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ABSTRACT
Introduction: Family Planning (FP) has been recognised as an important public health
intervention for reducing the reproductive health burdens occurring among women.
Timor-Leste has been reported as having the highest rate of maternal mortality (557 per
100,000 livebirths) and fertility rate (4.2 per women childbirth) among the other
Southeast Asian countries. Family planning has been justified as systems which provide
support to reproductive women or couples to achieve positive goals; to prevent
pregnancy, and the control and planning of the spacing, and number of child births. FP
initiatives are aimed at reducing poverty, improving maternal and child health, and
decreasing maternal fertility and mortality rate in Timor-Leste. However, poor use or a
lack of family planning in Timor-Leste contributes to unmet FP needs, with higher rates
of maternal mortality and fertility rate in the country, with only 24% of married women
using FP.
Aim of research: The aim of this study was to explore rural women’s knowledge,
attitude and practice in relation to utilisation of family planning in Timor-Leste.
Methodology: Using a qualitative descriptive approach, the study sought to identify the
different factors which may influence women’s perceptions and experience regarding
decision making related to family planning. The study conducted three focus group
discussions with 25 married women aged between (18 – 45 years) in rural areas of SuaiCovalima district of Timor-Leste. Their data was thematically analysed.
Finding and discussion: This study identified that there are positive perceptions in
favour of family planning use. However, there was a lack of knowledge about family
planning contraception methods. FP had not been fully understood by the women
participants and this had contributed to women and their family having
misunderstandings about side-effects and impact on infertility. Timorese culture,
specifically the patriarchal society, strongly influenced FP decision making. To help
empower women education on FP should include men so that future FP decisions are
more likely to be shared. Traditionally, Catholic teaching has not favoured modern FP.
However, the women in this study were not influence by the Church, which may have
been a particularity of this specific group of women. Health literacy was seen as central
to improving understanding of FP in terms of its benefits and side-effects. In addition,
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enhancing health providers’ access to up to date FP information and training will help
increase future family planning utilisation.
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CHAPTER 1 INTRODUCTION
Low utilisation or poor use of family planning (FP) services may impact women and
their partners from meeting their needs for family planning, preventing pregnancy and
birth spacing. This may in turn result in high fertility and increases in maternal
morbidity and mortality, which remain a priority issue in Timor-Leste (Belton,
Whittaker, & Barclay, 2009a; Bongaarts, 2014).
Timor-Leste’s fertility rate of 5.7 births per woman and a maternal death rate of 557
maternal deaths per 100,000 live births are considered the highest rates in the Southeast
Asia region (National Statistics Directorate (NSD), 2010a; Belton et al, 2009a).
Although some causal associations are difficult to ascertain, researchers have suggested
various maternal reproductive health problems, noting that higher maternal deaths stem
from women experiencing unplanned births, induced and unsafe abortions and
miscarriages (Sedgh, Singh, & Hussain, 2014).
Evidence suggests that sustained and strengthened family planning programmes in the
community would help reduce these issues and save lives (Bongaarts, 2014; Sedgh et
al., 2014). This would also help address the United Nations (UN) Millennium
Development Goals (MDGs), specifically the maternal health targets of providing
universal access to reproductive health (Bongaarts, 2014). This has particular relevance
for developing countries, such as Timor-Leste and many other Southeast Asian and
Pacific countries where similar challenges exist including cultural and religious barriers
to improving maternal health.

1.1 Definition of family planning
As defined by Shah (2010, p. 164) family planning essentially aims at “enabling
individuals and couples to attain the desired number, spacing and timing of their
children, through the use of modern or natural/traditional contraceptive methods”.
These include the provision of modern contraceptives, sex education and natural FP
techniques.
Some modern FP methods such as injectable Depo-Provera, oral contraceptive pills and
implant Norplant alter a woman’s hormones to prevent her becoming pregnant, whereas
others, including condoms for men and diaphragms for women act as a barrier to
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conceive. Permanent modern contraception methods include laparoscopic tubal ligation
for women and vasectomy for men (Hubacher & Trussell, 2015).
Aligned with modern FP methods is sex education, which educates people about how
their reproductive systems function, how to use contraceptives as well as providing
information about their side effects. This also provides people access to information,
services and psychological support for their current and future decisions about the
spacing of pregnancies.
Natural FP is a method of birth control that requires abstention from sexual intercourse
during the period of ovulation, which is the time when a woman is most fertile. This
period is identified by observation and measurement of bodily symptoms. Natural
family planning does not need any devices, drugs, or surgical procedures for women to
avoid pregnancy and so is considered affordable and acceptable to people from many
cultural and religious backgrounds (Zorea, 2012). Some religions promote natural FP,
for instance the Catholic Church considers modern contraceptive methods to be contrary
to its moral beliefs and their use to be sinful, because of the beliefs that modern
contraception prevents a divine plan to bring a new life into the world (Zorea, 2012).
Significantly Catholicism holds that life begins at conception, any fertilised eggs is an
embryo and a potential human person. This belief has prevented some Catholics from
practising modern FP methods. For example, a study conducted by Hirsch (2008) in
Mexico, found that a key reason for women preferences for natural FP methods was
their discomfort with using methods prohibited by the Church.

1.2 The importance of family planning as a public health issue
Family planning is a significant public health intervention as it helps to reduce poverty,
hunger, and maternal and child deaths among families of low socioeconomic status
(Cleland et al., 2006). In many developing countries, family planning has been part of
development strategies in reducing fertility, improving socio-economic status and
reducing maternal and child mortality (Miller, 2010).

1.2.1 Reducing poverty through family planning
Based on global 2012 data, approximately 12.7 % of the world’s population or 897
million people in the world live under extreme poverty (Ferreira et al., 2016). This
extreme poverty means few household assets and little income and can result in people
suffering from malnutrition and poor health (Kent, 2010; Munang, Thiaw, & Rivington,

3

2011). Reducing poverty is seen as important not only from a humanitarian perspective,
but also because reducing material deprivation has always been considered central to
the topic of economic development (Chibba, 2008; Munang et al., 2011). Improvement
in family planning and subsequent improvement in socioeconomic status has been
quantified by Miller (2010), who showed that women aged between 15-19 who have
accessed family planning services attained 0.05 more years of schooling, were 7% more
likely to work in the professional sector and were 2% less likely to cohabit with male
partners (Miller, 2010). It has also been suggested that in addition to reducing socioeconomic burdens, by improving women’s status, they are more likely to be involved in
many social activities which in turn improves their health and wellbeing (Miller, 2010).
However, despite these advantages, Kent (2010) has stated that in many developing
countries, women from poor household are less likely to have access to family planning
services then richer women, even when they want to delay or avoid pregnancy.
According to Kent (2010), around one-third of women in the poorest fifth of lowincome countries globally have an unmet need for family planning. Many women do
not want to get pregnant but do not use family planning methods. This can push
millions of people into extreme poverty (Kent, 2010). Miller (2010) suggested that
introducing young teenagers and women to different type of FP methods is beneficial as
it may help and provide opportunities for them to gain access to FP and prevent
unwanted pregnancies, which may put women at risk of illegal or legal abortions. As a
result, pregnancy can be prevented. This may help empower women to be educationally
and socioeconomically independent which may also increase socio-economic status
(Barut, Agacayak, Bozkurt, Aksu, & Gul, 2016; Miller, 2010). Furthermore, according
to Rutstein (2005), the longer the birth interval, the lower the risk for child mortality. In
this respect, improving social economic status is an important social determinant that
can have a profound effect on reproductive health as well as reducing the risk of
maternal and child mortality. Therefore, the availability and accessibility of modern
family planning enables women to have space between births and this has been
estimated to result in women having fewer children in their lifetime (Miller, 2010). The
findings of these studies confirm that family planning is a significant public health
intervention to improve the socio-economic status of women (Miller, 2010).
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1.3 Health effects of unplanned pregnancies
Unplanned pregnancies can have a number of negative impacts on maternal and child
health, including abortion, maternal and child mortality.

1.3.1 Abortion
The term abortion, according to the World Health Organisation (WHO) definition, cited
by Belton et al. (2009a, p. 8) is “the loss of a baby before 20 weeks of pregnancy or one
weighing about 500g before viability”. Ardestani, Esfahani, and Hussieni (2016) state
that abortion is the termination of conception before the foetus has the capability of
living independently outside of the mother’s womb. Unintended or unplanned
pregnancies can tempt a woman to illegally induce an abortion. It is critically important
to note that unsafe abortion is the third largest (before excessive bleeding and infection)
cause of death during pregnancy worldwide and contributes to high morbidity and
mortality among women in developing countries including Timor-Leste, where abortion
is illegal (Belton, Whittaker, Fonseca, Wells-Brown, & Pais, 2009b). For those who
survive unsafe abortions, there can be significant consequences for their health,
particularly as complications from illegal abortion are unlikely to be properly treated.
Appropriate health care for women who undergo illegal abortions is critically important,
in particular in countries where abortion is still illegal (Bankole et al., 2014;
Levandowski et al., 2012; Victora et al., 2011).
Substantial variation exists in the proportion of pregnancies that ends in induced
abortion or unsafe abortion across the world. In a 2008 report, which focused on
developing countries, it was found that 41% of unsafe abortions were among women
aged 15-24 years, of these 15% were among women aged 15-19 years and 26% were
among women aged 20-24 years (Ahman & Shah, 2012). More recently a WHO (2017)
report showed that between 2010 and 2014, 97% of unsafe abortions occurred in
developing countries in Africa, Asia and Latin America. Despite limited literature
published on Timor-Leste data regarding abortion rates, unsafe abortion was considered
significant, contributing to a high maternal death rate and serious maternal morbidity in
Timor-Leste (Belton et al., 2009b). There have been reports in the media that the
abortion rate in South East Asia is 36 per 1,000 women. This includes Timor-Leste as
well as Brunei, Cambodia, Indonesia, Laos, Malaysia, Myanmar, Philippines,
Singapore, Thailand, and Vietnam (CBS-NEWS, 2018). Sedgh et al. (2014) reported
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that for women in Asian sub-regions, between 39-77 percent of unwanted pregnancies
ended in abortion, compared to a rate of 39 percent in North America.

1.3.2 Maternal mortality
The United Nations Children’s Emergency Fund (UNICEF) defines maternal mortality
as;
The death of a woman while pregnant or within 42 days of termination of
pregnancy, irrespective of the duration and site of the pregnancy, from any cause
related to or aggravated by the pregnancy or its management but not from
accidental or incidental cause (UNICEF, 2014, p. 4).
Reasons for maternal deaths include problems which occur during labour, delivery and
the immediate postpartum period, such as obstetric disorders, haemorrhage,
hypertensive disorders, preventable preeclampsia and eclampsia, as well as other
complications (Ghulmiyyah & Sibai, 2012). According to Ghulmiyyah and Sibai
(2012), compared to older mothers, adolescent mothers are at most increased risk of
adverse pregnancy outcomes. Several studies had proved that there is an association
between women of young age and childbirth, with higher risks to maternal and infant
health, as well as pregnancy complications (Cavazos-Rehg et al., 2015; Gibbs, Wendt,
Peters, & Hogue, 2012).
According to global data published by Say et al. (2014) between the years 2003 to 2009,
approximately 73% of all maternal deaths were caused by direct obstetric causes and
27.5% of all deaths caused by indirect causes. Direct obstetric causes included
haemorrhage which accounted for 27.1% of all deaths, hypertensive disorders which
accounted for 14.0%, sepsis 10.7% and the remainder of deaths were due to abortion
7.9%, and embolism 3.2% and other direct causes of deaths 9.6% and more than quarter
27.5% of deaths were attributable to indirect causes. All these causes of deaths were
responsible for more than half of maternal deaths globally (Say et al., 2014).
Family planning has strong influence on saving lives and improving the health of
women, children and the whole family (Stover & Ross, 2010). It has become one of the
primary approaches for countries to achieve the sustainable development goals,
specifically goals that are concerned with improved child and maternal health outcomes
(Cleland et al., 2006).
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Focusing specifically on maternal mortality in Timor-Leste, the FP programme is one of
the public health priority interventions to improve maternal and child health (Alkema,
Kantorova, Menozzi, & Biddlecom, 2013). In terms of the MDGs or sustainable
development goals, particularly Goal 5 which aims to improve maternal health, the
Ministry of Health (MOH) in Timor-Leste is scaling up its efforts to improve the health
care system and so reduce ill-health, disability and death (MOH, 2011a; Cleland et al.,
2006)

1.3.3 Child mortality
There are a number of definitions in relation to child mortality (Sullivan, Rutstein, &
Bicego, 1994), including the probability of dying between age one to five years per
1,000 children (Sullivan et al., 1994), while under-five mortality is defined as the
probability of dying from being born until reaching the fifth birthday (Roser, 2017;
UNICEF, 2017). There has been a gradual reduction in the under-five children mortality
rates in many developing countries. In developing countries, pneumonia, diarrhoea,
neonatal intrapartum-related events, malaria and measles, were responsible for 61% of
the total reduction of 35 per 1000 livebirths in the under-five mortality rate in 20002015 (Liu et al., 2016). UNICEF (2017) reported the under-five mortality rate was 41
deaths per 1,000 live births in 2016, however the rate of child death was still much
higher in developing countries including those in South Asia and Sub-Saharan Africa
compared to developed countries (Black et al., 2010; Liu et al., 2016).
According to the WHO (2006) a neonatal death is defined as the death of a child before
reaching 28 days of age. The neonatal mortality rate is the number of neonatal deaths
per 1,000 live births (Lawn, Wilczynska-Ketende, & Cousens, 2006). Liu et al. (2016)
reported that between 2000 -2015 neonatal deaths accounted for almost half (45.1%) of
all deaths of children under-five. The leading cause of deaths among neonates were
composed of preterm birth complications 15.9%, intrapartum-related events 10.7%,
sepsis meningitis 6.8% congenital 5%, pneumonia 2.7%, and others related diseases 4%
(Liu et al., 2016).
The NSD (2016b) of Timor-Leste’s demographic and health survey 2016 report,
showed the under-five mortality in Timor-Leste has declined from 83 to 64 deaths per
1,000 live births in 2010, to 41 deaths per 1,000 live births in the most recent 5-year
period. Progress in child survival is similar to the infant and child mortality rates which
have also decreased. Based on the NSD (2016b) report, it is suggested that skilled
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providers play an important role in providing and monitoring antenatal care among
pregnant mothers to prevent and/or reduce morbidity and mortality risk for the mother
and child. This can be during pregnancy and delivery as well as during the postnatal
period, within 42 days after delivery. In Timor-Leste, 87% of urban women received
antenatal care (ANC) services compared to 72% of rural women (NSD, 2016b)
providing the rationale for better understanding rural Timor-Leste women’s maternal
health needs.
Neonatal mortality rates decline when sufficient spacing between pregnancies is
adopted (Roser, 2017). There is also evidence suggesting that spacing improves chances
for young children to develop both physical and mental well-being. For example, when
all children were spaced by a gap of at least 2 years, the risk of infant mortality rate in
developing countries, would fall by 10%, and mortality of children aged 1-4 years by
21% (Cleland, Conde-Agudelo, Peterson, Ross, & Tsui, 2012 ; Tejineh, Assefa, Fekadu,
& Tafa, 2015). In contrary, as Cleland et al. (2012 ) suggests, the birth of a younger
sibling within 2 years of the index child may negatively impact the child’s physical
development, with estimates of a doubling of mortality at ages 1-2 years, and smaller
adverse effects at ages 2-4 years. Furthermore, Roser (2017) argues that it is
significantly important to increase the quality of services to ensure survival of children
under-five. Improving under-five child health will certainly reduce the burdens and risk
of death but also increase the quality of life for children to be well developed both
physically and mentally. Hence, a reduction in the fertility rate not only improves
reproductive health outcomes, but also enables parents to dedicate more attention and
resources to improve children’s health, schooling and family economic status (Alkema
et al., 2013).
Family economic status is an example of a wider determinant of health. This is a
condition where people born, grow, live and work for life necessities (Eshetu &
Woldesenbet, 2011). It is one of the important measures determining a wide range of
people’s health risks and outcomes. Providing appropriate and equal social determinants
of health, has a significant impact that not only improves individual and population
health but also advances health equity (Eshetu & Woldesenbet, 2011). This not only
benefits family alone but helps improve the health outcomes of a mother and child
(Labonté & Schrecker, 2007). The conditions in which people live, and access clean
health services, water, sanitation and education can help provide them with
opportunities for better and healthier lives.
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Socioeconomic status is also another important social determinant of health. Poor
families’ income may risk individual’s ability particularly under-five children, to obtain
basic health needs and care (Labonté & Schrecker, 2007). Therefore, the higher the
level of economic status of the household, the lower the level of disease burden in
under-five children’s health. Eshetu and Woldesenbet (2011) stated that
socioeconomically caused inequalities in health are preventable through proper policy
endeavours. They further suggest that once causal factors in each country are identified,
policy can be prioritised to improve the delivery of basic health services and the costeffective usage of scarce resources. This would likely help tackle the root causes of
inequality (Eshetu & Woldesenbet, 2011). In addition, improving socio-economic
inequality, improving education for women, and providing good accessible health
services will also contribute to the reduction of child mortality (Roser, 2017).

1.4 Family planning in developing regions
According to the United Nations [UN] (2015) report, 18% of women of reproductive
age worldwide were estimated to have an unmet need for modern family planning
methods and 40% of those using modern family planning methods were in developing
countries. The lowest rates of family planning prevalence among women were in the
African region with only 33% of women using them. In comparison, higher
contraceptive usage of 59 – 75% was reported in the Southeast Asia, and Pacific region
(UN, 2015). However, unmet need for modern contraceptives was still very high in
2012 for some regions, where it was reported to be 60% in Sub-Saharan, south Asia
34% and western Asia 50% (Darroch & Singh, 2013). Use of modern and traditional FP
in Timor-Leste has increased slightly over time, however there are still unmet needs.
This includes about 25% of married women who want to postpone pregnancy for two or
more years or who want to stop childbearing altogether but are not using any type of FP
(NSD, 2016b).

1.4.1 Unmet family planning needs
The unmet need for family planning is defined as the proportion of reproductive women
aged from 15 to 49 years old who wish to prevent or postpone pregnancy and
childbearing but are unable to meet their needs due to not using any contraceptive
methods (Alkema et al., 2013). It is recognised to be an important issue because there is
an association between the practice of contraception and a lack of information about it.
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The UN (2015) has estimated that by 2030 the growth in contraceptive use is expected
to increase in sub-Saharan Africa and Oceania regions. However, the number of women
with unmet FP needs globally is estimated to only slightly change from 142 million in
2015 to 143 million in 2030. This slight projected change may be attributed to the
increasing number of women of reproductive age, particularly from the sub-Saharan
Africa who may or not have access to modern FP services. Whereas, the Timor-Leste
demographic health survey (2016) reported that 25% of married women have an unmet
need for FP (NSD, 2016b). To achieve global targets and meet FP needs, the global
community needs to take action in the coming years to ensure access to sexual and
reproductive health, including FP programmes, and make reproductive rights a reality
for all people at all levels (UN, 2015). Looking across the region in the Southeast Asia
and Pacific, studies identified that there is a significant influence on adolescent women
who commence sexual activity and childbearing in the context of low contraceptive
prevalence and high need for contraception (Kennedy, Gray, Azzopardi, & Creati,
2011). According to Kennedy et al. (2011), adolescent women (15 – 19 years) have a
lower use of contraception, poorer knowledge of FP and less access to information and
services than adult women in both the Asia and Pacific region. Furthermore, the UN
(2015) state that the use of modern FP methods has been generally poor and
underutilised in many under-developed and developing countries. Underused FP are
found specifically in people with low economic and literacy status.
The following section summarises health effects of unplanned pregnancy by issues,
facts and current achievements in developing countries including Timor-Leste:
Table 1. Health effects of unplanned pregnancy
Factors

Abortion

Issues

The third largest
caused the maternal
death in developing
countries including
Timor-Leste

Facts

Current
achievements

41% of unsafe
abortions were
among women aged
15-24 years, of these
15% were among
women aged 15-19
years and 26% were
among women aged
20-24 years

FP programme has a
positive influenced
and had contributed
to the improvement
and reduction of the
maternal and child
health globally
including in TimorLeste

10
Factors

Issues

Facts

Current
achievements

Maternal mortality

Adolescent mothers
are at most increased
risk of adverse
pregnancy outcomes

2003 to 2009,
approximately 73%
of all maternal deaths
were caused by
direct obstetric
causes and 27.5% of
all deaths caused by
indirect causes

FP has strong
influence on saving
lives and improving
the health of women,
children and the
family in developing
countries including
Timor-Leste

Child mortality

The rate of child
death was still much
higher in developing
countries.

Timor-Leste has
declined from 83 to
64 deaths/1,000 live
births in 2010, to 41
deaths/1,000 live
births

Health skilled
providers play an
important role in
providing and
monitoring antenatal
to prevent child
morbidity and
mortality

Unmet need for FP

Women’s lack of
practice of
contraception and
information of FP

Estimated to change
from 142 million in
2015 to 143 million
in 2030 globally.

Ensure women
access to sexual and
reproductive health,
including FP
programmes at all
levels

Timor-Leste 2016
DHS report; 25%
married women have
unmet need for FP

1.4.2 Geographical differences in types of family planning used
Family planning usage is 75% in America and in Oceania is 59%, with use in New
Zealand and Australia typical of levels in regions of Europe, while the level is much
lower in Melanesia, Micronesia and Polynesia (UN, 2015). In Asian countries, the use
of contraceptives ranges between 57 – 64%. However, the lowest level of contraceptive
prevalence was found in Afghanistan and Timor-Leste at around 29% (Tsui, McDonaldMosley, & Burke, 2010; UN, 2015).
The UN (2015) reported that modern FP methods were used by at least three in four
contraceptive users in 148 countries, representing all regions worldwide. However,
modern FP methods were found to be used in less than half of all contraceptive users in
11 countries. Natural FP methods were particularly used in Middle Africa, Southern
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Europe and some Western Asian countries, where natural FP methods such as
withdrawal were widely applied and was in contrast to the Middle East, where the
rhythm method was more commonly practiced (UN, 2015). Rossier, Senderowicz, and
Soura (2014) stated that the prevalence of traditional or natural FP methods tends to be
complex to analyse due to discrepancies in the questions presented in the data collection
methods used. However, if research can be collected using explicit wording about
natural FP methods a greater understanding of their use would be possible (Rossier et
al., 2014).

1.5 Family planning in Timor-Leste: Historical and socio-political overview
1.5.1 Geography
As the youngest nation in the world, the Democratic Republic of Timor-Leste is situated
in Southeast Asia, sharing part of its border with Indonesia. One half of the island is
called West Timor and is under the control of Indonesia. Timor-Leste is currently
divided administratively into 13 districts: Lautem/Lospalos, Viqueque, Baucau,
Manatuto, Aileu, Manufahi/Same, Ainaro, Ermera, Liquisa, Dili, Bobonaro, Suai/CovaLima and Oecussi/Ambeno. Dili is the capital city (Hosgelen & Saikia, 2010).
The eastern half of Timor-Leste was colonised by the Portuguese for 450 years and then
occupied for 24 years by Indonesian military. Before and immediately after liberation
from Indonesia, and shortly after the September 1999 referendum vote, destruction by
the pro-Indonesian militia began and continued towards the end of the same year. This
ruined almost all the infrastructure and living conditions in both urban and rural
populations (Deen et al., 2013). Since then, the country has had to rebuild its health
system, along with other country-wide reconstruction and re-development.

1.5.2 Demography
Timor-Leste has a population of 1.066.582 million, who speak more than 32 local
dialects (Asian Development Bank (ADB), 2014; Nerini, Dargaville, Howells, &
Bazilian, 2015). The country’s official language is Portuguese. Although only 13.5% of
citizens are able to speak the official language, 91% speak Tetum, the country’s national
language, with four percent communicating in Bahasa Indonesia and 5.8 percent
speaking English (Molnar, 2009). Up to 50% of Timor-Leste population is illiterate.
Average life expectancy for a male is 65 and 68 for a female (ADB, 2014; NSD,
2010a). The average fertility rate of 5.7 per women childbirth of reproductive age (15-
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49) has contributed to a very rapid population growth over the last ten years (MOH,
2015).

1.5.3 Social health determinants
Poverty, low literacy levels, high fertility, poor access and utilisation of health care
services, and socioeconomic status are believed to be the major factors that contribute to
rising maternal and child deaths (557/100 000 live-birth and 44/1000 live-births) in
Timor-Leste (NSD, 2016b; Khanal, da Cruz, Karkee, & Lee, 2014). However, since the
early 2000’s, there have been efforts from both the government and international aid
providers to improve and reduce these health challenges which included family
planning, perinatal care and immunisation coverage (Deen et al., 2013).
In addition, to achieve a primary health care system that is accessible and affordable by
the community and is of adequate quality, service distribution relies heavily on
available human resources, physical infrastructure and the level of government support,
and funding allocated to the health sector (Hosgelen & Saikia, 2010). There is an
immediate need for a widening of focus to provide an improvement in the health status
of the country. These include prevention and improvements to meet the expectations of
the population and internationally targeted standards; social determinants such as access
to basic health services, clean water and sanitation, food and education (Hosgelen &
Saikia, 2010). These not only increase the chance of survival when people have fallen
ill, they provide opportunities for people to prevent ill-health and live a healthy life.
Deen et al. (2013) found that low numbers of midwives and health facility deliveries in
Timor-Leste was believed to be important factors contributing to the high rate of
maternal deaths. Therefore, improving and increasing facilities and resources to help
decrease the high maternal mortality trends in Timor-Leste need to be a priority.

1.5.4 Health care system
Timor-Leste’s health services are divided into two different levels, hospital services and
community health services (MOH, 2011a). There are five secondary referral hospitals
and one regional national hospital in the capital city of Dili - Timor-Leste. Primary
health care services are provided through the district health services structure, with
community health centers, health post and outreach mobile clinic incorporating an
integrated community health services or ‘Servicu integradu saude communitaria’
(SISCA). The community-based activities are comprised by SISCA in all remote areas,
schools, markets and communities providing frequent services in accordance with the
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programme. There are two levels of hospitals providing secondary care in Timor-Leste
(MOH, 2011a), whereas most tertiary care is organised and obtained through several
overseas hospitals due to limited technology and specialised human resources. There is
a need to enhance the efficiency and efficacy of health care service utilisation to ensure
higher levels of care (MOH, 2011a).
There are 69 community health services and more than 200 health centers throughout
the territory, having been established between 2002 and 2005 (NSD, 2010a; Khanal et
al., 2014). This includes the 600 SISCA which aim to provide outreach mobile
community health clinic at the community level in rural areas (MOH, 2011a). These
outreach mobile community health clinics help to address the health needs of one third
of households who would otherwise travel for more than two hours to reach the nearest
health facility, helping to reduce the ratio of 1 in 10 families who do not seek health
care assistance when sick (Martins & Trevena, 2011).
According to recent data presented by Price et al. (2016), only 22% of women in TimorLeste gave birth in a health facility. While in urban centers 52.8% of women used these
services, in rural areas only 12.4% of women gave birth in a health facility.
Furthermore, the 2014 World Bank Health Equity and Financial Protections Report
highlighted that patients from the wealthiest quintile accessed hospital care 1.75 times
more than people from the poorest quintile in Timor-Leste (World-Bank, 2014). These
figures are significant given that accessing health care, especially emergency obstetric
care in hospital, is the most crucial factor in reducing maternal mortality in the country.
The government and development partners’ strategy has set a target to decrease
maternal mortality as a primary public health intervention. The National Health Sector
Strategic Plan 2011-2030 (p.19) states that “the government shall ensure equal access to
quality healthcare according to the needs of individuals with the same health
conditions” (MOH, 2011a). Based on this strategic plan, the government has set as a
health objective to provide widespread and free primary and secondary care services
that are of good quality and accessible to all citizens by 2030.
Evidence has shown that in many low and middle-income countries (LMICs), poor
families often face inequalities and barriers to accessing hospital services (Price et al.,
2016). There is a need to improve and provide accessible quality health care services to
high risk populations. For instance, poor households and low socioeconomic status,
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education, opportunity costs and sociocultural barriers considerably affect levels of
utilisation and reduce health burdens particularly within susceptible groups.

1.5.5 Economic and cultural systems
In terms of socio-economic status, Timor-Leste is one of the poorest countries in the
world (Deen et al., 2013). It is estimated that more than half of Timor-Leste’s
population live in poverty, which continues to grow (NSD, 2010a). With a population of
more than 1.2 million, 75% of people live in rural areas and are largely sustained by
subsistence farming (NSD, 2010a). Economically, Timor-Leste is considered the least
developed country in the Asia and Pacific region. Exploration of petroleum deposits in
the Timor-sea has helped improved the economics of the country and as a result has
seen fast-growing infrastructure such as roads, electricity and telecommunication
(Niner, 2016).
In terms of cultural norms, Timor-Leste is a society with strong patriarchal practices.
Senior or older men have more power over women, and generally, rural women are not
encouraged to speak and take the floor in public meetings (Niner, 2011). The
conservative attitude prevails that traditionally, men have more right to inherit land,
own land and have access to resources (Platteau, 1996; Thu, Scott, & Van N., 2007).
Women in general have less power and have a much lower status compared to men
(Wigglesworth & dos Santos, 2013). In addition, men are considered to participate in
more roles in all public or political decision-making as well as in household decisionmaking (Niner, 2011). This strong patriarchal cultural attitude often influences many
parents in a rural setting to prioritise their son to undertake further education over their
daughter (Niner, 2011). This conservative attitude and lack of economic opportunities
persuade women to marry and begin childbearing at a relatively young age (ADB,
2014). This has led to high fertility rates and a lack of access to health services. In turn,
it has resulted in the increase risks to maternal and child health in Timor-Leste.
Timorese society strongly values big families and women’s fertility is considered
essential as a way to improve women’s social status within both family and society
(Niner, 2011). This sometimes means that women are pressured by their husbands and
families to bear many children. Furthermore, in a patriarchal society, infertility may be
considered as rejection or stigmatization (Niner, 2016). These strong patriarchal
pressures have contributed to Timor-Leste having one of the highest birth rates in the
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world and associated with the highest rate of maternal deaths compared to other
Southeast Asia and Pacific regions (Niner, 2011).
The strong patriarchal system has given many disadvantages to women in Timor-Leste.
For example, women who have many children will be given more responsibilities and
household work. As a result, many females can be blamed for not getting the housework
done to a standard which matches husbands’ expectations. This can put women at risk
of conflict and violence which has significant implications for their health, well-being
and future opportunities, as well as limiting women’s time for socio and political
participation (Niner, 2016).
According to the UN (2010) 23% of women in Timor-Leste are undernourished, have
higher rates of malnutrition and lower levels of literacy compared to men. Linked with
the socio-cultural issues, the maternal health burden and death are high and a serious
matter in Timor-Leste (NSD, 2016b; Khanal et al., 2014). Family planning use would
contribute greatly to improving the maternal mortality rate at it reduces the proportion
of pregnancies to high-risk women (Bogale, Wondafrash, Tilahun, & Girma, 2011;
Cavazos-Rehg et al., 2015). Thus, FP is an important public health initiative which can
be expected to bring positive changes in women’s health, lowering levels of maternal
mortality.

1.5.6 Religious beliefs
Ninety-six-point nine percent of the population of Timor-Leste follow the Roman
Catholic religion (Richards, 2010). As in other Catholic countries, their religious
doctrine is very influential within families with respect to decision making about family
planning and also impacts on health strategy development (Barrett, DaVanzo, Ellison,
& Grammich, 2014). This has affected the use of modern FP and can mean some
women attempt access to unsafe abortion (McQuillan, 2004; Richards, 2010).
In Catholic teaching, the main objective of marriage and sexual intercourse is
procreation and thus, modern contraception is against Catholic principals and is seen as
a sinful act. Modern contraceptive methods are considered as destroying any potential to
produce new life (Varley, 2012). Srikanthan and Reid (2008) argued that the health
service providers are required to understand and respect people’s cultural and religious
views. Any provision of FP should be based on a couple’s beliefs. Health service
providers should be familiar with different types of natural and modern FP. This would
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likely be helpful to respond appropriately to people from different beliefs, thus
motivating and encouraging more women or couples to use family planning methods
(Srikanthan & Reid, 2008).

1.5.7 Family planning interventions from the Indonesia occupation until today
During Indonesian’s occupation of Timor-Leste, the Catholic Church provided spiritual
and moral services, including support and protection to all men and women in the
country (Rosser & Bremner, 2015). At that time family planning as a term was known
as ‘Keluarga Berencana’ or ‘KB’ where this term became very well known as a way for
women and couples to plan and organise birth spacing and pregnancy (Chapman, 1996;
Mercer, Thompson, & De Araujo, 2014). This term continues to be used widely through
Timor-Leste to describe FP. In the past, during Indonesian occupation, KB was felt to
be forced up on women as a way to limit population growth (Mercer et al., 2014).
However, the occupation government’s target to control or reduce fertility failed due to
political influences (Richards, 2010; Sissons, 1997).
Since Timor-Leste became an independent country in 2002, the Government has an
established FP programme. The main objectives of the FP programme and policy in
Timor-Leste are to provide guidance on the development and implementation of family
planning and its activities in the country (MOH, 2004b). This programme helps women
and couples plan for a specific number of children they wish to have as well as helping
them to appropriately time birth and pregnancy to increase mother and child health.
Family planning has been implemented for some years now, and there have been some
increases in uptake (Figure 1), however many obstacles remain. These challenges focus
on responding to the unmet need of family planning and reducing the maternal and child
health deaths (Belton et al., 2009a).

1.5.8 Family planning service utilisation overview
As has been reported by the Timor-Leste demographic health survey (Figure 1) almost
25% of currently married women used a modern family planning method, reflecting a
slight increase from 2010 while only 0.7% of adolescents (15-19) were currently using
any type of modern FP methods with only 71.5% of adolescents having knowledge of
modern FP methods (NSD, 2016a). Therefore, it is significantly important to enhance
the FP services to meet women’s demands, specifically for women who have a desire to
space or limit their children. If the challenges of contraceptive use were overcome, it is
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projected that the contraceptive prevalence rate in Timor-Leste would be increased from
the current level of 26% (modern and natural FP) to 51% (NSD, 2016b).

Figure 1: FP Prevalence (NSD-TLDHS, 2010a & 2016b)

The Timor-Leste demographic survey data also indicated that the trend in total fertility
rate (TFR) in Timor-Leste declined from 7.8 children per women in 2003 to 4.2
children per women in 2016 (Figure 2). The impact of the political instability following
the 1999 and 2006 crises and the return of people from remote rural areas to semi-urban
or urban areas may have exposed them to social and economic influences encouraging
smaller families. Fertility varied widely by districts, based on the updated report of
Timor-Leste demographic health survey (NSD, 2016b). For instance, rural teenagers
aged between 15 to 19 years and those with no education tend to start childbearing
earlier than other teenagers. Although many factors contributed to the decline in
previous years, exposure to family planning messages through mass media, and wider
and easier access to modern family planning methods could help made a positive
change in the future, particularly decreasing the gap between family planning uptake in
the rural and urban settings.
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Figure 2: Fertility trend, 2003 - 2016 (NSD-TLDHS, 2016b)

1.6 Aim of the study
Timor-Leste is facing problems with high maternal mortality and fertility rates (Belton
et al., 2009a). The reasons contributing to this are varied (Barrett et al., 2014; Wulifan
et al., 2017). Family planning is potentially an effective public health intervention,
however is underutilised in Timor-Leste. This study explored rural Timor-Leste
women’s knowledge, attitudes and practices about family planning to better understand
FP utilisation. Furthermore, the study explored ways in which socio-cultural factors
influenced women in accessing and utilising FP services. The research findings may
provide a foundation for policy makers and service providers in the development of
family planning strategies and interventions in Timor-Leste.

1.7 Potential benefits of this study
Through exploring rural women’s perspectives, opinions, ideas and experiences about
family planning utilisation, it was anticipated that this study would have several
benefits.
The potential benefits of this research to the participants:
1.

To increase levels of women’s knowledge and understanding on the use of FP.

2.

To improve women’s attitude and practice about FP.
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The potential benefits of this research to the community:
1.

To help improve the maternal health burden and maternal mortality rate.

2.

Increase family planning utilisation.

1.8 Research questions


What are rural women’s knowledge, attitudes and practices in relation to FP in
Timor-Leste?



How do women’s knowledge, attitudes and practices influence FP in TimorLeste?



How might understanding women’s attitudes contribute to increased utilisation
of FP in Timor-Leste?

1.9 Researcher’s position in this study
As the researcher, I am a midwife and public health professional in Timor-Leste. After
Timor-Leste gained its independence from Indonesia ruled in 1999, I worked in an
urban hospital in Timor-Leste for several years. During this time, I worked in the
maternity ward providing and practicing clinical and midwifery assistance. Afterwards
in 2002, I pursued studies in Health Administration in the Divine Word University,
Madang, Papua New Guinea. After finishing my studies and returning to Timor-Leste I
worked for more than ten years with several international organisations while also
pursuing a degree in Public Health in University da Paz, Dili Timor-Leste. I recognised
that to pursue and contribute directly to development particularly in the areas of
maternal and child health in Timor-Leste, I would need to pursue international study.
By studying in New Zealand, I was keen and eager to pursue my dream to involve and
dedicate my skills and share my knowledge in the field of public health, cooperatively
working with others to reduce health problems occurring in Timor-Leste. As a midwife,
reducing maternal and child mortality and morbidity is a clear area of focus for me.
Therefore, undertaking this topic as research area allowed me to gain more knowledge,
insights, opinion and experiences from women living in rural areas about family
planning for future enhancement and culturally appropriate family planning service
implementation.
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1.10 Organisation of the thesis
This thesis is presented in five chapters. Chapter one introduces the background of the
study, explicitly explaining the reasons and aims of the chosen topic. It also describes
the rationale and background of the researcher and the importance of family planning to
public health, specifically FP in Timor-Leste and the wider region including unmet
family planning need. It also specifies a brief history of Timor-Leste and its health care
system.
Chapter two presents a literature review with respect to family planning with
international and Timor-Leste perspectives. Firstly, it highlights the importance and
effectiveness of family planning programmes at a global level, followed by a focus on
Southeast Asian, and Timor-Leste. Secondly, it discusses culturally appropriate family
planning services and prospective barriers to utilising family planning services that are
related to the Timor-Leste context.
Chapter three presents the methodology and methods of the study, which used
qualitative description, focus groups and thematically analysed data to present
descriptions of rural women’s perspectives, opinion and experiences with regards to
their knowledge, understanding and attitudes to family planning in Timor-Leste.
Chapter four presents the findings of the study and chapter five discusses the study
findings, draws conclusions, highlights the strengths and limitations of the study, and
provides recommendations for effective family planning services that are culturally
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CHAPTER 2 LITERATURE REVIEW
2.1 Introduction
Family planning programmes and services have been recommended as one of the most
effective interventions to promote fertility control in women and improve the health of
women and children (Deen et al., 2013; Tsui et al., 2010). Timor-Leste women,
particularly women living in a rural setting, face many challenges in meeting their
reproductive health needs; needs that include preventing pregnancy, and controlling the
time between births and the number of births (Belton et al., 2009a). Factors affecting
family planning utilisation include cultural and traditional barriers, religious influences,
family or husband’s disapproval and lack of awareness about contraception methods
and their side-effects (Wallace, 2014a).
One of the targets of the Timor-Leste’s Ministry of Health, with respect to improving
maternal and child health, was to increase the access of family planning services and
utilisation from 21% to 40% by 2015 (NSD, 2010a). Although it has shown progress on
the overall family planning coverage, the success to meet the target was not fully
achieved. The latest modern contraceptive usage prevalence reported in the NSD
(2016b), was at 24% with the injection method being that most commonly preferred.
Considering these barriers, this study intended to explore women’s behaviour by
exploring knowledge, attitude and practice of family planning in a rural setting of
Timor-Leste.
This chapter presents international and Timor-Leste specific literature on knowledge,
attitude and practice about family planning utilisation and barriers that could contribute
to it not being used. Literature was gathered from existing research, documented in
published research journals, government health-related reports, text books and other
available, relevant publications. A number of key health databases such as Scopus,
Google Scholar and others relevant to medical and health sciences were used to search
for ‘family planning’ and related terminology to support the literature, findings and
discussion of this study.
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2.2 Geographical context
The population of Timor-Leste is approximately at 1.2 million, with a continuingly fastgrowing population of 2.4% per year; a large proportion of the population is comprised
of children or people in the reproductive age group (NSD, 2010a; WHO, 2015). The
maternal mortality rate (MMR) is 557 per 100 000 women aged 15 to 49, with many
maternal deaths attributed to unwanted pregnancy and unsafe abortions (Belton et al.,
2009a).
Despite the recent increase in contraceptive use, Timor-Leste still has a high fertility
rate and a considerable unmet need for contraception (MOH, 2015d). As has been
mentioned earlier, the total fertility rate in Timor-Leste is currently an average of 4.2
births per women and is considerably higher in rural (4.6) than in urban areas (3.5) areas
(NSD, 2016b). However, statistics do indicate that fertility in Timor-Leste has declined
from 7.8 children per women in 2003 to 4.2 children per women in 2016 (NSD, 2016b).
The total fertility rate was higher amongst other Southeast Asia and Pacific countries
(NSD, 2016b). NSD (2016b) reported that the fertility rate in Suai district is 4.4 births
per woman. This birth rate was the lowest figure compared to other districts in TimorLeste. Although this trend reflects a significant effort to improve maternal health, 10%
of childbirths are experienced by women at a very young age between 15 – 19 years
group (NSD, 2016b). The trend of bearing children from a very young age is common
among women in Timor-Leste particularly women in rural areas (NSD, 2016b).
Pregnancies in women under 18 years contribute to the maternal mortality rate partly
because of unsafe abortions (Ahmed, Li, Liu, & Tsui, 2012). The appropriate use of
family planning could reduce unplanned pregnancies, and unsafe abortions, thus
contributing to decrease maternal and child mortality rates (Ahmed et al., 2012; Belton
et al., 2009b; Hatcher & Nelson, 2007).

2.3 Knowledge, attitude and practice towards family planning
This following section shows that knowledge and understanding influence attitudes
towards reproduction, as well as practices in utilising the family planning. The review
presented here offer a global perspective and the Timor-Leste context. Knowledge,
attitude and practices interact to affect the provision of the family planning.
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2.3.1 Knowledge of family planning
Bongaarts and Bruce (1995) state that knowledge is an awareness or understanding, and
familiarity gained from a person, thing or fact. In a health setting, knowledge can be
acquired through engagement in any social health development due to the fact that
something is well known or easily recognised (Bongaarts & Bruce, 1995; Omishakin,
2015). Knowledge is considered one of the important mechanisms to improve personal
behaviour and attitudes towards FP utilisation (Sedgh & Hussain, 2014) and has
multiple sources. According to the literature, approximately 78% of married women
knew of at least one modern method of contraception and the remaining 22% were
aware of a traditional method of contraception (NSD, 2010a). Despite the high
proportion of women who knew about modern methods of contraception, according to
the most recent Timor-Leste Demographic Health Survey (2016), there is a huge
disparity among reproductive aged women’s knowledge and the utilisation of
contraception. This provides support for the evidence that knowledge alone does not
result directly in the uptake of contraception. Barrett et al. (2014) have suggested that
there is a need to discover the wider determinants which lead to the discrepancy
between knowledge and behaviour, which they state will help policy makers and service
providers enhance family planning services.
Lack of knowledge and informed choices of family planning methods were found to
contribute to the low rate of family planning prevalence and failure to plan spacing
between births (MOH, 2015c; NSD, 2016b; UNFPA, 2004). It is believed that the most
common reasons for Timor-Leste women not using family planning were fear of side
effects of contraception, disapproval of their husband, and limited access to knowledge
concerning FP methods (NSD, 2010a).
Since the family planning program was introduced it has provided an opportunity to
many communities in Timor-Leste particularly to those who reside in rural areas
(Wayte et al., 2008). Kennedy et al. (2011) have argued when there is a better
understanding and insight into birth control methods in young and older women, the
utilisation of FP will be increased; hence, unwanted pregnancies and abortions will
likely be reduced. On the contrary, if there is a significant gap in knowledge about
modern contraceptive methods, a high percentage of young and older women report
difficulties distinguishing understanding modern contraception (Kennedy et al., 2011).
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The lack of knowledge of contraception is evidently an important cause of the under-use
or non-use (Naqvi, Hashim, Zareen, & Fatima, 2011). In Timor-Leste, the knowledge of
contraception is relatively low (Wallace, 2014a; Wallace, 2014b). According to the
(NSD, 2010a), there was a large gap between knowledge of family planning and its use.
Approximately three in ten married women reported used a modern method in the past
and two in ten married women currently used a modern FP method. However, many
factors still need to be discovered to respond to the needs of women for family planning
and services. These issues remain under-explored especially in terms of knowledge,
attitudes and practices relating to family planning policy (Barrett et al., 2014).
In addition to a lack of knowledge about FP methods, a few studies have reported that
there are several socio-cultural factors that influence and discourage women in TimorLeste from utilising family planning services on a regular basis (Belton et al., 2009a;
Wallace, 2014a). Although evidence suggests that increased awareness and education
for both women and men contribute to a significant use in FP service utilisation
(Stephenson & Hennink, 2004) and several family planning approaches have focused on
awareness, promotion and counselling (Rosenberg & Waugh, 1998), Stephenson and
Hennink (2004) stated that these approaches seemed to be not very effective in
changing people’s attitudes and practices towards modern FP methods. These authors
suggested that it is vital to consult with families to find out in details their attitude and
behaviour towards family planning services and the use of FP methods. This, they argue
will allow policy makers to come up with new strategies that respond to community
needs to improve family planning services (Stephenson & Hennink, 2004).
Knowledge of family planning is useful for women and their partners as it is reported to
improve their health behaviour (Naqvi et al., 2011). However, some studies have
revealed that while women had positive attitudes towards family planning, they may
lack the relevant knowledge to enable them to practice this (Mahadeen, Khalil,
Hamdan-Mansour, Sato, & Imoto, 2012; Nansseu, Nchinda, Katte, Nchagnouot, &
Nguetsa, 2015). Omishakin (2015) has stated that knowledge about the various methods
of contraception has a major role to play in contributing to women and their partners’
choices. Women make decisions about family planning based on accurate information
and a choice from a range contraceptive options (Omishakin, 2015).
Lack of knowledge and information about family planning has also been shown to be a
critical barrier to accessing family planning services (Alege, Matovu, Ssensalire, &
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Nabiwemba, 2016). However, a study carried out by Prachi, Das, Ankur, Shipra, and
Binita (2008) highlighted that knowledge and awareness do not always lead to the
utilisation of family planning contraceptives, and that it is important to understand the
level of awareness and practices in the community before a clinic starts to offer family
planning. For example, a study in Nigeria (Onwuzurike & Uzochukwu, 2001) showed
that 81.7% of women reported that they were knowledgeable about at least one family
planning method, but this did not transform into a high proportion who practiced this as
only 20% of the women were utilising a family planning method.
One previous study showed that women who knew where to obtain contraceptives were
much more likely to use family planning than women who did not know where to
obtain them (Naqvi et al., 2011). As suggested by Naqvi et al. (2011) health providers
play a very important role in providing successful family planning services and ensuring
contraceptives are used on an on-going basis. By service providers enhancing awareness
about the various contraceptive methods and promoting family planning services in the
community, more women and their partners may be encouraged to utilise family
planning (Naqvi et al., 2011).
According to a recent data from NSD (2016b), family planning utilisation tended to be
slightly higher among women living in urban areas of Timor-Leste (26.8%) than women
living in rural areas (25.7%). Similarly, utilisation rates appeared to be higher among
women with higher levels of education then in women with lower levels of education,
as only 21.8% of women with no formal education utilised family planning compared to
29.3% for those with formal primary or secondary education. This was consistent with
the WHO report of 2013, which stated that women with no education gave birth to three
times the number of children compared to women who had received at least a secondary
school level education (WHO, 2013). This highlighted the importance of sustaining and
enhancing education amongst both urban and rural women and to ensure that
information and education of family planning is provided in both areas. Increasing
women’s knowledge has also been shown to be useful in helping women to manage the
side-effects of contraception, which can cause them to discontinue contraceptive use
(Naqvi et al., 2011; Tilahun et al., 2013).
Overall, women and couples in Timor-Leste, as in other low-income countries need
more information and education related to their health matters. Once appropriate
awareness and counselling has reached all levels of the communities, the health
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behaviour and misperceptions about FP can be improved. In this way family planning
targets aimed at reducing and preventing women from unwanted pregnancy and
abortion may be obtained. This is one of the national health goals of Timor-Leste (NSD,
2016b).

2.4 Factors influencing attitudes and practices of family planning
In many developing countries, the use of contraception has increased from 10% in the
1960s to more than 50% in the 1990s (Korra, 2002; UN, 2015). The use of
contraceptives has contributed much to the reduction of the global fertility, as well as
the reduction of maternal morbidity and mortality in women of reproductive age
(Ackerson & Zielinski, 2017). Whilst these gradual changes in family planning and
contraceptive use are welcome, there are still barriers that exist that prevent family
planning utilisation (Ackerson & Zielinski, 2017).

2.4.1 Family disapproval
Many cultures currently value the male gender over females (Belton et al., (2009a).
Belton et al. (2009a) found that Timor-Leste is a patriarchal society, this often may lead
men to forbid their wives to use modern birth control methods. This was also
highlighted by Wallace (2014a), who noted that cultural norms in male-dominated
societies can include opposition to family planning by husbands. A further study
indicated that the main reason for non-use of contraceptive methods appeared to be the
pressure from family; such as, husbands, parents or parents in law (Santoso & Surya,
2017). Santoso and Surya (2017) identified in their study that husbands and in-laws
were the most important and common influential people concerning the choice of
contraceptive methods (Santoso & Surya, 2017). This is not surprising considering the
cultural and religious circumstances prevalent in some developing countries including
Timor-Leste where the man is considered to be the head of the family (Niner, 2011;
Santoso & Surya, 2017).
In countries where men are the main decision makers, women often face challenges in
seeking men’s approval for using contraceptives; which is reported to be one of the
main reasons why women who do have knowledge about family planning are hesitant to
practice it (Pegu, Gaur, Sharma, & Santa, 2017). Therefore, both women and men’s
knowledge of family planning and its methods is considered one of the essential
determinants of family planning and their methods utilisation. These findings suggested
that family planning programmes should be delivered in a culturally sensitive manner
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and should include both men and women (Hasna, 2003). Considering men shape
reproductive decisions, it is argued that if men were pro-actively involved in family
planning awareness campaigns, there might be a transformation of values and
perceptions around fertility and family planning (Hasna, 2003).
As stated by Pappa, Rottach, and Vaziri (2013), parents or parents in-laws also
influence women and their partners in Timor-Leste with respect to the use of modern
contraceptives. For example, mothers or mothers-in-law can influence these decisions
(Pappa et al., 2013). This influence has also been confirmed by Zwi et al. (2009).
Amongst the fears of mothers or in-laws are that there will be side-effects associated
with contraception and that, hormonal methods of contraception in particular can lead to
infertility, reduced sex drive, and health problems (Pappa et al., 2013; Wallace, 2014a)
Similar cultural norms and influences have also been reported from other countries,
such as Pakistan, Bangladesh, India, Nepal and other Asian countries (Char, Saavala, &
Kulmala, 2010; Kadir, Fikree, Khan, & Sajan, 2003). The presence of a mother or
mother-in-law in the household decreases the probabilities of a woman utilising modern
family planning method (Char et al., 2010).
Furthermore, in some Timor-Leste cultures, male children may be more highly valued
due to the fact males inherit land and ensure continuation of the family name (Platteau,
1996; Thu et al., 2007). This can cause family members to encourage a woman to have
further pregnancies if a couple has only had female offspring, even if a woman is keen
to practice contraception (Saikia, Dasvarma, & Wells-Brown, 2009).
The following section will explain how religious and cultural influences women and
their partners utilising family planning.

2.4.2 Religious perspective
Religious and cultural factors have the potential to influence the acceptance and use of
contraception by couples in very distinct ways (Srikanthan & Reid, 2008). For example,
Roman Catholics believe that the usage of contraception method is sinful, as it destroys
any potential to produce new life and violates the principle purpose of marriage
(Richards, 2015). Protestants also believe that the use of contraception violates God’s
command to be fruitful and multiply but there are no bans on women’s use of
contraception specifically to couples who have already got children (LoPresti, 2005).
Similarly, in Islamic society, teachings encourage extensive families. Family planning
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however is not forbidden but is more commonly used for birth spacing rather than to
restrict the number of the children (Bernhart & Uddin, 1990; Hasna, 2003; Omran,
2012; Srikanthan & Reid, 2008; Varley, 2012).
Timor-Leste is a society in which discussion of sexuality is considered a taboo, an
attitude reinforced by the Catholic faith (Richards, 2015; Wayte et al., 2008). Even
though various international studies support the importance of sex education, there has
been little opportunity to implement this in Timor-Leste (Povey & Mercer, 2002; Wayte
et al., 2008).
In Timor-Leste, nearly 97% of people are followers of the Catholic religion and that
could likely be one of the many reasons that prevents couples from using modern family
planning methods (Richards, 2015). The Catholic Church has fully endorsed the Vatican
prohibition against any form of modern contraceptives, including condoms, pills,
injectable and other contraceptive modern barriers (Wayte et al., 2008). As emphasised
by Belton et al. (2009a), there is a connection between religious beliefs and a couple’s
attitude towards the utilisation of modern family planning methods.
Despite Catholic beliefs about the usage of modern family planning methods, in TimorLeste, the Catholic Church encourages married couples to practice natural family
planning (NFP) such as use of the calendar to check fertile periods, billing, cycle beads
and breastfeeding/lactation amenorrhea methods (Ekpo et al., 2008; Ryder, 1993).
However, these traditional methods have been proven to be less effective for those
couples who have little knowledge or unfamiliarity with their own body’s ovulation and
menstrual cycle (Fehring, 2009).
International studies suggest that women from other religions including Hindus,
Muslims and Buddhists are often more likely to use natural family planning forms in
part because they have more access to information about these methods (Pallone &
Bergus, 2009). Srikanthan and Reid (2008), suggested that it is vital for health providers
to consider every client encounter as unique, particularly in a religiously and culturally
diverse settings. It has been suggested that care needs to be taken not to characterise
stereotypical religious, social and cultural characteristics to women requesting advice
about contraception. Clinicians or health providers should be aware that different value
systems may impact differently on contraception decision-making of couples,
depending on their beliefs.
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2.4.3 Cultural influences
Other barriers for ineffective implementation of family planning program are the
influence of traditional and cultural practices. Timorese society has traditionally valued
extended families and as studies suggest, Timorese women in general want to have
many children (Lundahl & Sjöholm, 2009; Sissons, 1997). This norm of practice and
behaviour may impede the effectiveness of the FP program in its society. For example,
more than 50% of reproductive aged women, who were not using modern contraceptive
methods for FP were, also not intending to utilise these methods in the future (Wallace,
2014a; Wallace 2014b).
Contrary to the results reported above, according to Lundahl and Sjöholm (2009) in
Timor-Leste, 17% of reproductive aged women wanted to have no more than two
children, 13% of them wanted to have access to family planning methods, and 3% did
not want to limit the number of children they should have. Only 10% responded that
modern FP method would help to space their birth effectively. However, as stated by
Lundahl and Sjöholm (2009), over 60% of women and 70% of men were completely
ignorant about the possible use of FP methods.

2.4.4 The impact of gender
Gender-based issues are another significant area in relation to family planning
utilisation. In Timor-Leste, there is a lack of recognition about gender-based violence or
gender inequality (Meiksin, Meekers, Thompson, Hagopian, & Mercer, 2015). These
gender issues are serious and ongoing problems in both urban and rural settings
undermining and abusing women’s right to both physical and mental health (Meiksin et
al., 2015; Wayte et al., 2008). Gender-based violence in Timor-Leste is strongly
associated with a high probability of a negative outcome for maternal and child health
(Meiksin et al., 2015). Similarly, Picasso (2016) found that although, gender roles vary
among societies, in many under-developed nations, gender power and cultural norms
have the most impact on inequalities among populations. This strong gender power
domination by men and the country’s cultural norms have been associated with TimorLeste’s women inability to decide in life to use modern FP methods (Wayte et al.,
2008).
A study conducted in the Philippines by Oyieke and Galang (2016), suggested that
making joint decisions on family planning improved a couple’s relationship and
resulted in positive outcomes in terms of acceptability, accessibility and utility. This

30

mechanism is on other hand is to prevent a negative perception which was perceived by
respondent’s men that use of contraceptives encourages women to be unfaithful (Oyieke
& Galang, 2016).
While joint decision-making has documented advantages, it is not universal. In a study
of Pakistani couples, it was found that joint decision making from both wife and
husband is rarely seen. With regard to taking-up of a family planning method, it also
equally essential with regards to the desire number of children a man would like to have
(Mustafa et al., 2015). Although, women are motivated to use contraceptive methods,
men’s approval was reliably perceived to be the most essential factor of contraceptive
use (Balaiah, Ghule, Naik, Parida, & Hazari, 2001). Men in this case are needed to
enhance their knowledge and understanding of family planning which in turn will
improve the influences and successfulness of the family planning utilisation among
women or their female partners (Balaiah et al., 2001; Islam, 2014; Mwageni, Ankomah,
& Powell, 1998).
In addition, according to Mwageni et al. (1998), it is likely effective result that there are
need for more awareness campaigns on different aspects of reproductive behaviours,
such as the importance of children, irrespective of their sex and partner
communications.

2.4.5 Health literacy
Health literacy is commonly defined as the skills and abilities required to obtain access
to, understand and optimise any of the health services and information (Rudd, 2010).
Health literacy is a fundamental tool to drive an individual to accept, access and utilise
the basic health care and information appropriately for their own positive health
outcomes (Freedman et al., 2009). Sykes, Wills, Rowlands, and Popple (2013)
emphasises that health literacy is considered as community development in which
civilians become knowledgeable of issues, be active in discussions and take part in
decision making for health purposes.
Illiteracy levels in Timor-Leste are one of the highest in the world (Kennedy et al.,
2011). Illiteracy makes understanding health information challenging. This in turn
affects decisions about family planning. For instance, some of the reproductive aged
women in Timor-Leste are unable to differentiate types of modern contraception
(Kennedy et al., 2011). Therefore, to improve the health literacy of individuals, it is
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essential to involve communities in any community development programmes, in a way
that would make people have a sense of belonging, to be more informed and aware of
matters, as well as be more motivated and empowered to make decisions for health
(Sykes et al., 2013). In a study by Kennedy et al. (2011) it was revealed that,
approximately, 21% of married adolescents tend to know the basis of contraceptive
methods and up to 84% of reproductive aged women were never informed regarding FP
awareness in any modes of communication such as, radio, television, newspaper,
magazine, poster or pamphlets. In addition, the majority of adolescent women aged (20
– 29) have never been made aware of FP with health workers or had never been
exposed to any of contraceptive method (Kennedy et al., 2011). Factors contributing to
women not receiving family planning involves; financial barriers, poor geographical
access, lack of knowledge of services and concerns about availability of health workers
(Kennedy et al., 2011). However, it is not that women or men were opposed to
contraception but were possibly inhibited by its limited information and effectiveness
(Pradesh, 1997). Hence, the role of skilled health service providers is important to make
availability of an effective and appropriate information of family planning, to ensure the
simple language and promotional materials are used, so that the FP information can be
understood and accepted by all levels (Pradesh, 1997).
As studies show, geographical location of women and their partners play a part in the
level of choice among users of modern contraceptive methods (Cleland et al., 2006).
For example, those women that live in the rural areas have limited knowledge and
access to contraceptives compared to the women in urban areas. The welfare of
households, especially in rural areas, remains one of the major priority areas of TimorLeste’s government (ADB, 2014). According to Timor-Leste demographic health
survey report (2010), rural women in Timor-Leste have on average one child more than
urban women, (6.0 compared with 4.9 births per women). The level of fertility is
inversely correlated to women’s levels of education and wealth quintile (NSD, 2010a).
This report showed that women’s educational attainment was significant, with 6.1 births
among women with no education to 2.9 births among women with more than secondary
education (NSD, 2010a). This signifies that current users of modern contraceptives are
educated, and this shows that they are more likely to be users of modern contraceptives
than those women with low or no education. Hence, marginalised communities with
lack of education were recognised as paramount, and the importance of providing FP
within the context of full sexual and reproductive health care to be informed side
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effects, what to do in case of problems and what other substitute modern family
planning methods they can utilise (Cleland et al., 2006).

2.5 Summary
Family planning programmes are known as one of the most effective methods to help
reduce high maternal and child mortality, prevent unwanted pregnancies and space
births (Cleland et al., 2006). It is therefore, important to encourage women of a
reproductive age particularly in rural and marginalised communities to utilise modern
family planning methods. This would give extensive benefits for women to improve
their lives by having a chance to have access to education, economic and social
activities. This will also help women raise their children properly and give them a better
life. Various strategies and objectives have been developed by the government of
Timor-Leste with the support from various stakeholders to achieve these aims. The
basic initiatives are to prevent or delay pregnancy, to plan and space for a number of
children, and to increase use of modern family planning contraceptives.
The global and Timor-Leste based literature has highlighted barriers influencing women
in accessing and utilising family planning services. These barriers associated with poor
family planning services and utilisation include; lack of knowledge and information
about family planning, attitudes and practices towards family planning, side-effects,
cultural and religious beliefs, gender power and low socio-economic status.
The research presented in the next chapters was carried out with rural women and tried
to identify the gaps affecting family planning. Understanding rural women’s perception
and behaviour about family planning is significant. This will in turn contribute to new
family planning policies or reproductive health strategies thus helping to provide
solutions in accordance to rural Timor-Leste women’s needs and based on socioculturally appropriate interventions.
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CHAPTER 3 METHODOLOGY
3.1 Introduction
This chapter presents the methodological approach of this study. It first provides the
rationale for situating this study within the naturalistic paradigm of enquiry and for
utilising a qualitative research design. It then outlines the study setting, participants,
methods of data collection and data analysis. Furthermore, this chapter explains the
steps that were taken to consider ethical issues and to enhance the credibility of the
study. Finally, the role of the researcher and reflections about the interest and issues in
relation to researcher role are presented.
The three main research questions of this study were: ‘What are rural women’s
knowledge, attitudes and practices in relation to FP in Timor-Leste?’, ‘How do
women’s knowledge, attitudes and practices influences FP in Timor-Leste?’ and ‘How
might understanding women’s attitudes contribute to increased utilisation of FP in
Timor-Leste?’ The methodological choice was made in relation to these research
questions which required a qualitative approach.

3.2 Methodological positioning
3.2.1 Paradigm of inquiry
The design and methods of this study are guided by the naturalistic/constructivist
paradigm of inquiry developed by Guba and Lincoln (1994). Social constructivism or
constructionism is based on beliefs, reality, knowledge and experience through social
interaction (Guba & Lincoln, 1994). A constructionist approach concentrates on
identifying and highlighting the significance of culture and context in exploring what
happens in society. It is concerned with how knowledge or information is constructed
and understood. In order to obtain accurate data that would be useful and meaningful for
Timor-Leste community, it was important that the research approach respected the local
cultural values and beliefs; understanding how women and the community construct
themselves in relation to FP. As Guba and Lincoln (1994) suggest, constructivism
provides a useful approach to establish good communication and collaborative
relationships between the researcher and participants. The naturalistic/constructivist
paradigm of inquiry is considered more appropriate than other qualitative
methodologies to address the research questions considering that society interprets
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reality based on their historical, religious and cultural background as well as in the ways
they experience in life.
The literature (as outlined in chapter two) indicates that women’s knowledge and
attitudes are influenced by the context in which they make decisions about family
planning. A deep understanding of the participants’ attitudes about family planning
could only be ascertained by giving them the opportunity to speak in their own words
about these issues. Therefore, the research approach was guided by a philosophy which
took these factors into account.

3.2.2 The research designs
This study utilised a qualitative descriptive research design. Qualitative research is
undertaken when the researcher intends to understand the meaning of human action,
utilises analysis of textual data rather than translating data into numbers for analysis
(Creswell & Creswell, 2017). According to Marshall and Rossman (2014) qualitative
research often takes place in natural settings and draws on multiple methods that respect
the humanity of participants in the study concentrating on the social context.
Furthermore, qualitative descriptive research requires the researcher to put more focus
on the participants’ views and experiences rather than their own interpretation on what
they see and hear. While phenomenology and grounded theory are based on the
researcher’s own interpretations and may allow for bias (Sandelowski, 2000), a
qualitative descriptive study enables researchers to communicate and interact deeply
with participants to produce rich data or information which is related to specific issues.
The qualitative descriptive study often presents as narrative, open-ended interviews of
the knowledge and experiences of the participants of a different ethnicity and/or
backgrounds (Lewis, 2015; Marshall & Rossman, 2014). Using this descriptive
approach in this study provides an opportunity for the women’s unheard voices to be
heard (Silverman, 2013).
This study aimed to explore rural Timor-Leste women’s knowledge, attitudes and
practices of family planning. It was anticipated that through a qualitative descriptive
approach this study would enrich deeper understanding, thoughtful and relevant
experiences of the research through the viewpoints of selected participants in their own
expression (Marshall & Rossman, 2014). In addition, qualitative descriptive research
was considered to be appropriate in relation to the nature of the study and the duration
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of the study’s timeframe to complete the study. Thus, this research design was
considered appropriate for this thesis.

3.3 The study site, participants, data collection and data analysis
This section provides an overview of the study site in which the study was conducted,
the process of the participants’ recruitment and methods used for data collection and
data analysis.

3.3.1 The study sites
This study was conducted in the Suai district of Timor-Leste (Appendix A). The
rationale for choosing Suai district as a study location was because this area is
considered to have a high need for health research. Suai district is 178 km from Dili the
capital city of Timor-Leste. It takes approximately five to six hours to travel by road
from Dili to Suai. This remote location creates challenges to accessing services and
there is a poor health awareness in local communities (ADB, 2014; MOH, 2015).

3.3.2 Participants of the study
The participants of this study were women aged between 18–45 years old, living in Suai
district, and currently using a health clinic. The rationale for these criteria was because
they are considered to be a reproductively active age group. Women outside of this age
range or residing outside Suai district, were excluded from the study.

3.3.3 Participants recruitment process
The study took place during the months of May to June 2017. Prior to arriving in Suai
district for data collection, the researcher contacted the local midwife to consult and
obtain her support in recruiting participants. After arriving in Suai district, the
researcher introduced herself to the Head of the Health Clinic and showed him the
approval letter from the Institute National Health of Timor-Leste in Dili to conduct the
study (Appendix B). The recruitment process was then begun by the local midwife who
posted the participants recruitment flyer (Appendix C) on a community noticeboard and
also informed women who came to the clinic about the study.
Participants were recruited through purposive sampling which involved the midwife
informing women who would meet the study criteria about the study. This allowed the
researcher to collect views or ideas of relevance to the purpose of the study (Tongco,
2007). There are different perspectives from different authors regarding sampling size
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adequacy in qualitative research and there are no practical guidelines to determine the
sample size for purposive sampling (Guest, Bunce, & Johnson, 2006). However, Guest
et al. (2006) affirmed that, no matter how small or larger the sample size is, the key
element required is to reach saturation.
Potential participants were handed the participant’s recruitment flyer, information sheet
(Appendix D), and participant consent form (Appendix E). All were given up to two
weeks to decide whether or not to take part in the study. To some of the potential
participants who identified cannot read and write would be explained right away when
handed out the envelope with a package of research information. Those interested were
asked to contact the researcher via a phone call or return the envelope containing
completed consent form agreement or signature to the midwife to forward to the
researcher. After two weeks, 25 women who met the inclusion criteria had agreed to
participate in the focus groups. The potential participants were then contacted by the
researcher. An initial meeting was held to provide an overview of the study before
conducting focus group discussion. The purpose of the meeting was to ensure that the
women fully understood the research process providing them an opportunity to ask
questions with the research in person. It was important at this point to inform
participants of the study that there were no right and wrong answers to the questions
that would be used to guide the focus group discussion (FGDs).

3.3.4 Pilot study
Prior to conducting the focus group discussions, a pilot study was planned with eight
women of similar demographics to the participants. The pilot study is considered a
pivotal tool to pre-test the questioners before the main study is conducted. This is an
opportunity to identify whether the proposed discussions method and guide were
understandable or not. As Van and Hundley (2001) and Janghorban, Latifnejad, and
Taghipour (2014) suggested, having a pilot study is important as it might give
information about whether proposed methods or instruments are inappropriate or too
complicated. Therefore, this pilot study was pivotal as it enabled the researcher to
identify if improvements were needed (Janghorban et al., 2014).
The pilot study participants were chosen from the same community as the main study’s
participants, and likely to have similar level of understanding. Firstly, the researcher
contacted potential participants for the pilot study and explained the reasons for the pilot
study. The researcher and the participants of the pilot study set a date and venue to
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conduct the pilot. The pilot study was held in a meeting room of the Suai villa health
clinic.
The pilot study was found to be very beneficial as it provided an opportunity to improve
skills in conducting the focus group discussion including interacting with the
participants, the time frame set and the flow of the focus group questions. From the
pilot study, no amendments were required in the FG questions. However, the pilot study
identified that some women did not speak as much as others. Therefore, there was a
need to provide opportunity for all participants to speak.

3.4 Data collection
Data were collected for this study by conducting FGDs with the rural Timor-Leste
women. The following section provides a rational for using FGDs along with further
details relating to data collection.

3.4.1 Focus group discussion
Focus group discussion was undertaken with women in Suai district, allowing them to
share their viewpoints and experiences in a group. As stated by Krueger (1988), Wong
(2008) and Green and Thorogood (2018), focus groups provides an opportunity to
generate in-depth discussion in relation to women’s experiences and perception about
FP. It enables deep assessment of meanings and allows logical comparison of one’s
experience with another one in their group (Cresswell, 2003). Furthermore, according to
Wilkinson (1998) an essential part of a focus group is that it requires an interaction
between the participants and the researcher and it is the collection of this kind of
interactive data which distinguishes the focus group from the individual interview.
Focus groups allows people to extend as well as state opinions and views they may not
have understood through their individual thoughts and can put participants at ease and
enables them to talk freely and thoughtfully in a group (Gill, Stewart, Treasure, &
Chadwick, 2008; Green & Thorogood, 2018). Furthermore, focus groups discussions
are considered a good way to understand the perspective of a community in an
interpersonal communication rather in an individual communication (Creswell, 2013;
Wilkinson, 1998). Exploring a sensitive topic of women’s knowledge, attitude and
practice of family planning, the FGD method can encourage women to discuss openly
with one another. Significantly, some women who may be hesitant to be solely
interviewed and reluctant to discuss individually, may feel more comfortable in a group
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discussion process, inspiring more women to engage in the discussion (Creswell, 2013).
Due to the nature of the FGD, where this requires the interaction from group
participants with each other as well as with the moderator (Wilkinson, 1998), the
participants were informed in advance to freely share and discuss their knowledge and
experiences of FP with one another. Since the FGDs were held at the clinic it was a
trustworthy location. Those using the clinic and therefore participating in the FGD had
previously experienced the clinic setting, where they were safe to discuss FP. The
importance of confidentiality was discussed before the FGD took place, that the
researcher would not identify the nature of the discussions and it was expected that the
women would respect this too. The fact that the researcher was a Timor-Leste midwife
also contributed to establishing a trusting environment where the women were
comfortable discussing FP issues as she understood the study content and had existing
strategies for effectively communicating with women and creating a comfortable
atmosphere that would produce rich data and information for this study.
Three FGDs were conducted in two clinics of the Suai villa sub-district; they were
consisted of 8 to 9 participants. The three FGDs were considered appropriate due to the
duration and the scope of the MPH study. As Gill et al. (2008) consider, smaller or
larger number of participants have advantages and disadvantages. For instance, it is
believed a smaller (3-4) number leads to inadequate discussion while with a larger
number of (10-14) participants can be chaotic, difficult to organise and challenging for
participants who do not have a chance to speak. Considering this perspective, the ideal
number between 6 to 9 participants was expected that it would allow the participants to
actively interact in the discussion, generating sufficient information to meet data
saturation (Gill et al., 2008; Ruff, Alexander, & McKie, 2005).
Based on the information gathered from the literature review, a semi-structured question
guide was developed to guide the content of the focus group. The content of the
question guide (Appendix G) included women’s knowledge, understanding about
family planning and attitudes towards family planning practices that could influence
family planning among women in Timor-Leste. At the end of the FGDs, there was an
open question to allow participants to discuss any topics that were not covered in the
FGDs.
At the initial information sharing meeting, all participants signed the consent form with
either their written signature or with inked finger prints. Possible focus group venues
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were discussed, and all agreed to use the meeting room of the two above mentioned
clinics. Prior to each FGD verbal consent was gained. Participants were also informed
that the FGD would be recorded using an audio-recorder and the researcher would also
take notes during the FGD; and the participants agreed for that.
The first main FGD was conducted shortly after the pilot study was held, with
subsequent FGDs taken place in the following sequential weeks. Before the FGD began,
participants were reminded of their roles in the discussions and were advised that the
FGD would not be longer than one and half hours. Participants were advised that they
had the freedom to leave the discussions anytime they wished to. Informing people in
advance about the FGD process can aim to increase commitment and willingness to
participate (Barnett, 2002).
The focus groups included participants of mixed ages, as this can be effective and
convenient, helping to stimulate participants to extend and exchange different ideas and
views of family planning with one another (Silverman, 2013). After the FGDs, light
refreshments were provided. Over the refreshments the participants noted that overall,
the discussion had been beneficial. They mentioned that the FGDs enabled them to
openly exchange opinions, experiences and information related to family planning.
The characteristics of each focus group are presented in the following table:

No. of living
children

No. of
pregnancy

Level of
education

Marital status

Age range

No. of
participants

Table 2. Focus group discussions characteristics

FGDs

Location

Group 1

CHC Suai Villa

8

18 - 41

All
Married

Elementary High School

1-6

1-6

Group 2

CHC Suai Villa

8

20 - 40

All
Married

Illiterates –
High School

1-6

1-6

Group 3

Health Post Ogues

9

18 - 38

All
Married

Illiterates –
High School

1-7

1-5

3.5 Data analysis
This study utilised a thematic approach to analyse the data. Thematic analysis is
appropriate for a qualitative study as it allows for rich, detailed and complex description
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of data gathered (Green & Thorogood, 2018). Furthermore, it provides effective
techniques to analyse a broad set of data and information in a comprehensive way for
developing and identifying a set of logical themes and sub-themes from the raw data
(Braun & Clarke, 2006). This data analysis method also fits with the naturalistic
paradigm of inquiry (Guba & Lincoln, 1994), because as Patton (2002) and
Liamputtong (2009) suggests, that the data analysis methods is inspired by and attempts
to describe, the participant’s worldview. To produce an essential and realistic report
Braun and Clarke (2006) suggest six steps; transcription of the data, repeated readings
to familiarise the data, coding, identifying the major themes, reorganising the codes in
potential themes and sub-themes, and production of names for each theme and the
writing up of the report. All of these steps were undertaken in this study.
The data analysis began with the transcriptions and translations of the audio recorded
data. The FGDs were undertaken in the Tetum language and the audio recordings were
transcribed verbatim in Tetum language by the researcher, immediately after group
discussions were completed. Then the Tetum transcriptions were translated into
English, again by the researcher, and saved as a computer file to enable the thematic
analysis to commence. After reading the transcriptions several times the process of
coding took place. This involved finding key words in the text, and then manually
grouping them into themes. Connections were then made between the themes to
enhance understanding of data and to enable the identification of the themes through
grouped meaning. After identifying the differences and meanings amongst themes, new
themes were created and named.

3.6 Credibility of the study
Ohman (2005) highlights that the credibility of qualitative studies is determined by
good communication and collaboration among the researcher, the participants and
commitment with the area and topic of the study. In this study a number of steps were
considered that contributed to enhance its credibility. They include; prolonged
engagement with the research topic, review of various national and international
documents, collaboration with midwives and other relevant stakeholders, and
supervisors.
Ohman (2005), emphasises that, “prolonged engagement refers to researcher’s efforts to
really understand and become acquainted with the social context under study and the
people in this context” (p.278). The researcher is an experienced midwife, who worked

41

in Timor-Leste for an extensive period of time. Therefore, she has understanding of the
research topic and socio-cultural context of the participants of this study.
Credibility of qualitative studies is often determined by the capability and effort of the
researcher (Thomas & Magilvy, 2011). As a Timorese, the researcher shares common
similarities such as, language, culture and religion with the participants; that enabled her
to gain in depth understanding of the context and the participants of the study. This
meant the researcher was able to build a trustworthy relationship with participants, and
therefore, while conducting the FGDs the participants were more likely to feel at ease.
As stated by Guba and Lincoln (1994), the credibility of data can be clarified or verified
by reviewing the transcriptions, notes, and interpretations of data. Ideally, member
checking would have taken place, however, in this study, consideration was given to the
sociocultural setting of rural Timor-Leste where a patriarchal society dominates. As a
result, the researcher opted not to require participants back to the clinic for this checking
process to validate transcripts given this would have involved an additional journey and
time away from the home. It was also possible that some participants may have been
seeking FP advice without the knowledge of their husbands and so a sense of protection
was applied. This factor also precluded the researcher from visiting the participants in
their homes for member checking
In addition, communication and collaboration with the key stakeholders of the National
Health Research and Suai District Health Board can be considered important steps taken
in this study. Contact with the local midwives was established prior to the fieldwork and
continued while in the field for data collection. Furthermore, a research proposal was
presented in Dili to the Institute National Health office prior to the data collection with
opportunities for the Institute to ask questions about the study. Finally, regular academic
support, between the researcher and the two supervisors to discuss, review and verify
the research steps were maintained during the period of fieldwork. These are some of
the strategies used to strengthen the credibility of the study (Thomas & Magilvy, 2011),
to present an accurate description of human experience (Krefting, 1991).

3.7 Ethical considerations
Prior to undertaking the study, several key ethical and cultural considerations were
identified. Because the researcher aimed to interact and explore deeply with the
participants with regards to their perspectives, knowledge and experiences about FP, it
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was paramount to respect the participants’ rights, decisions, concerns and privacy in
following research ethical principles (Cresswell, 2003).

3.7.1 Obtaining ethical approval
As the study involved human participants, ethics approval was sought and received
from the Auckland University of Technology Ethics Committee [AUTEC] and approval
was received (Appendix G). As this study was conducted in Suai-Covalima district of
Timor-Leste, permission to conduct the study was also required from the Timor-Leste
Institute of National Health. To obtain this, the aims of the study and a brief description
of the research methods were presented. After that presentation, approval was granted to
the researcher to conduct the study.

3.7.2 Informed consent
As part of the ethics approval process, it is important to respect participants’ rights and
decisions to participate in the study. Therefore, the researcher was required to inform
participants in writing and verbally for those with low literacy levels of the objectives
that clearly explained details about the study and the participants’ role during the FGDs
(Miles & Huberman, 1994 ). Participant information sheets and informed consent forms
were written in the local language to help participants understand the process and nature
of the study. The participants were advised that they had the right to refuse to answer
any questions or to withdraw from the focus group discussions at any time if they
wished and that the audio-recordings, the hard copies of transcripts and the signed
copies of consent forms would be kept securely.

3.7.3 Maintaining confidential and anonymity
The researcher was required to maintain the confidentiality and anonymity of the
participants (Fehring, 2002). Therefore, all identifying information about participants
was removed during the transcription process and a code replaced participant’s names
in the writing up of the final report. This process was clearly explained to participants
prior to data collection including that the anonymised data would not be used for any
other purposes and any comments they made would be kept anonymous in the final
report.
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3.8 Research reflection
The role of the researcher is central to undertaking the qualitative data collection and
data analysis process (Pope, Ziebland, & Mays, 2000). Within focus group discussions,
the researcher has a moderator role and is pivotal to the success of the focus group
discussions (Barnett, 2002). Thus, according to Taylor, Bogdan, and DeVault (2015)
and Denzin and Lincoln (2011), it is crucial for every qualitative researcher to set apart
their own assumptions and biases, because qualitative research findings can characterise
the researcher’s images, understanding and interpretations of the issue of the study. To
help overcome bias the researcher used a pre-planned questioned guide, made audiorecordings to ensure an accurate account of the discussion which the researcher
transcribed verbatim. Furthermore, utilising a qualitative descriptive approach helped
offer accurate representations of the data.
The researcher’s educational background as a midwife with more than ten years’
experience in both clinical (hospital) and non-clinical healthcare (International Health
Organization) created an interest to explore about family planning issues. This enabled
the researcher to uncover the participants’ views and experiences relating to family
planning. Furthermore, the researcher is a Timorese native and fluently speaks the local
language, and is familiar with local culture, norms, and social etiquette. This means she
is a cultural insider and part of the broader community, enabling her to understand the
study content and creating effective communication and a comfortable atmosphere that
would produce rich data and information for this study. Therefore, there are potential
benefits to the researcher for her future public health practices, which include:
1.

To gain insights about the level of women’s knowledge and understanding
toward family planning and to explore the attitude and practices about the use of
overall FP and contraceptive in Timor-Leste.

2.

To gain better ideas and critical analysis about FP implementation in TimorLeste.

3.

To develop research and critical thinking skills to be able to further analyse FP
implementation in Timor-Leste.

44

3.9 Summary
This qualitative descriptive study was guided by the naturalistic paradigm of enquiry.
The location of this study was Suai-Covalima district of Timor-Leste, and the study
begun in May and ended in June 2018. The purposive sampling was used to select the
participants, and Timor-Leste women aged 18 to 45 years were the participants of this
study. Data were collected by conducting three focus group discussions with a total of
25 women and data were analysed using thematic approach. Ethics approval was
obtained from the Auckland University of Technology Ethics Committee and TimorLeste National Health Institute. Ethical principles such as informed consent and
maintaining confidentiality and anonymity were discussed. The credibility of the study
and role of the researcher were discussed as pertaining to this study. The next chapter
presents the finding of the study.
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CHAPTER 4 FINDINGS
4.1 Introduction
This chapter presents the findings from a study on women’s knowledge, attitudes and
practice about family planning in rural Timor-Leste. Three focus group discussions took
place with a total of 25 women from rural communities in the Suai district of TimorLeste. The first section of this chapter presents an overview of the demographic
characteristics of the participants, and the second section presents the findings of the
study.

4.2 Demographic characteristics of the participants
Demographic information was collected including participants’ age, marital status,
number and age range of children, and educational background. All the participants
were aged between 18 to 45 years old, living in a rural Suai district. Out of 25
participants; eleven were in the age range 18-25 years, seven were between 26-30 years
and seven were 31 years and above. All the women identified as married, and the
majority of them (n=19) began to have children at the age between 18 - 22 years. At the
time of the focus group, 11 women had between five and seven children, ten women
had between two and four, whilst the remaining four women had only one child each.
The majority of these women were of the Catholic faith (n=20) and five were from
other Christian denominations. The all participants described themselves as a housewife
and mother. While just over half of the women had had some formal schooling (n=13),
almost just as many (n=12) of the women had never had any formal schooling. None of
the women were working for wages and all were dependent on their husband’s income.

4.3 The study findings
As outlined in chapter three, data were analysed according to a thematic approach.
Three major themes were identified:


Perceived advantages of family planning



Knowledge and experiences about family planning methods



Barriers and enablers to family planning utilisation
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4.4 Perceived advantages of family planning
The participants had a general understanding of family planning and the importance of
utilising family planning. As the discussion progressed, the importance of family
planning emerged when participants spoke about how women should utilise family
planning to help them to effectively space children and to increase the health and wellbeing of their own and their children’s health. These factors were recognised as
increasing women’s ability to undertake activities of daily living, such as garden and
household routines.
In relation to birth spacing, another commonly emerging perception was about how FP
gave more opportunities for work, be it paid employment or women’s activities of daily
living. The following comments provide an example.
At least to wait until the first one has walked, that would enable the
older one to look-after the younger one and also to help and give
mother time to work (P9 - FG1).
It is better to wait at least the child has grown a bit older particularly
during the harvesting period otherwise it will be difficult for us who
are needed to work in the rice-field or gardening (P5 – FG2).
Many women realised how important it was for them to utilise family planning
methods. They perceived that utilising family planning methods would not just give
space in between births and pregnancies but, also help to provide better health to
woman and child, as the following excerpts explain:
We want to utilise family planning method because it helps to make us
to prevent our pregnancy, gives better health to a mother, particularly
to those who easily conceive, and it gives time for our children to
grow a bit bigger and healthy too (P9–FG1).
In regard to our and children’s health, we must know well to give
space in between our pregnancies. At least the child has grown a bit
bigger then we may get pregnant again. This is to give good health to
our child and a mother too (P3 –FG2).
Some women stated explicitly that family planning can contribute towards their desired
weight status. As an example:
Family planning does really help some of us who are slim and tiny to
grow fat or make us gain weight. We will likely not gain weight, if it is
not consistent to our body. (P1–FG1).
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Our bodies will gain weight, if the method we choose is consistent to
our bodies (P4-FG2).
However, a small number of the participants considered that a side-effects of family
planning can be perceived as weight loss. The following as an example:
If the body is inconsistent with the family planning method we use, we
will tend to lose weight and not gain any weight (P1–FG1).
The following findings highlighted that some participants saw family planning as being
beneficial, both in terms of being able to do more jobs around the house and garden, and
also gave them the opportunity to do paid work, as follows:
I think family planning is very good for us in the family, especially
when we get a job outside. Family planning method allows us to plan
for when we want to get pregnant or to give space between our
children. Having small child may be difficult for a mother to get a job
done. So, this was a reason makes me to utilise the contraceptive
method, to make me to wait until my child get bigger, so that I can
work well too (P5–FG2).

4.5 Knowledge and experiences about family planning methods
This section outlines women’s experiences towards modern and natural family planning
based on their knowledge and their practices in utilising different types of family
planning methods. It presents some examples of how women perceived and experienced
modern family planning.

4.5.1 Modern contraception
Participants had only a limited knowledge of contraceptive methods. The majority of
them were unable to classify different types of modern contraceptives. Most of them
only knew one or two types of contraceptive methods, which were injectable progestin
(Depo-Provera) and oral contraceptives (the pill). Most of the participants across all
three focus groups knew less about intrauterine devices (IUD) and implants (Norplant).
While they were able to distinguish between these two methods of IUD and Norplant,
they were unable to describe the names, as outlined by the following participants:
There are three types of contraceptive methods namely, injection, pill
and the one inserted... (Both participants can’t describe the names)
(P6 & P7–FG1)
Pills, the insertion method with small needle and injection (P2-FG2)
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There are three types; the injection, pill and the one inserted in our
arms (P4-FG3).
In regard to their use of contraception, the focus group data highlighted that most of the
women preferred to use injectable and pills methods compared to other types of FP. The
women found these family planning methods to be convenient and not complicated as
they did not need to have a device inserted. The following comment is an example:
We are afraid to use either one of both insertions methods into the
body. We don’t feel comfortable about the insertion process and it is
not convenient and effective for us to use it (P3–FG1).
Injections and pills are the most common and effective methods we
mostly like to use (P4–FG2).
Women mostly worried about complications, such as impact on activity of daily living
and the invasive nature of the method. The following excerpts, provide an example:
We are afraid, particularly when it inserted to our body (P2-FG2).
We feel much safer and secured to use injection method than any
other modern methods (P4-FG2).
Some participants felt that some of the modern contraceptives would likely impact on
women’s health, particularly their physical and sexual reproductive systems. This was
identified by several participants who commented that:
Some people said to me that the insertion method particularly the one
inserted into arm (Implant Norplant) is not convenient and effective as
it not enabling us to do any work or lift heavy weights (P7–FG2).
The one inserted through our vagina likely inconvenient method and
may cause bleedings, also my cause several of sickness (P6–FG2).

4.5.2 Natural methods of contraception
There were also several comments which revealed participants’ perception towards
natural family planning methods.
The study findings suggested that despite there being several natural family planning
methods, the majority of participants had little knowledge about natural family
planning. This was identified during the focus groups discussion where women were
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able to describe only one or two types of natural family planning methods, such as,
beads/corals and calendar method. The following comments are the examples.
There are natural family planning methods, like beads/corals and
calendar method (P6–FG1).
Another pertinent issue that was identified was that some of the participants considered
natural family planning method was not convenient to meet their FP needs. In
particular, a number of the women noted that natural family planning was not safe to
practice with their partners, and it was difficult to compromise with their partners or
husbands particularly during a fertile period. For example, as one of the participants
spontaneously expressed, accompanied by laughter.
Don’t ever you try to practice the natural family planning methods, if
we try it, we will immediately get burnt. (P4–FG2).
According to some participants, natural family planning required a high level of mutual
understanding from both wife and husband.
As a wife together with our husband, we should hold a mutual
commitment and understanding, otherwise, natural family planning
method would not certainly work out well as we expected for (P3–
FG2).
Natural family planning does really need a well mutual understanding
particularly from a husband if not it will be difficult for a woman to
control the pregnancy, just because we need to fulfil husband’s sexual
desires. In general, men often did not care if their wives are in a
fertility period (Then laughter by all the participants). (P4–FG2).

4.6 Enablers/barriers in utilising family planning
In general, the women identified some enablers but a number of barriers to their
utilisation of family planning. Following are some of the enabling factors which may
supports women in the utilisation of the family planning.

4.6.1 Attitudes towards services provider
The findings from this study highlighted that the participants experienced very good
communication and relationships with their midwives. They further commented that
they have always received information related to family planning. Similarly, the women
found it easy to approach midwifes with any family planning issues they may have or
have experienced. The following comments are some of the examples.
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When we face any problem, we will tell the midwife to change the
method (P9–FG1).
Our midwifes here are good, they give good assistance and they talk
to us about any information related to FP issue (P5–FG1).
They do give good assistances, whatever seems not right with us, they
would immediately advise us. Conversely, when things seem not right
with us, we will immediately let them know (P1–FG1).
Surprisingly, despite the accessibility of the midwife and the good relationship with
them that they expressed, they don’t feel that they had a firm grasp on knowledge. As
an example, one of the participants commented;
The midwife did tell us about the different names of family planning
methods, but we don’t remember their names again (P5 – FG3).

4.6.2 Negative experiences of adverse effects of family planning
Despite the women being satisfied with the family planning services offered there were
some aspects of family planning that were seen as negative. These will be presented in
the following sub-theme.
There were some issues raised by the participants about barriers that influenced the
women’s utilisation of family planning.
Although, a small number (n=9) reported not experiencing any side-effects from
contraceptives, most of them (n=16) stated that they had some negative reactions that
impacted on their health. The commonly reported adverse effects were, irregularity in
monthly period, headaches, nauseas, spotting/bleeding, body pain and high blood
pressure.
I have used contraceptives for a long time already since my first
children was born and I have seven children. Overall the injection
method was good for me. Although, after getting it, I began to
experience pain. Only a pain in my joint arms and feet that had
distracted me a lot from my work and I think this was the only concern
I had. I was thinking maybe it was just because I don’t have my
monthly period (P3–FG3).
I used the injection method for 10 times now. Since I applied it, I
experienced the headaches and black spotting every month (P1–FG2).
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Participants considered the contraceptive’s side effects could be a factor that had caused
some women to withdraw from, or change to, another modern contraceptive method.
For example:
I used to get the injection method for my contraception method. After
getting it, I used to have a high blood pressure and headache.
Because of having these several health sicknesses, I now changed for
the oral pills and after I consumed the pills, I think I feel much better
(P3–FG2).

4.6.3 Family influences
The study findings suggested that women in general do not practice family planning
without their partner and parents or parents’ in-law’s approval and opinions.
The majority of participants considered that it is very important to discuss family
planning with their partner before utilising it. However, several participants commented
that some of their husbands had not clearly understood family planning, even if they
(wives) had discussed it with their husbands. Therefore, sometimes they faced
difficulties to convince and explain to their husbands its usefulness and advantages.
I think, why some husbands appeared to not allow their wife to use
family planning method, this is because some men seemed do not
understand of its benefits and how it is used for (P2–FG2).
Some men think when we use family planning is enabling us to cheat
behind them, that’s why they refused their wife to use contraceptive
method (P4–FG1).
While a number of participants said that, although it might be sometimes be challenging
to get theirs husbands approval, these participants always find ways to use the family
planning method and discuss with their male partner because these women considered
the family planning was a significant and sensitive issue. This is to avoid any
misunderstanding and miscommunication among them and their husbands. As an
example, the following excerpt stated that:
We want to participate in family planning, as a member of the family
we are the family planner. So, we need to plan with our husband. If
they refuse, we would just have to remain patient and just follow them.
But as a woman, I do really want to use it because, I am concerned
about my health and I do want to have longer space. However, men
who were always refused and have a suspicious over their wives that
when women used family planning methods will allowing them to
cheat on their back. Because of their fear towards husband’s
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disapproval, some women often hesitant to use contraceptive method.
In the end, women who would get the consequence to get pregnant
again. Man, often never realised that, it would be a wife who gets the
health impact (P1-FG1).
Interestingly, this excerpt exemplified that although women had discussed family
planning with their husbands, for some, there was still a lack of support from them. A
number of participants also considered that there were many men in their village who
had little information about family planning and were reluctant to learn about it,
including its benefits and how it is used. Furthermore, a few participants shared that
there were reasons why some men/husbands appeared to disagree with their wives to
use family planning.
The above excerpts suggest that men were likely to dominate female partner in making
decisions. This can create conflict or violence among men and female partners and can
even cause women to fail to practice natural family planning methods.
Based on what I had experienced and seen, men often refused and
forbade their wives to participate and use family planning. Men
always make sure and insisted their wife not to utilise family planning.
Because they don’t like their wife to use it. That’s why still many
women in my village haven’t used family planning method, even
though they had bared many children and in closer distances (P1FG1).
However, even if these women had expressed some negative attitudes of family
planning from their husbands, there were some positive attitudes and concerns from
their husbands regarding family planning methods’ side-effects and beliefs it could have
an impact on their wives’ health.
Sometimes, my husband is too worry, he would think, I can get sick
after getting the contraceptive method. This is one of the reasons,
makes men often did not agree their wife to use contraceptive methods
(P4–FG3).
Although there were challenges for women to change men’s negative views towards
family planning, a few women considered it is important to have the confidence to
discuss with their partner the importance of women using the family planning. The
following excerpt is an example:
I think, as women, we should have courage to talk to our men, we are
the ones who give birth therefore, we should strongly speak to them
(men) that we need to participate in the family planning and explain
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to men that when we use family planning method is not to cause any
harm or cheat on their back but, it is for the benefit of our overall
health to remain healthy and fit (P1–FG1).
Furthermore, some women expressed that they sometimes found their parents’ and
parents in-laws’ being unsupportive towards their decisions for family planning
utilisation.
My parents always have a negative thought about contraceptive
method. They used to convince my husband and I of not to use the
contraceptive method because they believed modern family planning
method will stop me to conceive and have another child (P1-FG1).
The majority of women stated that, even if some of their parents disagreed with their
decision to use modern family planning, this would not ultimately impact on their
family planning utilisation. Women considered that the decisions of family planning
were supposed to be in couple’s hands and not in their parents’ hands.
Most of the participants revealed that negative thoughts from their parents and parent
in-laws are generally influenced by common myths that still strongly influence TimorLeste society. This centres on parents or parents’ in-laws believing that modern family
planning methods may negatively impact on the women’s reproductive health that may
prevent a woman being able to conceive or have a child.

4.6.4 Impact of spiritual belief on utilising family planning
As outlined in the demographic information, most of the participants were Catholic.
However, according to the participants in all three FGDs, the church did not influence
their decisions to utilise family planning contraceptives. This is an unexpected finding,
women described that it is up to each couple to decide whether to use a modern or
natural family planning methods. The following are the examples provide by the
participants:
None of the Catholic Church here in Suai district had ever directly
influences us to not use the modern family planning methods. It was
our own rights and decisions to decide whether to use it or not (P6FG2).
None of the churches had never forbidden us. I think, Churches were
not strict towards our decisions. It is our right to decide which family
planning method we would like to use (P1–FG1).
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4.7 Conclusion
This chapter has presented the key findings emerging from the thematic analysis of the
data gathered from three focus group discussions undertaken with rural Timor-Leste
women to explore their knowledge, attitude and practices of family planning.
The three major themes emerged from the focus groups were perceived advantages of
family planning, knowledge and experiences about family planning methods, and
enablers/barriers in utilising family planning.
In the next chapter these findings will be critically discussed in relation to the research
question and previous findings from the literature review.
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CHAPTER 5 DISCUSSION
5.1 Introduction
The aim of this chapter is to discuss key findings identified in the study incorporating
existing literature in order to consider the extent to which the research question has been
addressed.
This study sought to answer the following research questions:
What are rural women’s knowledge, attitudes and practices in relation to family
planning (FP) in Timor-Leste?
How do women’s knowledge, attitudes and practices influence family planning
in Timor-Leste?
How might understanding women’s attitudes contribute to increased utilisation
of FP in Timor-Leste?
Three major themes emerged from the focus group discussion: The importance of the
family planning, awareness of contraceptives methods, and enablers or barriers
influencing family planning use. These themes reflect the various perceptions, opinions,
and experiences of rural women participants from Suai district, in terms of knowledge,
attitudes and practice towards family planning services and utilisation, reflecting their
lived experience. The strengths and limitations of the study are reviewed and
recommendations for policy, practice and communities in rural Suai district and for
further research are presented towards the end of this chapter.

5.2 Importance of family planning
The consensus in the literature is that knowledge about family planning is useful for
women and their husbands as it shapes the perceptions and attitudes towards current and
future family planning practices (Nansseu et al., 2015). However, the findings of this
study indicated that there were some significant gaps in women’s knowledge.
Women in this study viewed modern FP positively as a way to control their fertility, but
it was identified that women had very limited knowledge of the various methods of
contraception due to poor education. Women’s limited knowledge and different
perspective about family planning has been described previously by Wallace (2014a)
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who also revealed that education is believed to be a key element to women accessing
and utilising family planning. However, even with greater knowledge about family
planning and methods of contraception do not always translate to an individual actually
practicing family planning (Speizer, Whittle, & Carter, 2005). Knowledge is important,
but it has been shown that it does not lead to expected behaviours – behaviour relates to
other things such as culture, context, peer pressure, power, powerlessness, resources,
emotions, personal preferences and beliefs. For instance, the Timor-Leste demographic
health survey showed that while 87% of women had good knowledge of at least one
family planning method, actual utilisation of FP was considered low at 24% in the
country overall (NSD, 2016b). Similarly, a study in India showed that 87% of women
reported to be knowledgeable about at least one family planning method, but this was
not been transformed into a high practice rate, as it was showed that only 38% of the
women responded were utilising a family planning method (Pegu et al., 2017). Factors
believed to contribute to lower contraceptive use were lack of awareness, education,
strong cultural and religious norms, as well as economic and political barriers.
It cannot be over emphasised how family planning is a significant factor relating to
maternal and child health and reproductive health in general. Utilising family planning
was an important consideration for women in this study, and one of the very significant
reasons was the perceived a good health of both mother and child, as well as giving the
mother an opportunity to plan for the right time to become pregnant and control the
number of children they had. Several previous researchers highlighted that there is a
strong association between the short-spacing of child birth and maternal and child
mortality (Ghulmiyyah & Sibai, 2012; Kassebaum et al., 2014). Evidence suggests that
more reliable information on health and sexual behavior, such as family planning, can
contribute to preventing and reducing complications related to maternal health (Victora
et al., 2011).
Timor-Leste is still considered to have a very high maternal death of four times the
likelihood of dying in childbirth (UNFPA, 2017). Low family planning utilisation and a
high total fertility rate of 4.2 births per women is considered to be amongst the highest
in the Southeast Asia region (NSD, 2016b). Despite a slight increase in family planning
contraceptive use from 21% in 2010 to 24% in 2016, studying women’s knowledge,
attitudes and practice towards family planning in this region is necessary, as findings
could contribute to develop policy for improving family planning services and
utilisation in Timor-Leste communities.
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Overall, this theme has identified that family planning was significantly important to
women in this study. However, despite this importance, there were some significant
gaps found in women’s knowledge of FP. Behaviour change also plays an important
role to improve women’s attitudes towards decisions and utilisation of FP. More
importantly, having good knowledge of FP has both direct and indirect effects on
society, not only to increase the FP utilisation but to improve maternal and child health.

5.3 Knowledge, attitudes and practice of family planning
Knowledge of family planning refers to how women understand about the importance
of family planning, the types of family planning methods, as well as the source of
information and services for family planning (Omishakin, 2015). The findings of this
current study identified that participants had minimal knowledge and understanding of
family planning and lacked the ability to identify many contraceptive methods-both
traditional and modern family planning methods. Fewer than half of the participants
knew more than two types of the family planning method, regardless of whether it was a
traditional or modern method. Misbelief and/or misinformation were prevalent
corresponding with the findings of Wallace (2014b). Possible sources of misinformation
were, for example, women gaining incorrect FP information from friends, husbands and
in-laws. Hence, gaining women’s knowledge and experiences on FP were considered
essential as to lessen the negative perceptions and attitudes about the importance of FP.
According to the literature, limited knowledge about family planning is considered one
of the most significant indicators preventing women from using family planning
methods (Najafi-Sharjabad, Yahya, Hejar, & Manaf, 2013; Wallace, 2014a). Previous
researchers affirmed that women who are knowledgeable and well educated are more
likely to be encouraged and motivated to access and use family planning to control their
pregnancy (Simelela, 2006; Wallace, 2014a; Wallace, 2014b). In this study, the
injectable Depo-Provera and oral contraceptive pills were the most commonly known
contraceptive methods. This supports the findings of NSD (2016b) report in relation to
women’s knowledge and preferences, where injectable methods are the primary
contraceptive method used to prevent pregnancy and give space between births.
The finding was similar to a study conducted in Ethiopia, where pills and injectables
were contraceptive methods commonly known by both males and females (Tilahun et
al., 2013), but different to national data from Pakistan (Mustafa et al., 2015) where IUD
followed by the condom and female sterilisation were the most commonly known
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contraceptive methods. While the reasons given by the Pakistani women for using these
were based on safety and few side-effects (Mustafa et al., 2015), women in the current
study made their choice because of the simple instructions and effectiveness. They
preferred short term methods, such as Injectable Depo-Provera and oral contraceptive
pills.
In general, the current study revealed that women who participated in study, while not
having a high level of FP knowledge, were using contraceptive methods, although from
a limited range. This was different to the latest findings reported by NSD (2016b), that
indicated high awareness but low contraceptive utilisation. A reason for this could be
that the majority of current participants had access to health facilities in the study site
and therefore, they may have had a greater awareness of health, including family
planning and may had more opportunities to access health information. Also, it could
have been that there were a large number of women in the local community who did not
utilise FP.
This study revealed a significant trend between women’s knowledge and the practice of
family planning. In association with the current demographic characteristic of women of
this study; literacy, age, and the number of children were likely to be essential factors
relating to current family planning decisions; this finding is supported by previous
studies (Barut et al., 2016; Miller, 2010). In this study a fear of side-effects is
highlighted as one of the reasons for women not using specific contraceptives, a result
that has also been described in other studies conducted in Ethiopia (Tilahun et al., 2013)
and India (Quereishi, Sadanadan, & Mathew, 2012).
The low levels of education may have impacted on women’s health literacy particularly
toward the appropriate choice of family planning methods. This notion was supported
by Tilahun et al. (2013) and Wallace (2014a) in that formal education was the most
important factor associated with greater knowledge about contraceptive methods. As the
literature suggests, the quality of information on family planning and its related
contraceptive methods determines women’s decisions to use family planning (Yee &
Simon, 2011). In general, the findings that women in this current study lacked the
ability to easily identify other than a few family planning methods.
Education has a key role to play and provide important step in making informeddecisions to utilise health services. Quereishi et al. (2012) came up with several
suggestions that improving female’s level of awareness and better access to family
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planning services could solve the problems of unmet family planning needs. In this
way, it would encourage more women to utilise contraceptive methods to reduce
fertility rates and choose appropriate birth spacing. If the level of education is increased,
the awareness of family planning options may also increase. Women who recognise the
benefits of family planning are inclined to use family planning methods to control
pregnancies and number of children compared to women who had limited knowledge
and are in turn easily influenced by other factors (Guttmacher Institute, 2014), for
example, cultural beliefs, misinformation and misinterpretation regarding the use and
benefit of family planning utilisation. These gaps may be a threat to women to
discontinue utilising family planning. However, in the current study, women recognised
the benefit of family planning and they affirmed to continue its use, even if they would
have to face challenges such as their husband’s disapproval or other influences such as
cultural or religious beliefs or misbeliefs relating to contraception. Timor-Leste
women’s family planning knowledge can be affected by myths and beliefs (Pegu et al.,
2017). The women in this study perceived that the IUD and implants may reduce their
physical activities and present risks to their health, cause menstrual irregularity,
infertility and lack of physical movement. It can be considered that these women were
lacking information and knowledge of various type of family planning methods.
To summarise, this theme has identified that women’s lack of knowledge of FP has a
correlation with women’s lacked of use of FP. The impact of women’s poor knowledge
and practices of FP were influenced by limited information and education. In addition,
misinterpretation and misunderstanding of FP introduced by other parties might also
had influenced women’s attitudes to reject the use of any particular FP methods.
Therefore, it is significant that every midwife improves women’s awareness and
understanding of FP by using simple materials and information to attain more women’s
interest to choose and decide appropriate methods of FP.

5.4 Relationship with service providers
Most women in this study had received and heard information about family planning
from government health providers such as hospitals, clinics, midwives, as well as
through the mass media such as radio and television. This combination of formal and
informal sources of information was similarly found by Alege et al. (2016), Jay,
Masoud, Sabiha, and Avelina (2017) and Quereishi et al. (2012) who stated that health
service providers, friends and the media were the most trusted sources of family
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planning information. Pegu et al. (2017), notes that increases in appropriate and
sufficient information of FP methods is beneficial as it allows women to make
informed-decisions for choosing the most reliable and appropriate family planning
method.
Some women in this current study expressed negative experiences which they believed
were caused by the contraceptives they used. The relationship with health providers,
especially the midwife is important for these women. It is necessary for health service
providers to assess and provide reliable information and assistance to avoid women
from discontinuing family planning methods. Providing women with reliable
information and alternative family planning methods may help maintain women’s
decisions to use family planning. Omishakin (2015) states that providing adequate
services and offering appropriate family planning information by the professional health
providers appeased those who were hesitant to use contraceptives, who were suffering
from side-effects, and prevented some from discontinuing family planning. As Jay et al.
(2017) suggest adequate information, counselling and further assessment can be
integrated during antenatal care services. In turn, women’s attitudes and practices could
be improved and thus, the unmet needs of family planning will be reduced (Askew,
2012; Hasan & Islam, 2016; Nansseu et al., 2015).
Women in this study stated that services and sources of family planning were easier to
access because they were provided free of charge. Timor-Leste’s health services of both
government and non-governmental facilities were the current leading sources of family
planning services that facilitate community with free services (NSD, 2016b). Free FP
services provide more choice to women to obtain contraceptives either from private or
government providers without worrying about cost (Alege et al., 2016). Hence, offering
free FP services encourages more women to utilise the services effectively.

5.5 Enablers and barriers of family planning
Several factors affect the attitude and practices of women towards FP. This includes the
positive interactions between the midwife and the woman. These positive interactions
enabled more women to use FP. Therefore, positive communication and interaction is
important and determines women’s position on FP decisions and utilisation. As
presented in the following sections, a range of other factors also determines women’s
FP utilisation.
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5.5.1 Traditional family planning methods
Women in this study considered natural family planning methods unfavourable. They
stated that natural family planning methods were not effective, convenient or reliable to
practice with their partners. This is consistent with the findings of Speizer et al. (2005)
who also suggest the inconvenience of natural family planning to be one of the main
reasons for women in Honduras to discontinue practicing this FP method. Reasons for
choosing between natural and other family planning methods included side-effects
(Tilahun et al., 2013) as well as religious and cultural beliefs (Sedgh et al., 2014).
Women in this study had a lack of confidence and mistrust towards traditional family
planning methods. This may likely be because of some women may find modern
contraception more convenient or they are aware of the availability, and it is free from
many health service providers. Hasan and Islam (2016) argues that when women and
men have clear information on both modern and traditional family planning methods, it
increases their motivation to use FP of any method. In contrast, when information is not
clear, and women and men’s FP preferences are not met, it can lead them to fail to use
any method of FP (Pearson & Becker, 2014). The women in this study faced a similar
situation where traditional FP methods were not effective to practice with their partners.
Considering that 97% of Timor-Leste are Catholics (Richards, 2015), women and their
partners should be appropriately instructed of how and when this natural FP method
could be applied, to lessen negative experiences (Pallone & Bergus, 2009). However,
both traditional and modern family planning methods can give more options for women
and their partner to choose. Therefore, adequate information on both modern and
traditional FP methods are pivotal for women and their partners.

5.5.2 Cultural and religion
In terms of cultural and religious concerns, this study had revealed both positive and
negative influences on decisions to use family planning. The findings of this study
revealed that the majority of the women were Catholic, and all were using modern
family planning methods. These women claimed that the Church in Timor-Leste does
not forbid them to use modern family planning methods which the women considered
positively. This belief contradicts studies conducted previously that the Catholic faith in
Timor-Leste impeded women and couples from utilising family planning, particularly
modern family planning methods (Richards, 2015; Wayte et al., 2008). The findings
were also in contrast with a Ugandan study (Nalwadda, Mirembe, Byamugisha, &
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Faxelid, 2010) and one carried out in Nigeria (Onwuzurike & Uzochukwu, 2001) that
explored reasons for low contraceptive uptake. According to the findings of these
studies, the Church or religion was one of the major barriers against effective family
planning practice particularly the use of modern contraceptive methods. The
perspectives of women in this study are quite unique. Given the majority of Timorese
are Catholics (NSD, 2016b; Richards, 2015), it is interesting these women did not
perceive that the Catholic Church provides the most valuable moral perspective on
women’s roles and rights on FP in Timor-Leste. Nevertheless, the role of religion as a
barrier may depends on the degree of religiosity and traditionalism of an individual to
adopt contraception. Considering that this perspective was only revealed amongst
participants, all of whom used the FP clinics, it might be the case that women not
accessing the health clinics would have different perceptions and experiences of the
influence of religion on their FP decisions.
It is well documented that the Catholic Church’s position on modern family planning
methods has challenged the implementation of family planning programme in TimorLeste (Belton et al., 2009a; Wallace, 2014a; Wayte et al., 2008). This is similar to the
Philippines, where Richards (2015) found that the Catholic teaching on contraception
has promoted and perpetuated negative and misleading perceptions of contraception. In
some instances, modern family planning methods are promoted as not acceptable, sinful
and against human nature (Srikanthan & Reid, 2008; Wallace, 2014a; Wallace, 2014b).
The position of the Church on this issue can put women in a dilemma. Women in the
current study thought that many Timor-Leste women who adhered to Church teaching
would not use modern family planning, while those who did, where considered by the
Church to have sinned.
Traditional family planning method also required a mutual understanding and
disciplined manner from both man and woman to meet their family planning needs
(Johnson‐ Hanks, 2002). Women in the current study reported that convincing their
husbands was sometimes challenging. The Church’s position is to continue promoting
natural family planning methods. While the Church was universally perceived as an
influential agency around reproductive health, Richards (2015) found evidence that
many of the Church representatives expressed support for the principle of reproductive
choice, despite a strong Church position on promoting natural family planning methods.
Furthermore, being a Catholic believer does not always influence an individual interest
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to utilise modern family planning methods (Leonard, Chavira, Coonrod, Hart, & Bay,
2006).
Providing both natural and modern family planning to all believers is promising, as this
gives women and their partners, options to choose from the different family planning
methods that they consider to be effective, convenient and reliable (Omishakin, 2015;
Richards, 2015), and thus, overcome some of the current religious barriers against the
use of contraceptives. Overall, the Church can be either a barrier or enabler for family
planning utilisation. However, as the Catholic Church played a main role during the
Timor-Leste conflict for independence there is no doubt people may show respect to the
Church’s position on any issue (Lyon, 2011). Therefore, it is very important for the
family planning service providers to understand how religion could affect women’s FP
decisions. Furthermore, having strategies to involve Church leaders in family planning
programmes (Richards, 2010), could be beneficial to reduce some negative
interpretations and barriers to contraceptive use.

5.5.3 Family influence
The socio-political context, such as, peer-pressure, restrictions on female mobility and
in-law’s disapproval, were prominent in this current study. Husbands have played a
very strong role in family planning decisions. Often they made the FP decisions, but
some women spoke of shared decisions between husband and wife and these were
viewed as ideal and positive in relation to FP decisions, but generally not the norm.
Most women in this study would not use contraception without their husband’s
approval. This is because in traditional practice, the man is considered the head of the
family and responsible for any household decisions including the desired number of
children (Niner, 2011). Thus, in the traditional patriarchy, women are expected to obey
and respect their husbands, taking care of the children and all the household routines
(Niner, 2011; Wallace, 2014). These findings are similar to many others, for instance
from India (Pegu et al., 2017), Tanzania (Schuler, Rottach, & Mukiri, 2011) and
Bangladesh (Islam, 2014). It is important to involve men in any health promotional
activities to boost their health literacy levels to support their wives with family
planning. Therefore, there is a strong need to provide men with information and
involving them in counselling sessions may help them to be more supportive of
contraceptive use and more aware of the concepts of shared decision-making approach
(Adelekan, Omoregie, & Edoni, 2014).

64

Another factor identified from this current study was that often men were found to be
suspicious and had mistrusted women using contraception. According to women
participated in this study, men believed that by allowing women to utilise contraceptive
methods enables them to cheat on men. This finding was consistent with a study
conducted in Nigeria where men had similar perceptions that allowing women to use
family planning methods encourages women to be unfaithful (Oyieke & Galang, 2016).
This behaviour is considered a barrier to contraceptive use and thus a hindrance to
women’s utilisation of contraceptives.
Having men participate in family planning education in clinic sessions can be beneficial
as this would improve men’s awareness and knowledge of family planning, as well as
enhance communication between couples. This approach would likely decrease
negative attitudes and perceptions in men towards their wives’ FP use (Adelekan et al.,
2014). In addition, participants expressed support for the right to reproductive selfdetermination. However, as the culture and religion in Timor-Leste has placed the man
as head of the family, women’s reproductive rights and decisions may remain a
challenge in the country. The negative perceptions held by men are part of existing
gender issues which must be considered by family planning service providers.

5.5.4 Impact of health literacy
Health literacy is the degree to which individuals have the capacity to obtain, process
and understand basic health information and services needed to make appropriate health
decisions (Nutbeam, 2000). Limited health literacy is associated with poor health
conditions as it hinders a person’s ability to access health information resources and
self-manage their health status (Nutbeam, 2000).
Health literacy was an issue among these women participated in this study. Women had
limited knowledge and understanding about family planning methods and their benefits.
A previous study conducted by Kennedy et al. (2011), found that illiteracy levels in
Timor-Leste were considerably higher than in other developing countries in Asia. Low
literacy levels in the study reported by Kennedy et al. (2011) could have impacted
women had a very minimum understanding about family planning and that this in turn
affected their negative perceptions and decisions to use FP methods. It might have been
the case that the other study was carried out in other areas of Timor-Leste such as urban
areas where the health literacy rates were higher (NSD, 2016b). Also, this can be
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associated with the low FP rates in Timor-Leste, which are lower compared to other
developing countries (NSD, 2016b).
In this study there was an association between higher levels of education and increased
knowledge of FP amongst women in this study. Despite women’s limited knowledge of
FP methods, findings in this study revealed that women refused to use FP methods other
than injectable and oral pills, due to their negative perceptions and misinterpretation.
The women perceived that utilising implants, or IUD methods can impact on their
physical health, for instance, women avoided carrying and heavy-lifting, and had fears
that items inserted into their body could cause vaginal bleedings, irregular periods and
pain.
Poor health literacy is found to be one of the barriers to individuals accessing health
services and seeking health advice or counselling (Nutbeam, 2000). This means women
with sufficient education levels more easily understand family planning concepts and
thus are aware of what to do and where to go when faced any issue related to FP needs.
According to the demographic characteristics of the women participated in this current
study, half of women had a minimum of primary and secondary school education levels
and the other half of women had no formal education. This finding revealed that women
with no formal education tended to have a very poor knowledge about family planning
and a lack of self-esteem compared to those with a minimum education background.
Women with poor health literacy may found challenges to access FP services, due to
their lack of self-esteem and shyness, making it difficult for them to discuss the issue
concerning FP utilisation with health service providers.
Health literacy is a very important component and it is influenced by many factors and
conditions, such as age, gender, education, as well as cultural and religion and socioeconomic status (Freedman et al., 2009). Providing women and their partners with clear
and simple FP health information may help bring positive outcomes for their health
attitudes and behaviour change. Therefore, adequate understanding and knowledge of
health literacy is a tool of social health determinants, environmental and systemic forces
influencing the health of individuals and the public (Freedman et al., 2009). However,
undeniably, a variety of interventions are needed to help diminish factors relating to
cultural and religious challenges and barriers.
Lower levels of education not only affect knowledge of contraception, but they also
shape negative perceptions and beliefs (Wallace, 2014a). This can be associated with
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the current low levels of family planning utilisation in Timor-Leste, where women still
find it challenging to use family planning to control pregnancies and space births.
Improving health literacy promises to increase women’s contraception practices
(Santoso & Surya, 2017). Furthermore, providing increasing family planning methods
access to low in-income women and at no-cost contraception would result a significant
reduction in the number of unwanted pregnancies (Peipert, Madden, Allsworth, &
Secura, 2012). This is fundamental to the health of women and their children and
critical to the equal functioning of women in society (Wallace, 2014a).
Previous studies confirmed that there is an association between individuals with poor
health outcomes, inadequate utilisation of health services, and lower health literacy
(Nutbeam, 2000; Yee & Simon, 2014). Similarly, women with poor family planning
literacy are the ones whose health status is affected the most. This was perceived as
being due to their inability to access FP health information resources (Dehlendorf,
Rodriguez, Levy, Borrero, & Steinauer, 2010; Kennedy et al., 2011; Kim, 2009). This
was also confirmed by Cleland et al. (2006) who stated that low levels of educations
have contributed to poor knowledge about FP methods and their side-effects which
impacted the decision to use FP in Timor-Leste.
The high rate of fertility and unintended pregnancies remain a public health issues in
Timor-Leste (Wallace, 2014a). The unmet need of family planning in Timor-Leste
reported is high, with 32% of women having an unmet need in 2010, which had
decreased to 25% in 2016 (NSD, 2016b). Despite this decreased rate the proportion is
still high. Incorrect FP use and contraceptive failure could be a factor contributing to
these rates. The women in this study had also raised some concerns about complications
of the contraception they used. Yee and Simon (2014) identified that inappropriate
contraception use and failure contributed to half of unintended pregnancies amongst the
low-income and minority women in the United States. According to Yee and Simon
(2014) women with poor and minority social economic status are often at most
substantial risk of unplanned pregnancy. Within this context, insufficiencies in family
planning and contraception knowledge can be barriers to effective family planning.
Hence, having effective communication and understanding of how and when to use
contraceptives can considerably reduce the possibility of unintended pregnancies
(Peipert et al., 2012; Yee & Simon, 2014).
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Family planning service providers need to recognise the importance of promoting health
literacy to men as well as women. A lack of support for men towards the use of
contraceptive methods can be a barrier. This was identified by the women participating
in this study. Hence, involving men in reproductive health is considered essential, as
men are also required to take responsibility for their sexual and reproductive health, for
the benefit of their family and society (Oyieke & Galang, 2016).

5.5.5 Impacts of side-effects
Side-effects related to the use of modern family planning methods can be a barrier for
many women to use contraception. Some women in this current study had negative
experiences of the injection Depo-Provera. They explained that fear of side-effects was
one of the most critical reasons for them trying to switch or discontinue use. Perceived
side-effects can impact on FP decisions, regardless of whether the women had ever
utilised it or not (Mustafa et al., 2015). In addition, this current finding also revealed
that often health problems occurred after utilising contraception, but poor understanding
may have affected their decision to continue. This is specifically pronounced with
respect to women who had likely limited understanding about family planning methods,
of how to use them, and where to consult or seek for advice (Sedgh et al., 2014).
A fear of side effects threatened women’s utilisation of FP (Sedgh et al., 2014). This
trend continues to increase and in turn the unmet need of family planning remains a
major problem in most developing countries (Alkema et al., 2013) including TimorLeste (Belton et al., 2009a). A similar study was conducted in rural India by Quereishi
et al. (2012) which revealed that the unmet need of family planning remains an issue in
India due to the lack of knowledge of contraceptive methods and side-effects and these
aspects were the major factors for the abandoning of modern contraception methods in
rural India. A similar result was also found in rural Ethiopia, also a developing country
(Tilahun et al., 2013), where a lack of knowledge of family planning methods and fear
of side-effects impeded women from using family planning methods. This study has
also discovered that although attitudes towards family planning were found favourable,
they were not without concerns and doubts about side-effects related to the use of
family planning methods.
Another issue revealed in this study was the fear side-effects with some long-term
contraceptives for example, the IUD, implant and other long-term methods. Traditional
methods were also considered ineffective and inconvenient to control women’s
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pregnancy or birth spacing. A previous study had already described similar findings
(Tilahun et al., 2013), identifying that Ethiopian women consistently preferred shortterm hormonal contraceptive methods like the pill and injectables than other permanent
methods. Furthermore, traditional methods, which were the least known, were
unfavoured FP methods.
Some women in this study openly shared their different experiences about side effects.
The experience is depended on each individual’s health issue. In contrast, Sedgh,
Hussain, Bankole, and Singh (2007) found that often women did not express their
health concerns to health providers. However, the findings of this study identified that
participants openly shared their concerns regarding different side-effects with the
researcher but reported not disclosing these to the health service provider.
Half of the women in this study had experienced some impact from the contraception’s
side-effects, for example; high blood pressure, nausea, irregular spotting, and pain in
joints in arms and feet. Evidence shows that many contraceptive methods produce
changes in the menstrual cycle. For instance, the injection ‘Depo Provera’ and implant
‘Norplant’ may cause irregularity on menstrual cycles, having frequent light vaginal
bleedings or missing period over time (Tolley, Loza, Kafafi, & Cummings, 2005).
These findings of past studies are in line with the findings of this study as the
participants highlight health concerns of the contraceptives they used. This is further
confirmed by a study conducted by Sedgh and Hussain (2014) that also reported
concerns about side-effects and health risks pertained particularly to menstrual
disruption and fears of infertility.
Fear of side-effects is one of the important indicators of contraceptive utilisation among
both women and men and have been confirmed and discussed within different studies
(Asadisarvestani, Khoo, Malek, Yasin, & Ahmadi, 2017; Sedgh et al., 2007; Wallace,
2014b). These health concerns were believed to be associated with the modern family
planning methods, For example, injection progestin and oral contraceptives pills. These
were potential threats for women to discontinue family planning in the future and a
threat to experience unmet need of family planning and unintended pregnancy.
Asadisarvestani et al. (2017) findings in Shiraz, Iran indicated that women who were
more knowledgeable about potential FP methods’ side effects were more likely to use
the contraceptives. However, some Iranian participants who practiced FP methods
continued use despite fears of side-effects. Ineffective and inappropriate family

69

planning utilisation may lead women to face unmet FP needs (Alkema et al., 2013).
This was consistent with the current findings where women lacked relevant information
about its use, apart from the limited ones that they use. Therefore, women are
encouraged to have knowledge of all various FP methods and their side-effects, giving
them a free choice and alternative to choose which contraceptive is most compatible and
comfortable to their body and health (Asadisarvestani et al., 2017).
In addition, side-effects are the most commonly mentioned causes for withdrawal from,
or unwillingness to use family planning method (Sedgh & Hussain, 2014). This is
consistent with the current findings where women stated that they did have health
concerns but, had not always informed the midwife. Reasons were unclear, however
Tolley et al. (2005) suggests that women who seek advice for side-effects feel health
providers considered side-effects to be insignificant. The health concerns raised might
be considered negligible, but such issues should not be disregarded, because, often the
concerns raised seemed to be a threat for many women’s discontinuation of use FP
methods (Tolley et al., 2005). Considering this, it is recognisably important for the
health workers to immediately addressing the needs or concerns of an individual’s
regarding their health concerns. Addressing women’s needs and concerns will help
prevent women’s contraceptive discontinuation and help increase usage which
contribute to achieve women’s FP goals and in turn relieve population pressures (Sedgh
et al., 2007).

5.6 Strengths and limitations of the study
This study has both notable strengths and limitations that are necessary to consider in
interpreting the findings.

5.6.1 Strengths of the study
One of the strengths of this study is that the researcher is Timorese and a midwife with
good understanding of the socio-cultural context and the language of Timor-Leste.
Women who involved in the study were likely to feel more comfortable to speak or
discuss in their native language with the researcher. Furthermore, this study utilized a
qualitative approach, which helped to gain deep understanding of the research topic by
giving participants an opportunity to voice their experiences and concerns in their own
words.
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5.6.2 Limitations of the study
There are a number of limitations identified in this study. This study used three focus
groups as the main data collection methods, and only married women aged 18 - 45 years
from a certain rural area of Timor-Leste were recruited. It may be that women from
different rural Timorese locations may have had different perspectives and experiences.
Another limitation was this study did not include family planning utilisation among
married men and that information about men was collected from their wife indirectly.
Furthermore, the decision not to undertake member checks of the transcripts may have
been a limitation of this study but the researcher opted to consider the needs of the
participants, who had already given time for the focus groups and for whom travelling
again to the clinic may have taken them away from their daily chores and may have
needed to be justified to their husbands, some of whom may not have known their wife
had been visiting the clinic for FP.
A further possible limitation is that all participants were recruited from local health
clinics, which may mean they were already more familiar with FP than others in the
community who may not use the clinics. Despite these limitations the findings from this
study may provide a starting point from which further understanding, in a larger study,
could be explored. Even though extracted themes were common across all three FG it is
possible that saturation of research themes did not occur. In addition, findings of this
study cannot be generalised to the wider Timor-Leste population due to the qualitative
nature of the study.

5.7 Recommendations
The findings from this study provide important insights into FP utilisation of
participants. The study has implications for a wide range of people including rural
women and male partners/husbands, the local community, health professionals, future
researchers and policy makers. The following recommendations are intended to enhance
family planning services and utilisation delivery to better meet maternal, family and
child health outcomes in rural Timor-Leste.

5.7.1 Inclusive family planning
Firstly, the findings suggest that family planning services have provided positive health
outcomes in both women and their children in the rural setting of Timor-Leste. Services
have not only provided positive health outcomes but have also contributed positively to
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reduce the fertility rate. While rural women were generally knowledgeable of and
positive about family planning services, a lack of health literacy existed, especially in
terms of family planning methods and, side-effects. There is a need to strengthen
women’s basic literacy skills and knowledge. This is considered to be beneficial to
empower women to develop socially and economically and to be more independent
rather than to be dependent only on their male partners.
In addition, it is important to introduce information about family planning, including
reproductive health education to men as well as women. Men play an important role in
current FP decisions but are seen not well informed and dominating decision making.
Future FP decisions need to be couple-oriented with both women and men more
involved. To enhance family planning, information, resources, and services need to be
more informative and accessible to all.

5.7.2 Community level
To make family planning, natural or modern, widely accepted and understood, all
community members and local leaders including church leaders are encouraged to work
together. It is perhaps aspirational in that looking ahead it would be beneficial to see
some more open discussion or acknowledgement from the Church of the impact of both
natural and modern FP, strengthening its support in promoting the healthy family.
Adequate and sustainable FP promotional awareness in the community can bring
positive outcomes for improving knowledge, attitude and practice within the
community, while also improving socioeconomic status.

5.7.3 Health service providers
There is a need to improve and increase the quality of family planning services.
Knowledge and awareness of overall use of both natural and modern family planning
utilisation and services is required. Improvement should not only include consideration
of the importance of family planning benefits but should also include access to effective
education, information and communication. This will help to improve knowledge about
the various types of family planning methods, how to use and where to obtain them,
their side-effects and ways to overcome any challenges experienced while using FP.
Training of the family planning providers is also important particularly keeping updated
with recent information on FP methods. In this way, FP service providers are equipped
to respond to any issues related to FP utilisation. In turn, this may help reduce any
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misconceptions and misinterpretations which exist among women and their partners.
Potentially, training that also considers privacy, confidentiality and sensitivity of FP
may help encourage more women to access FP.

5.7.4 Future research
It is recommended that further research take place to increase the understanding of the
factors that influence women of rural Timor-Leste around family planning so that
findings can inform future policy. The study identified that low health literacy towards
FP was one of the major barriers. Lack of male support or male partner’s disapproval
towards family planning use among women in the rural setting was one of the barriers
that affected family planning utilisation among rural women. Improving and increasing
family planning decisions is very important. It is necessary to involve men in a future
study to identify influences surrounding the decision or approval made by men to use
family planning services.

5.8 Conclusion
Effective FP can contribute to substantial decreases in fertility rates and reduce the risks
of unwanted pregnancies, induced abortion and maternal deaths. However, in many
developing countries, including Timor-Leste access and utilisation of FP is poor. This
study aimed at exploring rural women’s knowledge, attitudes and practices in relation to
utilisation of family planning in Timor-Leste. The study has uncovered an
understanding that highlights FP benefits and challenges perceived and experienced by
rural Suai women in Timor-Leste.
There is a need to reduce the fertility rate among women in Timor-Leste which would
not only promote maternal and child health, but it would also contribute to the reduction
of the maternal health burden and mortality rate in Timor-Leste. Most women in this
study had a reasonable knowledge about the importance of family planning. Many
participants recognised family planning as a means to prevent pregnancies and give
space between births for better quality of life both physically and socially. However, a
lack of knowledge of a wider range of family planning methods, fear of side-effects and
family influences, particularly male partner’s disapproval towards family planning and
in-law involvement, were common factors affecting FP service utilisation.
In addition, while the Church’s role and teachings may not have been a barrier or
influential factor to the women of this study, more generally there is a need for
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community and church leaders to be open to discuss FP. Allowing and promoting
effective methods of birth control or spacing may likely lower the number of abortions
by reducing unwanted pregnancies and complications that are current risks for women’s
health.
Women in Timor-Leste need to be supported and provided with opportunities to obtain
good education and health literacy skills. This may help empower women to be more
autonomous and confident in recognising their reproductive health needs and making
FP decisions. In line with the findings of this study, currently poor health literacy is
impacting on women’s decisions on either natural or modern FP methods. Clear and
simple FP information along with skills to better understand information would be
beneficial and may likely provide a positive impact on women and men as well as
others over FP decisions. At the same time some rural health providers may not have
access to the most up to date FP information. Ongoing training for providers is
therefore another important factor to effective FP utilisation.
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Appendix A: Geographical location of Timor-Leste & Suai-Covalima District
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Source: MOH 2015, Covalima-Suai Health District Department
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