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ceptives relied on the pill and injectables
(Table 1). This pattern persists by age and
parity (not shown), with two exceptions:
Female sterilization is the leading mod-
ern method among women aged 40 and
older, and condoms are the most impor-
tant method among women with no chil-
dren. For unmarried, sexually active
women, the pill and condoms are the two
most important methods.

To what extent are contraceptive meth-
ods available in public facilities? In both
urban and rural areas, supply methods
(the pill, injectables, condoms and foam-
ing tablets) tend to be widely available in
all three types of facilities (Table 2), while
the IUD is available in most hospitals and
in about two-thirds of health centers. Im-
plants and both female and male steril-
ization are also predominantly available
only in hospital settings. Because of the
low availability of implants, diaphragms,
and female and male sterilization, we
focus our attention in this article on the re-
maining supply and clinical methods.

Utilization of supply methods requires

ited if only specialists are deemed appro-
priate to provide services. 

Provider bias includes the practice of fa-
voring some methods and discouraging
others in the absence of a sound medical
rationale, as well as failing to ascertain and
consider the preferences of the client. Reg-
ulatory restrictions may be based on reli-
gious controls, health concerns or the gov-
ernment’s failure to approve a particular
contraceptive. 

The data available for this article per-
mit us to examine four of these six types
of barriers: They do not provide adequate
information to examine contraindication
barriers and regulation barriers. Howev-
er, given that Tanzania adopted national
guidelines and standards in 1994, the re-
maining regulatory barriers are few. 

The research described here has two
limitations. First, we could only study the
government facility of each type that was
closest to the communities sampled in the
DHS; in some instances, these may not re-
flect the full set of government service de-
livery alternatives, nor whether women
actually visit these facilities. Second, we
cannot assess the influence of provider
barriers on contraceptive behavior. While
provider barriers are likely to affect both
the adoption of contraceptive methods
and the mix of methods used, particular-
ly among adolescents, estimating the mag-
nitude of these relationships is beyond the
scope of our study. 

Background Data
In 1996, the total fertility rate in Tanzania
was 5.8 lifetime births per woman, down
from nearly 6.3 in 1991–1992. Eight per-
cent of rural and 24% of urban women of
reproductive age were using a modern
method in that year. In general, about 75%
of married women using modern contra-

women to return to the facility every 1–3
months, either to replenish their supply
or to receive another injection. True avail-
ability of these methods depends on
whether supplies are in stock, whether
providers are trained to provide family
planning services and whether the facili-
ties have certain types of equipment.
Among facilities that offer the pill, in-
jectables and IUDs, availability in the last
month was high: Only about 15% of fa-
cilities reported stock-outs of the pill, and
18% reported stock-outs of injectables
(Table 3, page 16).* For the pill, there were
no differences in availability by type of fa-
cility. For injectables, dispensaries were
slightly more likely to report a stock-out
than were health centers and hospitals.
Stock-outs were rare among the few fa-
cilities that provide the IUD; such stock-
outs were most common in dispensaries.

According to information gathered in the
facility interview, among hospitals with each
type of provider, the majority of providers
were trained in family planning provision
(Table 3). Medical assistants working in hos-
pitals, however, were less likely to be trained
than were all other providers. This does not
represent a large barrier to family planning
availability, since medical assistants are the
least common type of provider in hospital
settings (Table 4, page 16).

In health centers and dispensaries, the
level of training demonstrates important
barriers to access to family planning. For
example, in dispensaries and health cen-
ters, maternal and child health aides are
the most common type of provider (Table
4), but 30% have not received specific fam-

Table 1. Among currently married women, percentage who are currently using a modern method
and percentage distribution of current users, by type of method, according to age-group; and
among sexually active unmarried women, percentage who are currently using a modern method
and percentage distribution of current users, by type of method, Tanzania, 1996

Marital status % using % distribution
and age-group modern methods

Pill IUD Injectables Condom Sterilization Total

Currently married
Total 13.3 41.4 4.5 33.8 6.0 14.3 100.0
15–19 4.4 50.0 11.4 18.2 15.9 4.5 100.0
20–24 12.6 54.8 3.2 31.7 9.5 0.8 100.0
25–29 14.4 55.6 2.1 31.9 9.0 1.4 100.0
30–34 13.9 43.9 8.6 38.1 2.2 7.2 100.0
35–39 15.8 27.2 5.7 41.8 4.4 20.9 100.0
40–44 16.9 20.7 2.4 30.2 4.7 42.0 100.0
45–49 9.3 16.1 3.2 24.7 0.0 55.9 100.0

Sexually active unmarried
Total 21.4 44.8 4.7 17.9 29.7 2.8 100.0

Source: reference 3.

Table 2. Percentage of government health facilities offering a family planning method, by method,
according to urban-rural status and type of facility

Method Urban Rural

Total Hospital Health Dispensary Total Hospital Health Dispensary
center center

(N=123) (N=36) (N=37) (N=50) (N=238) (N=24) (N=75) (N=139)

Pill 98.4 94.4 100.0 100.0 100.0 100.0 100.0 100.0
Injectable 98.4 94.4 100.0 100.0 99.2 100.0 100.0 98.6
Implant 10.7 37.1 0.0 0.0 3.8 25.0 2.7 0.7
IUD 65.9 94.4 70.3 42.0 36.6 91.7 65.3 11.5
Condom 97.6 94.4 100.0 98.0 99.2 100.0 100.0 98.6
Foaming tablet 83.7 94.4 83.8 76.0 63.7 91.7 73.3 53.6
Diaphragm 14.6 27.8 10.8 8.0 3.8 8.3 2.7 3.7
Sterilization

Female 26.0 86.1 2.7 0.0 9.8 75.0 6.7 0.0
Male 12.5 42.9 0.0 0.0 4.7 37.5 2.7 0.0

Natural family
planning 67.2 80.0 64.9 60.0 59.7 79.2 71.6 49.6

*These findings should be interpreted cautiously. While
the depletion of supplies may be a result of inefficiency
within the government sector, a facility may also expe-
rience stock-outs because demand is high. Sorting out
the reasons for the frequency of facility stock-outs is be-
yond the scope of this analysis.


