and higher partner care, which leads HIV positive 

366 women to disclose their status to their partner. Finally, disclosing HIV status also helps the 
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367 women to have a common understanding the importance of dual contraceptive utilization and 

368 helps to reach an agreement to utilize it.

369 Those participants who had open discussions with their partners were 4.3 times more likely to 

370 have dual contraceptive utilization as compared to their counterparts. This finding is supported 

371 by studies conducted in the University of Gondar Hospital (29), in the West Shewa Zone (10), in 

372 Hossana (31), and in the Wolaita Zone (30). The possible reason could be that open dialogue 

373 fosters better communication about sexual health, desires, and concerns. In addition, when 

374 partners openly discuss their health statuses, they can engage in shared decision-making 

375 regarding their sexual health. It also encourages HIV status disclosure; future fertility desires, 

376 and more importantly, helps to manage life easily. Moreover, open discussion may increase 

377 women’s freedom to negotiate with their male partner in the decision of limiting or spacing the 

378 number of births and safer sex practices. In conclusion, creating an open discussion between 

379 partners about contraceptive choice and its benefits is advantageous.  

380 Limitations of the study

381 This study has several limitations. As the study was based on a self-reported data, social 

382 desirability bias might be present. Recall bias could also be a limitation since the tool used a self-

383 reported interview. Recall bias could also be present as the tool was self-reported, and it was 

384 dependent on their memory; some recall bias might happen. As the study used a cross-sectional 

385 study design, it is difficult to relate the temporal relationship. It also has a short duration of 

386 study.
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387 Conclusions

388 In this study, dual contraceptive utilization is low compared to the targets set by the WHO and 

389 the Ministry of Health. Counseling by a health care provider, disclosure of HIV status, desire to 

390 have a child, and open partner discussion were the factors associated with dual contraceptive 

391 utilization. Healthcare professionals should play a role in educating and empowering HIV-

392 positive individuals regarding dual contraceptive utilization. Open discussions of HIV-positive 

393 clients with partners about HIV status and contraceptive use are vital for promoting dual 

394 contraceptive utilization. Effective communication fosters trust and understanding, which can 

395 lead to more responsible sexual practices among couples.

396 The healthcare systems should prioritize training for providers on effective counseling 

397 techniques that promote open dialogue about sexual health and contraceptive options. 

398 Additionally, they should create easily accessible and understandable patient education materials 

399 (brochures, videos, etc.) explaining the benefits and risks of various dual contraceptive methods.  

400 These materials should be culturally appropriate and address potential barriers to use. Moreover, 

401 they should develop strategies to actively involve partners in family planning discussions and 

402 decision-making. Finally, implementing peer support programs where women who successfully 

403 use dual methods can share their experiences and provide encouragement to others.

404 Further research is needed to explore the underlying mechanisms that facilitate these 

405 relationships. Qualitative studies that provide deeper insights into the personal experiences of 

406 HIV-positive individuals regarding counseling, partner communication, and disclosure are 

407 recommended.
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