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ABSTRACT

The fertility rate in Africa is among the highest in the world, and this trend is projected to
continue unless drastic interventions are put in place to avert the situation. Contraceptive use
among adolescents in sub-Saharan Africa remains very low despite various interventions to
improve the uptake. The study aimed to examine the key determinants of contraceptive use
among adolescent girls in Zambia; specifically, i) examining patterns, trends and factors that
drive poor usage of contraceptives; ii) exploring the motivators and influencers of decision-
making regarding contraceptive use among adolescent girls; and finally, iii) understanding their

perspectives on existing contraceptive methods.

The study examined patterns, trends and factors associated with contraceptive use among
adolescents in Zambia, using data from 1996, 2001/2, 2007 and 2013/14 Zambia Demographic
and Health Surveys. Qualitative data was collected through focus group discussions and
analysed using thematic analysis. Permission to conduct the study was obtained from the
Ministry of Health and the National Health Research Authority. Ethical approvals were
provided by the Biomedical Research Ethics Committees (BRECS) of the University of Zambia
and the University of KwaZulu-Natal in South Africa.

Results revealed that contraceptive use among adolescent girls in Zambia remained low over
the 18 years and increased by only 3%, particularly among younger, uneducated, and unmarried
sexually active adolescent girls. Marriage or living with a partner contributed the most to the
change in contraceptive use (44%), while living in a rural area accounted for approximately
20%. Adolescent girls' experience with contraceptives was affected by various factors such as
knowledge of contraceptives, including sources of information and contraceptives, experience
with using contraceptives, challenges with access to contraceptives, and misconceptions about
contraceptives. The interaction of factors related to their personal experience, their community
and the environment in which they access contraceptive services all contribute to the overall
patient experience and influence the adolescent girls’ contraceptive decision. Most of the

motivators for the use and/or non-use of contraceptives are intrapersonal and interpersonal.

Contraceptive use among adolescent girls remains low and is determined by various factors.
Key influencers and motivators for contraceptive use involve people in their lives, such as

partners, family and community members. Interventions targeting increasing demand, access
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and use of contraceptives among adolescents must be innovative, participatory and

implemented within the context of local cultural norms.
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DEFINITION OF TERMS these terms need a choice of reference

Adolescents: are people aged between 10-19 years with those aged 10-14 considered younger
adolescents while those ages 15-19 considered older adolescents. However, the focus of this
study was on the older adolescent girls aged 15-19 years.

Age-specific fertility rate: this is the number of births occurring during a given year or
reference period per 1,000 women of reproductive age classified in single-or five-year age
groups

Contraceptives: devices or methods that are used to prevent pregnancy

Contraceptive Prevalence Rate: this is the percentage of women aged 15-49 years, married
or in-union, who are currently using, or whose sexual partner is using, at least one method of
contraception, regardless of the method used (WHO definition).

Decision making: the act or processes of making a choice. In the context of this study, this is

the act or process of making a decision whether or not to use contraceptives.

Influencers: these are persons or individuals that have an impact on adolescent girls” decisions

on whether or not to use contraceptives.

Motivator: In the context of this study, this is an incentive or reason that influences adolescent

girls to either use or not use contraceptives.
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CHAPTER ONE

INTRODUCTION AND RATIONALE FOR THE RESEARCH

Overview

This chapter covers the background information, problem statement, study justification and the
purpose of the study. It also presents the study’s aims, objectives, hypotheses, list of
manuscripts and summary of all the chapters.

1.1. Background

Adolescent pregnancy remains a global health problem with dire social, health and economic
consequences for young mothers and their children. Approximately 21 million girls aged 15-
19 years in developing countries become pregnant annually with an estimated 12 million of
them giving birth (1). Although adolescent birth rates have been declining, there are disparities
across regions and within countries (2), with these rates being higher among those with lower

socioeconomic status (1,3).

Contraceptive use remains a key intervention in the prevention of unplanned and unwanted
pregnancies. It affords women the chance to decide when to have their children. It has been
estimated that over the 20-year period from 1998 to 2008, contraceptive use reduced maternal
deaths in developing countries by approximately 40% through the reduction of unwanted
pregnancies (4). Analysis of DHS data between 1986 and 2006 showed that based on data from
25 countries, on average, approximately 25% of young women had used contraceptives by the
age of 18 years, with ever use of contraceptives by this age being as high as 51-61% in countries
such as Bangladesh, Brazil and Colombia (5). Furthermore, 12 out of 16 countries with
historical contraceptive data from at least two DHSs showed increases of 2-17% in the
proportion of adolescent girls using contraceptives by the age of 19 years (5). Analysis of DHS
data from 29 countries in sub-Saharan Africa conducted between 2010 and 2018 showed that
29% of adolescents and young women used modern contraceptives with the largest proportion
reported in Lesotho (59.2%) and the lowest in Chad (5.1%) (6).

In Zambia, only 32.5 % of all women aged 15-49 years in Zambia currently use modern
contraception methods (7). Contraceptive use was even lower among females aged 15-19 years

with the use of any method of contraception in this age at 10.6% with 10.2% using any modern
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contraceptive method (7). This is despite knowledge being almost universal and the widely
documented consequences or risks of teenage pregnancies. The 2013/14 Zambia Demographic
and Health Survey (ZDHS) reported that 98.8% of all women and 99.5% of all men had heard

of at least one contraception method (7).

Sexually activity among adolescent girls, coupled with low contraception use, predisposes
them to unplanned teenage pregnancy and also poses major health risks, including pregnancy
complications, sexually transmitted infections (STIs) and HIV/AIDS. Approximately half
(49.7%) of adolescent girls are sexually active, with 75.9% not using contraceptives (8). In
terms of timing of sexual intercourse, 21.8% reported having had sexual intercourse in the last
4 weeks, while 17.6% reported having had sex in the last year (7). Beyond the potential health
consequences associated with this scenario, these high rates of sexual activity and low use of
contraception among adolescents could be contributing considerably to unwanted pregnancies.
Adolescent girls and young women in sub-Saharan Africa reported an overall prevalence of
unwanted pregnancies of 30.0% with Southern Africa reporting the highest proportion (60.0%)
and Eastern Africa reporting the lowest (20.4%) (9). Unwanted pregnancies contribute to high
fertility rates among these adolescents. Age-specific fertility rates showed that women aged
15-19 years reported 141 births per 1000 women with 97 births per 1000 women reported in
urban areas compared to 184 births per 1000 women in rural areas (7). More than 30% of all
women give birth by the age of 18 while among, adolescents aged 15-19 years, approximately

29% are already mothers or pregnant with their first child (10).

Use and Non-use of Contraception

Contraceptive use is influenced by a multitude of factors, especially among adolescents. A
study among adolescents aged 15 - 19 years found that perceptions associated with
contraceptive use outcomes included adolescent approval of contraceptive use, knowledge of
how to use contraceptives, ability to get contraceptives for self, and sexual partner
communication (11). It has also been found that both individual and community characteristics
were important predictors of whether an adolescent would use contraceptives or not (12,13).
At the individual level, the odds of contraceptive use were more than thirteen times higher for
adolescent women with one or more children ever born and almost three times higher for those
ever married (12). Having medium and high access to media also increased the odds of using
contraceptives use in Zimbabwe (12). A qualitative study conducted among young women and

men aged 13-25 years in South Africa found that there were six factors hindering condom use,
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and these were lack of perceived risk, peer norms, condom availability, adult attitudes to
condoms and sex, gendered power relations and the economic context of adolescent sexuality
(14).

Lack of comprehensive knowledge about contraceptives and cultural barriers also contribute
to low contraceptive use among adolescents (15). Studies have revealed that while adolescents
were aware of the availability of contraceptive services, they lacked comprehensive knowledge
about contraception and contraceptives (14,15). This led to negative attitudes towards using
the services (16). Cultural barriers related to communication about sex-related matters also
contributed to the non-use or incorrect use of contraception (16). Cultural norms related to
sexual health issues form a barrier to open discussions about issues related to sexual health and
consequently contraception. Cultural norms surrounding fertility tend to influence and affect
contraceptive use among women, particularly where male dominance in marriages or
relationships and opposition to contraceptive use prevail (17). Adolescents, therefore, often use
contraceptives without the knowledge of their parents or guardians, often hiding the pills from

their parents (18) which makes them forget to take them leading to unwanted pregnancy (16).

Providing reliable access to quality contraceptive products is a major challenge for many
developing countries (19). As such, adolescent girls, like older women, face many concrete
barriers to accessing family planning services. Clinics, for example, are not easily accessible
for rural residents (17,20); furthermore, many have difficulties in maintaining quality staff
(20,21) and keeping contraceptives in stock (22). The cost of contraceptives is also a significant
barrier for young women — who must also deal with unique age-related needs for privacy and,
in some cases, laws that prohibit access to contraceptives for unmarried women (21,22). The
lack of information on contraception and misconceptions about the effects of contraception is
also another challenge. Medically inaccurate notions about how conception occurs and fears
about the effects of contraception on fertility and menstruation are among the barriers to
sustained contraceptive use and these are not taken seriously by nurses (23). Nurses' attempts
to stigmatise teenage sexuality, their scolding and harsh treatment of adolescent girls, and their
unwillingness to acknowledge adolescents' experiences as contraceptive users, undermined the

effective use of contraception by girls (23).

In many poor communities of Low and Medium Income Countries (LMICs), contraceptive
methods are not available to adults or adolescents (19). Even when contraceptive methods are

available, laws and policies prevent their provision to unmarried adolescents or those under a
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certain age (19). Even where there are no legal restrictions, health workers in many settings
refuse to provide unmarried adolescents with contraceptive information and services because
they do not approve of premarital sexual activity. And when they do provide contraceptive
methods, they often limit this to condoms, with a misconception that long-acting hormonal

methods and intrauterine devices are inappropriate for nulliparous women (16).
1.2. Statement of the problem

Contraceptive use among adolescent females in Zambia remains low, with only 10.6 % using
any contraceptive method (7). Several studies have shown that many factors, both at individual
and cultural/ societal levels, affect and influence the decision-making regarding contraception
use among adolescents (11,16,24). In Zambia, however, there is a lack of understanding of the
patterns and trends of contraception use among adolescents and associated factors, including
how they have changed over the past two decades. Existing information focuses on individual
Zambia Demographic and Health Surveys and compares adolescents with adult women across
various countries (5). In general, many studies on contraception use in LMICs have focused

more on barriers to accessing conception (14,19,25).

Meanwhile, mixed methods studies exploring adolescents’ decision-making on using
contraceptives, as well as their needs, preferences and perspectives regarding existing and
future contraception methods, are lacking. This information is vital to developing intervention
strategies to improve contraception uptake among adolescents in Zambia. This study will
provide much-needed data on adolescents’ perspectives regarding their needs, preferences, and

decision-making processes concerning contraceptive use.
1.3. Purpose of the Study

The purpose of this study was to generate information on the factors that influence
contraceptive use among adolescent girls aged 15-19 years in Zambia as well as generate
insights into the key influencers and motivators of their decision-making on whether or not to
use contraceptives. This information is essential for policymakers and program managers in
addressing poor contraception usage among adolescents in Zambia. It is meant to provide a
better understanding of what has been driving the existing patterns and trends and insights on
how to better influence adolescent girls’ contraceptive behaviour in Zambia. This information
is also important in enhancing sexual reproductive health (SRH) policies and programmes with

a focus on adolescents in Zambia.
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1.4. Research Questions

1. What is the current evidence on adolescent girls’ decision-making regarding contraceptive
use in sub-Saharan Africa:

2. What are the patterns and trends and associated factors of contraception use among
adolescents in Zambia?

3. What are the factors associated with contraceptive use among adolescents in Zambia over
the period of 18 years (1996 to 2014)

4. What are the contraceptive experiences, needs, preferences, and perspectives of adolescents
in Zambia regarding existing and future contraception methods?

5. How do adolescents make decisions on whether or not they will use a contraceptive and
what factor influence their decisions?
1.5. Study Aim and Objectives

Aim

To examine contraceptive use patterns and trends among adolescents and associated factors,
understand adolescent contraceptive use experiences, and explore factors that motivate and

influence adolescent girls’ decisions regarding contraceptive use.
Specific Objectives

1. To map evidence on adolescent girls’ decision-making regarding contraceptive use in
sub-Saharan Africa through a scoping review.

2. To examine levels, patterns, and trends of contraceptive use among adolescents in
Zambia over the period of 18 years (1996 to 2014).

3. To determine the factors associated with contraceptive use among adolescents in
Zambia over the period of 18 years (1996 to 2014).

4. To understand the adolescent girls’ experience with accessing and using in Zambia and
the perspectives and preferences that adolescent girls have regarding existing and future
contraceptive methods.

5. To explore the motivators and influencers of adolescent girls’ decision-making on

whether or not to use contraceptives.
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1.6. Significance of the study

Conducting this study was important in order to better understand adolescent girls’
contraceptive behaviours, and factors that influence and motivate their decision-making
regarding contraceptive use. The results of this study are useful and highlight important factors
to consider in programmes that target increasing contraceptive use among adolescent girls in
Zambia. This study makes an important contribution to the field of contraception use in
Zambia, especially given the dearth of local research that delves into understanding what drives

adolescent girls’ contraceptive decisions.

1.7. Thesis Outline

Chapter One: Introduction. This chapter provides background information about
contraceptive use among adolescent girls. The chapter also discusses the rationale and
significance of this study and describes the research questions and objectives.

Chapter Two: Literature review. This chapter includes searching, evaluating, and narrating
available literature on contraceptive use among adolescent girls in Zambia and other sub-

Saharan African countries.

Chapter Three: Systematic scoping review. This chapter builds on the literature review
presented in Chapter Two, and reports on the scoping review of existing evidence focusing on
adolescent decision-making regarding contraceptive use. This review examined existing
literature to better understand the factors that motivate and influence adolescent girls in their
decisions on whether or not to use contraceptives. This chapter addresses objective one of the
study. The chapter includes a systematic scoping review protocol and the actual systematic
scoping review manuscript. Both the protocol and the actual scoping review have been
published.

e Chola M, Hlongwana K, Ginindza TG. Mapping evidence on decision-making on
contraceptive use among adolescents: a scoping review protocol. Syst Rev. 2018
Nov;7(1):201. Available from: https://doi.org/10.1186/s13643-018-0881-8

e Chola, M.; Hlongwana, K.W.; Ginindza, T.G. Mapping Evidence Regarding Decision-

Making on Contraceptive Use among Adolescents in Sub-Saharan Africa: A Scoping
Review. Int. J. Environ. Res. Public Health 2023, 20, 2744.
https://doi.org/10.3390/ijerph20032744
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Chapter Four: Overall methodology. This chapter describes in detailed the overarching
methodology used in the study. This includes the study setting, design, population, and sample
size, including the description of the study variables. Data management and analysis methods
and techniques that were used are also described as well as the ethical considerations in the

study.

Chapter Five: First primary manuscript. This chapter examines the patterns, trends, and
factors associated with contraceptive use among adolescents in Zambia over the period 1996—
2014. Using data from the Zambia Demographic and Health Survey, this paper describes
factors associated with contraceptive use and which factors have contributed to observed
changes in contraceptive use over the period 1996-2014. The manuscript has been published

in BMC Women’s Health journal and addresses objectives two and three.

e Chola M, Hlongwana K, Ginindza TG. Patterns, trends, and factors associated with
contraceptive use among adolescent girls in Zambia (1996 to 2014): a multilevel
analysis. BMC Womens Health. 2020 Aug;20(1):185. https://doi.org/10.1186/s12905-
020-01050-1

Chapter Six: Second primary manuscript. This chapter addresses objective three and builds
on the findings from primary paper one in chapter five. This chapter examines the contribution
of the different factors observed in primary paper one to the observed change in the
contraceptive prevalence rate over the period 1996 to 2014. This study was aimed at
investigating factors that contributed the most to the observed change in contraceptive use over
the period 1996 — 2014, using decomposition analysis. This paper was published in the Journal
of Public Health in Africa.

Chola M, Hlongwana K, Ginindza TG. Factors contributing to changes in contraceptive
use among adolescent girls in Zambia: a decomposition analysis. J Public Health Afr
https://doi.org/10.4081/jphia.2023.2261

Chapter Seven: This is the third primary manuscript and addresses objective 4. This chapter
explores Zambian adolescent girls’ experiences regarding access and use of contraceptives, as
well as their perspectives and preferences that adolescent girls have regarding existing and

future contraceptive methods. This manuscript is under peer-review in BMC Public.
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Chapter Eight: Fourth primary manuscript. This chapter addresses objective five and explores
the motivators and influencers of adolescent girls’ decision-making on whether or not to use
contraceptives. This manuscript has been published.

e Chola, M.; Hlongwana, K.W.; Ginindza, T.G. Motivators and Influencers of
Adolescent Girls’ Decision Making Regarding Contraceptive Use in Four Districts of
Zambia. Int. J. Environ. Res. Public Health 2023, 20, 3614.
https://doi.org/10.3390/ijerph20043614

Chapter Nine: Integrative synthesis. This chapter synthesizes the main findings from the
different research outputs and sought to address the overall study objectives. This chapter also
discusses the implications of the findings from this study and their implications for practice

and future research.
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CHAPTER TWO

LITERATURE REVIEW

Overview

This chapter highlights the literature that was reviewed. It includes details on the searching,
examination, and narrating of the available literature on contraceptive use among adolescent
girls. It presents literature examined at the global level and regional levels, highlighting
published research on factors that affect contraceptive use among adolescent girls. The review
of literature and the study overall is underpinned by the Socio-Ecological Model. The
framework was first suggested by Broffenbrenner (1) in the 1970s and later refined by
McLeroy et al (2)as a framework to promote health-related behavioural change. The framework
includes 5 levels of influence namely: (1) intrapersonal, (2) interpersonal, (3) organizational,
(4) environmental, and (5) policy. This framework was used as a guide for organizing and
summarizing the evidence regarding contraceptive use among adolescent girls. The framework
provides a firm basis for critically assessing and using the range of factors associated with
contraceptive use and decision making thereof among adolescent girls.

Figure 1: lllustration of the socio-ecological model by Mcleroy et al. (2)
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2.1.Contraception Use among Adolescents — Global Perspective

Contraception prevalence rates globally remain low, particularly in the least developed
countries such as those in Africa (3-5). According to the 2015 United Nations report on Trends
in Contraceptive use, 64% of married or in-union women of reproductive age, worldwide, were
using some form of contraception (4). However, contraceptive use was as low as 40% and 33%
in the least developed countries and Africa, respectively (4). Statistics revealed even lower
figures among female adolescents (6,7), with the overall contraceptive prevalence rate (CPR)
among female adolescents aged 15-19 in the developing world being about 21 % for all
methods (modern and traditional) (8). This is despite the benefits of contraceptive use, such as
the freedom to decide the number of children to have, and how to space them, as well as
improvements in health-related outcomes, including a reduction in maternal mortality and
infant mortality (9-11) and improvements in schooling and economic outcomes, especially for

girls and women (12,13).

2.2.Patterns and Trends of Contraceptive Use in sun-Saharan Africa

In sub-Saharan Africa, use of modern contraceptives among young adolescent women has been
increasing (14,15). As shown in a study among young adult women from 18 African countries,
the median percentage of condoms for pregnancy prevention use increased from 5 percent to
19 percent between 1993 and 2001 (16). Significant heterogeneity across countries and within
countries has also been reported depending on adolescents needs for spacing, limiting and
method preference. For example, levels of modern contraceptive use in the East/South Africa
region are higher among young parous women compared to young nulliparous women, while
in the West/Central Africa region, levels are higher for young nulliparous women compared to
young parous women (17). Disparities in contraceptive use have also been observed within
countries by factors such as age, rural-urban residence, education, wealth, and marital status
(18). This is consistent across various sub-Saharan countries and is discussed further detail

below.

2.3.Factors affecting adolescent contraception use in sub-Saharan Africa

Various factors affect contraceptive use, or in this case non-use, among adolescents. Some of
these factors are related to obtaining contraceptives and others pertain to using contraceptives.
With regard to obtaining contraceptives, adolescents face numerous barriers some of which are

similar to adult women, but others are specific to adolescents.
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2.3.1. Health system-related factors

Health service-related barriers such as poor health systems for sexual health, family planning,
and maternal health are known, with unmarried adolescents ignored in some cases, married
adolescents in others, and an overall deficiency of youth-friendly services (19,20).
Contraceptive services may be affected by the lack of or erratic availability of supplies and
equipment, especially in many poor communities of LMIC. Contraceptive methods are also
not available to adults or adolescents (21,22). At the political level, adolescent sexual and
reproductive health (ASRH) is a low priority and there are often restrictive laws and policies
in place that undermine contraceptive uptake (19). Laws and policies prevent the provision of
contraceptives to unmarried adolescents or those under a certain age, even in instances where

contraceptive methods are available (8,21).

In places where there are no legal restrictions, the attitude of health workers deters adolescents’
access to contraceptive services (19). Health workers, in many places, refuse to provide
unmarried adolescents with contraceptive information and services, because they do not
approve of premarital sexual activity (21,23-25). This was established in studies conducted in
Ethiopia, Kenya and Zambia (24,26,27). Published findings from a study of public, private not-
for-profit and private for-profit providers in rural Uganda confirmed these barriers, in addition

to sporadic contraceptive stocks, costs and unfriendly service provision (28).

2.3.2. Individual factors

Education

Education has been found to have an effect on contraceptive use among adolescents (29,30). A
significant increase in contraceptive use has been observed with an increase in the level of
education (29,30). Nketiah-Amponsah et al. (31) found the level of education to be a significant
predictor of contraceptive use among women of reproductive age in Ghana. This is more so in
urban areas where urban adolescents who typically have higher education report more
contraceptive use, particularly condoms (32). Therefore, educated female adolescents were
more likely to use contraceptives than their uneducated counterparts. Hounton et al found that
compared to adolescents who had completed only primary level education, the prevalence of
contraceptive use among those with secondary-level or higher education was 2.4 times, 1.9

times and 5.9 times higher in Burkina Faso, Ethiopia, and Nigeria, respectively (7).
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Furthermore, cognitive capacity, cognitive egocentrism, and experience factors have also been
found to play a role in decision-making in contraceptive use among adolescents (33).

Knowledge of Contraception

Adolescents in sub-Saharan Africa are also characterised by poor or lack of knowledge about
contraception (19,34) including emergency contraception (35). A study by Fatusi & Hindin
(36) found a lack of knowledge of sexual and reproductive health issues as one of the factors
associated with low contraceptive use. Similarly, Kennedy et. al. (37) also found that in
addition to having low contraception use and less access to information and services,
adolescents have poor knowledge of family planning. Adolescents’ main source of information
was usually their peers and the information received from their peers was mostly untrustworthy

and distorted, thus perpetuating the myths and misconceptions about contraceptives (38—40).
Myths and Stigma

Fear, shame, myths, and stigma among adolescents also contribute to low contraceptive use in
this age group. Studies have shown that these are some of the most common barriers to
accessing sexual and reproductive health services among adolescents (21,25,39,41). Results
from a study conducted among sexually active adolescents aged 12—19 years, in four countries
(Burkina Faso, Malawi, Ghana and Uganda), found that feeling afraid, embarrassed, or shy
were the most common barriers to contraception use (42,43). This factor was mentioned by
42-64 % of sexually active females and 38-59 % of sexually active males (43). Typically, the
number of females that reported feeling afraid, embarrassed, or shy about obtaining

contraceptive services was marginally higher (43).
Fear of Side Effects

Fear of side effects and adverse reactions were major barriers to contraception use (44-48),
especially the fear that a particular method would cause infertility (49-51). Fears about
contraceptive use causing infertility and affecting future fertility had a major influence on
decision-making regarding contraceptive use among adolescents (25,39,49-53). Most fears
were based on myths and misconceptions. Young women learn about both true side effects and
myths from their social networks and sometimes distinguishing between what is factual and

what is mythical, may not be that simple in that age group (39,50,53).
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2.3.3. Family, peer, and community factors

Parents and peers also tend to positively or negatively influence adolescents’ access to
information and services (54-56). Adolescents who use contraceptives tended to discuss
sexuality and contraception more often with friends than with their families (57). Social
pressure contributes to the non-use of contraceptives among adolescents. Young women, in
many places, are under pressure to conceive and bear children soon after marriage and

contraception are considered only after a first child is born (21,30).

2.3.4. Cultural and religious factors

Social stigma is one of the greatest barriers faced by adolescents in obtaining sexual and
reproductive health services (58,59). Social stigma resulting from cultural values and beliefs
regarding sexuality and gender roles has a lot of influence on adolescents’ decision-making
process regarding contraceptive use (60,61). Cultural norms around adolescent sexuality may
discourage young people from seeking the services they need. In most African settings,
including Zambia, sex before marriage is frowned upon (50). This may hinder them from
seeking advice on contraception from their elders. Furthermore, religious factors also influence
contraceptive use (52). Some religions oppose contraceptive use which can contribute to non-

use among these adolescents.

2.4. Decision-Making regarding Contraceptive Use

The decision to use contraception among adolescents is influenced by different factors,
including those discussed in the previous section. Understanding how adolescents make
decisions about sexual activity and the use of contraception poses a challenge with different
views suggesting that adolescents make decisions differently than adults (53). According to
Gage (61), adolescence is a period of transition during which adolescents undergo
physiological changes, physical transition, identity formation and development of autonomy.
As they go through these transitions, they are particularly susceptible to peer pressure,
especially at the earlier stages of their adolescence. Perceptions about what their peers are doing
and what is accepted in their peer groups may be more strongly related to their motivations to
engage in sexual activity or risk-taking than perceptions about the opinions of parents and other
family members (61). Studies have shown that there is an association between parental

communication, parenting style, adolescent sexual activity and contraception use (40,62).
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Maternal communication has been shown to delay sexual intercourse and increase

contraceptive use (62).

Cultural values and beliefs regarding sexuality and gender roles, the power dimensions of
adolescents' lives, and economic disadvantage exert powerful influences on the decision-
making process regarding contraceptive use (60,61). Decisions to engage in unprotected sex
may also be based on insufficient knowledge and distorted judgments of the risks of becoming
pregnant and acquiring sexually transmitted infections (61). Myths and misconceptions also
tend to influence the decision to use contraception (63,64). Factors such as increased age (33)
and higher academic achievement (65) also influence decision-making in adolescents.

Conclusion

The review of the literature has highlighted various factors that influence contraceptive use
among adolescents. These factors are at the individual, peer, family and community or societal
levels. Different studies have focused on different aspects of these factors; however, it can be
concluded that the interaction of all these factors shapes the decisions that adolescents make
on whether or not to use contraceptives. Therefore, this study sought to examine and understand
how these factors influence contraceptive use decision-making among adolescents. Both

qualitative and quantitative methods were employed to achieve this goal.
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CHAPTER THREE

SYSTEMATIC SCOPING REVIEW

Building on the narrative literature review in chapter two, this chapter presents findings from
the scoping review, which was aimed at mapping evidence on adolescents’ decision-making
on contraceptive use in sun-Saharan Africa, particularly the influence of parental, societal, and
peer-related factors regarding adolescents’ decision on contraceptives use. This was a
systematic review of the literature to explore what has been published about what influences
adolescent girls in their decision whether or not to use contraceptives. This was a review of
published research with a view of identifying gaps and also to guide the focus of the qualitative
component of the study. The protocol and the scoping review have both been published in

international peer-reviewed journals.
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3.1. Mapping evidence regarding decision-making on contraceptive use among
adolescents in sub-Saharan Africa: a scoping review protocol
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| Abstract

Background: Contraceptive use among adolescents remains consistently low globally. Numenous studies have
been done investigating factors that contribute to low contraceptive prevalence fates in this special population. It is
particularly vital to understand dedsion-making procesces that adolescents undergo when deciding whether or not
to use contraceptives. Therefore, this scoping review secks 1o map avallable evidence on decision-making processes
in contraceptive use among adolescents.

Methads: We will condud a scoping review to explone, describe and map literature on the adolescent decision-
making regarding contraceptive use. The primary search will include peer-reviewad and review articles. Databases,
including PubMed, MEDLINE with Full Text via EBSCOhost, PaychiNFD via EBSCOhost, OMAHL with Full Text via
EBSCOhost, Google Scholar, Sdence Direct and Scopus, will be searched for articles that meet the eligibility critenia.
Keyword searches will be used, and for artides included after title screening, abstract and full articles will be
screened by two independent reviewers with a third as a declder on any disputes. Content analysis will be used to
present the namative account of the reviews.

Discussion: Understanding how adolescents make decisions about whether or not to use contraception s essential
for improving contraceptive prevalence rates in this spedal population. It & envisioned that the results from this
review will highlight key evidence on how adolescent make decisions regarding confraceptive use as well as gaps
and opportunities for future research. It will also be imporant in enhancing and re-focusing adolescent sexual and

reproductive health policies and programmes.

Keywords: Adolescents, Dedsion making, Contraception, Contrace piive use

Background

Modem oontraceptive methods are products or medical
procedures that interfere with repmoduction from acts of
sexual inbercourse [1). Types of modern contraceptives in-
dude sterilisation (male and female), intrauterine devices
and systems, subdermal implants, oral contraceptives, con-
doms (male and female), injectables, emergency contracep-
tive pills, patches, diaphragms and cervical caps, spermicidal
agents (gels, foams, creams, suppositories, etc.), vagnal rings
and sponge [1].
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Globally, the prevalence of contraceptive use varies. In
2015, two out of three women or about 64% of women
of reproductive age (15—44), married or in a union, were
using some form of contraception, either modern or
traditonal [2]. Eastern and Southern Africa and West
and Central Africa recorded lower numbers with 38.6%
and 17.6% respectively [2]. Statistics are even lower
among adolescents [3-5] with only about 15% of girls in
developing countries aged 15-19, married or in a union,
using modern contraceptive methods [6]. Adolescence is
defined as all persons aged 10 to 19 years [7], and it is
further subdivided into early adolescence (11 to 13
years), adolescence (14-17 years) and young adulthood
(18—25 years), which encompasses those aged 18-19
years [8].

& The faeshoniz] 2012 Open Acoess Thiz atide & diesbuted under S term of e Ceafue Commors ASrbution 40
Imemational Licomse: (anoeatvorom mons ongloeneesdy .04, which permits woeessicied wse, dstibuson, and
reproducan i any mediom, provided you g appmoprae cedit fo e oignal aushon’s) and $e souce, providea Ink o

e Creatve: Commons loemee, and indeate If danges wiere made The Creasve Commmore: Publc Domain Dediction vaiver
s e oommons.ong ulbic domaindeemy 10Y) appiles o e dxa made aalanie n s amde uniess ohower saed

41



Chola er gl Systemaric Reviews (2018) 7201

Low oontraception use in this age group exposes adoles-
cents to higher risks of maternal mortality, ohstructed
bbour and obstetric fistula, and resvlts in lower chances of
receiving an education and obtaining employment [9-11].
Children born to adolescent mothers ako face higher risks
of mortality, undernourishment and school dropout com-
pared to their peers [12].

While factors that contribute to low contraceptive
use among adolescents have been well documented, it
is particularly vital to understand decision-making
process they undergo when deciding on whether or
not to use contraceptives. This information will be
vital for policy-makers and program managers in
addressing poor contraception usage among adoles-
cents as well as preventing maternal complications. It
will also be important in enhancing and re-focusing
adolescent sexual and reproductive health policies and
programmes.

Therefore, this scoping review seeks to:

# DMap existing literature on adolescent decision-
making on contraceptive use in sub-Saharan Africa

# bMap ecisting literature on the influence of parental,
societal and peer-related factors on adolescents’ de-
cision to use contraception

Findings from this review will highlight gaps in litera-
ture and form the basis for refining research questions
for further research.

Methods

Scoping review

This is a scoping review of literature on adolescents’
decision-making on contraceptive use. This review is
part of a larger study whose aim is to examine the levels,
patterns and trends of contraception use among adoles-
cents and understand their decision-making, as well as
their needs, preferences and perspectives regarding exist-
ing and future contraceptive methods. The review has
been written using the PRISMA-F [13] as a guide and
will be based on the methodological framework for scop-
ing studies as proposed by Arlsey and ('Malleys [14].
The framework stipulates the following steps:

Identifying the research question

Identifying relevant studies

Study selection

Charting the data

Collating, summarising and reporting the results

LI I I

This scoping review will, however, include a quality
appraisal of the studies included in the review as pro-
posed by Levac etal. [15].

Page2 ol 6

Identifying the research guestion
What is the available evidence on decision-making in
contraceptive use among adolescents?

Sub-questions include:

1. What societal and peer factors influence
adolescents’ decision-making on contraceptive use?

Z. What parental factors influence adolescents’
decision-making on contraceptive use?

3. What individual factors influence adolescents’
decision-making on contraceptive use?

Eligibility criteria
Eligibility criteria will be based on the following nch-
sion and exclusion criteria.

Indusion diteria
Studies present evidence on:

» Adolescent boys and girls aged 10-19 years

# Dedsion-making in contraceptive use among
adolescents aged 10-19years

# Parental influences on adolescents” decision to use
contraceptives

« Societal and peer influences on adolescents’ decision
to use contraceptives

« [ndividual or “self” influence on adolescents’
decision to use contraceptives

# Published studies including guideines, reports,
technical or policy briefs and opinion papers and
other grey literature

Exdusion criteria
Studies meeting the following criteria will be excluded:

# Studies with no evidence on decision-making in
contraceptive use among adolescents

» Studies with no evidence on influence of parental,
societal, peer or individual factors on decision-
making in contraceptive use among adolescents

» Studies not focused on adolescents aged 10-19 vears

# Studies not freely available in full tesxt

Eligibility of research question

The study has used the Population—Concept—Context
(PCC) framework (see Table 1) recommended by the
Joanna Briggs Institute for scoping reviews [16] to deter-
mine the eligibility of research question. This is a maore
flexible alternative to the PICO (Population, Interven-
tion, Comparator and Outcome) framework recom-
mended for systematic reviews.
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Table 1 PCC tmmework

Page 3 of 6

Adobecents aged 10-19yeas. This & ased on the Wodd Health Organizaion WWHOTs definition of addescents [21]

Dacision-mang in conracaptive e This indluroes factors that adolescents oonsider and proceses that ey a throurgh in

Pospulation
Comoet
deciding whether of nol 1o wse conFaceplives
Contas Gobal—induding swdies friom high-income and LMICs

Idemisfying melevant shudies fseasch siraimgyl

The following debases will be seardched fior arsdes $ha meet the cligibiliny oriterin. These ase PubMed, MEDUNE with Full Text via BESCOhost, PoychiNFO v
Eit(0host, CONAHL with Full Tect via EBS00hos, Google Scholbr, Soence Direct and Scopus. Search willl follow the PRISMA guidelines

Mentifying relevant studies (search strategy)

The following databases will be searched for articles that
meet the eligibility criteria. These are PubMed, MED-
LINE with Full Text via EBSCOhost, PsychINFC via
EBSCOhost, CINAHL with Full Text via EBSCOhost,
Google Scholar, Science Direct and Scopus. Search will
follow the PRISMA guidelines.

Articles will also be searched through the ‘Cited by’
search and reference lists of included articles. Search
strategy was piloted to check the appropriateness of se-
lected electronic databases and key words (Table ).
Boolean terms AND and OR will be used to separate the
keywords during the search. Mesh terms (Medical Sub-
ject Headings) will also be included in the search.

A library will be created for this review using EndMote
x8.02 referencing software. The primary investigator
will conduct a comprehensive search and screening of
the study titles from the shovementioned databases. All
studies with digible titles will be exported to the End-
Mote library, and all duplicates will be removed before
abstract screening. Two reviewers will independently
conduct abstract screening followed by full-article
screening of selected studies, using standardised tools,
with guidance from the eligibility criteria ‘Where dis-
putes arise, a third reviewer will dedde. To optimise the
article search strategy, we will utilise our local library
services, the UKZN library services, to help with retriev-
ing and finding articles to be included in the full-article
screening. Where artides are unavailable, authors will
also be contacted. Reporting on these will be done using
the Preferred Reporting Items for Systematic Reviews

Table 2 Keyword s=anches

and Meta-Analyses (PRISMA) chart [17], shown in
Fig. L

Data extraction/charting

A data charting table (Table 3) will be used to extract
background information and process the information
from each utilised study. The data extraction form will
be developed, piloted and used to extract and process
relevant information from each study included. Al vari-
ables that will focus on answering the research question
will be included. The research team will independently
conduct a trial data extraction and later discuss as a
group to determine consistency of the data extraction
approach with the research question and objective. The
data extraction form will be continually reviewed and
updated in an iterative process. This will improve the
quality applicahility and consistency of the chart Cnce
this is completed, the primary author will conduct the
data extraction which will be reviewed by the other au-
thors. Any and all discrepancies will be discussed and
agreed upon in the final interpretation. All articles
reviewed will be assigned a unique code to help track all
articles reviewed and those that will be excluded during
the data charting process.

Collating summarising and reporting the results

Once the data extradion is completed, 2 narrative ac-
count of the data extracted from the included studies
will be analysed using the thematic content analysis.
[ata relating to adolescents’ decisions making in contra-
ception and contraceptive use that will be extracted will

Oete searched  Keywoel saanch 1esrs

Saarch engine used Murriber of sturfies

21-06-2018 (Fadobescant” PetH Tears] OR “adioesoant™ [AR Feelds]) AND {decision iraking” Pubddad a7l
[ SH Terire] OR {Mdeciion” (Al Fedds] AND “mating” (AR Febd]) OR “decision rraking”
[ AN Fedds])) AND (MaontracepBon” MeSH Tesms] OR ‘ontraception” [All Felds])
21-06-2018 Achodescant AND decigion makang AND Contrae gion Via EBSCChes 1752
= MEDLIME with Full Teant 553
= PaychidFO n
~COMAHL with Full Tet 108
21-06-2018 Adobescent AND decksion making AND Corntrace gition Gl Sefhodar A5000
21-06-2018 adobesoent AND decison AND making AND contaception AND Soopus 835

{LNAIT-TO (ACCESSTYPE {OA]) OR LIMIT-TO {ACCESSTYPE (OTHER]D)
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be coded. NVIVD) software version 10 [18] will be used
collectively to code the data from the included studies.
Emerging themes will be identified and data will be
coded according to these themes. In line with the gen-
eral aim of a scoping review, to map out the research
landscape, some form of visual representation of the
data will be presented in the results section to map the
extent, range and nature of research in this area. This
will help to identify patterns and themes and postulate
explanations for summarising and synthesis of findings.
The process will be done as follows [19]:

Coding data from the included articles

Categorising the codes into major themes
[izplaying the data

[dentifying key patterns in the data and identify sub-
themes

# Summarising and synthesising

- = & 8

Resulting themes will then be analysed and synthe-
sised, and their relationship to the research question and
ohjective will be critically examined. The meanings of

the findings in relation to the aim of the study and the
implications of these findings for future research, policy
and practice will be examined

Quality appraisal

The Mixed Method Appraisal Tool (MMAT)-version 2011
[20] will be used to determine quality of the stmdies. D
pending on the study design, the appropriate section will be
used Section 1 will be used to appraise qualitative stdies;
sections 2 to 4 for quantitative studies and section 5 for
mixed methods studies. The MMAT will be used to ecam-
ine the appropriateness of the aim of study, adequacy of
methodology, study design, data collection, study selection,
data analysis, presentation of findings, authors discussions
and condusions. The scoring matrix in the tool will be used
to grade the overall quality. The results from scoring of the
abovementioned aspects will determine the quality of re-
sultant article.

Discussion
Understanding how adolescents make decisions about
whether or not to use contraception is essential for
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Table 3 Data extraction fom

Author and CaE
Sty tkle
Sty population
Cener
Maftal status
Bt o hewel
Mietheriobogy
Cmonraphical soiindg {county)
Snucly site
Stucky type
Resdence
Stucly ceion
Data colation mathods
Data colaction Dok
Data colaction mathod
Samipling
Sampling mathod
Intarvantion {mniEcepion)
Centracaptive mathad
Dacigon-making
Dol anabysis
Dol anabyss Type
Dala analyss matod
Resulis
Mcrst ienponant Snding
Cner fnding
Conchusion
Study EmitaBons and recomimendaBions

improving contraceptive prevalence rates in this special
is important because it will help prevent adverse health
such as maternal mortality, cbstructed labour and ob-
stetric fistula, and socio-economic outcomes such as di-
[9-11]. Conducting this systematic scoping review will
map and document existing evidence on factors that ad-
olescents consider and decision-making processes they
go through in deciding whether or not to use contracep-
tives. This information is vital for understanding why
contraceptive prevalence rates among adolescents re-
main consistently low.

This systematic scoping review will focus on studies
published between 1990 and 2017. This is because dur-
ing this period, there have been various programmes
and projects aimed at improving contraception among
adolescents in Zambia. The focus is on adolescents

Page 5 ol 6

because they have been identified as a spedal population
whose health needs have to be prioritised. It is envi-
sioned that the results from this review will highlight
key evidence on how adolescent make decisions regard-
ing contraceptive use as well as gaps and opportunities
for future research.

e vistions
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Abgtract: This scoping review mapped and synthesised existing evidence on the influence of indi-
vidual, parental, peer, and socetal-related factors on adolescents” decisaons bo use conbrace phion n
sub-Saharan Africa (55A ). Peer-reviewed and review articles published before May 2022, targeting
adolescents aged 10-19 years wene searched i PubMed, MEDLINE with Full Text via EBSCOhaost,
PaychINFO via EBSCOhest, CINAHL wath Full Textvia EBSCOhost, Google Schelag Scaence Dhnect,
and Scopus databases. Seven studies wem ncluded and analysed wsang thematic analyss based on
the secial-ecological model (SEM) and seported using the prefecred reporting ikems for systematic
reviews and meta-analyses (FRISMA). Individual (fear of side effects, fear of infertility], panental
(parental disappomtment and disapproval], peer (social sligma), parbner (association with proms-
cuilty and mulbiple sexual partners], socetal and community (contraceptive use disapproval and
stigma), and insbilubional and environmental factors (lack of privacy and confidenbality) influsence
contraceptive decisions among adolescents. These also nclude a lack of accurake information, social
exclusion, negative health provider atitudes, and a lack of mfrastructure that provides privacy and
safe spaces. Identifying and addressing core issves within the context of local cultural practices that
restrict contraceptive use i important Holistic, inclusive approaches that promote the well-being of
adolescents must be wtilised bo provide a conducive envaironment that ensures privacy, confidentialaty,
safety, and easy access bo contrace plive services.

Keywords: adolescents; deciswon-making; contracephon; contrace phive use; Sub-Saharan Africa

L Introduction

The World Health Organisation (WHO) defines family planning as a voluntary and
informed choice that allows individuals and couples to decide how many and when to have
their children. This is attained through contraception, which is the act of preventing pregnancy
through the use of a device, medication, procedure, or change in behaviour [1]. This imvoles
the use of contraceptive methods [2], including modern contraceptive methods, which
are products designed to prevent pregnancy resulting from sexual intercourse [3], such
as implants, female sterilisation, male sterilisation, intrauterine devices, condoms, oral
contraceptives, emergency contraceptives, and other contraceptives, such as diaphragms,
spermicides, and vaginal rings [3].

The prevalence of contraceptive use among women globally varies. According to
statistics, in 2015, two out of every three married women or those in a union aged 15 to
44 years used a modern or traditional contraceptive [4]. The lowest numbers were reported
in Eastern and Southern A frica (38.6%:) and West and Central Africa (17.6%) [4]. A study
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conducted in 29 countries in sub-Saharan Africa (554) found that onby 24.7% of adolescent
girls and young women aged 15-24 years use modern contraception, with the highest and
lowest prevalence reported in Lesotho (59, 2%) and Chad (5.1%), respectively [5] Compared
to all women, contraceptive prevalence rates were much lower among adolescents [6-5],
with only 15% of girls aged 15-19 years who were either married or in a union using
modern contraceptives [4]. Adolescents include those aged between 10 and 19 years [10].
They can be further divided into early adolescents (11-13 years), adolescents (14-17 years),
and young adults {18-25 years), who include those aged 18-15 years [11].

Low rates of contraception use expose adolescents to the risk of adolescent pregnancy;
which remains a serious public health problem, especially in Africa. Statistics from low- and
middle-income countries show that for adolescents aged 15-19 years, 507G of the approxi-
mately 21 million pregnancies recorded annually are unplanned and result in approximately
12 million births [12]. Adolescent pregnancy is associated with adverse health outcomes in
this age group, compared to clder women, including higher risks for early necnatal death,
anaemia, puerperal endometritis, operative vaginal delivery, and episiotomy [13]. They also
face a significantly increased risk of maternal mortality, obstructed labour, and obstetric
tistula, which reduces their chances of getting an education or being employed [14-16].
Additionally, the childen born to these teenage mothers have an increased chance of death,
lowr birth weight, small-for gestational-age infants, and dropping out of school compared
to their peers [13,17].

Factors that are associated with low contraceptive use among adolescents wene ne-
ported in various studies [18-25]. However, it is particularly important to understand what
influences adolescents’ decisions on whether or not to use contraceptives. It isvital to under-
stand the factors that influence adolescents, positively or negatively, as they decide whether
to use contraceptives. The decision to use or not to use confraceptives is largely driven by
various influences [18-25]. These include indwvidual or intrapersonal influences [18,19,23-25],
pariner influences [19,20,26], peer influences [18,22,24], parental [22,24 25], and societal
influences [1#,20,22,25]. These include factors such as fear of side effects, fear of infertility at
the individual level, parental disappointment and disapproval at the parental level, social
stigma at the peer level, association with promiscuity and multiple sexual partners at the
partmer level and the societal level, as well as sodetal and cultural norms that disapprove
of and stigmatise contraceptive use [18-25].

This information will be useful for policymakers and program managers as they seek
to address low contraceptive use in this age group and prevent pregnancy complications.
It will also be important for improving and re-shaping health policies and programmes
targeted at adobescent sexual and reproductive health.

This scoping review, therefore, was aimed at mapping current literature on what
influences decsion-making among adolescent girls regarding contraceptive use, especially
parental factors, partner factors, societal factors, and peer-related factors, and how they
influence adolescent girls’ contraceptive decisions.

2 Methods and Materials
21 Design

This was a scoping review of published peer-reviewed literature on factors that influ-
ence adolescent girls” decision-making regarding contraceptive use in sub-Saharan A frica
{554 ). This review is nested in a larger study, which aimed to examine the levels, patterns,
and trends of contraception use among adolescent girls and understand the influencers
and motivators of their contraceptive decisions. While the protocol for this review was
previously published [27], this scoping review included studies published before May 2022,
when the literature search was conducted. The review was guided by the preferred report-
ing items for systematic review and meta-analysis protocols (PRISMA-P) (Figure 1) [258] and
was based on Arksey and (FMalley's methodological framework for scoping studies [29].
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Figure 1. PRISMA 2008 flow diagram.

2.2 Identifying the Research Question

The research question that guided this scoping review was: what is the available
evidence on the individual, parental, peer, socetal, and cultural factors that influence decision-
making in contraceptive use among adolescents? In answering this research question, the
review was guided by the socin-ecological model (SEM).
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1.3 Eligiility Criteria

Eligible studies that presented findings on adolescent girls aged 10-19 years; included
decision-making in contraceptive use; influences of parents, peers, partners, and society
on adolescent girls” contraceptive decisions, and individual or “self” influences on adoles-
cents’ decisions to use contraceptives, and focused on populations based in 554 that wene
included in the review. The eligibility of the research question was defermined using the
population—concept—context (PCC) framework (Table 1) as ecommended by the Joanna
Briggs Institute for scoping reviews [30].

Table 1. PCC Framess ork.

Adokscents aged 10-19 years—as defined by the Weorld Health

Population Organisatien (WHO) [31].
Decasaon-making i contraceptive use. This mcludes factors that
Conoepl adolescents consider and processes that they go through n
deciding whether of not o wse contracephives.
Conlext Sulb-Saharan A frica—mnecudg studses from sub-Saharan Africa.

24 Identifying Relevant Studies (Search Strategy)

The databases that were searched for articles meeting the eligibility criteria included
PubMed, MEDLINE with Full Text via EBSCChost, PeychINFO via EBSCOhost, CINAHL
with Full Text via EBSCOhost, Google Scholar Sdence Direct, and Scopus. The search adhered
to the PRISMA guidelines [32]. Studies published in 554 before May 2022 weme included in
the search. The search also included eligible studies listed in the citations of the selected
studies. The ke ywords used to search the databases were: adolescent, girls, contraceptive
use, and decision-making. The Boolean term “ AND”™ was used to separate keywords. Medical
subject headings (MeSH) terms were included in the keyword search. Only articles published
in English were included in the study.

A library was created for this review using EndMaote 20 referencing software. The pri-
mary irvestigator conducied a comprehensive search and screening of the study titles from
the abeve-mentioned databases. All studies with eligible tithes wemne exported to the EndMNog
library; and all duplicates were emoved before the abstract screening. Two reviewers inde pen-
dently conducted abstract screening followed by full-article screening of selected studies,
using standardised tools, with guidance from the eligibility criteria. Disputes were dis-
cussed and resolved based om the eligibility criteria. To optimise the article search strategy,
library services at the University of KwaZulu-Natal were utilised to help with retrieving
and finding articles to be included in the full-article screening. Reporting on these was
conducted using the preferred reporting iems for systematic reviews and meta-analyses
(FRISMA) chart [32], shown in Figure 1.

15 Daia Extraction/Charting

Table 2 shows the data extraction form that was developed, piloted, and used to
extract and process the relevant information from each of the studies included in the
review. All variables that were included in the form were aimed at answering the research
question. Data extraction was conducted by the primary author and was reviewed by the
other authors. The authors reviewed, dismissed all discrepancies, and agreed on the final
interpretation. A unique code was assigned to all reviewed articles to assist with keeping
track of all reviewed articles and those excluded during the data charting process
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Table L Data extrachon form.

Author and Dake
Study Title
Study Population
Cremder
Methodology
Geopraphical setting (countey)
Study sibe
Study type
Study design
Data Collection Methods
Data collechon tools
Data collection method
Sampling
Sample size
Inte rvention (Contrace ptioal
Contracephive use
Decision-making
Data Analysis
Data analysas type
Data analysas me thod

Results
Mestimportant Andmg
Other fndings

Conclusion

26, Callating, Summarising, and Reporting the Results

To improve quality, an iterative process was used to continuously review the data.
The data were analysed using thematic content analysis. The manuscripts included in
the analysis were coded around the following themes: individual, partner, peer, parental,
and societal influences on the decision to use contraceptives. These themes are based on
Mcleroy and colleagues” social-ecological model (SEM) of health promotion [33]. Accord-
ing to their model, health behaviour and promotion are interrelated and take place across
multiple levels at the individual, interpersonal, institutional, community, and policy levels.
The model [33] argues that patterned behaviour is determined by the following:

(1) Intrapersonal factors, which are individual characteristics

(2) Interpersonal factors, which are processes and principal groups that can include social
networks (both formal and informal), and social support systems, such as families,
and friendship networks.

(3) Institutional factors, including social establishments that have structural characteris-
tics and prescribed (and informal) formalities on how they operate.

(4) Community factors, which include relationships between crganisations, institutions,
and informal networks within specified borders.

(5) Public policy, which can include local, and national laws, regulations, and policies.
Various studies across different health topics used this model to determine, understand,

and describe health issues and patterns that are complex in nature [34,35]. This multidimen-

sional outlook is vital to understanding and explaining the different factors that influence

decision-making regarding contraceptive use. Individual level or intrapersonal factors

are factors such as lack of or limited knowledge, misaligned concerns, religious beliefs,

and misinformation about the satety and effectiveness of contraceptives; inferpersonal

factors included partner, peer, parental, and societal influences or any interactions with

social networks (both formal and informal) and social support systems; institutional level
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factors included characteristics and health system activities that affect the use of contra-
ceptives; and community-level factors, which included interactions between and within
organisations in the health system, community, and other social networks that influence
contraceptive use [36]. Policy-level factors are government policies that affect contraceptive
use [36]. Based on the themes identified, a narrative was written describing the findings.

Owerall, 160 articles were identified based on the title screening search criteria, after
screening through 68,041 fitles (see Table 3). At the title screening stage, 67 881 articles were
removed because they met the exclusion criteria (Le., those with no evidence on adolescent
girls aged 10~19, contraceptive use, decision-making, and those conducted outside of
S5A). A total of 32 duplicates wemne removed, and 128 titles weme included for abstract
screening. These articles were exported to the Endnote library for abstract screening.
Following the screening of the abstracts, 14 were included for full article screening, while
114 were excluded. A total of seven articles were excluded because four focused on the
utilisation of contraceptives; one on decision-making for sexual and reproductive health
(SEH}; one on acceptance of contraceptives; and one on perceptions about contraceptives,
Only seven articles met the eligibility criteria and were included in the final analysis and
qualitative synthesis.

Tabbe 3. Tatle screenung search results.

. Final Selected
No Search Engine Search Date Search Terms Search Results Arkices
(([Adolescent) AND (girks)) AND
1 PubMed 19 April 2022 [contraceptive use)) AND 1704 tithes: 4 artickes
[dedsionmaking)
adolescent AND girls ANDY
2 Google Scholar 21 April 2022 contrace phive we AND 6, 400 titles Bé articles
decision-making
adolescent AND girls ANTY
3 Science Dinect I April 2022 contraceptive use AND 1731 tithes 11 ttles
decision-making
4 ERSCChost MEDLINE with Full Text 27 Aparil 2022
" Adolescent AND girls AN
127 -
5 EBSDOhost-AFA PeychINFO 7 April 2022 contraceptive e AND 117 tithes 12 arficles
EBSOhost-Academic Search : decision-making
6 Compiele I April 2022
[TITLEABSKEY (adolesene) AND
TITLE-ABS-KEY (girls) AN}
7 Scopus I Apail 2022 TITLEABSKEY [contraceptive AND 92 titles 7 artides
use) ANT TITLE-ABR-EEY |dedsion
AND making])
TOTAL 65 041 titles 160 Hthes

2.7 Characteristics of Studies Included

Table 4 describes the details of the studies that were included in this review. All studies
wene published before May 2022 All seven studies [18-20,22-25] weme qualitative. Two
studies were conducted in Malawi [18,20], two in Nigeria [23,24], and one in Ghana [19],
Kenya [22], and South Africa [25], respectively The total sample size of the included studies
was 511 participants, the majority of whom were females.
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Table 4 Charactensbcs of included studses.

L Study Setting H Study Population =
Author and Year Study Objective [(Cou } Study Design Sample Size Data Collection
This study qualitatively looked at the nature of conframe ptive comnersations This was a Cualitative study
among AGYW who were enrollsd in a sexual and reproductive health stady conducted as part of Girl
Bhushan, M.L., comducted in Lilongwe, Malawi calbed Girl Power The study sought to Malawei Pow er-Malawi, a Included &0 AGYW &0 Individual indepth
etal, (2021) [18] understand the condmt, content, and impact of contrae ptive-related quasi-swperimental study that aged 15-24 years interview s werne conduced.
comversatiors between AGYW and their ssxual partners peers, and older implemented acoss four health
women in their fBamilies. facilities in Lilongwe, Malawi.
Boamah-Kaak, This was a study condwcied in the Kintampo area of Ghana which aimed at An e ploratory study using . 2
A etal, exploring, from the adolescents’ perspective, factors that limit the uptske of  Ghana qualitaive data collection 1".':::‘:"‘23]3;'5[;‘]”":?: miﬁf ﬂ"f'u':':"?""’i
{221 [19] hormenal contraceptives. methods, i e ke
x : : y hH 1 Included :."ﬁ:,rw.l.nﬁ : £
Dombala, G M., This shedy aimed to understand contraceptive use and dedsior-making among : s . 1 focus group discussions
etal, 2021 [20]  youngadolescents aged between 10 and 14 years. Ty Nl e L aclolescents aged 118t 26 in-depth interviews:
years.
The objective of this study was toexplos how adolescent girls and young
women aged 15-19 years in Kenya viewed their conbraceptive needs and also
) how, within their sodal contescts, they make decisions to use contraceptives.
HaTnﬁtE;L EE_;K" They alen shsdied social influenoes on decisions to wee contraeptives among Kernya Qualitative shdy lltuclLLLdaidB;f-_adL:kmt 7 [D]:'.:::;d T
et al, (20Z1) [22] e girls aged 15-19 years conad ;
wem at risk for . They sought to provide nuanced insights into the
comiracepiive behavicars of adolescents.
This study was conducted in Migeria and sought fo explome the beliefs and
Otoide, VIO et al, attitudes regarding ab-u'rhm'l. and a]:-n-e‘lcplut\e the attifudes and beliefs of e . Included 149 ACYW pa i} EDIC'.II'FFD‘L‘I‘P-!.EEIDH.I. The
2001} [23] adolesmnts concerning contraceptive use. The study also exploned the fears Nigeria Crualitative shudy 1524 vears nurmnber of participants per
{ that adolesent girls have about the availability, pereeived advantages, side F e group ranged from & bo 10
effects, and measons for the wse or non-use of :mtra:epl:'nre:.
This was a qualitative shudy that
: ” g : : s was cl:!nl:'lucb.ed as part of a larger AGYW aged 15-24 12 _Eucu.': Froup d.l.l‘\:l.lﬂﬂ_. ans
Sanchez, EK, This was a qualitative study that simed to determdne what and who influenes Nieri study investigating the " B PR [FGO) with three Nigerians
et al, (2020) [24] comiraceptive-seeking behaviours among adolescent girls in Nigeria, i i sustainability and impact of the 'I;';m::;.:i aa.m: 2 with each group comprising
Nigerian Urban Beproductive ey B-12 partidpants.
Health Initiative (WLEHI)
This study w2 conducted in Limpopo province, Sowth Africa, fo collect
mformation that could be ussad to enhance adolescent women's acoess to 35 individuzal,
1 i X and B contraceptives as well 2 the quality of contraceptive services generally. The Adolescent girls agsd semi-strchured indenoews
soope of inquiry included the circumestances of and influenes on girls” South Africa Crualitative shudy 14-20years with a and 5 group disoussions.

Jew kes (2006 [25]

contraceptive-seeking practices and decsion-making. The imvestigation also
focused on the droumstances as well as the factors that influeneed adolescent
Firls” decisions about using contraceptives.

total of 35 'Parl:i:ipanb,

Each group comprsed
between 3 and 6 informants.
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3. Results

Contraceptive decisions made by adolescent girls were influenced by various factors
and at different levels. These included individual, parental, peer, partner, societal, commu-
nity, and institutional and environmental influences, which either positively or negatively
influenced adolescent girls” contraceptive decisions, particularly non-barrier, hormonal

contraceptives. The findings below are described based on the SEM.

3.1. Intrapersonal or Individual-Level Factors

Individual-level or intrapersonal factors that influence the decision to use contra-
ceptives among adolescent girls were explored in all seven studies [18-20,22-25]. These
studies found that, at the individual level, various factors influence the decision to use
contraceptives [19].

1.2 Health Concerns

Across all studies, fear of side effects was a major factor in influencing contraceptive
decisions. Reported side effects included missing menses and heavy bleeding [20], changes
in weight and menstrual oycles, stomach pain, and reduced libido [22]. They also reported
“waist pains” following sex, loss of weight, menstrual irregularities, and prelonged absence
of menstruation [25]. This was mainly linked to hormonal contraceptives and their reported
side effects, which deterred adolescent girls, particularly those who were unmarried and
nulliparous, from using them. Adolesoent girls in Malawi highlighted a lack of information
due to health providers not giving detailed information to adolescents as a factor, while
poor knowledge about the various types of hormonal contraceptives and how they work
was reported in Ghana [19]. Adolescents in Ghana could name at least one hormonal
contraceptive but lacked information on how they work

3.3 Fertility Concerns

Fear of infertility was also reported among adolescents in Nigeria [23,24]. This was
mainly among unmarried women who expressed concerns about having difficulties con-
ceiving once they became married [23]. Peer pressure, encouragement from male sexual
partners [25], lack of efficacy to organise hormonal contraceptives [19], and preservation of
fertility [24], based on alleged effects that contraceptives have on future fertility, were all
factors in the decision to use contraceptives. Fear of the effects of contrace ption on infertility
or future fertility among adolescent girls and community members was a common concern
in almost all the studies [18,20,22-25].

A4, Stigma Concerns

Adolescent girls in Ghana feared disclosing the use of hormonal contraceptives for
fear of being labelled as “bad girls” [19]. In Malawi, adolescent girls” fears and concerns
revolved around misinformation about hormonal contraception, such as the fact that it
causes cancer [20]. In Kenya, the fears centred around the shame of dishonouring parents,
the stigma from their peers and community, and the social withdrawal that is associated
with teenage pregnancy [22]. The stigma towards contraceptive use in their communities
was mainly among adults and their peers who related the use of contraceptives with sexual
promiscuity and lustful behaviour among girls [22]. Adolescents in South Africa reported
fearing being condemned [25]. There were also negative attitudes towards the use of
hormonal contrace ptives among adolescents, and fear of disclosure of contraceptive use also
influenced adolescent girls” decision to use contraceptives [19]. Beliefs that contraceptives
were for married women also influenced adolescent girls” decisions to use them [20].

Another factor and motivator for contraceptive use among adolescents in Nigeria was
the pursuit of education [24], while in Kenya, the consequences of adolescent pregnancy on
future educational attainment, which they viewed as leading to poverty, was also a factor
in their contraceptive decisions [22].
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A5 Interpersonal Factors
35.1. Parental Factors

Theme was an influence from parents, both positive and negative, on adolescents’
decisions to use contraceptives, as eported in Kenya, Malawi, Nigeria, Ghana, and South
Africa, both positively and negatively. On the negative side, adolescent girls in Malawi
reported that parents and guardians had negative attitudes toward the use of contraceptives.
Parents do not talk about contrace ptives and their advantages and disadvantages. They
view sex and contraceptives as immoral and do not discuss these issues because of their
cultural and religious beliefs [20]. Similar views wem expressed by adolescents in Ghana.
Adolescents feared that their parents would view them as bad girls because they are not
supposed to be having sex, which is viewed as immoral behaviour and a sign of disrespect
to their parents [19]. This would result in their parents being disappointed in them and
possibly chasing them away from home or disowning them [19,20]

Positive influences were also reported. Adolescents in South Africa reported that
their mothers imposed contraceptives on them once their menses started [25], while in
Kenya, they reported that their mothers advised or directed them to use condoms and not
contraceptives amid concerns about their effects on the health and future fertility of the
girls [22]. Some adolescents mentioned that conversations with their mothers helped them
make decisions regarding contraceptive use. Adolescents in (zhana were more positive
about using hormonal contraceptives, especially when discussing itwith their mothers first
before choosing a particular method. This gave them some assurance that their mothers
would be fine with them using the contraceptives if they knew about it [19]. In Nigeria,
comwversations with mothers were also instrumental in positively influencing decisions on
contraceptive use [24].

3.5.2. Peer Factors

Peers also have an influence, both positive and negative, on adolescent girls’ decisions
to use contraceptives. Adolescents in Malawi reported that conversations they had with
their peers about infertility and social norms related to contraceptive use reinforoed their
decision not to use contraceptives, particularly among unmarried, nulliparous adoles-
cents [18]. The implied association, by peers, between contraceptive use and promiscuous
behaviour alse discouraged contraceptive use [18]. Positive peer influences wene reported
among adolescents in Migeria. In Nigeria, however, adolescent girls reported using contra-
ceptives because this was what their peers were doing [24] The girls would tumn to their
peers, and those they surrounded themselves with, to inform their decisions.

3.5.3. Partmer Factors

Sexual partners have both a positive and negative influence on the contraceptive
decisions made by adolescent girls. They either encouraged or discouraged contraceptive
use. Some partners positively influence contraceptive decisions among adolescent girls,
although the motive is for their benefit. In Kenya, adolescent girls mentioned that they
decided to use contraceptives because their partners did not want to endure the embar-
rassment of impregnating a young girl [22], while others did it because their partners
wanted to stop using condoms and have unprotected sex. Where sexual partners negatively
influenced adolescent girls” decisions to use contraceptives and discouraged contraceptive
use, it was based on their concems regarding the effect that contraceptives may have on the
future fertility of the girls [22]. Adolescents also made decisions not to use contraceptives
due to their partners’ concemns that using contraceptives signified having multiple sexual
partners, which discouraged their use [18]. Adolescents in Nigeria, however, eeported that
sexual partners played a role in deciding which contraceptive method to use, particularky
among married adolescents [24]. Otther issues, such as the duration of the relationship,
also influenced contraception decisions among adolescents [20]. Adolescents who were in
long-term melationships, compared to those in short-term relationships, were more likely
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to choose to use contraceptives [20]. However, the definition of short-term and long-term
relationships was not detailed in the artickes reviewed [25].

35.4. Sedetal, Cultural and Community Factors

Fear of the effects of contraception on infertility or future fertility among adolescent
girls and commumity members was a common conoern in almost all the studies [18,20,22-25].
Myths about the link between hormonal, non-barrier contraceptives and infertility wene
widespread, as weme fears that using contraceptives causes infertility. It was believed that
these methods were to be used by married women or for child spacing [18]. In Kenya,
perceptions concerning not being able to give birth to a healthy baby in the future wene
a major influence on contraceptive decisions among adolescent girls [22]. Women ame
under social and cultural pressure to prove their fertility and reproduce, especially young
women and rewbyweds. The threat that infertility places on their future marriage prospects
was also a major concern and influenced decisions about contraceptive use [24]. Societal
and cultural norms that disapprove of and stigmatise premarital sex and contraceptive
use were also key influencers on decisions to use contraceptives [19]. The perception
that adolescents who use contraceptives are promiscuous also influenced decisions on
contraceptive use [1822]. Other issues, such as the duration of the relationship, also
influenced contraception decisions among adolescents [20]. The fears also centred around
the shame of dishonouring parents, the stigma from their peers and community, and the
social withdrawal that is associated with teenage pregnancy [22]. Adolescents in South
Africa also reported fearing being condemned [25].

3.5.5. Institutional and Environmental Factors

Institutional and environmental factors relating to accessing contraceptives and how
they influence decisions to use them wemre reported among adolescents in Ghana [19],
Malawi [20], and South Africa [25]. The absence of privacy in health facilities, and the lack
of a conducive environment and policies that hinder access to contraceptives all influenoe
contraception decisions among adolescents in Malawi [20]. In South Africa, the attitudes of
healthcare workers, particularly nurses, influenced decisions to use contraception among
adolescent girls [25]. Adolescents cited harsh treatment and scolding by nurses as negative
influences. They also reported that nurses often attempted to coerce the girls into using
injectables, as they were seen as the most reliable contraceptives [25].
4 Discussion

This is the first scoping review to map and synthesize existing evidence on the in-
fluence of individual, parental, peer, and societal factors on adolescents” contraceptive
decisions in Sub-Saharan Africa. The results of this study indicate that various individual,
parental, peer, and partner, societal and community, and institutional and ervironmental
factors influence, both positively and negatively, adolescents’ decisions on whether to use

contraceptives. However, some of the main concerns under these influences were common
and cross-cutting and ame discussed below.

4.1. Intrapersonal Factors Influencing Adolescent Girls’ Contraceptive Dedsions

The fear of the side effects arising from contraceptive use was also reported across all
the studies reviewed. Similar studies among adolescents and women, in general, reported
comparable findings [37-41]. The fear of side effects is a major hindrance to contraceptive
use, thus influencing contraceptive decisions among adolescent girls and women at large.
This is due to the consequences that these side effects have on their lives, such as the strain
and threats they place on elationships [42], including threats of physical violence [25].

Another major deterrent to contraceplive use was the alleged side effect of it causing
sterility. Fears about contraceptive use causing infertility and affecting future fertility wem
a major influence on decision-making regarding using contraceptives among adolescents in
all the studies reviewed [18-20,22-25]. This was explored across all levels in this study, e,
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individual, peer and partner, community, and sodetal levels. Other studies also reported
on this belief that using modern contraceptives can cause infertility [34,40,43-47]. Women
believed that infertility caused by contraception was caused by blood accumulation and
blockage in the womb [25,41,48 49], damage to or spoiling the womb [44,49], displacement
and internal movement of the contraceptive device (particularly the implants and ILD)
causing damage to the body organs or going missing in the body [19,40,50], toxdcity and
contamination of the blood [23,48], and loss of libido, leading to inability to conceive [25,51].
Most women in African societies face enormous pressure to have children, and having
children and being a mother are viewed positively and perceived as giving women elevated
social status and respect in their communities [52]. As such, adolescent girls and women
who cannot bear children may experience challenges socially and culturally, including dis-
ruption of their relationships or marriages, boyfriends or husbands resorting to pobygamy;
divoroe, or promiscuity by the boyfriend or husband [41,45]. Therefore, where their abil-
ity to reproduce is threatened or is seemingly affected by contraceptive use, adolescent
girls and women, in general, will opt to not use contraceptives or discontinue use whene
they started.

The lack of accurate information about contraceptives could be contributing to the
fear of side effects. Studies showed that the information adolescents had about contra-
ceptives, how they work, and how to use them was often inadequate, incomplete, and
sometimes wrong [20,23,25], and studies reported similar findings [53]. Lack of information
also influences contraceptive decisions, and it was cited as a deterrent to using contracep-
tives [20,23,41,54]. Adolescent girls also lacked credible sources of information, relying
on friends, peers, and parents [18,14,22,24, 25]. This lack of acourate information about con-
traceptives and how they work and the lack of reliable sources for accurate information can
result in misconceptions and misinformation. When the fear of infertility, lack of information,
and meliable sources are coupled with the high value placed on fertility in most sub-Saharan
African cultures, it places great pressure on women to bear children, which contributes to
adolescents deciding not to use contraceptives. Having a child accroes certain advantages
and status in society, not just to the woman, but to the entire family [48]. Therefor, the fear
of infertility and future fertility being affected results in women not using or discontinuing
the use of contrace ptives, irrespective of marital status, to safeguard their future fertility.
The inability to bear children can have drastic consequences for the woman, both socially
and culturally, which may include marital dismuption, divorce, promiscuity by the husband,

or even poly gamy [41,45].

4.2 Interpersonal Factors Influmcing Adofescent Girls' Contracepifoe Decisions
4.2.1. Parental Factors

As found in other studies, parents, particularly mothers, have a significant influence
on the contraceptive decisions of adolescent girls, whether positively or negatively Their
discomfort with discussing sex and sex-related issues with their children [55] can negatively
influence contraceptive decisions among adolescent girls. The absence of parental commu-
nication on sexuality and sex-related issues with adolescents provides an opportunity for
external influencers, such as peers, partners, and the media. Regarding positive parental
influences on adolescent contraceptive decisions, studies revealed that conversations be-
tween children and their parents are effective at communicating sexual and reproductive
information and instilling values in the children [56,57]. As a result of the enormous influ-
ence that parents have on adolescent girls” sodal, emotional, and cognitive development,
they must be more involved in ensuring that the girls” contraceptive decisions and sexual
and reproductive health needs are met [58]

4.2.2. Partmer Factors

Sexual partners have a substantial influence on the contraceptive decisions adolescent
girls make. Adolescent girls are the principal users of contraceptives and typically bear
responsibility for contraceptive use, despite their pariners having significant influence
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in deciding the type of contraceptive used [41] The demand for their partners’ consent,
the denial of their partner’s approval, and the adolescent girls” inability to seek consent
from their partners all negatively affect and influence the contraceptive decisions that the
adolescent girls make [54].

However, studies also show the positive influences that partners have on contraceptive
decisions. Communication with partners about contraceptive use positively influences
the use of contraceptives among adolescent girls and young women, particularly with
non-barrier methods [6]. For married adolescents, this is consistent with esearch findings
on spousal communication and decision-making that are husband-centred [61-63], which
align with family planning inferventions that target male involvement, focusing mostly on
married couples and husbands [64].

4.2.3. Peer Factors

Peer relationships are a major influence on contraceptive use among adolescent girls.
As parental and community influence on adolescents diminishes, peer relationships start
to take on a more significant roke in adolescents” lives. The views of peers can negatively
influence contraceptive decisions among adolescents and prevent them from using con-
traceptive services [55]. Peer relationships can also positively influence contraceptive
decisions. Conversations about contraceptives with peers were positively associated with
the use of non-barrier contraceptives, mome so among those who are single, whether they
have a child or not [6].

4.3, Socicty and Community Factors Influencing Adolescent Girls' Contraceptive Decisions

Studies in this review reported the belief that contraceptives are for married women
and those who had children before—not single, nulliparous women. Comparable findings
were reported in other studies [65]. This belief and the fear of stigma, social exclusion, and
the linking of contraceptive use with promiscuous behaviour contribute to the contraceptive
decisions that adolescents make, which lead to the non-use of contraceptives. They fear
that if their use of contraceptives became common knowledge, they would be labelled as
being promiscucus, ‘bad girls” with no good morals, or accused of prostitution not only by
peers, but also by their parents [15,19,22]. This was also eported in other studies [41,65-67].
This could result in social exclusion and their being the centre of gossip among their
friends [18,19]. Among married adolescents, they feared that even discussing the use of
contraceptives with their partners might imply having multiple sexual partners [18]. With
such consequences that would affect their family and social lives, adolescents are inclined
to decide against using contraceptives or discontinue their use to avoid the stress that
comes with these consequences.

4.4 Institutional Factors Influencing Adolescent Girls” Contraceptive Decisions

Challenges with acoess and the availability of a conducive environment were also
raised. Health facilities and communities also do not provide a conducive, judgement-free
environment in which adolescents can exercise their freedom and make independent de-
cisions [20]. Among the issues raised were lack of privacy, ease of acoess, youth-friendly
services, and services targeting older adolescents. The negative attitude of healthcare staff
also discouraged accessing contrace ptives from health facilities [54,66-68]. Healthcare work-
ers’ negative and paternalistic attitudes towards adolescents” use of contraceptives wene
documented in various studies [41,66,69]. They discourage adolescent girls from using
contraceptives, holding the view that they should be used by married adults, as they are
largely meant for child spacing. Adolescents view communication with nurses as being
below standard, incomplete, and often unilateral, with the nurses using technical language
and not being in sync with the needs of adolescents [41]. Challenges raised by adolescents
in the studies reviewed included being lectured about premarital sex, harassment, being
scolded, and being denied services until they answered a barrage of questions. Another
concemn raised by adolescent girls was that their parents and community members, whom

58



Int [ Enoiron. Res. Public Health 7023, 20, 7744 13cf 16

they did notwant to know about their contraceptive use, also used the same health facilities.
Adolescents, therefore, preferred to acoess services in other locations, such as drug stores,

5 Conclusions

Our review revealed various individual, parental, peer, and partner, societal and
community, and institutional and environmental factors that influence adolescent girls”
contraceptive decisions. However, these factors were common and cross-cutting across
these levels. The main factors were the fear of the side effects, particularly infertility and
future fertility, lack of accurate information, beliefs, and cultural norms about who can use
contraceptives, which contributed to the fear of stigma and socdal exclusion from friends
and society. Other concerns included the impact on relationships and marriages, as well as
the connection between the use of contraceptives and promiscuity. Challenges with acoess
to contraceptives, particularly from health facilities, as a result of negative attitudes among
health providers and a lack of infrastructure that provides privacy and safe spaces, wem
another major concern. These barriers remain a major challenge in most African countries
and will need to be addressed if contraceptive use among adolescents is to improve.

Identifying and addressing the core issues within the context of local cultural norms
is essential. To improve demand, access, and usage of contraceptives among adolescent
girls, the implementation of polices and programmes that target this age group must be
re-strategised. Ensuring constant engagement to enhance acceptance of contraceptives at
the individual and community level, particularly among adolescents and young adults, is
essential. To help dispel fears and misconceptions about contraception, communities and
intended users should be given complete and accurate information. A ccessing information
from meliable sources, particularly health providers, should also be actively encouraged.
Youth-friendly spaces should be the norm in health facilities. Training health providers
and having a younger staff who can identify and communicate with adolescents in a
respectful, nonjudgmental manner can help change health staff attitudes toward young
people. Infrastructure-wise, locating y outh-friendly spaces in more secluded places that
afford privacy and confidentiality can help improve acoess to and uptake of contrace ptive
services in this age group. In these efforts to address these challenges, it is imperative to
adapt holistic and inclusive approaches that embrace broader stakeholder involvement,
utilise evidence-based data, and promote the well-being of adolescents.
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CHAPTER FOUR

METHODOLOGY

This section provides a detailed description of the overall methods used in this study. It details
the methods employed in answering the research questions. Methods and materials used in the
study are provided in this chapter. Detailed information is provided on the study design used,
the study area and setting, the study population that was targeted and how the sampling was
done. It also covers the data collection methods, data management and analysis, and ethical

considerations.
4.1.Study area and setting

This study was conducted in Zambia focusing on both urban and rural areas. Country data
based on the Zambia Demographic and Health Survey (ZDHS) was used for quantitative
analysis while the qualitative component employed primary data collection. The qualitative
component was conducted in Lusaka and Northern provinces. Two districts were purposively
selected from each province based on whether they are predominantly rural or urban, to
maintain a good rural-urban balance. From Lusaka province, Lusaka and Chongwe districts
were selected, while in Northern province, Kasama and Luwingu were selected. Lusaka
province and Northern province were selected based on disparities in the current use of any

modern contraceptive method (1).

Zambia is a land-locked country in sub-Saharan Africa that borders the Democratic Republic
of Congo to the north, Tanzania to the northeast, Malawi and Mozambique to the east,
Zimbabwe, and Botswana to the south, Namibia to the southwest, Angola to the west. Zambia
covers a land area of 752,612 square kilometres. Administratively, the country is divided into
10 provinces and 110 districts. Of the 10 provinces, two are predominantly urban, namely
Lusaka and Copperbelt. The remaining provinces—Central, Eastern, Muchinga, Northern,
Luapula, North-western, Western, and Southern—are predominantly rural. The capital city is

Lusaka, in the south-central part of the country.
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According to the 2010 Census of Population and Housing, 52.5% of the population was aged
below 18 years. Adolescents accounted for over a quarter (25.2%) of the total population (3).
The study population included females aged 10-19 years. Quantitative data relating to this age
group was extracted from 1996, 2001/2, 2007 and 2013/14 ZDHS datasets. Primary qualitative
data was collected from females aged 15-19 years in selected provinces and districts. The
qualitative study was conducted in the identified health facilities in the selected districts. The
selection of the health facilities was based on the health facilities having functional youth-

friendly spaces.
4.2.Study Design

This study was a concurrent mixed-method cross-sectional study involving quantitative and
qualitative components. The quantitative component entailed analysis of secondary data from
1996, 2001/2 2007 and 2013/14 Zambia Demographic and Health Surveys (ZDHS) to examine

patterns and trends of contraception use among adolescents in Zambia.

The qualitative component employed an explorative qualitative study design. This involved
collection of data through focus group discussions (FGDs) and Key Informant Interviews (KII)
with adolescents to explore and understand their decision-making process regarding

contraception use, including factors that influence their decision-making, as well as their needs,
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preferences, and perspectives regarding existing and future contraception methods. The two
components are described in detail below.

4.2.1. Trend analysis based on ZDHS Data

The data used in this study was extracted from 1996, 2001/2 2007 and 2013/14 Zambia
Demographic and Health Surveys. The Zambia Demographic and Health Survey (ZDHS) is a
nationally representative sample survey of Zambian households. The ZDHS employs
multistage sampling and is designed to provide estimates of population and health indicators
at the national and provincial levels. All women aged 15-49 years and all men aged 15-59 years
who were either permanent residents of the households in the sample or visitors present in the
household on the night before the survey were eligible to be interviewed. Family planning data
is collected on several aspects of contraception including knowledge of specific contraceptive
methods, attitudes and behaviour regarding contraceptive use, sources of methods, and cost of
methods. The focus is on women who are sexually active because these women have the

greatest risk of exposure to pregnancy and the need for regulating their fertility (1).

4.2.2. Qualitative Exploratory Study

The explorative qualitative study design was chosen based on its ability to deepen our
understanding of “how” adolescents make decisions on using contraceptives and also to
explore some contextual conditions that may be relevant to the phenomenon under study (4).
The study was based on ontological assumptions which answer questions on the nature of
reality. The characteristics of this philosophical approach are that reality is subjective and
multiple as seen by the different participants in the study (5). This study explored the nature of
the adolescents’ reality and its characteristics pertaining to decision-making on contraceptive
use. This embraced the idea of multiple realities and perspectives because the participants were
a group of diverse individuals with different perspectives and experiences on how they make
decisions on whether or not to use contraceptives. The presentation of evidence of multiple
realities included the use of multiple quotes based on the actual words of different individuals

and presenting different perspectives from individuals (5).
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4.3.Recruitment

Quantitative component — multistage cluster sampling is the sampling method used in the
Zambia Demographic and Health Surveys. All females in the 1996, 2001/2 2007 and 2013/14
ZDHS who responded to the question “Are you currently using any contraceptive?” were
included in the study. This was a census of all the females aged 15-19 years in the DHS surveys

mentioned above.

Qualitative component — participants were recruited from Youth Friendly Spaces at selected
health facilities. Health facilities were purposively selected with a focus on those that have
functional Youth Friendly Spaces. Data on health facilities with functional Youth Friendly
Spaces was obtained from the District Health Offices under the Ministry of Health. A screening
tool based on the eligibility criteria was used to recruit participants for the study.

4.3.1. Eligibility Criteria

The following eligibility criteria were applied in the selection of study participants. The
eligibility criteria are described for both the qualitative and quantitative components. The
quantitative component of the study included all adolescent females who are aged between 15
and 19 years, participated in 1996, 2001/2 2007 and 2013/14 ZDHS and responded to the
question “Are you currently using any contraceptive?”. The qualitative component included
sexually active adolescent females aged between 15 and 19 years, who were residents of
Lusaka and Chongwe districts in Lusaka province and Kasama and Luwingu districts in
Northern province. However, participants who did not give assent or their parents or guardians

did not consent were not included in the study.

4.4.Sampling

The quantitative component of the study was based on ZDHS data therefore, sampling that
which is implemented in the survey. Variables of interest that were included in the analysis

were extracted from the four ZDHS surveys and merged prior to analysis.

For the qualitative component of the study, Purposive sampling, specifically maximum
variation sampling, was employed to recruit adolescent girls aged between 15 and 19 years to
participate in the focus group discussions (FGDs) and key informant interviews (KIIs). Peer
educators from the selected health facilities assisted with the identification of potentially
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eligible adolescents and allowed the principal investigator to recruit participants based on the
eligibility criteria. The criteria included only female participants who were residents of the
study sites, aged between 15-19 years and accessed services from the youth-friendly spaces.
Maximum variation sampling ensured that participants were diverse in terms of age, knowledge

of contraceptives, and educational levels

4.5.Sample Size

In the quantitative component of the study, data analysis was done across four ZDHS surveys
and included a total of 9,072 adolescent girls. The majority (42%) were from the 2013/14
ZDHS while 18% were from the 2007 survey, with 20% from the 2001/2 survey and 20% from
the 1996 survey. This included all females aged 15-19 years in the 1996, 2001/2, 2007 and
2013/14 surveys who responded to the question “Are you currently using any modern
contraceptive?”. For the qualitative component, participants in focus group discussions were
purposively recruited using maximum-variation sampling criteria from the selected health
facilities in the four (4) districts. This strategy for purposive sampling aims at capturing and
describing the central themes or principal outcomes that cut across many participant or program
variations (6). This involves selecting key demographic variables that are likely to have an
impact on participants’ views of the topic (7). Therefore, to create space for multiple
perspectives, purposive maximum variation sampling technique was employed. The sampling
was based on demographic characteristics, such as age, and area of residence resulting in a
variety of participants. A total of seven focus group discussions and three key informant

interviews were conducted in the four districts selected from the two provinces.
4.6.Study Instruments and Data Collection

In understanding the levels, patterns, determinants, and trends of contraception use among
adolescents, several factors were examined to determine how they have influenced these
patterns and trends. Data extraction from the ZDHS was based on the response to the question
“Are you currently using any contraceptives?” This was the dependent variable. Explanatory
variables that were included in this study are detailed under the descriptions for each

manuscript.

With regard to the qualitative component, focus group discussions (FGDs) and key informant

interviews were employed in collecting data. The 3 KlIs were conducted as opposed to an FGD
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because the participants were not comfortable with participating in an FGD but were willing
to participate through IDIs. Participants for FGDs were selected based on their characteristics
to ensure that the groups were heterogeneous. FGDs were conducted with eligible research
participants using focus group discussion guides. The focus group technique in this study was
applied as a way of eliciting needs, preferences and perspectives regarding existing and future
contraceptive methods (8). The groups involved adolescents aged between 15 and 19 years. On
average, the group discussions lasted for approximately 90 minutes. The location for the focus
group discussions was at the health facilities which were convenient, accessible and familiar
to the participants (8). The exact number of participants in each focus group ranged between
8-12 which is the ideal size for a focus group discussion. The FGDs were conducted in English
and where necessary, in Bemba and Nyanja which are languages that are widely spoken in the
study areas, with which the participants were comfortable. Trained and experienced research
assistants and the principal investigator conducted the FGDs and interviews. Permission was
sought from participants to audio-record the focus group discussions using a digital audio

recorder.
4.7.Data Management

Data entry was not necessary for the quantitative component as the data was already entered
and presented in Stata format. Once data extraction was complete, data analysis was conducted
using Stata. Details of the analysis are presented in the different publications that constitute
this thesis. Qualitative data from the FGDs and Klls were audio-recorded and transcribed
verbatim by two professional researchers. Verbatim transcription was used to capture both
content and context within which the comments were made (8). Where Bemba and Nyanja
were used, transcripts were translated into English by the data collection team. The principal
investigator worked with the research team to review the transcribed and translated information
to ensure that the transcripts retained the original meaning. All personal identifiers were
removed from the transcripts. The transcripts were imported into NVivo 12 pro (QSR

International) for data management and analysis.

4.8.Data analyses

Quantitative data presented in papers 3 and 4 were analysed using Stata. Paper 3 employed
multilevel analysis while multivariate decomposition analysis was employed in paper 4. In both

papers and estimates with a p-value less than 0.05 were considered statistically significant.
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Papers 5 and 6 were based on qualitative data which was managed using NVivo 12 pro and
analysed using thematic analysis. Detailed analysis procedures used in all the manuscripts are
presented in the format of the manuscripts in subsequent chapters.

4.9.Ethical Considerations

Ethical approval for this PhD study was obtained from the University of Zambia Biomedical
Research Ethics Committee (UNZABREC), reference number REF. No. 157-2019 and the
University of KwaZulu-Natal Biomedical Research Ethics Committee (UKZNBREC)
reference number No BE288/18. Annual recertification approval was obtained since initial
approval to date. Authorization to conduct the research was also obtained from the National
Health Research Authority (NHRA) and permission to use the data was obtained from the
Demographic and Health Surveys (DHS) Program. Permission to conduct the qualitative
component of the research was obtained from the Ministry of Health of Zambia at the national,
provincial and district levels. The Provincial Health Directors for Kasama and Lusaka granted
permission to conduct the study in their provinces as did the District Health Directors for
Lusaka, Chongwe, Kasama, and Luwingu. Health Facility-In-charges were also visited before
the commencement of fieldwork. Consent was obtained from the participants and assent was
obtained for underage participants. Consent and assent forms were administered and signed by
the participants and permission for participants who were below the age of 18 was obtained
from the parents or guardians. Confidentiality was upheld. Participants’ sexual activity and

contraceptive use was not disclosed to the parents or guardians.
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CHAPTER FIVE

PATTERNS, TRENDS, AND FACTORS ASSOCIATED
WITH CONTRACEPTIVE USE AMONG ADOLESCENT
GIRLS IN ZAMBIA (1996 TO 2014): A MULTILEVEL
ANALYSIS

Mumbi Chola, Khumbulani Hlongwana, and Themba G. Ginindza
This paper examined the patterns, trends, and factors associated with contraceptive use among
adolescents in Zambia over the period 1996-2014 (Objective 1). The aim was to use ZDHS
data to establish the patterns and trends in contraceptive use among adolescent girls in Zambia
over the period 1996 — 2014, as well as to determine the associated factors.

Data on adolescent girls aged 15-19 years from 1996, 2001/2, 2007 and 2013/14 Zambia
Demographic and Health Surveys were analysed. A total of 9,072 adolescent girls were
included in the analysis across the four ZDHS surveys. Descriptive statistics and multilevel
logistic regression models were used to analyse variations in contraceptive use among

adolescent girls over the reference period.

To our knowledge, this was the first study in Zambia, to examine the patterns, and trends in
contraceptive use among adolescent girls and factors associated with contraceptive use in this
age group, using multilevel regression models. This study contributes to understanding the
factors associated with contraceptive use among adolescents in Zambia and how these factors
and their influence on contraceptive use have been changing over the years. The use of
multilevel modelling goes beyond the simple logistic regression as it allows for the examination
of the relationship between the dependent variable and multiple independent variables while
accounting for different levels (cluster level and individual level) used in the sampling. It
accounts for the effects of the independent variables on the dependent variable in view of the

cluster effects, both within clusters and across clusters.

The findings of this paper showed that contraceptive use among adolescent girls in Zambia has
remained low over time, increasing by only 3% over the 18-year period, which is much lower

than the change in the general population. Contraceptive use remained consistently low among
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younger, uneducated, and unmarried sexually active adolescent girls, who comprise some of
the disadvantaged sub-groups. In more recent years however, urban-rural differences in

contraceptive use among adolescent girls began to emerge again.

The chapter is presented in the format of a published article.

Published in August 2020: BMC Women's Health.
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Abstract

Background: Despite high levels of pregnancy and childbearing among adolescents in Africa, contracepthve use
remains kow. Bxamining variations in contraceptive use among adolescent girs is wital for informing programs to
improve contraceptive utilisation among this segment of the population. This study aimed to examine the pattems,
trends, and factors associated with contraceptive use among adolescents in Zambla over the perod 1996-2014
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Health Sumeys focusing on adolescent gis aged 15-19 years. Analysis entalled descriptive statistics and estimation
of multilevel logistc regression models examining variations in contrace ptive wse among adolescent gils over time.
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Background
The World Health Organisation (WHO) estimated that

every year, approximately 21 million girls between the
ages of 15 and 19 years, and 2 million girls aged below
15 years become pregnant in developing regions, with an
estimated 16 million girls between ages 15 and 19 years
and 2.5 million girls below the age l6years giving hirth
[1]. Approximately half of these pregnancies [49%),
reported among adolescents between ages 15-19 who
live in low-income regions, are unintended, and over
50% result in abortions, usually under unsafe conditions
[2]. WHO further states that although the global hirth
rate among adolescents reduced to 47 births per 1000
women in 2015 from 65 births per 1000 women in 1990,
the adolescent population continues to grow globally
and adolescent pregnancies are also projected to increase
by 2030, with West and Central Africa and Eastern and
Southern Africa experiencing the most substantial
increases [1]. Projections alko show that the number of
adolescent mothers will reach a high of 86 million by
2030 [3].

Pregnancies among adolescent girls have serious con-
sequences which can significantly affect the lives of the
adolescent mothers and those of the children. Early and
unintended pregnancies among adolescents have been
associated with adverse health, educational, social, and
economic outcomes [4]. The impact on adolescent
mothers includes risks of maternal death, illness, and
disability such as obstetric fistula, complications of un-
safe abortion, sexually transmitted infections; including
HIV, and health risks to infants [5]. About 70,000 ado-
lescent girls in low-income countries (LICs) die annually
of causes related to pregnancy and childbirth [5]. Among
adolescent girls aged 15-19years in LICs, pregnancy
and childbirth complications are the second leading
cause of death, and babies born to these mothers have
increased health risks compared to those born to older
women [2]. Early and unintended pregnancy disrupts
adolescent girls' schooling, thus affecting ther future
economic opportunites, including reducing job market
opportunities [5, 6. The effects of adolescent childbear-
ing also extend to the health of babies with higher peri-
natal deaths and low birth weight among children born
to mothers aged below 30 years [5-7].

[espite the high rates of pregnancies and hirths
among adolescents, contraceptive use among this seg-
ment of the population remains low globally, particularly
in LICs, such as those in Africa [8—10]. Evidence shows
that contraceptive prevalence rate (CPH) among adoles-
cent females aged 15-19years in LICs is 21% for all
methods (modern and traditional) [8, 11, 12]. The low
use of contraception among adolescents ocours against
the backdrop of evidence that using family plnning
methods has benefits that could reduce some of the
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negative consequences of adolescent pregnancy and
childbearing. These benefits include the freedom to
decide how many children to have and child spacing,
improvements in health-related outcomes, such as a
reduction in maternal mortality and infant mortality
[13-15] and improvements in schooling and economic
outcomes [16, 17].

Studies show that various factors influence adoles-
cents’ decision making regarding whether or not to use
contraceptives. These include individual; family, societal
or peer; health system; and cultural and religious factors.
This paper foruses on individoal-level factors, which
include education [10, 18, 19], knowledge of contracep-
tives [0, 21], fear, shame, myths and stigma [22, 23] and
fear of side effects and adverse reactions [24, 25].

In Zambia, contraceptive use among adolescents re-
mains low despite the evidence showing almost universal
knowledge of at least one modern contraceptive method
[26). Statistics show that contraceptive prevalence
among women 15-49 years has been increasing over
time in the country. Estimates, for instance, show that
use of any method among currently married women in-
creased from 152% in 1992 to 49.0% in 2013-14 while
use of modern methods increased from 89 to 448%
over the same period [26]. Among adolescents, contra-
ceptive use remains low with only 102% using any
modern contraceptive method in 2013/14 [26]. There is
limited understanding of the patterns and trends of
contraceptive use among adolescents and associated
individual-level factors and how these have changed over
the past two decades. The aim of this study was to
examine the patterns, trends, and factors associated with
contraceptive use among adolescents in Zambia over the
period 1996 to 2014

Methods

This study involved an analysis of cross-sectional data
from four Zambia Demographic and Health Surveys
(1996, 2001/2, 2007 and 2013/14). The Zambia
Demographic and Health Survey [ZDHS) is a nationally
representative sample survey of Zambian households.
The main objective of the ZDHS is to provide informa-
tion on fertility levels and trends, mortality, family
planning, as well as indicators on maternal and child
health including HIVIAIDS [26]. The sample for the
ZDHS is designed to provide estimates of population
and health indicators at the national and provincial
levels [26]. The sample design allows for specific indica-
tors, such as contraceptive use, to be caloulated for all
provinces in Zambia. The sampling frame used for the
ZDHS is usually adopted from the Census of Fopulation
and Housing of the Republic of Zambia (CPH) provided
by the Central Statistical Office.
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A representative sample of households was drawn for
all the ZDHS surveys using a two-stage stratified cluster
sample design, with Enumeration Areas (EAs) (or
clusters) selected during the first stage and households
selected during the second stage. The sample was strati-
fied in two stages from the CPH frames (1990, 2000 and
2010). Stratification was achieved by dividing every
province into urban and rural areas. Provinces were
stratified into 18 strata in earlier surveys and 20 strata
in the 201314 survey. Samples were selected independ-
ently in every stratum through a two-stage selection
process. Stratification and proportional allocation were
achieved, at all lower geographical/administrative levels,
by sorting the sampling frame according to the geo-
graphical fadministrative order and using a probability
proportional to size selection process in the first stage.
All women and men aged, 15—49 and 15-59 respect-
ively, who were either permanent residents of the
households in the sample or were visitors present in
the household on the night before the survey, were
eligible for interview [26].

The target population in this study included adoles-
cent girls aged 15-19years captured in the ZDHS
surveys. All those who responded to the question on
current contraceptive method were included in the
analysis. Current use of a contraceptive method, which
was the dependent variable, was recoded into a binary
outcome, those currently using and those not using any
method. Explanatory variables included in the analysis
were age, type of place of residence, province, highest
level of education, marital status at the time of interview,
literacy, and lnowledge of any contraceptive method
(Table 1). Since the ZDHS involved more than one level
of stratification, analysis took into account cluster and
howsehold variables. Adolescents who had never had sex
were excluded from the analysis.

Talbde 1 Definition of variables
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Data from the four ZDHS surveys were combined by
appending the data sets from 1996, 2001/2 and 2007 to
the 2013/14 ZDHS. We started by conducting descrip-
tive analysis and presented the results as proportions.
Where appropriate, Chi-square and Fischer's exact tests
were used to test for the significance of association be-
tween the outcome and explanatory variables, We then
conducted mulbtilevel multivariate logistic regression
analysis — factoring in random effects—to determine the
predictors of contraceptive use. Analysis was conducted
using Stata 15/MP (StataCorp LLC) and estimates with
p-value less than 005 were considered statisticalby
significant.

Results
sample characteristics
A total of 9072 adolescent girls were included in the
analysis across the four ZDHS surveys. The majority
(41%) were from the 2013/14 ZDHS while 18% were
from the 2007 survey, 20% from the 2001/2 survey and
2% from the 1996 survey. Table 2 shows the distribu-
tion of adolescent girls included in the analysis by
background characteristics across the survey years.
Owerall, contraceptive use over the 18years has been
low, with only 9.8% of adolescent girls aged between 15-
and 19-years using contraceptives (Table 2). This ranged
from 7.6% in 1996 to 10.9% in 2013/14, I.'eﬂ.vEI:L'll.'LE a 33
percentage point change over 18 years (p< 001} The
distribution of respondents aross ages ranged from 18.1
to 23.2% over the survey years. Regarding marital status,
the proportion of adolescents who reported heing
married declined from 248% in 1996 to 15.1% in 2013/
14 (Table 2). However, 193% of adolescent girls
interviewed over the 18-year period from 1996 to 2014
were married at the time of the survey. Rural and urban
distribution showed that in 199 and 200172, the
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Table 2 Distribution of adolescent girls by backgmound charactanistics and survey year, ZDHS 1996-2013/14
Variatde IDH596 ADHE 20012 JCHE 007 D8R 201314 Toxal
N =1332 N="1306 MN=1338 N =2636 N =3072
Current Contraceptive Use
Mo 1831 (92.48%) 1630 {903%) 1424 (83.1% 3295 (394%) 8187 {90.2%])
hH 151 (7 6% 175 [98% 174 {1059 390 {10:996) 891 93%
Knowledge of Any Modern Method
Enowe no method 247 121594 127 §70% 150 {9.49%) 162 (4.49) G685 (7 5%
Enowe modesn method 1728 (87.5%) 1677 {93.09) 1447 130.6% 3519 (956%) 8371 (92.40%)
Age
15 Years 395 1994 372 (20.590) 370 {Z32%) 735 (19:996) 1872 | 215%)
16 Yaars 413 2119 32601819 330 {2079%) 759 (2059 1834 | 20.27%)
17 Years 369 (14594 325 {18.096) 303 {19.096) 674 (18.3%) 1671 [ 12.3%]
18 Years 404 209 406 [ Z25%) 293 (1a79%) F74 21 [96) 1883 (| 208%]
19 Years 395 19.9% 377 (2099%) 296 (18.5%) 744 (20.2%) 1812 {200%)
Current Marital Status
Mewer Mamied 1435 (74.2%) 1307 (724%) 1302 31.5% 3058 @30 7102 {7Ta3%)
Mamried A iving with Pamner 501 Q53 443 [ 24.9%) 270 {16.9%) 572 {155%) 1792 (19:8%)
Wicowedhepaatad iveroed 45 23%) 50 2.8%) 26(15% 36{13% 178 20%
Resid ence
Urian 799 M0 633 (3549 803 (30.5%) 1850 (502%) 4097 (45.2%)
Fural 1183 (59.7%) 1157 (S460) TEI (49.4%) 1836 [438% 4975 (4548M
Province
Cental 170 A6% 223 (124%) 152 (9.5%) 327 A9 872 95%W
Coppedel 309 1559 235 {130%) 190 §11.99%:) 17 111 3%) 1151 127%%)
Eastenn 244 1239 192 {105%:) 196 {123%) 472 125%) 17104 {1229%])
Luamula 242 N2 159 (33%) 152 {9.5%) 279 [7.55) 832 92%
ks 27038y 204 {11.3%) 224 {14.09) 434 (11 5% 1136 {125%)
Muchinga” = = = 340 {9.2%) 1007 {11090
Morhem 204 1034 288 {1609 169 {10.5%) 352 {9598 821 89.0%
Mot westerm 114 58% 198 {11.09) 157 {9.8%) 331 (10.3%) 943 {1 0489
Southerm 205 10.3% 166 {92%) 191 {12.09) 377 1029 905 {1009
Wesiem 220011.1% 141 {78%) 167 {10.5%]) 307 A8 307 34A%
Highest Educational Level
Mo education 174 38% 153 {88%) 53 3% 53 {1599 470 152%)
Frirmnarny 1254 {63.3%) 1073 {55.5%) 755 (47 5%) 1418 (335%) 4507 {43.3%)
Ser0rulaty 553 2799 574 {31.8%) 77 (43.%) 2183 {595% 4077 (45.09)
Literacy™
Cannt Fead at Al = Ta5 (423%) 385 {24.59%) 750 [205%) 1907 {27.1%]
Ande 1o fead Onfy Pans of Sentence = 183 {101.5%) 151 §9.5%) 283 [7.79%) 622 399
Ande 10 fead Whde Senence = 34 (4679 1052 {54.8% 2021 717% 4457 S4.09%)

9 . Data an Muchinga province not avalable for 1995, 20002 and 2007 suveys. Muchinga only heoame a prosinae in 2017

B . Data an Mreragy was not coleced in the 1996 ZOME

majority of the respondents were from rural areas (597
and #1.6% respectivelyl. However, in 2007 and 2013/14,
the distribution was almost even (506% vs 494% in
207 and 50.7% vs 498% in 2013/14). The Pro‘\l'irl:ial
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distribution shows that overall, Copperbelt (12.7%),
Lusaks (12.5%) and Eastern (12.2%) provinces had the
highest proportion of adolescent girls; with “Western
province recording the lowest proportion of 3.4%.



Chaola er gl B0 Womean's Haalth (30200 10 1E5

There were also changes in the distribution of adoles-
cent girls by highest level of education. In 199 and
012, the majority of respondents had attained pri-
mary school level education (633 and 594% respect-
ively) while in 2007 and 2013/14, the majority had
attained secondary level education (482 and 59.3% re-
spectively; Tahle 2). Knowledge of modern contraceptive
methods also increased over the reference period. In
1996, 87.7% of adolescents reported knowing modern
contraceptive methods, which increased to 95.5% in
A013/14. Concerning literacy, the proportion of adoles-
cents who could not read at all declined from 42.4% in
012 to 20.4% in 2013/14. In contrast, the proportion
of adolescents who could read whole sentences increased
from 46.2% in 2001/2 to 7L1% in 3013/14. Mo data on
literacy was collected in 1996,

Patterns and trends in contraceptve use

Table 3 below describes the proportions of adolescent
girls aged 15-19 years who used contraceptives across
the survey years.

Age

Ower the period 1996 to 3013/14, contraceptive use in-
creased significantly with age (p = 0.000). The proportion
using contraception was highest among 19-year old and
lowest among 15-year old adolescent girls across survey
years (Fig. 1). However, the proportion of 19-year old
adolescent girls using contraception declined from 25%
in 2007 to 2% in 3013/14

Marital status

Differences in contraceptive use according to marital
status across the four surveys were also statistically sig-
nificant (p=0.000). Adolescent girls who were married
or living with a partner comprised the highest propor-
tion of contraceptive users in 1996 (17.0%) and 20012
(24.3%). From 2001/2 to 2007, the proportion of contra-
ceptive users increased across all groups with the most
increases being among those married or living with a
parmer (243% in 2001/2 to 28.5% in 2007) and those
who were widowed/ separated or divorced (10.0% in
3012 to 346% in 2007). By 2013/14, those who were
married/living with a partmer comprised the highest pro-
portion of contraceptive users (36.4%).

Province

Variations in contraceptive use among adolescent girls
by province show that in 1996, North-Western province
had the highest proportion of users (20%) while Luapula
province had the lowest (2%; Table 3). In the 2001/2 sur-
vey, Lusaka had the highest while Central province had
the lowest proportion of adolescent girk using contra-
ception (16 and 5%, respectively; Table 3). In 2007 and
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201314, the proportion of adolescent girls using contra-
ception was highest in Western province (29 and 16%,
respectively] and lowest in Luapula province (3 and 6%,
respectively). The observed differences in mntraceptive
use by province were statistically significant (p = 0.000]).

Residence

Contraceptive use by urban-rural residence showed
some variation over the period 199%6-2013/14. Contra-
ceptive use among urban adolescent girls increased be-
tween 1996 to 2001/2 from 8.1 to 114% before slighthy
declining to 10.1% in 2M7 and remaining unchanged
thereafter (Table 3). Among adolescent girls in rural
areas, the proportion using contraception increased be-
tween 1996 and 2007 from 7.3 to 11.8% and remained
largely unchanged thereafter.

Highest education level

The proportion of adolescent girls using contraception
was generally low across all levels of edumtion. In 2007
and 2013/14, use was highest among those with primary
level education (13 and 12%, respectively), having in-
creased from 7% in 1996 (Table 3). Among those with
no education, only 7% reported using a mntraceptive
method in 2003/14, which was lower than the propor-
tion using in 20012 and 2007 (10% in each case; Table
3l Among those with secondary level education, the
proportion ranged between 9 and 11% in the period be-
tween 1996 and 2013/14 with 10% reporting currently
using contraceptives in 201314

Determinants of contraceptve use

The odds of using contraceptives increased with age
across all years. The odds of contraceptive use were
higher among older adolescents than the younger ones
across all survey years. However, significant differences
were observed in 1996, 2007 and 2013/14. In 1996, ado-
lescent girls aged 19years were 4 times significanthy
more likely to use contraception compared to those aged
15years (AQR 4175, 95% Cl L377, 12.656) while in
2007, they were twice as likely to use a method as their
15-year-old counterparts (AOHR 2667, 95% CI 1.255,
54668) (Table 4). Results in Table 4 showed that in 2013/
14, 18-year olds had the highest odds of contraceptive
use compared to 15-year olds (AOR 2717, 95% CI
1496, 4935,

Results from correlation analysis showed that although
there were some positive and negative correlations be-
tween the factors considered in the analysis, these were
not very strong (Table 5).

There were also disparities by province. In 1996, ado-
lescent girls in MNorth Western (AOR 6.043, 95% CI
2301, 15.875), Eastern (AOR 3.147, 95% C1 1.230,
8.052), and Morthern (AQR 2.871, 95% Cl 1109, 7437)
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Table 3 Distribution of adolescent girls aged 15-19years wsing contraception by badiground characternistics, 1996201314

Cusmrant Contsoepilive Lo 1995 20012 2007 A13N4
L1 M % M % M % M

Marital Status
Mever in union a3 1435 a7 1307 68 1302 56 3058
Mamiedd iving with Pamner 170 416 43 Lk 285 Fr 3654 572
Wi S epamte g Divorced a7 46 130 50 346 6 196 56
Fialue Q000 Q@000 0.000 Q000

Province
Ceniteal a3 170 54 223 G4 152 38 3
Copredoel a5 30 11.1 35 a3 190 a7 417
Eastern 20 244 73 192 138 196 g 472
Luamla 1 42 132 159 a3 152 iF 273

UsAEA ag 274 157 204 85 M 127 434

Muchinga = = = - - = 79 340
Harthe 83 204 7.5 2338 71 155 B 352
Morth westam 202 114 1.1 133 153 157 1289 k1
Southenm, 49 205 a4 166 88 M 135 3w
Ve 95 220 92 141 287 167 1556 307
Eiialue 0000 a4 0000 0000

et e
Urian a1 799 1.4 639 100 ans 10 1830
Fural 73 1183 a3 &7 11.8 783 1. 1835
Eiialue 0474 QA5 0255 a2a7

Highest Education Level
B ion 58 174 11 158 111 =} 73 a9
Primnarny 74 1254 a2 1073 130 756 14 1428
Secomdaty & Highes a7 554 105 575 as 773 100 2197
Fhialue 0407 04855 0040 193

Literacy*
Cannet ®ad at 2 - 99 a5 150 386 125 750
Alrde 1o raad anly par - nz2 188 a3 151 92 283
Alrde 1oy raad whobe o - a1 34 a7 =2 1041 262
Flalue Qa57 1015 a1

¥ - Dain on Muchinga provinge nat avallable for 158, 20012 and 2007 sureeys. Mushings anly bamme a prowinee dn 2011

. Dain on Meracy was not olleried in the 1998 ZDHE

provinces reported the highest odds of using contracep-
tives compared to those in Central. In 2001/2, there
were significant variations between Central province and
Copperbelt (AOR 2671, 95% ClI 1.193, 5.978), Luapula
[AOR 3234, 95% C1 1.445, 7.238), Lusaka (AOR 3731,
95% (1 14671, 8332) and North Western (AQOR 2274,
95% C1 L041, 4967) provinces (Table 4). In 2007, there
were significant differences between Central and North
Western and Western provinces. Adolescent girls in
Morth Western and ‘“Western provinces were, respect-
ively, 24 times and almost & times more likely to use
contraceptives compared to those in Central province.

There were no significant variations in contraceptive use
by province in 2013/14

Adolescent girls in rural areas were also less likely to
use contraceptives compared with their urban counter-
parts. There were statistically significant variations in
contraceptive use by place of residence in 1996 (AOR
0556, 95% C1 0317, 0.974) and 2003/14 (AQR 0654,
95% C1 0.499, 0.859) (Table 4). Adolescent girls with
secondary or higher levels of education were significantly
more likely to use contraception compared to those with
no education across all survey years. From 2007 on-

wards, adolescent girls with primary level education, like
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those with secondary level edumtion, were also signifi-
cantly more likely to use contraceptives compared to
those with no education. Similarly, adolescent girls who
were married or living with a partner were significantly
more likely to use contraception than their never
married counterparts across all survey years. In 2007,
adolescent girls who were married or living with a
partmer, or were widowed, separated, or divorced were
significantly more likely to use contraception than their
never married counter par s,

In summary, the results show that adolescent girls
who were most likely to use contraceptives were aged
18-149 years old, had secondary education or higher, and
were either married or living with ther partner. How-
ever, whereas initial significant urban-rural differences in
contraceptive use among adolescent girls seemed to have
been bridged between 20012 and 2007, such differences
emerged in 3013/14

Random-effects results from the multlevel model
show that in 199, %% of variability in contraceptive use
among adolescent girls was explained by inter-cluster
variations while in 20013/14, inter-clister variahility ex-
plained only 2% of the variations. This shows that over
time, variations in contraceptive use among adolescent
girls across different geographic clusters were becoming
less important compared to individual-level variations.

Discussion

Contraceptive use among adolescent girls in Zambia
remained low over the period 19962014 athough
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knowledge of at least one modern method is almost
universal. Results from this study showed that in recent
vears, age, education, residence, marital status, and
working status were significantly associated with contra-
ceptive use among adolescent girls. Significant rural-
urban differences, which occurred in early years but
disappeared in subsequent years, re-emerged in recent
years while provincial disparities were bridged. In
addition, the odds of using contraceptives increased as
adolescent girls grew older and achieved higher levels of
education. Furthermore, adolescent girls who were mar-
ried or living with their parmers were significantly more
likely to use contraceptives compared with those who
were never married.

The low contraceptive use among adolescents could
be due to challenges with access to contraception and
the actual use of methods. Health system issues, such as
lack of adolescent-friendy health services, as well as
health care worker attitudes [22], can deter adolescents
from accessing contraceptives, particularly from health
centres. Lack of access to contraceptive and family plan-
ning services at heath facilities affects the kind of infor-
mation that adolescents have. Studies have shown that
in addition to low contraceptive use and limited access
to information and services, adolescents have poor
knowledge of family planning [27]. Adolescents’ primary
source of information was usually their peers, and the
information received from such sources was mostly un-
trustworthy and distorted [28], thus perpetuating myths
and misconceptions about contraception. The low use of
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Table 4 Odds ratios from multilevel logistic regression analysis examining variations in current wse of contraception amaong
adolescent girk aged 15 19 years in Zambia, ZDHS 1996-2013/14

1995 a2 2007 FAEE |
w=1141) = 1042) =795 w=1879)
Cument Contceptve ADR g 15% O] AOR g (9% O AR g (9 O] ADR g (3R OO
Ea WaES Al e e
Age
15 1.000 1.000 1000 1.000
16 2252 Q171 @715 7054 Q494 0139 {195 1.254) 1063 0335 (0464 2435 1049 0333 (0534 2063
17 1.733 0352 (544 5527) Q758 0524 {0342 1728 072 4516 (4335 1737 1aB1 0827 (0539 1570)
13 2872 0062 Q547 4708 1.053 0834 (0494 2255) 1425 0372 (0855 31010 2717 0001 {1435 4535)
3 4175 0012 {1377 12636) 1.291 0511 {05813 2754) 2557 0011 (1255 55688 1425 0051 {1001 3328
Prowvince
Cental 1.000 1.000 1009 1.000
Coppadel 1345 0544 {1516 3504 24671 07 ({1.188 5578 1262 0640 (0477 3341) 04904 0750 (0484 1637
Earstenn 3147 007 (1230 a058) 1425 0425 (0595 3.409) 2257 0062 (0959 5311) 0957 0817 (052 14820)
Luagula 0539 0319 {159 1819 3554 0004 (1445 7268 0330 07117 (20 12465 0612 09681 (0285 1224
Lusaks 1705 0273 657 4477 3731 000 {167 a333) 1280 0591 (0521 3145 1302 0354 (Q74s 2273
Muchinga 0795 0472 (0421 1453
HNamhas 2871 0030 (1109 7437 1559 0257 (07 3359 0576 05951 (1375 2541) 0B 0253 (0384 12380
Merh wesTenn a3 0000 {23001 15875) 2004 0039 (1041 4557 2408 0050 {1000 5300 1053 0808 (0552 1303
Soutienm 1302 0619 048450 3638 1863 0J39 (0755 40100 1008 0822 (453 2713 1110 0719 {04630 1554)
Wesien 2301 0030 0915 5853 1735 0208 (0736 4093 5557 0000 (2598 13706) 1406 0238 (0799 2475
el e
Urnan 1.000 1.000 1000 1000
Fural 0556 0040 0317 0974 0Q&E7 0422 (0520 1315 0658 00571 (0432 1007 QA% 0002 (0499 0859
Highest Level of Education
Mo Bdwcation 1.000 1.000 100a 1.000
Frismany 20657 0061 01958 4371) 1195 0562 (QESS 20791 3525 0008 (1385 A9464 2928 003 41089 73801)
Seriay 3080 0009 (1322 717E 2330 0MS5S {1079 4604 3389 0015 (12483 9097 3584 001 {1338 94634
Mever in umion 1.0030 1.000 100a 1.000
Mamiedl ing with 1934 0008 (1258 2975 2867 0000 {1928 4263 2408 0000 (1542 3713 4131 0000 {3071 5559)
Farines
Wicowedy ama 0551 07 2207 Q837 0727 (0309 2377) 3199 06 (1247 A208 1423 0351 (0678 2584
Separated/Divorced
Curr ently Warking
HNo 1.000 1.000 1004 1.000
s 1614 0023 (1070 2434 132086 0243 (0847 15921) 1392 0J27 (@81 2177 1345 0037 (1.8 1777
Sgina_u 0555 0261 1223 Qo4 40000 120 0005 (3045- a78E- 0281 1051 15348
G04.000) 16 1)
il Q088 I 4313 Qoo 40000 1000 BI12E- (2876~ 1000 Qa3 40001 0418
[l 32
contraception among adolescents could therefore be  years were more likely to be using contrace ptives at the

partly due to limited access to the right information and
SETVICES.

Ower the period 19962014, contraceptive use mar-
ginally increased with age. Adolescent girls aged 19
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time of the survey compared to 15-year-olds. This find-
ing is consistent with those from other studies [8, 249].
This could be attributed to older female adolescents
being more matmre and knowledgeable about
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Table 5 Results from Collinearity Test
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contraception and the importance of contraceptive use,
unlike younger female adolescents. Furthermore, older
female adolescents are more likely to be married, have
higher education levels, and maore likely to be active
sexually compared to younger adolescents [30]. Adoles-
cents who reported being married or living together
with a man, or were separated, widowed, or divorced
were more likely to use contraceptives compared to
those who had never married. In recent surveys, adoles-
cent girls who were separated, widowed, or divorced
were also maore likely to be using contraceptives com-
pared to those who had never married. The findings are
in line with those from other studies [10, 29, 30]. One
study found that adolescent girls who were married or
living with a man were significantly more likely to use
contraception compared to those who were not married
or living together with a partner [10]. Another study
found that married adolescent girls had the highest
odds of using contraceptives compared to those that
never married or were formerly married [30, 31]. This
could be due to partmer support in using contraceptives
among married women [32]. Married female adoles-
cents may likely use contraceptives because they can af-
ford more effective contraceptives than their unmarried
counterparts due to financial support from the partner
[10]. They are also more likely to practice family plan-
ning and take measures to prevent pregnancy compared
to those who are not married due to regular exposure
to sexual intercourse and the risk of unintended
pregnancy.

The findings of this paper show that current
contraceptive use increased with the level of educa-
tion. Other studies have reported similar findings.
Evidence shows that education affects contraceptive
use among adolescents [18]. A study in Ghana found
that the level of education was a significant factor in
contraceptive use among women of reproductive age
[33]. As the level of education increased, there was an
increase in contraceptive use [10, 19]. This increase
was more 50 in urban areas where urban adolescents,

who typically have higher education, report a higher
likelihood of contraceptive use, particularly condoms
[21]). Adolescents who are more educated are more
likely to appreciate the advantage of having fewer
children and how this can positively impact their own
economic productivity and the well-being of their
children [33, 34].

The results reported in this study have implications
for both policy and public health in general. The in-
creased likelihood of contraceptive use among adoles-
cent girls with higher levels of education suggests that
keeping girls longer in school is likely to improve their
reproductive health outcomes. In additon, the intro-
duction of comprehensive semality education in
primary school curriculum in Zambia is wvital for
providing comprehensive and age-appropriate informa-
tion to adolescents who are at a pivotal stage of their
lives. However, it is vital to also target adolescents who
are outside the school system. Community-based activ-
ities, in addition to youth-friendly spaces in health
centres, are essential to ensure correct information is
provided to adolescents.

Furthermore, access to contraceptives is another
issue that needs to be addressed. Information centres,
such as schools, can also serve as distribution points
for contraceptives. The merits of distributing contra-
ceptives in schools need to be explored further, in
addition to distribution through youth-friendly spaces
in health facilities. Generating demand for contracep-
tives and sexual and reproductive health services, as
described in the 2017-2021 Zambia Adolescent
Health Strategic Flan, is essential for increasing
contraceptive use in this age group. Increasing the use
of modern contraceptives is essential and has been
shown to have a significant impact on fertility, and
maternal, new-born, and child survival. Contraceptive
use can significantly reduce unintended pregnancies,
abortions, and births, as well as avert thousands of
child and new-born deaths, including hundreds of ma-
ternal deaths, annually [35].
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Conclusion

The findings of this paper show that contraceptive use
among adolescent girks in Zambia has remained low over
time, with only a modest increase from 8 to 11% be-
tween 1996 and 2013/14, which is much lower than the
change in the general population. Cwver time, contracep-
tive use remained consistently low among younger, un-
educated and unmarried sexually active adolescent girls,
who comprise some of the disadvantaged sub-groups. In
addition, whereas initial significant urban-rural differ-
not occur in subsequent surveys, such differences began
to emerge again in 2013/14. The findings suggest the
need for targeted interventions to improve contraceptive
use amang sexually active adolescent girls in the country
in general, and those who are disadvantaged in
particular.

Limitations

The sudy had some inherent imitations and strengths,
The study was based on DHS data from four surveys.
Some variables included in the analysis have either chan-
ged or been added over time. Furthermore, DHS data is
based on self-reporting, and there may be social desir-
ahility hiazes in some responses. In addition, given the
cross-sectional nature of MHS, it is not possible to make
causal inferences about the relationships observed in the
data. [Despite the limitations, the study highlights pat-
terns in contraceptive use among adolescent girls in
Zambia, which have important implications for pro-
grams aimed at improving reproductive health outcomes
among this sub-group of the population. The study is
also based on a nationally representative sample of ado-
lescent girls, which allows for generalizing the findings
to all adolescent girks in the country.
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CHAPTER SIX

FACTORS CONTRIBUTING TO CHANGES IN
CONTRACEPTIVE USE AMONG ADOLESCENT GIRLS IN
ZAMBIA: ADECOMPOSITION ANALYSIS

This paper was written to understand the contribution of the different factors observed in paper
one to the observed change in the contraceptive prevalence rate over the period 1996 to 2014.
This study was aimed at determining which factors contributed the most to the observed change
in contraceptive use over the period 1996 — 2014 using decomposition analysis. This paper
builds on the findings from paper one.

Data on adolescent girls aged 15-19 years from 1996, 2001/2, 2007 and 2013/14 Zambia
Demographic and Health Surveys were analysed. A total of 9,072 adolescent girls were
included in the analysis across the four ZDHS surveys. Descriptive statistics and multivariate

decomposition analysis were used to analyse the data.

To the best of our knowledge, this was the first study to use multivariate decomposition
analysis to understand which factors contribute the most towards observed changes in
contraceptive use among adolescent girls in Zambia. Multivariate decomposition analysis is
used to quantify the contribution of observed variables to group differences with multivariate
regression models. This paper was used to determine the source of the difference in change in
contraceptive use among adolescent girls between 1996 and 2014 in terms of the composition
(Characteristics) of the adolescent girls’ population and the difference in the effect of
characteristics (Coefficients) over this period. This difference can be attributed to
compositional changes between surveys (i.e., differences in characteristics) and to changes in
the effects of the selected explanatory variables (i.e., differences in the coefficients due to
changes in population behaviour). Therefore, the observed difference in modern contraceptive
use among adolescent girls between different surveys is additively decomposed into a
characteristics (or endowments) component and a coefficient (or effects of characteristics)
component. The contribution to knowledge is that beyond understanding which factors
contribute to changes in contraceptive use among adolescent girls in Zambia, we have

quantified the magnitude of how much these factors contrinute to change. This information is
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important for programme implementers as they will be able to target specific factors for

maximum effect on contraceptive use considering the limited resources available.

The findings of this paper showed that the difference in contraceptive use among adolescent
girls over the period 1996 to 2014 was mainly due to differences in coefficients (changes in
population behaviour). Increases in age contributed to the change in contraceptive use;
marriage or living with a partner contributed the most to the change (44%) while living in a
rural area accounted for approximately 20%.

Published in September 2023: Journal of Public Health in Africa
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Abstract

Nespite its documented henefits, contraceptive nse among adolescents remains low, particularly in
low-and middle-income countries. This study aimed to decompose the main factors contributing to
the changes in contraceptive use among adolescent girls in Zambia over the period 1996 to 2014.
Data on adolescent girls aged 15-19 years from Zambia Demographic and Health Survey data were
analysed using multivariate decomposition analysis of change. Stata 15/MP (Stata-Corp LLC) was
used for analysis, at a 95% confidence level. A p-value of 0.05 was used to determine statistical
significance. The sample included 9.072 adolescent girls. Contraceptive use increased by 3% from
7.6% in 1996 to 10.6% in 2013/14. Change in modemn contraceptive use among adolescents was
mainly due to differences in coefficients (changes in population behaviour). Increases in age
contributed to the change in contraceptive use, resulting in 2.94% and 9.33% increases for 17- and
| 8-year-olds respectively. Marriage or living with a partner contributed the largest change {44%)
while living in a rural area accounted for approximately 20%. Interventions targeting improving
contraceptive use in adolescents should be responsive to the needs of various age groups, places of

residence, and educational levels for maximum benefits.

Introduction

Teenage pregnancies continue to pose health and socic-economic problems for adolescents,
globally'" it is estimated that in developing countries, approximately 21 million girls aged 15 to 19
years get pregnant while about 12 million of them give birth, yearly. """ Each vear, a further 777.000
girls under the age of 15 years give birth, globally."? It is estimated that by 2035, 19.2 million
adolescent girls across the world would have given birth."” The extent of the problem of adolescent
pregnancy is put into context by examining data from Demographic Health Surveys (DHS) and
Multiple Indicator Cluster Surveys (MICS) on the proportion of girls aged 20 to 24 years who had a
live birth by age 15 or 18 years. The most recent global estimates available show that 19 per cent or
approximately one in five women between the ages of 20 to 24 had a live birth by their 18th
birthday."! A systematic review on adolescent pregnancy found a pooled adolescent pregnancy
prevalence of 18.8% in Africa, overall, and 19.3% for sub-Saharan Africa (8845

Adolescent pregnancies have major health and socio-economic consequences for young mothers and
their babies. The leading cause of mortality among adolescent girls aged 15-19 vears is due to
complications from pregnancy and childbirth complications, and 99% of the global deaths occur in
low- and middle-income countries.”™ The risk of eclampsia, puerperal endometritis and systemic

infections is higher in adolescent mothers aged 10-19 years compared to women aged 20-24
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years.™ Furthermore, unsafe abortions among adolescent girls ages 15-19 years, estimated at 3.9
million annually, contribute to maternal mortality and morbidity rates, as well as lasting health
problems. *'Adolescent pregnancies also have repercussions for the new-born babies. Children born
to adolescent mothers have increased risks of low birth weight, preterm delivery, and severe neonatal
conditions.'™

In addition to adverse health outcomes, adolescent pregnancies have economic and social
consequences such as social stigma and discrimination from communities and/or families, resulting
in them having to leave their family home, consequently increasing their vulnerability to violence and
abuse, and potentially facing increased poverty and economic hardships.”” Early and unintended
pregnancy also affects adolescent girls® schooling, disrupting their future economic opportunities,
causing them to miss out on the overall benefits of education that contribute to their physical and
emotional growth, including increases in knowledge and life skills, higher self-confidence and better
outcomes in life.™'"" Furthermore, adolescent childbearing is associated with lower educational
attainment, and it can perpetuate a cycle of poverty from one generation to the next.!!!
Contraceptive use remains one of the major interventions towards prevention of pregnancy among
adolescents. Guidelines have been published by the World Health Organisation (WHO) on Preventing
Early Pregnancy and Poor Reproductive Outcomes, which emphasise the increased use of
contraception by adolescents who are at risk of unplanned pregnancy.!'*' However, contraceptive use
among adolescents remains low, particularly in low-income countries (LICs).""*'" Studies have
shown that in LICs, contraceptive prevalence rate (CPR) among adolescent females aged 15-19 years
is low at 21% for all methods (modern and traditional).™*'*'"" This is despite the documented benefits
of using contraceptives, which include the freedom to decide the number of children to have and child
spacing, improved health outcomes, such lower maternal and infant mortality!™*" and improvements
educational and economic outcomes.! >

Despite contraceptive use being relatively low in most sub-5aharan countries, it has been increasing
over the years.”™ Various factors have been associated with contraceptive use among womern,
including adolescents. Among these are age,!'™% education,"** wealth!"*** residence '™
marital status,"'™'7 work status, knowledge of ovulatory cyele, visit of health facility.!"*?" The
contribution of these factors to the changes in contraceptive use among adolescent girls varies from
country to county. Decomposition analysis conducted in Tanzania found that difference in
coefficients contributed more (87.5%) to increase in modem contraceptive prevalence rate (mCPR)
than differences in women's characteristics (12.5%). Women's characteristics included partner's

education levels, recent sexual activity and being visited by a family planning worker, while most
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increase in modern contraceptive use was attributed to rural population (44.1%) and women who
experienced a termination of pregnancy (7.1%).1** It has also been found that increases in the use of
maodern contraceptives are what drive increases in the rate of contraceptive use and not changes in
women's parity composition.™ A study in Ethiopia found that 34% of the overall change in modern
contraceptive use resulted from difference in women’s characteristics (age. educational status,
religion, couple concordance on family size, and fertility preference), while two-thirds of the increase
was due to difference in coefficients (mainly changes in contraceptive use behaviour among the rural
population {33%) and among Orthodox Christians (16%) and Protestants (4%)."'

In Zambia, contraceptive prevalence rate among adolescents remains low, although it has increased
slightly from 1996 to 2013/14.1*% With factors that are associated with contraceptive use in adolescent
girls aged 15-19 years having been established, it is important to understand the contribution to the
observed change in the contraceptive prevalence rate. Therefore, this study is aimed at investigating
the main factors contributing to the changes in contraceptive use among adolescent girls in Zambia

over the period 1996 to 2014,

Materials and Methods

Cross-sectional data from four (4) Zambia Demographic and Health Surveys, spanning from 1996 to
2014, was analysed. The Zambia Demographic and Health Survey (ZDHS) is a nationally
representative sample survey of Zambian households that provides country level information on
various indicators, including fertility levels and trends, mortality, contraceptive use and family
planning methods, as well maternal and child health, including HIV and AIDS. The ZDHS employs
two stage stratified sampling and targets women and men aged, 15-49 and 15-59 respectively. The
sampling frame used for the ZDHS is typically adopted from the Census of Population and Housing
of the Republic of Zambia (CPH) from the Central Statistical Office "

Using a two-stage stratified cluster sample design, a representative sample of households was drawn
for all the surveys, with the first stage being the selection of Enumeration Areas (EAs) (or clusters)
and the second stage the selection of households. The sample was stratified in two stages from the
CPH frames (1990, 2000 and 2010). Dividing each province into rural and urban ensured stratification
was achieved. In the previous studies, provinces were stratified into 18 strata and 20 strata in the
2013/14 survey. In each stratum, the samples were selected independently in every stratum through
a two-stage selection process. At all lower levels, stratification and proportional allocation were
attained through sorting the sampling frame by geographical’administrative order and using a

probability proportional to size selection process in the first stage. All females and males aged, 15-

]

91



49 and 15-59 respectively, who lived permanently in the sampled housholds or were visitors present
in the household on the night preceeding the survey, were eligible to participate in the survey. ©**
Data analysis focused on adolescent girls aged 15-19 years. All adolescents who answered questions
on the current contraceptive method were included in the analysis. Current contraception method,
which was the dependent variable, was recoded into a binary outcome, those currently using and those
not using any contraceptive method. Explanatory variables included in the amalysis were age,
residence, province, the highest level of education, and marital status. Since the ZDHS involved more
than one level, variables on cluster and household were also included. Data from the four ZDHS
surveys were combined by appending the data sets from 1996, 2001/2 and 2007 to the 2013/14 ZDHS.
Descriptive analysis was done, and results were presented using proportions. Where appropriate, Chi-
square and Fischer’s exact tests were used to test for association between the outcome and explanatory
variables.

Multivariate decomposition analysis of change was used to determine the major factors contributing
to the difference in the contraceptive use among adolescents over the 1996 to 2014 period.
Multivariate decomposition has been used extensively in quantifying the contributions of observed
variables to group differences with multivariate regression models.™™ " In this study, the

multivariable decomposition method proposed by Powers, Yoshioka and Yun"™"

was used to analyse
the data. It was further used to determine what the source of difference was in terms of the
composition {Characteristics) of the adolescent girls” population and the difference in the effect of
characteristics (Coefficients) between the surveys over time. The analysis with done using logistic
regression models, adjusting for the sampling weight, based on data from 1996 and 2014 ZDHS. The
analysis was focused on how the contraceptive prevalence rate changes due to differences in
adolescent girls” characteristics and how these factors lead to the differences across the DHS surveys
conducted between the reference period. This difference can be attributed to compositional changes
between surveys (i.e., differences in characteristics) and to changes in effects of the selected
explanatory variables (i.e.. differences in the coefficients due to changes in population behaviour).
Therefore, the observed difference in modern contraceptive use among adolescent girls between
different surveys is additively decomposed into a characteristics (or endowments) component and a
coefficient (or effects of characteristics) mmponent.'“' Stata 15/MP (Stata-Corp LLC) was used to
perform the analysis, at a 95% confidence level with a p-value of 0.05 are what determined
significance. The SVY STATA command was employed to control the clustering effect of complex

sampling (stratification and multistage sampling procedures).
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Ethical considerations

Ethical approval (REF No BE28#/18) for this study was obtained from the University of KwaZulu-
Natal Biomedical Research Ethics Committee (UKZNBREC) and University of Zambia Biomedical
Research Ethics Committee (UNZABREC), reference number REF. No. 157-2019 as part of PhD
research. Permission to use the data was obtained from Demographic and Health Surveys (DHS)

Program.

Results

Descriptive results

Analysis was done across four ZDHS surveys and included a total of 9072 adolescent girls. The
majority (42%) were from the 2013/14 ZDHS while 18% were from the 2007 survey, with 20% from
the 2001/2 survey and 20% from the 1996 survey. Results in Table | reflect, across all the survey
years, the distribution of adolescent girls who were included in the analysis.

Contraceptive use among adolescent girls aged 15-19 years, over the period 1996 to 2014, was 9.8%,
ranging from 7.6% in 1996 to 10.6% in 2013/14 (Table 1). Across all survey years, in each of the
survey years, the age distribution ranged from 18.1 to 23.2%. Regarding education level, in the earlier
survey years, the majority of adolescent girls had primary education while in the latter years (2007
and 2013/14), majority of adolescent girls had secondary education or higher. In terms of marital
status, most of the adolescent girls had never been married. However, over the survey years, the
proportion of adolescent girls who reported being married reduced from 25.3% to 15.5% (Table 1).
Knowledge of modern contraceptives increased from 87.5% in 1996 to 95.6% in 2013/14.

Decomposition analysis results

Table 2 below shows results from the decompaosition analysis of contraceptive use among adolescent
girls over the period 1996 to 2014, There was a total of 24,432 adolescents who were included in the
analysis. This decomposition, however, focuses on the year 1996 and 2014 as the key years at the
beginning and end of the reference period.

Results from the decomposition analysis showed that change in modern contraceptive use among
adolescents was mainly due to difference in coefficients {changes in population behaviour). Increase
in age contributed to the change in contraceptive use over the reference period, 2.94% and 9.33% for
17- and 18-year-olds respectively. Being married or living with a partner contributed the largest

change with regard to marital status. This contributed about 44% to the observed change in
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contraceptive use among adolescents, while living in a rural area accounted for approximately 20%
of the change.

Compositional changes also accounted for some changes in contraceptive use among adolescents
over the years. Changes in composition relating to Education, particularly regarding secondary
education and higher, accounted for 290%. With regard to residence, rural areas contributed about
13% of the change while changes in age composition among older adolescents, 18 and 19-year-olds,

accounted for approximately 7 and 2 percent, respectively.

Discussion

Over the period 1996 to 2014, contraceptive use among adolescents in Zambia increased by 3%.
Decomposition analysis showed that the change was as a result of population behaviour and
compositional changes in the age group 15 — 19 years over this period. The behaviour of adolescent
girls, as they get older, as well as compositional changes in this age group contributed to the increase
in population change over the reference period. The effect of women's characteristics, such as age
and educational status, are compares well to other findings of similar studies.!'™

Bearing in mind the association of education with contraceptive use,'* the increase in the
proportion of adolescent girls who are in school contributed to the change in contraceptive use. The
increase in the composition of adolescent girls® attainment of secondary education or higher showed
a significant effect on modern contraceptive use, similar to the findings of the study by Worku et
al."™ This can be attributed to deliberate government policies to keep adolescent girls in schools.
Varous Non-govermnmental organisations also have projects aimed at ensuring adolescent girls
remain in school. Free education in government schools may have also contributed to increase in
adolescent girls who are in school.

Decomposition analysis also showed that residence had an effect on modern contraceptive use among
adolescent girls. About 14 percent of the change was due to compositional changes in rural areas and
about 20% due to changes in the behaviour among rural adolescent girls. This is similar to findings
by Worku et al **' With increase in the proportion of adolescent girls in rural areas who attain higher
levels of education, this could have also contributed to increase in contraceptive use in rural areas.
Furthermore, deliberate government policies such as Comprehensive Sexuality Education for both in
and out of school adolescents and improving access to contraceptives™ " may have contributed to this.
About 45% of the increase in modern contraceptive use among Zambian adolescent women was
observed over the period 1996 to 2014, and this was attributable to changes in modem contraceptive

use behaviour among married adolescents. Modem contraceptive use has increased over the reference

]
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period from 13.07% in 1996 to 43.76 in 2013/14. This can be attributed to adolescents who reported
being married or living together with a man, being more likely to use contraceptives compared to
those who had never married.!"****% This could be attributed to married adolescents receiving partner
support in using contraceptives,””” them being more likely to afford contraceptives due to financial
support from the partner,’**’ or them being likely to practice family planning and take measures to
prevent pregnancy compared to the unmarried as a result of regular exposure to sexual intercourse

and the risk of unplanned pregnancy.*®

Strengths and limitations

The study did have some strengths and limitations, especially given that it was based on DHS data
from four surveys. Firstly, some variables included in the analysis may have either changed or been
added over time. Secondly, DHS data is based on self-reporting, and therefore prone to social
desirability bias. Thirdly, given the cross-sectional nature of DHS, causal inferences about the
relationships observed in the data cannot be made. However, despite these limitations, the study
highlights the results from decomposition analysis, which showed that the change in modern
contraceptive use was as a result of population behaviour and compositional changes in the age group
15 — 19 years between 1996 and 2014. This has vital implications for programs aimed at improving
increasing contraceptive use among adolescents. Furthermore, the smdy used nationally
representative data of adolescent girls in Zambia. This ensures that the findings generated from this
study can be generalized to the study population.

Conclusions

Modern contraceptive use among adolescent girls in Zambia has remained low over time, with only
a modest increase of 3% in the period from 1996 10 2014. The results from the decomposition analysis
showed that the change was as a result of population behaviour and compositional changes in the age
group 15 - 19 years over this period. Changes in characteristics (compositional changes) were mostly
in education with moderate changes in age and residence while changes in coefficients (population
behaviour) were mainly in age, marriage, and residence. These findings suggest that interventions
aimed at influencing population behaviour should be responsive to the needs of various age groups,
places of residence, and educational levels in order to yield maximum benefits in improving
contraceptive use among adolescent girls. The government has introduced free education, but it is
important to keep the girls in school. Therefore, programmes aimed ensuring girls stay in school

longer should be promoted. Comprehensive sexuality education also needs to be strengthened

10
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especially for out-of-school girls. It is best suited to provide accurate information about

contraceptives to adolescents. Furthermore, health promotion and education activities such as

provision of contraceptives also need to be enhanced and strengthened. Improving access to

contraceptives may contribute positively to their use.
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Table 1: Distribution of adolescent girls by background characteristics and survey vear, ZDHS 1996-2013/14

Year
1996 o 2001/2 i 2007 o 2013714 Yo Total Yo
(N=1982) (N=1806) (N=1598) (N=3686) (N=2072
)
Contraceptive | Mo 1,831 924 1.630 90.3 1,424 0.1 | 3.296 0.4 8,181 90.2
Use
Yes 151 7.6 176 9.8 174 10.9 | 390 L10.6 891 0.8
Ape (Years) 15 395 19.9 a7 206 | 370 232 | 735 19.9 1,872 20.6
16 419 21.1 326 1%5.1 330 20,7 | 759 20.6 1,834 20.2
17 369 18.6 325 18.00 | 303 19.0 | 674 18.3 1,671 18.4
18 404 20.4 406 225 299 18.7 | 774 21.0 1,883 20.8
19 395 19.9 377 209 | 296 18.5 | 744 20.2 1,812 20.0
Highest MNo Education 174 8.8 158 8.8 69 4.3 69 1.9 470 5.2
Education
Level
Primary 1,254 63.3 1.073 594 | 756 473 | 1418 &S 4,501 49.6
Secondary 554 28.0 575 318 773 484 | 2,197 59.6 4,099 45.2
Higher
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Marital Status | Never in Union 1.435 724 1.307 724 | 1,302 BL.5 | 3.058 83.0 (7,102 783
Married/Living 501 25.3 449 249 | 270 16.9 |572 15.5 1,792 19.8
with Partner
Widowed/Separate | 46 23 50 2.8 26 1.6 |56 1.5 178 2.0
d/Divorced

Knowledge of | Knows no method | 247 12.5 127 7.0 150 0.4 162 44 GB6 1.6

any method
Knows modern | 1,728 875 L677 03.0 | 1447 90.6 |3.519 056 8371 024
methods

Residence Urban 799 40.3 639 354 | B09 50.6 | L850 502 | 4,097 45.2
Rural 1,183 59.7 1167 G646 | TRO 494 | 1836 498 (4,975 54.8
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Table 2: Decomposition of change in modern contraceptive use among adolescents in

Zambia, 1996 to 2014,

Reference group (A): Year—1 (2014) -

-- Comparison group (B): Year 2=

(1996)
Modern Contraceptive Use P=z | [95% Interval]
Conf.

E 0,001 | -0.01972 | 0.00491
0.01232

c 0.06823 | 0 0.05443 | 0.08204

3 0.05592 | 0 0.04486 | 0.06697

Due to Difference in Characteristics (E)

Modern Contraceptive Use Coef. P=z | [95% Interval] | Pct.

Conf.

Age (Years)

15 Ref

16 - 0.446 | -0.00401 | 000177 | -2.01
0.00112

17 - 0.422 | -0.00389 | 0.00163 | -2.02
0.00113

18 0.00424 | 0.405 | -0.00573 | 0.0142 | 758

19 0.00153 | 0.406 | -0.00208 | 000513 | 2.73

Marital Status

Never in Union Ref

Married/Living with Partner - 0.407 | -0.2356 0.09556 | -125.22
0.07002

Widowed/Separated Divorced - 0.423 | 001106 | 0.00464 | -5.74
0.00321

Residence

Urban 0 0 0 0

Rural 0.00778 | 0.456 | -0.01266 | 0.02822 | 1391

Education
17
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No Education Ref

Primary 0.512 | -0.44921 | 0.22405 | -201.34
0.11258

Secondary & Higher 0.1622 | 0.514 | -032508 | 0.64948 | 290.07

Due to Difference in Coefficients (C)

Modern Contraceptive Use Coef. P=z | [95% Interval] | Pet.

Conf.

Age (Years)

15 Ref

16 0.19 |-0.02975 | 0.00591 |-21.32
0.01192

17 0.0022 | 0.805 | -0.01527 | 0.01968 | 394

1] 0.00522 | 0.575 | -0.01302 | 0.02345 | 933

19 0.569 | -0.02107 | 0.01159 | -8.48
0.00474

Marital Status

Never in Union Ref

Married/Living with Partner# 0.02513 | 0 001112 | 0.03914 | 44.94

Widowed/Separated Divorced 0.00217 | 0,115 [ -0.00053 | 000488 | 3.88

Residence

Urban Ref

Rural 0.01114 | 0.315 | -0.0106 0.03288 | 19.92

Education

No Education Ref

Primary 0.648 | -0.09987 | 0L06213 | -33.75
0.01887

Secondary & Higher 0.41 |[-005092 (0.02077 (-26.96
0.01508

Secondary & Higher 0.41 |[-005092 (0.02077 |-26.96
0.01508
18
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CHAPTER SEVEN

UNDERSTANDING ADOLESCENT GIRLS' EXPERIENCES
WITH ACCESSING AND USING CONTRACEPTIVES IN
ZAMBIA

This exploratory qualitative paper sought to understand adolescent girls’ experience with

accessing and using contraceptives.

The findings in this paper are based on analysis from seven focus group discussions and three
key informant interviews aged between 15-19 years. There was a total of 70 participants across
four districts namely Chongwe and Lusaka in Lusaka Province, and Kasama and Luwingu
districts located in Northern province. The data was managed and organised using NVivo

version 12 pro (QSR International) and was analysed using thematic analysis.

Using thematic analysis to analyse the qualitative data and applying the integrated view on
human experience in healthcare, in which patient experience is at the core. Patient experience
is the sum of all interactions as shaped by the healthcare system’s culture and influenced by
patients’ perceptions across the continuum of care. We found that it is influenced by
intrapersonal, interpersonal, community and environmental factors. Adolescents’ experience
regarding contraceptives across the continuum of care. Adolescent girls’ experience regarding
contraceptive use is determined by various factors, which fall under the following main themes:
knowledge of contraceptives, which includes sources of information and contraceptives;
experience with contraceptives; challenges with access to contraceptives; misconceptions
about contraceptives; perspectives about existing contraceptives; and preferred types of

contraceptives.

Applying these qualitative methods helped further understand what factors influence
adolescent girls’ experience with accessing and using contraceptives. This is essential because
understanding their experience, whether positive or negative, can influence their decision
whether to use contraceptives or not. This information is vital for policymakers and programme
implementers because it provides insights into some potential drivers for contraceptive use in

the context of experiences with contraceptive use.
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ABSTRACT

Background

Globally, the unmet need for contraception among adolescent girls is high and is driven by
barriers to access and utilisation of contraceptives. Understanding adolescent girls'
experiences with accessing and using contraceptives is crucial because it influences their
decision to use and willingness to continue using health products and services. While
determinants of contraceptive use have been extensively researched globally, few studies
explore how adolescent girls experience contraceptive use in Zambia using qualitative
methods. Therefore, this study aimed to understand Zambian adolescent girls' experiences
using contraceptives.

Methods

Thematic analysis was used to analyse data generated from 7 focus group discussions and
three key informant interviews with adolescent girls aged 15 to 19 years in 4 districts in
Zambia. NVivo version 12 pro (QSR International) software was used to manage and organise
the data.

Results

Results revealed that adolescents' experiences concerning contraceptives across the
continuum of care are shaped by various factors, including knowledge of contraceptives
which comprises sources of information and contraceptives; experience with using
contraceptives, challenges with access to contraceptives, and misconceptions about
contraceptives; perspectives about existing contraceptives; and preferred types of
contraceptives.

Conclusion

The multifactorial interaction relating to adolescents' personal experience, their community
and the environment in which they access contraceptive services all contribute to their overall
experience and influence their contraceptive decisions. Therefore, qualitative studies
exploring adolescents' experiences with accessing and using contraceptives are vital for
tailoring interventions responsive to the contraceptive needs of this age group.

Keywords
Adolescent girls; Contraceptive use; Experiences; Zambia
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BACKGROUND

Globally, women of reproductive age, particularly adolescents, have a high unmet need for
contraception. Estimates in 2017 showed that in developing regions, 214 million women aged
15-49 years had an unmet need for contraception (91). Over the period 1970 and 2019, the
lowest rates of demand satisfaction for contraceptives were among adolescents (15-19 years)
and young adults (20-24 years), with 64.8% and 71.9%, respectively, with 43-2 million of them
having an unmet need for contraception in 2019 (92). Key reasons for this unmet need for
contraception are attributed to various barriers to accessing and using contraceptives, such
as limited access to and choice of contraceptive methods, fear of or experience of side effects,
cultural or religious opposition, poor quality of available services, and gender-based barriers
(91). These are barriers based on the experiences that adolescents have as they access and
use contraceptives. Their experience is determined by client-related and healthcare-related
factors, which comprise 1) the client's lived experience, 2) the client's subjective influences,
3) the quality of healthcare services, 4) the responsiveness of the health system to non-health
needs of clients, 5) and the politics of healthcare and the perspectives of healthcare providers
(93). The manifestation of the adolescent girls' experience is the result of this experience and
typically shows through client satisfaction and client engagement, with positive client
experiences leading to increases in client satisfaction and client engagement (93).

Client satisfaction is based on the client or client's experience after using a health service and
shows how much they like/dislike the service after using it (94). It is an element of the client's
overall experience and has been used to understand client experience with the healthcare
system and ensure the quality of service (95). Globally, it has been used as an essential
indicator of service acceptability, clients' decision to use, and willingness to continue using
health products and services (96-98). Studies have shown that provider-client
communication, waiting times and staff compassion and empathy are influential
determinants of client experience (99). With regard to family planning, factors such as client-
provider communication, the level of trust the client has and the type, confidentiality, health
provider skills, and level of information and counselling that is provided to them positively
influenced the client's knowledge regarding contraceptives, the client's satisfaction with the
healthcare provider and the contraceptive method they choose, and the use of more effective
contraceptive methods (94,100).

The experience that adolescent girls have with accessing and using contraceptives influences
their contraceptive decisions and may incline them towards not using contraceptives or
discontinuing their use. Negative lived experiences with contraceptives among women are a
core reason for discontinuation or change of contraceptive methods (101). These negative
experiences stem primarily from the side effects emanating from their contraceptive use
(15,20,64,65,68). Healthcare provider attitudes and behaviours also influence contraceptive
decisions (102). Health provider attitudes negatively impact the adolescent girls' experience
through their lack of competence, poor service delivery and unfriendly attitude, limited stock
of contraceptives, and prohibitive costs (103,104). They hold misconceptions regarding
contraceptives and usually have negative attitudes towards providing contraceptives to
adolescents and young people, use unauthorised discretion to impose age restrictions which
are not evidence-based, even request consent when it is not required (46,105), and take a
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paternalistic attitude towards adolescents (20,74,106). Positive staff attitudes have an impact
on client satisfaction and improved client outcomes. Empathetic health providers who are
keen on clients' needs and preferences encourage family involvement and customise
educational efforts to the individual, increase client satisfaction, adherence to recommended
treatments, and client outcomes (107).

Stockouts, limited options for contraceptive methods, lack of privacy and confidentiality, and
long waiting times (105) all shape adolescents' perceptions of health facilities, which may
affect their decision-making regarding contraceptive use (105). These perceptions are formed
based on the information that adolescents have about contraceptives. Adolescents often
have inadequate, incomplete and incorrect information about contraceptives (46,69,70). The
types and sources of information they receive are often unreliable (15,46,59,68,71) but shape
how they view the health services, products and the overall healthcare system.

While determinants of contraceptive use have been extensively researched globally and in
the sub-region, few studies explore how adolescent girls experience contraceptive use,
particularly in Zambia, employing qualitative methods. Therefore, this study sought to explore
the experiences of Zambian adolescent girls with accessing and using contraceptives.

METHODS
Study design

This study was conducted through a qualitative exploratory design that sought to understand
adolescent girls' experiences with accessing and using contraceptives in four districts in
Zambia.

Study setting

The study was done in Chongwe, Lusaka, Kasama and Luwingu districts located in Lusaka and
Northern provinces, respectively. The two districts in each province were purposively selected
based on whether they were predominantly rural or urban. Kasama and Lusaka districts in the
Northern and Lusaka provinces are predominantly urban, while Chongwe (Lusaka province)
and Luwingu (Northern province) are predominantly rural. In this study, one health facility
with functional and active Youth Friendly Services was selected in each district with the help
of the District Adolescent Health Coordinator. The Ministry of Health operates these corners
through their health facilities, providing sexual and reproductive health IEC materials and
products such as condoms and contraceptives to adolescents. Focus group discussions were
held at these sites.

Study participants and recruitment

Purposive sampling, specifically maximum variation sampling, was employed to recruit
adolescent girls between 15 and 19 years to participate in the focus group discussions (FGDs)
and Indepth interviews (IDIs). Peer educators from the selected health facilities assisted with
the identification of potentially eligible adolescents and allowed the principal investigator to
recruit participants based on the eligibility criteria. The criteria included only female
participants who were residents of the study sites, aged between 15-19 years and accessed
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services from the youth-friendly spaces. Maximum variation sampling ensured that
participants were diverse in age, knowledge of contraceptives, and educational levels.

Data collection

A total of 7 FGDs, comprising 6 — 12 participants, and 3 IDIs were undertaken, each lasting
between 60 to 90 minutes, following the signing of informed consent and assent forms by
parents/ guardians or girls >18 years and girls below 18 years, respectively. The 3 IDIs at
Mtendere clinic were conducted as opposed to an FGD because the participants were not
comfortable with participating in an FGD but were willing to participate through IDIs. The
FGDs and IDIs were all conducted by two trained and experienced research assistants under
the supervision of the principal investigator. In addition to being experienced in qualitative
research and fluent in local languages, the research assistants were taken through the study
protocol, consent documents and data collection tools. The FGDs and IDIs were conducted
using the participant's language of choice, which included English, Bemba and Nyanja and
audio recorded (with participants' permission). Throughout the study processes,
confidentiality was maintained.

Table 1: Description of types of interviews conducted and participants involved

Type | Health District Province | Number of | Age Education level
Facility participants | Range
FGD | Mtendere Lusaka 12 15-19 Primary and
Clinic Secondary School
IDIs Mtendere Lusaka 3 15-19 Primary and
Clinic Lusaka Secondary School
FGD | Chongwe Chongwe | Province | 9 15-19 Primary and
Clinic Secondary School
FGD | Chongwe Chongwe 8 15-19 Primary and
Clinic Secondary School
FGD | Chikoyi Clinic | Luwingu 10 15-19 Primary and
Secondary School
FGD | Chikoyi Clinic | Luwingu | Northern | 10 Primary and
Province Secondary School
FGD | Location Kasama 10 15-19 Primary and
Urban Clinic Secondary School
FGD | Namalundu Kasama 10 15-19 Primary and
Clinic Secondary School
Total 72

Data analysis

Thematic analysis was used as a method to identify, analyse, and report patterns or themes
observed within data (108), was used in this study. Audio materials from the interviews and
FGDs were transcribed, and the ones in local languages were translated verbatim into English
by the research assistants. NVivo version 12 pro (QSR International) software was used to
manage and organise the data. Through an iterative process, one master code list was
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developed by the researchers. The process involved constantly reviewing the codes and the
transcripts throughout the analysis to establish connections within the themes. Through this
process, emerging themes were reviewed and, where needed, merged with other similar
themes until the main themes and sub-themes were developed, which formed the master
code list. Participant verbatim quotes were also used to ensure the credibility of the findings.

RESULTS

Results from this study revealed that adolescents' experience concerning contraceptives
across the continuum of care is influenced by various factors, including experience with
knowledge of contraceptives, including sources of information about contraceptives;
experience with contraceptives accessing contraceptives, including the various challenges
that come with this; experience with using contraceptives including misconceptions about
contraceptives; and given these experiences, their preferred types of contraceptives.

Experience with information on contraceptives

Knowledge of Contraceptives: Participants were aware of and understood what
contraceptives were. When asked what they understood by contraceptives, they described
contraceptives as methods of preventing pregnancy and a means of planning for children.

"When | just hear the word family planning, the first thing that comes to mind is a
person wanting time to decide when to have a child." [FGD 6, participant 3, Location
Urban Clinic, Kasama]

"It's a way of preventing unwanted pregnancies. You are not ready to get pregnant,
but you want to have sex." [FGD 1, participant 5, Location Urban Clinic, Kasama]

"Methods of preventing pregnancies as one waits for the right time to get pregnant."
[FGD 5, participant 4, Chikoyi Clinic, Luwingu]

Beyond just knowing what contraceptives were, participants were also knowledgeable and
aware of the different methods, such as pills, IUDs, injectables and condoms, that they could
use.

"We can use pills, female condoms, injectables." [FGD 5, participant 4, Chikoyi Clinic,
Luwingu]

"There is another one whose name | can't remember......... Yes! Microgynon pill." [FGD
1, participant 6, Location Urban Clinic, Kasama]

Regarding emergency contraceptive pills, one participant had this to say.
"If I have unprotected sex with my boyfriend, | need to take it immediately or within
72 hours." [FGD 6, participant 7, Location Urban Clinic, Kasama]

Sources of Information on Contraceptives: The research participants had different sources
from which they got their information on contraceptives. Some of the primary sources of
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information were health facilities, specifically clinics and youth-friendly spaces, friends, and
through the media such as television, radio and the internet.

"Health facilities, we get information on Depo from mother to child health care. They
explain to us how it works." [FGD 1, participant 2, Chongwe Clinic, Chongwe]

"From the youth-friendly corner, | see a lot of people come to get contraceptives. They
are usually sensitised and given information about the contraceptives before they
choose which one they want." [FGD 6, participant 1, Location Urban Clinic, Kasama]

"There are adolescent programs, for example, on Lutanda radio station or Mano, they
do bring people to sensitise on contraceptives. For example, every Friday, there is a
program where they speak about such." [FGD 6, participant 7, Location Urban Clinic,
Kasama]

"It was on the morning after pill. My friend told me that after having sex, you need to
use it within three days after having sex." [FGD 6, participant 2, Location Urban Clinic,
Kasama]

Other sources of contraceptive information included parents, relatives, partners, non-
governmental organisations (NGOs), and schools. However, with parents, information was
provided mainly to adolescents who already had children to deter them from having more
children.

"With parents, unless they see that you have exceeded having children [had a lot of
children], that is when they will tell you to go for family planning." [IDI 1, participant,
Mtendere Clinic, Lusaka]

There were mixed sentiments about the contraceptive information provided in schools.
Information provided through established curricula, such as comprehensive sexual education
and subjects like science and some clubs, was largely viewed as positive, while teachers'
opinions on contraceptives were seen as judgemental.

"From school through JETS club. They teach about different topics [on
contraceptives)." [FGD 2, participant 5, Chongwe Clinic, Chongwe]

"At school, from the teachers in subjects like science [they address contraceptives]."
[FGD 5, participant 4, Chikoyi Clinic, Luwingu]

However, participants raised concerns about teachers' judgemental and anti-sex attitudes
towards the girls who use contraceptives. As one participant mentioned,

"In schools, teachers are so judgemental. Each time you ask about contraceptives,
they start saying things like, "At your age, you have started having sex". This makes
pupils uncomfortable to approach teachers to get information on contraceptives. That
is why most of them chose to go to the clinic." [FGD 7, participant 2, Namalundu Clinic,
Kasama]

Participants also raised concerns about the lack of a conducive environment in schools,
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hindering them from freely approaching teachers for information. Teachers' inability to
maintain confidentiality when adolescents sought information on contraceptives and often
using this against them by discussing their sexual activity in class was another deterrent.

"At Kasama Secondary [School], what | observed is that they do not create that
environment where pupils can freely approach teachers to talk about contraceptives.
For a pupil to talk to a teacher, that conducive environment. You will find that if you
ask about contraceptives from a teacher, that teacher will use that against youin class
by saying, 'Some of you in here have started having sex"." [FGD 7, participant 2,
Namalundu Clinic, Kasama]

Among all these different sources of information, the most trusted were the health facility
and NGOs, such as DREAMS.

"For me, it's DREAMS and clinic because they will not only give me [the contraceptives]
but will explain to me more about the contraceptive and how it works and how to use
it." [FGD 7, participant 3, Namalundu Clinic, Kasama]

Some participants preferred health facilities because they had youth-friendly spaces where
they can get information and contraceptives.

"Because we have youth-friendly corners where you can get them [contraceptives],
and the people there are open with them [contraceptives]." [FGD 7, participant 2,
Namalundu Clinic, Kasama]

Experience with accessing contraceptives

Sources of Contraceptives: With regard to sources of contraceptives, participants preferred
health facilities, drug stores and pharmacies, community outreach staff, and NGOs, mainly
due to ease of access.

"It’s very easy at the clinic as people there know what you will need and will also give
you the information you need.” [FGD 5, participant 3, Chikoyi Clinic, Luwingu]

“Certain contraceptives such as condoms are found in shops. One can easily go and
buy, especially if the hospital or clinic is far.” [FGD 5, participant 6, Chikoyi Clinic,
Luwingu]

“The reason why | said drug store is because if you know the contraceptive you want
and have used before, it is easy to walk in a drug store, buy it and use it.” [FGD 7,
participant 2, Namalundu Clinic, Kasama]

Most used contraceptives: While participants used various contraceptives, the most
commonly used were injectables, implants, condoms, pills and emergency contraceptives.
The most widely used injectables were Depo-Provera [injectable with 13-week cycle] and
Sayana Press [injectable with 13-week cycle], preferring the 3-month duration, while those
who used implants used Jadelle.
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“I used Sayana press for 3 months.” [FGD 1, participant 9, Chongwe Clinic, Chongwe]
“I used Depo for 3 months.” [FGD 1, participant 7, Chongwe Clinic, Chongwe]

Some participants opted to discontinue the use of injectables in favour of other types of
contraceptives, such as emergency contraceptive pills, which are taken after engaging in
unprotected sex.

“When | started using Depo, | did it for 3 times, 3 months each. But | stopped, and |
started using morning-after pills after sex.” [FGD 1, participant 2, Chongwe Clinic,
Chongwe]

Some participants reported carrying both male and female condoms with them in case their
partners did not have one.

“As a lady, you need to be ready just in case he does not come with a condom, you
can give him. This is so that we prevent diseases and unwanted pregnancies.” [FGD 5,
participant 4, Chikoyi Clinic, Luwingu]

Some participants used Microgynon [Levonorgestrel/Ethinylestradiol] and Mycrolut
[Levonorgestrel 30 ug tablets] oral pills and mentioned the failure of other contraceptives,
such as condom burst, as the reasons for their choice.

“They [adolescent girls] do not trust condoms so much. They [condoms] feel like they
may burst. For pills, they [adolescent girls] know it will work.” [FGD 4, participant 2,
Chikoyi Clinic, Luwingu]

Challenges with access to Contraceptives: Participants reported various challenges with
accessing contraceptives, including staff attitudes at health facilities, lack of privacy and
confidentiality, availability of contraceptives, expired drugs, and lack of information on
contraceptives, specifically how they work, how to use them and their side effects.

Health facility staff attitude: The bad staff attitudes towards adolescent girls were more
pervasive among the older staff, as they tended to ask many unsettling questions.

“The facial expression and the mentality of them seeing the young people as though
they do not listen, even when you are the first to line up, they tell you to wait and go
behind as though we are babies.” [FGD 3, participant, Mtendere Clinic, Lusaka]

“Some staff at the youth-friendly spaces, especially the old ones, tend to ask us
questions like, “Where are you taking these contraceptives? You are still young to be
taking them.” [FGD 1, participant 6, Location Urban Clinic, Kasama]

Lack of Confidentiality and Privacy: Some participants reported that health facility staff’s

knowledge of their parents compromised confidentiality. Adolescent girls feared that staff
would tell their parents about their trying to get contraceptives from the health facility.
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“Others you will find that some nurses start telling their parents that they wanted to
access contraceptives from the clinic.” [FGD 1, participant 4, Chongwe Clinic,
Chongwe]

“They are not very comfortable because most of the workers here know our parents,
so they might end up disclosing to our parents that we access the contraceptives. So,
it is very uncomfortable.” [FGD 1, participant 4, Chongwe Clinic, Chongwe]

The lack of privacy was also another challenge raised by the participants. The locations where
they access contraceptives within the health facilities are open and visible to everyone.

“At the clinic, a challenge we find is that the place where we can access them is too
open. Many people can see us. If it was private, it would be better.” [FGD 5, participant
10, Chikoyi Clinic, Luwingu]

Expired drugs: Participants also reported challenges with expired drugs, particularly
emergency contraceptives procured from drug stores or pharmacies.

“I will talk about drug stores; for example, you had sex with your boyfriend, and you
buy a morning after pill and drink, and it shows no sign that it is working... maybe it’s
expired. So, it’s hard to trust buying morning after pill in a drug store” [FGD 6,
participant 4, Location Urban Clinic, Kasama]

“I once bought a pill, and | did not check the expiry date. Afterwards, | discovered that
it was expired.” [FGD 4, participant 3, Chikoyi Clinic, Luwingu]

Unavadailability of Contraceptives and lack of information: The non-availability of
contraceptives at times was a challenge for participants, which they feared would lead to
them falling pregnant. Participants were concerned that they sometimes do not find
contraceptives when they need them.

“Sometimes you find that the contraceptives are not there, and this might make us
pregnant.” [FGD 1, participant 2, Chongwe Clinic, Chongwe]

“In most of these drug stores, you only find salespersons who do not know anything
about these contraceptives. So, they do not give you full information on
contraceptives.” [FGD 7, participant 7, Namalundu Clinic, Kasama]

Experiences with using Contraceptive use

Participants had varying experiences regarding contraceptive use, depending on the
contraceptive type. These experiences also included the side effects of using contraceptives.

Experience with Condoms: Not enjoying sex with a condom, preferring “skin to skin”, and
fears of the condom breaking were commonly reported experiences.

“A condom is not nice unless skin on skin.” [FGD 1, participant 7, Chongwe Clinic,
Chongwe]
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“We do not enjoy it because sometimes we are scared that it might break due to
friction.” [FGD 1, participant 1, Chongwe Clinic, Chongwe]

Others reported reactions such as itching in the vagina or their partners reacting and having
a rash on the penis, and one girl stated that it caused stomach pains.

“Some condoms are nice, but others say that the condoms react on them [condom
users react to the condoms], and they end up having a rash on their penises.” [FGD 1,
participant 3, Chongwe Clinic, Chongwe]

P7: For me, condoms make the vagina itch.” [FGD 7, participant 7, Location Urban
Clinic, Kasama]

“Sometimes even stomach aches. | do not know if it is the flavour they put on the
condom.” [FGD 7, participant 3, Location Urban Clinic, Kasama]

Another participant blamed condoms for delaying climax for some men, and the girls get tired
of having sex.

“It does not feel nice because some men do not release quickly, and | get tired easily.”
[FGD 1, participant 2, Chongwe Clinic, Chongwe]

Experience with injectable contraceptives: Concerning injectables, one participant tried
different injectable contraceptives and had similar experiences with all of them, including
prolonged and frequent menstrual cycles with one contraceptive, delayed start of menstrual
cycles with another contraceptive, and irregular periods with yet another contraceptive. She
also experienced similar effects with using contraceptive pills.

“Jadelle contraceptive for three years made me have prolonged and frequent
menstrual cycles not until they removed it. | then changed to Depo, which gave me
similar problems. | later switched to Noristerat injection, which gave me a small
challenge where my menstrual cycle would begin two days after the end of a cycle. |
took Sayana [Injectable contraceptive], and it still gave me similar problems of having
a period for two weeks, one week without, and then it starts again. Pills also gave me
the same problem.” [FGD 7, participant 6, Namalundu Clinic, Kasama]

Side effects: Participants associated contraceptives with various side effects, including
diarrhoea, dizziness, headaches, numbness in the hand, prolonged periods, stomach pains
and weight gain.

“I have headaches, and sometimes my menstruating days increase, and the bleeding
is too much. | also feel dizzy when | am walking.” [FGD 2, participant 2, Chongwe Clinic,
Chongwe]

“It is just okay. It is just that the moment you get the shot, your hand will seem like it
is paralysed for some time.” [FGD 2, participant 6, Chongwe Clinic, Chongwe]

“It [injectable contraceptive] makes me gain weight.” [IDI participant 3, Mtendere
Clinic, Lusaka]
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“I have headaches and stomach pains.” [FGD 2, participant 5, Chongwe Clinic,
Chongwe]

Misconceptions about contraceptives

Misconceptions about contraceptives also form part of the experience of using
contraceptives. Participants raised concerns about misconceptions regarding contraceptives,
including contraceptives cause clots, infertility, and cancer, contraceptives should not be used
by women who have never been pregnant before, and that they can dislodge and move to
other parts of the body.

Causing clots: this was regarding contraceptive pills that will form a clot in the body.

“Others hear a lot of misconceptions on contraceptives. For example, if you take pills,
they will form a clot in your stomach” [FGD 7, participant 6, Namalundu Clinic,
Kasama]

Causing infertility: Participants reported having heard that contraceptives, particularly
injectables and pills, cause infertility, especially in women who had not had a baby before.

“I hear that [the] injections affect your ability to conceive when you have never had a
baby before.” [FGD 1, participant 4, Chongwe Clinic, Chongwe]

Causing Cancer: This misinformation related to cervical cancer, as participants heard that
contraceptives accumulate in the body and thus cause cancer, possibly due to toxicity.

“It brings cervical cancer because the medicine does not dissolve in the body, and it
just accumulates.” [FGD 2, participant 2, Chongwe Clinic, Chongwe]

Contraceptive dislodges and moves around the body: This refers particularly to implants.
According to what the participants heard, the implants come out of position, move around in
the body, and may go to the heart.

“The one they put on the arm for five years is known that it sometimes goes to the
heart when you overwork your arm.” [FGD 1, participant 9, Chongwe Clinic, Chongwe]

“Others are scared of the Loop because they heard that if inserted, it will move to your
heart or in your blood.” [FGD 7, participant 5, Namalundu Clinic, Kasama]

Contraceptives are not for women who have never been pregnant before

: There is also the misconception that women who have never been pregnant before should
not use contraceptives. If they do, they should use non-hormonal contraceptives such as
condomes.

“They say we [those who have children] should involve in family planning, and then
for those that haven't been pregnant before, they say it's bad to do to family planning
if you have never been pregnant before.” [IDI 1 participant, Mtendere Clinic, Lusaka]
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“If they didn't have a child, | would advise them to go for a condom. For those with
children, injections will help them in child spacing.” [IDI 3 participant, Mtendere Clinic,
Lusaka]

“Aloop is designed for those who have had children before. They are not for us young
ladies.” [FGD 7, participant 10, Namalundu Clinic, Kasama]

Perspectives about existing contraceptives
The participants had a narrow view of available contraceptive choices.

“They are what is available, so there is nothing we can do but use them. “[FGD 4,
participant 9, Chikoyi Clinic, Luwingu]

Some participants felt that the existing contraceptives were what they needed and were
reliable, while others felt that more options were needed beyond what was available.

“They are what we need, especially for me, because they are reliable. If | have
unprotected sex, | can easily go and get a contraceptive with that assurance that it will
work.” [FGD 7, participant 2, Location Urban Clinic, Kasama]

“I would like to say these injections and condoms used are not the only ones that
should be available. | feel there should be more options.” [FGD 2, participant 4,
Chongwe Clinic, Chongwe]

Preferred types of Contraceptives

Participants had varying preferences when asked about their envisaged new contraceptives,
with some wanting it to be a pill, others an injection, with some preferring a liquid
contraceptive. Only one participant preferred to have a patch.

“It should be like a pill, just being able to drink it with water.” [IDI participant 3,
Mtendere Clinic, Lusaka]

“I would want it to be an injectable instead of the insertable. Some mission schools
will not admit a child with an insertable contraceptive like Jadelle. Once they check
and find you with a contraceptive of such nature, they deny you admission to the
school.” [FGD 7, participant 6, Namalundu Clinic, Kasama]

“I would want to see a liquid one. Something that we can just drink and not the pill.”
[FGD 5, participant 2, Chikoyi Clinic, Luwingu]

“I am not really a fan of injections and the pills | can be forgetting. | think | would go
for a patch, the one for sticking on the shoulder.” [FGD 1, participant 5, Chongwe
Clinic, Chongwe]

They also preferred contraceptives that can be taken less frequently with minimal side effects
and a longer duration of effectiveness.
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“The one that should not give us any sort of problems [such as] dizziness, stomach
problems, headaches or having a popping Stomach. [IDI participant 1, Mtendere Clinic,
Lusaka]

“It should be a pill for taking once only, and it should be lasting for three years in the
body, and it should not have any side effects.” FGD 1, participant 2, Chongwe Clinic,
Chongwe]

“I would love to see a new pill that we could take on a monthly basis and not the
current ones where you have to take one pill per day.” [FGD 5, participant 3, Chikoyi
Clinic, Luwingu]

“It should be a liquid contraceptive. One that you can drink only once after, say, two
weeks.” [FGD 4, participant 3, Chikoyi Clinic, Luwingu]

The participant who preferred a patch, when asked about the duration of effectiveness, she
responded

“Maybe changing it once a week can do.” [FGD 2, participant 4, Chongwe Clinic,
Chongwe]

The participants also wanted contraceptives that could prevent both pregnancy and diseases

“It can either be a pill or an injection, but once you take it prevent pregnancy and
diseases.” [FGD 5, participant 10, Chikoyi Clinic, Luwingu]

“I would love to see a pill that prevents both pregnancy and sexually transmitted
diseases.” [FGD 5, participant 1, Chikoyi Clinic, Luwingu]

The participants also wanted contraceptives to be readily available and easily accessible.
“The contraceptives should be easily accessible, and not today they are available, and
tomorrow you don’t find them.” [FGD 1, participant 3, Chongwe Clinic, Chongwe]

DISCUSSION

Client experience in healthcare, which is shaped by the healthcare system’s culture and
influenced by clients’ perceptions across the continuum of care, the workforce experience
and the community experience, can arguably be understood within the context of broader
intrapersonal, community and environmental factors.

Personal Experience

Regarding contraceptive use among adolescent girls, since their experience is the sum of all
interactions across the continuum of care. Their experience arguably starts with the girls
seeking information about contraceptives once they get curious or intend to use them.

In our study, adolescent girls had some knowledge about contraceptives, consistent with
findings from other studies (109,110). Adolescents were able to explain what contraceptives
were, with examples of the different types of contraceptives. However, a deeper
understanding of the different types of contraceptives and how they work, particularly
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hormonal contraceptives, was lacking, and other studies had similar results (15,74,106).
Health facilities, friends, media (such as television, radio, and the internet), schools, parents,
relatives, partners, and non-governmental organisations, were the primary sources of
information, some of which have been found to provide unreliable information (58-60).
Adolescent girls’ interaction with their community and the healthcare environment exposes
them to misinformation or incomplete information about contraceptives. Health facility staff
may provide accurate information, but they are prejudiced against adolescent girls based on
their ages (70) and tend to take a parental role when dealing with them.

Similarly, information from peers, relatives and partners may not be accurate (15,46,111), as
it is usually based on hearsay. As such, these informational sources usually exacerbate
misinformation about contraceptives. In terms of the adolescent girls’ experience, the
incomplete, inaccurate and inconsistent information they have about contraceptives is likely
to influence their decisions about contraceptives. It may influence their perceptions about
contraceptives and thus influence their willingness to use contraceptives. Adolescent girls
may be less inclined to use contraceptives based on the misinformation they receive.
Misinformation may also impact the correct use of contraceptives, which can further expose
adolescent girls to pregnancy and associated poor health outcomes. Receiving inadequate
information from a health provider has been associated with poor compliance with
contraceptive use (112).

Misinformation also contributed to negative attitudes towards contraceptives. Negative
attitudes about condoms have been reported in other studies, including condoms having
“little holes” that make them ineffective in preventing STIs/HIV or pregnancy, free condoms
obtained from clinics being defective, and condoms causing illnesses such as cancer, rashes,
sores and stomach pains (113-117). This also affects adolescents' contraceptive experience
and ultimately influences their contraceptive decisions, contributing to the non-use or
discontinuation of use.

Part of the experience of contraceptive use is the sourcing of contraceptives. In this study,
adolescent girls mentioned health facilities (hospitals and clinics), drug stores and
pharmacies, community outreach staff and non-governmental organisations as sources of
contraceptives. Similar sources have been mentioned in other studies (15,69). Among these
sources, the girls considered health facilities, drug stores, and NGOs their most trusted
sources. This could be because health facilities remain the main point of access to health care
and as such are the main source of contraceptives and information on contraceptives
particularly in rural areas where alternative information and contraceptive sources may be
limited. Therefore, despite challenges with the attitude of health facility staff, health facilities
remain a key and essential source of information on contraceptives and contraceptives
themselves.

Adolescent girls also used the contraceptives that they obtained from their preferred sources.
Among the most used contraceptives were injectables, implants, condoms, pills and
emergency contraceptives, as found in other studies (118-120). However, issues of
availability of contraceptives, long waiting times and compromised privacy and confidentiality
at health facilities (105) may lead to a poor experience and thus negatively influence their
likelihood of using contraceptives. These also potentially impacted the continuity of use of
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contraceptives as adolescents were likely to discontinue use or be forced to switch to other
methods, which could alter their experience.

As part of their experience with contraceptives, adolescents in this study reported various
side effects, including prolonged and frequent menstrual cycles with one contraceptive,
delayed start of menstrual cycles with another contraceptive, and irregular periods with yet
another contraceptive, particularly among those using injectables. In contrast, those using
condoms reported itching in the vagina, stomach pains or their partners having a rash on the
penis. Other studies have reported similar side effects from contraceptive use experienced by
adolescent girls. These have included irregular menstrual cycle (15,46,68), sickness, including
abdominal pain (46,59,70), changes in weight (either extreme weight gain or loss)
(15,23,59,69,71), menstrual cycle and colour of blood, spotting, constant bleeding (23,69),
amongst others. The adolescent girls have reported mostly negative experiences from using
contraceptives which in most cases demotivates them from using contraceptives. While
positive experiences have been associated with adherence and improved client outcomes
(121), these negative experiences can lead to poor adherence to contraceptive use, thus
exposing adolescents to pregnancy and the associated negative health outcomes.

Community Experience

Part of the client experience is through interaction with the community. The communities in
which adolescent girls live also shape how they perceive and experience contraceptive use.
Through their interaction with friends, family and other community members, adolescent
girls receive varying information and advice about contraceptives, either based on the
experience of those who have used them or what those who have not used contraceptives
have heard from those who have used them. This tends to result in misconceptions about
contraceptives, how they work and their effects. In this study, some of the misconceptions
the adolescent girls reported having heard included causing clots, causing infertility, causing
cancer, contraceptives dislodging and moving around the body, or contraceptives perceived
as not for women who have never been pregnant before. The fear of the effects of
contraception on infertility or future fertility among adolescent girls and community
members was a common concern (46,59,68-71). Myths about hormonal contraceptives
causing infertility have been widely reported and significantly influence adolescent girls'
contraceptive use (59). Societal and cultural norms that disapprove of contraceptive use are
also a key influence on adolescent girls’ experience, particularly their decisions to use
contraceptives (15). Most adult women believe contraception is unacceptable for adolescent
girls and believe it harms health and future childbearing in nulliparous girls (122).

Environmental Factors

The environment in which the health services are provided also has an impact on the client
experience, particularly with accessing contraceptives. With regard to contraceptive use,
health facilities and other locations where contraceptive services and products are provided
affect client experience, both in terms of access and actual usage. Adolescent girls in this

121



study reported various challenges with accessing contraceptives, mostly centred around
health facilities. The challenges raised included health facility staff attitude, lack of
confidentiality and privacy, expired drugs, lack of availability of contraceptives, and lack of
information on contraceptives. Institutional and environmental factors relating to accessing
contraceptives have been reported among adolescents in other countries (15,46,70).
Attitudes of health facility staff, particularly harsh treatment and scolding by nurses, have
been reported as a challenge and negatively influenced decisions to use contraceptives
among adolescent girls (46). The lack of privacy and health facilities, lack of a conducive
environment and policies that hinder access to contraceptives also have a bearing on the
client experience and tend to negatively influence contraceptive use among adolescents (70).

Perspectives about existing and Future contraceptives

Based on their experience with contraceptives, adolescent girls from this study had different
perspectives about the contraceptives currently available to them and also what sort of
contraceptives they would prefer. Even with their side effects, some adolescents felt they had
no choice but to use them as they were what was available. Some felt that they needed more
options beyond what was available. Suggestions were made on what options they would like,
which can be considered regarding delivery methods, effectiveness and side effects. Several
delivery methods in addition to the ones already available (pills and injections) were
suggested, such as liquid contraceptives and patches which can be attached to the skin.
Concerning effectiveness, adolescents would like contraceptives that they can take less
frequently and with a longer duration of effectiveness. They would also like contraceptives
that have minimal side effects and can prevent pregnancies and diseases. Relating to access
to contraceptives, they would like contraceptives to be easily and readily accessible.

Study limitations

Study participants were recruited from youth-friendly services/corners, which may have
biased recruitment to those inclined to seek health services from or live near the health
centres. Therefore, applying these results to settings dissimilar to the study sites may not be
possible. Future studies should consider different approaches when recruiting participants to
enable the generalisability of study findings.

CONCLUSION

Client experience is at the core of the human experience in healthcare and typically starts
when the client first interacts with the healthcare system, continues through the continuum
of care and is not a once-off experience but can happen multiple times. This study has
highlighted the experience that adolescent girls have concerning accessing and using
contraceptives. The interaction of factors related to their personal experience, their
community and the environment in which they access contraceptive services all contribute to
the overall client experience and ultimately influence the adolescent girls’ decision to use
contraceptives. Therefore, any intervention targeting improving contraceptive use among
adolescent girls should be cognisant of these complexities. Non-use and discontinuation of
use is typically the case when the experience is negative, and most adolescent girls have a
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negative client experience when accessing and using contraceptives due to challenges such
as negative attitudes of healthcare staff, problems with accessing contraceptives, and lack of
confidentiality, as well as the side effects from the contraceptives themselves. This ultimately
inclines them not to use contraceptives. Therefore, ensuring that adolescent girls have a
positive client experience when they access and use contraceptives is vital in programme and
health facility efforts to improve contraceptive use in this age group.
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CHAPTER EIGHT

MOTIVATORS AND INFLUENCERS OF ADOLESCENT
GIRLS’ DECISION-MAKING REGARDING
CONTRACEPTIVE USE IN FOUR DISTRICTS OF ZAMBIA

This chapter details the findings from a study that aimed to understand what motivates and
influences adolescent girls’ decision-making regarding contraceptive use. The findings in this
paper are based on analysis from 7 focus group discussions and three key informant interviews
aged between 15-19 years. There were 70 participants across four districts, namely Chongwe
and Lusaka in Lusaka Province and Kasama and Luwingu districts in Northern Province. The
data was managed and organised using NVivo version 12 pro (QSR International) and was

analysed using thematic analysis.

Results showed that adolescent girls’ decision whether or not to use contraceptives is motivated
by their personal fears, such as fear of pregnancy, fear of side effects, fear of having more
children and child spacing among those who have children. Their contraceptive decisions are
also influenced by people in their lives, such as parents, peers and friends, partners, family
members such as grandmothers, sisters and aunts, and health care workers. This study provided
essential information about the key motivators and influencers of adolescent girls’
contraceptive decisions in Zambia, which is important for policymakers and programme
implementers. The findings can contribute to developing targeted interventions to improve

contraceptive use among adolescent girls in Zambia.
This chapter is presented in the format of the journal in which it was published.

Published in February 2023 in the International Journal of Environmental Research and
Public Health
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Abstract: Low condracepiive use m sub-Saharan Africa, and Zambda spedifically, negates the poten-
Hal benefits of contraception In preventing unwanted and early pregnandes. This shudy aimed to
explore and understand the motivaters and mfluencers of adolescent girls” condraceptive dedsion
making. Using thematic analysis, we analysed qualitative data from seven focus group discussions
and thres key informant interviews with adolescent girls aged 15 to 19 years in four Zambian dis-
tricks. The data were managed and organised using WNVive version 12 pro (CSE International ). Fear
of pregnancy, fear of diseases, fear of having more children, and spacng of children (espedally
among married adolescents) were key motivators for adolescents’ contraceplive use. Friends and
peers motivated them to use contraceptives while fear of side effects and fear of infertility drove
non-use. Peer pressure and fear of mocdking by their friends were important deterrents to contracep-
tive use. Parents, peers and friends, family members, partners, durches, and religious groups in-
fuenced adolescent girls" condraceptive dedsions. Mixed messages from these imfuencers, with
some in favour and others against condraceptives, make adolescents’ dedisions touse contraceptives
complex. Therefore, mterventions fargeting ineased contraceptive use should be all-inclusive, in-
cents and give them autonormy to make contraceptive dedisions.

Keywords: adolescent girls; contraceptive use; motivators; influencers; dedsion making; Zambia

1. Introduction

Globally, adclescent sexauial and reproductive health has been pricritized in recent
wears [1] due to the significant death, illness, and injury that adolescents face, most of
which can be prevented or treated [Z]. Universal access to sexual and reproductive health
(SEH) services and rights by 2030 is included in the Sustainable Development Goals
(SDGs), mumbers 3 and 5, under which adolescents are included [1]. Adolescents comprise
a significant proportion of the population, with a global estimate of 1.2 billion, which is
about one-sixth of the world population, the greatest number of adolescents ever recorded
[2]. This is expected to increase further by 2050, espedally in low- and middle-income
countries where nearly 90% of adclescents reside [2]. Adclescents face various health chal-
lenges, which may be age specific, such as water, hygiens, and sanitation-related risks for
vounger adolescents (10-14 wears), as well as behavioural (alcohol use and unsafe sex)
risks for older adolescents (15-19 year olds) [2]. Globally, among adclescent girls aged 15—
19 years, pregnancy complications and unsafe abortions are the leading causes of death
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[2]. Armually, in low-income countries, approxdmately 21 million adolescent girls between
the ages of 15 and 19 years become pregnant, while approxdmately 12 million give birth
and about 777,000 births are reported among adolescent girls aged below 15 years [3].

In Zambia, contraceptive use among adolescents remains low while adalescent girls
become sexually active at an early age. Statistics show that the median age at first sevual
intercourse among women aged 2549 in Fambia is 16.6% while 17% of women had sexual
intercourse by age 15 and 65% by age 18 [4]. Statistics also showed that at the time of the
2018 Zambia Demopraphic and Health Survey (ZDHS), 29% of adolescents had bepun
childbearing [4]. With the low age at first e among adolescents, contraceptive use is also
low in this age group. In the period from 1996 to 2013/14, contraceptive use among ado-
lescents increased by only 3.3% from 7.6% in 1996 to 10.9% in 20153/14 [5]. Data from the
2015 ZDHS also showed that anly 12% of all women aged 15-19 years used modem con-
traceptives [4].

Contraceptives have been proven fo help prevent umwanted pregnandes, sarly prag-
nancies, and unsafe abortions [6]. However, contraceptive use remains low, particularly
in the least-developed countries, such as those in Africa [7-9]. Confraceptive use was as
low as 40% and 33% in the least-developed countries and Africa, respectively [5]. Statistics
revealed even lower figures among female adolescents [10,11], with the overall contracep-
tive prevalence rate (CFR) among female adolescents aged 15-15 in the developing world
being about 21% for all methods (modern and traditional) [12].

This is despite the bensfits of contraceptive use, such as the freedom to dedde the
mumber of children to have and how to space them, improvements in health-related out-
comes, such as reduction in matermal mortality and infant mortality [13-15], and improve-
ments in schooling and economic cutcomes, espedally for girls and women [16,17].

While there is a large body of evidence quantifying the magnitude of the problem
surrounding contraceptive use among adolescent girls, the reasons for the low contracep-
tive use among adolescent girls are not well understood, espedally in the Zambian con-
texct. These include motivators and inflnencers of adolescent girls’ contraceptive decisions.
Warious studies across Africa have shown that there are factors influencing adolescent
girls' dedision to use contraceptives [6,15-20]. Among these are individual [6,21,22], pa-
rental [15,19,21], peer [20,21], pariner [1%,27], socistal and commmumnity [6,18,20], and insti-
tutional and environmental [6,23] influences that contribute positively and negatively to
adolescents” dedsion to either use or not uss contraceptives. In Zambia, however, there is
limited information on what influences contraceptive decisions among adolescent girls
aged 15-19 vears. Therefore, this study sought to explore and understand what motivates
and influences adolescent girls” dedsion making regarding contraceptive use through
qualitative methods.

2. Material and Methods

2.1. Study Desten

This study was conducted through a qualitative exploratory design that sought to
understand the motivators and influencers of adolescent girls” dedsions on whether or
not fo use contraceptives. Influencers in this study induded people and institutions that
encourage of discourage contraceptive use while motivators were reasons why adolescent
girls decide to use or not use contraceptives.

2.2, Study Settmg

The study was conducted in Chongwe and Lusaka districts in Lusaka province and
Kasama and Luwingu districts in northern provinces. The two districts in each provinee
were purposively selected based on whether they are predominantly rural or wrban.
Fasama and Lusaka districts in Northern and Lusaka provinces represented urban, while
Chongwe (Lusaka provinee) and Luwingn (Northern province) represented rural
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2 3. Selection of Study Sites

In this study, one health fadlity with a functional and active Youth Friendly Services
(YFS) comer was selected in each district with the help of the District Adolescent Health
Coordinator as the site for the forus group discussion. These corners are operated by the
Ministry of Health and are rum through health fadlities where space is provided to pro-
vide sexazal and reproductive health IEC materials and products, such as condoms and
coniraceptives.

24 Study Participants and Recruifment

Adolescent girls who were recruited for the FGDs and KIls were aged between 15
and 19 years. Purposive sampling, spedfically mardmum variation sampling, was em-
ployed in selecting participants for both FGDs and Klls. Peer educators from the selected
health facilities assisted with recruitment by administering the recruitment scresming tool
while the research assistants and prindpal investigators decided which participants were
recruited based on the eligibility criteria. The criteria included only female particpants
who were residents of the study sites, aged between 15 and 19 vears and accessed services
from the youth-friendly spaces wers included in the study. Mardomum varation sampling
ensured that there was diversity in the groups considering ape, kmowledge of contracep-
tives, and education levels.

2.5. Data Coilection

In total, 7 forus group discussions (FGDs), with each having between 6 and 12 par-
ticipants, and 3 key informant interviews (EIls), were undertaken, each lasting between
60 and 90 min. KIls were conducted with partidpants who were not comfortable with
participating in the focus group discussions. All these involved adolescent girls aged be-
tween 15 and 19 vears. The FGDs and KIls were all conducted by twio ressarch assistants
(RAs) trained and experienced in conducting qualitative research, who were supervised
by the prindpal irvestigator. The EAs were experienced in qualitative research and were
also trained and oriented in this study. All the research assistants had the required under-
standing of the local lanpuage and context of the study areas. The FGDs and EIls were
audio recorded, with partidpant permission, predominantly in English, with some par-
ticipants opting for local languages—Bemba and Myvanja.

2.6. Data Asnalysis

Thematic analysis was used to analyse the data from both KIls and FGDs. Thematic
analysis is a method used to identify, analyse, and report patterns or themes observed
within data [24]. It helps with organising and describing the data set in detail and inter-
preting different facets of the research topic. Components of the interviews that were rec-
orded in the local language were transcribed and translated werbatim into Englich by the
research assistants. MVivo wersion 12 pro (Q5SE International) was used to manage and
organise the data, mdnding data from both the EIls and FGDs. Through an iterative pro-
cess, one master code list was developed by the researchers. The process invelved con-
stantly reviewing the codes as well as the transcripts throughout the analysis to establish
conmections within the themes. Through this process, emerging themes were reviewsd
and, where needed, were merged with other similar themes until the main themes and
subthemes were developed, which formed the master code list. Participant verbatim
quotes were also used to ensure the credibility of the findings. The sodal-ecological model
of health promotion [25] was used to categorise the themes. Health behaviour and pro-
motion, according to their model, are interrelated and ocour at multiple levels, incduding
the individual, interpersonal, institutional, commumnity, and policy levels [25]. Therefore,
the results of this study are presented and discussed in line with the following themes,
individual, partner, peer, parental, and sodetal influences, and how they influence ado-
lescent girls’ contraceptive dedsions.
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3. Results

The study included a total of 7 adolescents across seven fomus group discussions
and three key informant interviews. Parfidpants included a mix of adolescent girls who
were sexcually active and not sexually active, some who were married, and some who had
children but were not married. There were also some who were in school and some who
were not in schocl. Table 1, below, summarises the distribution of partidpants and the
study site for each group and the geographical location.

Table 1. Characteristics of the participants.

e i itime R Gy District - Eprical Lo-
View fbcipants cation
FGD Chikoyi Clinge 1 10 15-19 Luwingu Rural
BGD Chikoyi Clinic 2 10 15-19 Luwwingu Rural
FGD Chongwe Clinic 1 9 15-19 Chongwre Rural
FGD Chongwe Clinde 2 ] 15-19 Chongwe Rural
FGD Location Urban Clinic 10 1519 Fasama Urban
FGD MNamalundu Clindc 10 15-19 Fasama Urban
FGD Mtendere Clinic 12 15-19 Lusaka Urban

KX Mtendere Clinic 1 15-19 Lusaka Urban
KT Mtendere Clinic 1 15-19 Lusaka Urban
ETL Miendere Clinic 1 15-19 Lusaka Urban
Total 70
FGD: 7, KII 3.

Results fram the seven focus group discussions and three key informant interviews
revealed various motivators and influencers for both the dedsion to use and/or not use
confraceptives among adolescent girls. Under the motivators for contraceptive use, there
were six subthemes, namely, preventing pregnancy; fear of 5TIs, child spacdng, and fear
of having more children; fear of disturbing education; preventing worsening poverty and
lack of family support; and peer pressure and influence from peers. Under the theme mo-
tivators for non-use of contraceptives were three subthemes and these were sids effects of
contraceptives; fear of infertility; being mocked by friends and peers. These themes and
subthemes are datailed further below.

3.1. Mottvators or Reasons for Comtraceptive Use
3.1.1. Fear of Becoming Pregnant and Fear of Disturbing Their Education

One of the key motivators for contraceptive use among adolescent girls was to pre-
vent pregnancy. Adolescent girls wers afraid of getting pregnant and, thus, resorted to
using contraceptives, especially if they had cbserved their friends falling pregnant.

“Whert you see your friend pef pregrumt or pet sick at @ yourg [aee], you e mo-
tivated to use comtraceptives so that you do not get pregrant. ™ [FGL 2, partictomt 5,
Chakeyi Clireze, Luwmngn]

“To protect nyself from getiing pregnwit. becmse if I do not get thet myection, I

ot get pregnant quickly. ™ [FGD 2, parbiapant 1. Chongave Clirte, Chomgwve]

The desire to prevent pregnancy was also linked to their fear of disrupting their ed-
ucation. For adolescents who were still in school, the fear of disrupting education was an
added metivation for using contraceptives. Becoming pregnant would lead to them hav-
ing to drop out of schoeol for the duration of the pregnancy and also post-delivery so they
opted to use comtraceptives to prevent pregnancy and, thus, remain in school.
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“You ust muke a decision on what you wtt ™ bfe such that you decide whether
you it to et preonmt there mnd ther or first go to school wud live betfer. So, T have

decided fo use comfraceptives.” [FGD participant 3, Chownewe Chivde, Chomgue]

“Somne of us use conivacepitves becasese say you ave at school, I do not wat te siop
school becaese of prepoucy. I ferd to wse comtraceptives while engoyme the sex tll I
fouish school. ” [FGD 1, peorticipant 2, Location: Lirban Clone, Fasmmnal

3.1.2. Fear of Sexually Transmitted Diseases
The fear of contracting secually transmitted diseases such as HIV/ATDS was also a
strong motivator for using contraceptives among adolescent girls.
“We feel they [condoms] are safe fo prevent us from getfmg dizeeses such as 5T1s.”
[FGD 1, prrticipant 9. Location Urban Clirrie, Kasana]
“T think we fest get scaved of gefitng HIV and AIDS ™ [T 3 participant, Mtendere
Clirric, Lusaka]
Most of the adolescents expressed both the fear of becoming pregnant and the fear of
diseases as the main motivators for their use of contraceptives.
“To mwotd diseases wrd pregnmctes” [FGD 2, porticgoerd 3, Norahurds Clioe,
Kasmma]

3.1.3. Child Spacing and Fear of Having More Children

Fear of having more children and child spacdng were key motivators for contracep-
tive use, particularly among adolescents who had a child. Adolescents who already had a
child started using contraceptives to prevent having more children. For some adolescents,
fear of having a second child was what drove them to start using contraceptives.

“For me, [ decided to get it [Dgectable contraceptive] so that I showld nof fall preg-
it trmedintely hecmuse I have a chold © [FGD 2. partispantt 1, Chongioe Clivne,
Chomgure]

“I looked af my chald, she's shll young mud so I'm seaved to pef pregumtt again
[FI1 1. particpent, Mtendere Clormie, Lusalo]

Among thoss who were married, child spadng was also one of the reasons why they
chiose to use contraceptives.

“Not weanftig to have children without spasng 1= what Difluenced me. ” [FGIY 2,
particivant 5. Chomge Clinis, Chemguee]

3.14 Prevent the Worsening of Poverty and Lack of Family Support

For some, the thought of the sodo-economic sitnation at home or the possibility of
struggling to take care of the child, or even the possibility of lack of support from family
members if they fall pregnant, was motivation enough for them to use contraceptives.
Having an extra mouth to feed in a household that is already struggling motivated ado-
lescent girls to use contracepiives.

“If I mn not ready to become a pavent, I naoht make my chnld suffer for nothme.
That is the mumm reason.” [FGDI, partierpnt 1, Chovee Cloms, Chomgore]

“Somne [orrls] if's becmuss of therr soctal ecovomc status ot home. You will food that
becorming pregrut ts a cost they et afford. ™ [FGD 1, porticipant 4. Location Unba:

“Tio veduuce poverty, becaise you find that at home, they are not managing fo feed
eeryone, 50 1f I bring a baby, it would be worse ™ [FGD 2, poticpant 2, Chonge
Clirric, Chovrgroe]

Having no support from the family when they fall pregnant was also added motiva-
tion to use coniraceptives for some of the adolescent girls.
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“Peaple from home stop sponsoring [providg support] you once you fall preg-
et~ [FGD 1, participant 9, Chongue Clinie. Chongue]

3.2. Motivations o Reasons for Non-Llse of Contraceptives

Some adolescents expressed various reasons why thev chose not to use contracep-
tives. These are presented below.

3.11. 5ide Effects of Contraceptives
The side effects of the contraceptives that adolescent girls experienced were key mo-
tivations for the non-use of contraceptives, spedfically discontinuation of use. Various
side effacts that they experienced were mentioned with prominent side effects, including
bleeding, delayed or extended periods, headaches, mumbmness in the arm, and weight gain.
“When I ioes using Depo. Tused to gain [weight] and my stomach wonld bulge up,
so that was why I decided to stop. ™ [FGD 1, participant 2, Chongave Clins, Chongioe]
“The challenges I went through were unending perinds. overweight too. ” [FGDI,
particnt 2, Chongive Cliue, Chomgoe]
“Perinds never end when [ get the pyection for 2 months. Somefimes the hand
which recetves the tgection freezes. ” [FGD 1, participant 7, Chongawe Cliric, Chonge]
“Wher I first got the trjection I had o wemiding flu, delaped with perods. ™ [FGD
1, particypitt 2, Chongae Clinae, Chorgroe]

3.2 2. Fear of Infertility
What adolescents hear about contraceptives also gave them a reason not touse them.
Some adolescents reported hearing that contraceptives would cause them not to conceive.
They heard that using contraceptives such as the pill would cause them to become barren
“The things peaple sqy about contraceptives. For euonple, people say when you
take a pll, you will become barren, so that discourages us from getitng then ™ [FGD 2
Particpoant 4 Chabon Cloe, Lunirga]
“Pemple adrise that getting confraceptives when you do wof have a child means you
will never conceive. ” [FGD 1, Portiapant 3 Chongioe Clide, Chongoe]

3.2.3. Mocking by Friends and Peers

Adolescents reported that friends and peers also motivated them not to use contra-
ceptives. Mocking by friends and peers also deterred some adolescent girls from using
confraceptives.

“Some of the youths look dowe on ther friends whe gef contraceptives, and they

usially mock them, so this makes most of thon shiot mogy.” [FGD 1, Particgpant 9

Chomguwe Clinie, Chonguoe]

3.3. Influemcers for Use and Now-Use

Although disrussions on actual contraceptive use are typically between girls and
their boyfriends or partmers, their use of confraceptives is influenced by other factors, both
positively and negatively. These influencers shape what the girls know and how the girls
view contraceptives. This influence can be direct or indirect and, thus, influences the girls’
decisions on whether they will use contraceptives. In this study, we found that influencers
of contraceptive use among adolescents are intrapersonal, interpersonal, and organisa-
tiomal. At the intrapersonal level, these are related to the personal influences that shape
their dedsions while interpersonal influsnces inchude parents, friends and peers, family
members, and partners or boyiriends. Crganisational influencers include churches and
religious groups.
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3.4 Intrapersomal Tnflusncers

Persomal: For some adolescents, the motivation or influsnce to use contraceptives was
a personal decision. The decision to use contraceptives is something that came from within
themselwves based on personal beliefs or experiences. One adolescent started using contra-
ceptives because she cannot afford to take care of a child while another started using con-
traceptives for fear of labour and maternal mortality.

“For e, it was myself that potinted the ideq of wsing combraceptives. I told noyself

that at wy age I cavnof afford to take care of a dnld. S0, [ decided to start wsing contrr-

cephives.” [FGD 1. Particimant 6 Location Urban Cliric, Kesama]

“For me, I fer labour as people die dwring labowr. 5o, to mooid preguacy [ usea
contraceptive. " [FGD 2, Partictomt 10 Chilayt Chinis, Luningu]

With regard to initiating the decision touse contraceptives with their sexaal partmers,
thare are instances whers adolescent girls broached the discussion and made the decision
to use contraceptives. This is primarily because they are the ones who are afraid of becom-
ing pregnant and, sometimes, they use contraceptives without their partner kmowing
about it

“It 1= the gl [who starts the decision] as we are the ones who fear fo get pregnuat.”

[FGD 2. Particypard 3 Chikoyt Chints, Lumiron]

Further, if they have unprotected sex, they feel that it is up to them to protect them-
selves by using emergency contraceptives.

“It's the lady. Affer the sex, you find the guy poes and 1's up fo the lady to loww

how fo profect hevself from pregnancy.” [FGD 2, Farticipant 7 Nonahoude Clirne,

Easmomna]

In some cases, both the adolescent girls and their boyfriends initiated the dedsion for
comtraceptive use together, after dismissing it. They dismissed together and planmed the
use of contraceptives, and the boyfriends also reminded the girls when they were due for
their injections.

“We both discuss [contracepfive use] then come up with a decision [to use contra-
cephives].” [FGD 2, Fartivipartt 1 Chongoee Clinic. Chongaee]
“We evchange [Dritinting the discussion fo use contraceptives], if cm be me today

el he woll Dutiate i [the diseussion] the next day. He used to remind me to po and get

tjections wien I used fo be on Depe.” [FGD 1, Participmit 2 Chowngroe Clivic,

Chongue]

3.5. Interpersonal Tfumicers

Thes= mainly included people whom the adolescent girls interact with in their daily
lives, including parents, friends and peers, boviriends, and parmers, as well as family
members.

Pavents: Parents were major influencers of contraceptive use among adolescent girls.
Parents, though indirectly, have a positive influence on adolescents to use contraceptives
theough threats of repercussions should the girls fall prepnant. The fear of the conse-
quences of falling pregnant based on the threats and wamings from their parents, partic-
ularly mothers, is a strong influence on them using contraceptives.

T had a friend whose mown and oy mom were friends. That friend of mine oot
preprumt wud vy mom was fold Inonediately she came fo me oud sad powr fried is
precoumt, should you alse brivg a pregrumuy heve, you will see what [ uill do to you
This motivated me fo take a comtraceptive.” [FGD 1. Parficqpant 2 Locafion Urban

“For parents, they say 1 you pet pregnmet you wnll leave this place. so we take
cortiraceptives i fear of our parents  renctions. " [FGD 2, Participat 10 Chodonyt Clirs,
Luztngu]

136



Int. [ Exgrirove. Res. Public Flealffe 2003, 20, 3614 5 of 16

“Yes, becmuse the way they falk that 7f you get pregwant, you wnll be klled or beaten
i chased. So, this tyfluwerced me " [FGD 1, Particpant 2 Chovgoe Cline, Chomgane]
Fathers also influsnce adolescents to use contraceptives through what they say to the

girls.

“The way wry father talks that 1f [ ever try to gef pregnant. T anll have a premature
baby. When [ hear this. I always get scared and end up gettmg contraceptives. ™ [FGD
1, participart 3 Chomgve Cloae, Chongroe]

Friends mud pesrs: Friends and peers have a strong influence on contraceptive use
among adelescent girls. Friends and peers have influenced contraceptive use either di-
rectly by being a source of encouragement or by reminding them to take the contracep-
tives. According to one girl,

“It was woy frisvd. After I had sex with my boyfriend. I went fo my friend. fold her
what happened. Them she told me abowt mornme giter mil. ~ [FGD 1. Poticpoant 6 Lo-
cation Lirban Clons, Kasana]

“We do mafluence each other by remmding each other fo go and get the contracep-
twes. [FGD 1, Participant 9 Chomgave Clonis, Chomgae]

Friends played a role in influencing other adclescents to use contraceptives. This in-
fluence came in two forms, namely: through hearing about contraceptives from their
triends or observing their frisnds using contraceptives, even without full knowledge or
understanding of different types of contraceptives and possible side effects thereof. Based
on what they obsarved and also their friends’ experiences, they made decisions to alsouse
confraceptives, often using the sams methods that their friends were using.

“I heard frem people that it [wsing contraceptives] s mce, and I decided to fry.”
[FGD 1, participant 2, Chonguwe Cliie, Chongroe]

“For me, if was peer pressure. My friends Dafluenced me te do 1t ™ [FGDY 2, partis-
it 1, Chemgree Clomie, Chomgue]

“It"s mof everyone that takes confraceptives becmuse they ko what they are dome.
Sometimes 1t because of peer pressure or tfluense from friends. When they see ther
Jriends pet Jadelle, they also fesl they can tsert Jrdelle. They do if witheut lowieledge of
why they are domg if. " [FGD 1, porticipant 7, Location Urban Clire, Fisarma]

The fear of discrimination from their friends and peers if they fell pregnant also in-
fluenced some adolescents to use contraceptives. Being shumned if they fell pregnant
spurred them to use contraceptives. As one girl put it,

“There s fear of discrimmation from friends. They may nof want fo ke fornd with
wout if you get pregrumt. " [FGD 2, Participant 8 Naomaludu Clivis, Liuirreu]
Having a wedding is usually a source of pride, not just for young women but the

tamily as well. Most adolescents who become pregnant before getting married usually do
not have weddings. Therefore, for some girls, the possibility of getting married without a
wedding if they fell pregnant was reason enough to use contraceptives.

“Somnetimes we alse enoy owr friends who got moried with weddigs that 15 wiy
we take contraceptives. We do nof warnt fo get prepaat as we fear we mury wot have
weddires like our friods.” [FGD 1, Fartictpant 7 Locafion Lrban Clirie, Eesana]

Family members: Some family members also influence contraceptive use among ado-
lescent girls. These inchude sisters, cousins, and aunts.

“For me yes, becmuse [ share the same bed with hey, so even if [ pet the condons,
she sees them mnd she wuses them somefimes. ™ [FGD 1, Participant 3 Chonguwe Clinic,
Chonguee]

“For me, noy mot 15 my frisd. So, we talk abouf these flongs. ™ [FGD 1, Partici-
pant 3 Chongeoe Clone, Chongaoe]
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Even among adolescents who have a child, family members play a role in influendng
them to use contraceptives.

“My sister..... She told me to go to the clone and pef fomly plommig so that [ do
1ot fall pregnat agae. ” [KII 1, Particpomnt Mtendere Chinc, Lusala]

Bajfriends or Partners: Seual partners such as boyiriends also influence girls’ ded-
sions to use contraceptives. They influence the dedsion touse contraceptives and the type
of contraceptive used. Some girls were influenced by their boyfriends to use injectables,
while others used condoms.

“For me, vy boyfriend who told me that he wirted us to be g sex on a regular
basis. I agreed and told hom that [ did not want to get pregrumt especially of we wnll be
hawing sex vegularly which was mumybe once after @ day except the days [ on on my
memstrial cycle. So. he asked for time fo foud me @ confraceptive. He searched mud fousd
one. He explamed to me what ©f was, and he took me to the clbne where I got it. The
contraseptive was Jadelle ™ [FGD 1 Participartt 2 Lovation Urbat Cliis, Kasona]

“For me, my boyfriend told me he = nof ready to get me pregrant, so he Dofiated
the use of condomns. ™ [FGD 1 Particpnant 10 Location: Urban Cliis, Kasama]

“We remind each other buf most of the tirnes o 1s me who aliways makes sure fhat
theve 15 a condom becmise sometinues men pretend not te have condoms. It s wp to fom
1f he thovtes that I am a prostifucte, buf I lownr o 15 my life and [ need to take cmution, 1
do vt see moything wrowg with @ werman aorrying condoms because you are protecting
yourself at the end of the day. ™ [FGD 1 Farticipant 3 Chovgwe Clone, Chomngue]
Boyfriends and partners, when it came to using contraceptives, were the ones who

initiated the decision to use contraceptives in some instances. They decided on contracep-
tive use as well as the type of contraceptive that was used and also enabled access to emer-
gency contraceptives by giving the girls meney to buy them.

“It depends, if you plan to have sec with your boyfried, he wall be prepared with
coredoms. If it hapens fust at gurpotit, he will give you money to md by @ moring
fter pill. But 1f he does not, 15 wp to you as a gorl to thovdk of you want fo pet prepnant
or wot. Then you wnll konwowe what to do.” [FGD 1, Particprant 7 Location Urba Cliue,
Easmrma]

“Sometines the ouy will after the sex otoe a lady momey fo po od buy a mornamg
after gl " [FGD 2, Participmet 3 Nernahundu Clire, Kasama]

3.6. Orpmsational Fffuencers
Churches mand religions groups: Churches and religious groups also, in some way, influ-
ence contraceptive use among adolescents. The consequences of falling pregnant such as
ex-communication from church positively influence adolescent girls" dedision to use con-
traceptives.
“At oy church, 1f you gef preonmt, they muke you stand tn frovt of the church,
imud they b you from potng to cinoch. 5o that makes us use confraceptives m feaar of
betrg bovmed from potrg te chureh, ™ [FGD 2, Partisipat 5 Chokaoyn Clirde, Lumrdggn]
“These days t churches they disfellonrshoy youre ladies who fall preprmnt. 5o, fo
mood that, they oud wp wsg contraceptives.” [FGD 2, Porticppmnt 8 Nonawudu
Clireic, Luwingu]
“At our chourch, 1f you gef pregnardt, they stop you from potng to cheorch wud takang
pirt t chorch-related actinties. So, we take contraceptives so that we do not gef preg-
it @l be stopped from gomg fo church” [FGD 1, Participart 10 Chabaryt Clivos,
Lecetngu]
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4, Discussion

Crrerall, the results from this study have shown that the decision-making process by
adolescent girls on whether or not to use contraceptives is influenced by a multitude of
factors, which can be best understood through the sodo-ecological model (SEM). The
maoddel offers a basis to understand the dynamic relationship that edsts between an indi-
vidual and their environment as a determining factor of health behaviour. An individual's
health behaviour is not simply the result of the individual's decision, but it is moulded by
a nltifaceted interaction of various infernal and external influences in their environmendt,
which may include (1) individual factors, (2) interpersonal relationships, (3) crganiza-
ticnal entities, (4) commumnity factors, and (5) systems and policy [26]. Results from this
study demonstrated that there are various moftivators for the use and non-use of contra-
ceptives among adeolescent girls and the contraceptive dedsions they make are also influ-
enced by various intrapersonal, interpersonal, and sodetal factors. Most of the motivators
for the use and non-use of contraceptives are intrapersonal while most of the influencers
are intrapersonal and organisational, which raises the question whether adolescent girls
actually have the power to make autenomous contraceptive decisions. These are dis-
cussed further.

41 Motivators for Comfraceptive Llse

Intrapersonal motivators: Prevention of pregnancy was a major motivation for using
condraceptives and other studies have reported similar findings [18,27,28]. It can be linked
to other motivations, such as the fear of the consequences of teenage pregnancy. They
want to avoid sodo-economic consequences, such as disturbing their education, as they
will inevitably drop out of school, lack of family support and abandonment, alisnation,
and sodal as well as internalised stigma, and this is consistent with other studies
[19,22,28-30]. Adoclescents hawve the desire to pricritise their education as well as not bring
disappointment and shame to their families and endure the sodal sHgma that comes with
being teenage mothers [28,29]. Poverty, or the fear of worsening it, is a strong motivator
for adolescent girls te use contraceptives.

Fear of diseases is also another mofivation for contraceptive use, particularly con-
doms. Adolescent girls who did not want to use hormonal contraceptives opted to use
condoms, particularly male condoms. Comparable findings have been reported in other
studies [27,31-33]. Condoms are viewed as both a means of protection against diseases
and prevention of pregnancy [33], although mest use them for disease protection rather
than the dual role that condoms provide (disease prevention and prevention of preg-
nancy| [34]. Our study did not investigate the non-mentioning of female condoms as a
contraceptive of choice by adolescent girls.

Adolescents who had at least one child reported using contraceptives out of fear of
having more children, and among married adolescents, as a way of spadng their children,
and this has been reported in other studies [33]. Adclescent mothers are motivated to use
contraceptives as they seek to avoid the sodo-economic and possible health consequences
of having more children, or children born dose together. Poverty and failure to support
more children provide added incentives for adolescent mothers to use contraceptives [36].

4 2 Motoators for Non-Lse of Contraceptives [1,27.36-38]

The main reasens given by the adolescent girls for nom-use of contraceptives centred
arcund three main themes, which were fear of side effects, fear of infertility, and fear of
mocking or stigma by their friends. These can be categorised as infrapersonal and inter-
personal motivators.

Intrapersonal metivators for non-use: The adelescents mentioned various side effects
that they have experienced from using contraceptives. Similar side effects have been re-
ported in other studies, inchuding menstrual cycle irrepularities [6,20,23], sickness, indud-
ing abdominal pain [15,19,23], changes in weight (either extrems weight gain or loss)
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[6,19,21-23], menstrual cycle and colour of blood, spotting, constant bleeding [21,23],
amongst others. Other issues mentioned include body weakness, dizziness, fainting,
blood dots during menstruation, miscarriages, becoming epileptic [60], heavy bleeding
[6,18], canwcer [18], reduced libide [19,23], and paralysis [21]. This fear stems from what
those who have used contraceptives have experienced and alzo what those who have not
used contraceptives have heard from those whe have used them. These fears remain a
strong motivation for the non-use of contraceptives, espedally since the sxperience differs
fromn individual to individual Some may experience severe adverse reactions while others
may not, and as these experiences are shared, and coupled with misconceptions about
contraceptives, this fear of experiencing adwverse side effects remains prevalent among not
just adelescents, but women in general.

The fear of contraceptives causing infertility was a major reason for non-use [35,38-
41]. The belief that modern contraceptive use causes infertility has been documented in
other studies in sub-Saharan Africa [35,396]. In most sodeties in Africa, women face a
lot of pressure to have children. For some, having dhildren and motherhood are viewed
positively and thought to give the woman respect and an elevated sodal status in the
commumity [47]. Adolescent girls and women whe are umable to bear children may face
challenges sodally and culturally, induding disruption of their relationships or mar-
riages, boviriends or hushands resorting to polvgamy, divorce, or promiscuity by the bhoy-
friend or husband [41 45]. Therefore, when their fertility is threatened or is seemingly af-
fected through contraceptive use, these adolescent girls, and women in general, will opt
to not use contraceptives or discontinue use where they may have started already in fa-
vour of those perceived not to affect fertility such as condoms.

Interpersomal motivators for non-use: Stigma assodated with contraceptive use
amonyg adclescents has been reported in other studies [27,30]. This stems from the associ-
ation of contraceptive use with promismuonsmess. Where contraceptive use among ado-
lescents becomes commeon knowledge, they may be ridiculed and labelled “bad girls” who
have loose morals, as reported in similar studies [27,30,43,49]. Such mocking and judge-
ment from their peers may lead to excdusion from their sodal drecles and them being at
the centre of possip among their peers, including those who are married [6,20]. Therefore,
to avoid being the centre of ridicule, gossip, and victims of sodal exchision and for them
to maintain their social circles and social life, adolescents may lean towards the non-use
of contraceptives, that is, if thev do not opt to hide their usage of confraceptives.

4 3. IrgTuencers for UseIom-1lse [20.35,50]

Various factors influence adolescents’ dedsion whether or not to use contraceptives
and the main influencers included their parents, pesrs and frisnds, family members, part-
ners (interpersomal influencers), as well as churches and religious groups (organisational
influencers).

Interpersonal influencers: Parents, particularly mothers, play a key role in influene-
ing the confraceptive decsions of adolescent girls, as reported in several other studies
[6,19-21 23], in most cases indirectly [21]. Positive parental influences imvolve conwversa-
tions, mostly with mothers, regarding contraceptives, which help them choose, partics-
larly if they discuss contraceptives with their mothers before choosing a method [6]. Neg-
ative influences stem from negative attitudes that parents have towards contraceptive use,
which are tied to the disapproval of adolescents engaging in seoual activities. Some par-
ents do not discuss contraceptive use due primarily to their cultural and religious beliefs
as well as the belief that they are meant for adults [15]. Adolescent girls are afraid that
their parents would perceive them as bad girls for engaging in sex, which, in their parents’
view, is sinful behaviour and disrespactful to the parents [6]. Repercussions, such as pa-
rental disappoiniment and being driven from home or disowned, should parents discover
their confraceptive use tend to indine adolescent girls not to use contraceptves [6,18].
Bevond just influencing the decision to use contraceptives, parents, partioularly mothers,
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also influence the choice of contraceptive methods, usnally advising against hormonal
methods that are thought to affect fertility [19].

Semal partners can both encourage and discourage contraceptive use. Partriers tend
to encourage contraceptive use to avoid the embarrassment of maldng a young girl preg-
nant [19], while others do it to engage in unprotected sex while avoiding pregnancy.
Where pariners encourage cantraceptives, they play a key role in deciding the contracep-
tive method of choice [20]. Partners, however, also discourage contraceptive use through
coercive tactics to ensure the non-use, misuse, or discontinmation of contraceptive use [47].
They discourage adolescent girls from using contraceptives due to concems about contra-
ceptives and their perceived affect on future ferfility [19]. Adolescents also avoid using
contraceptives for fear of their partners thinking they have multipls sevoual partners [20].
Even though adolescent girls discuss contraceptive use with their intimate pariners, these
conwversations are usually to provide approval for contraceptive use [20,51], which is
linked to the unequal gender power dynamics in relationships, with males ultimately con-
trolling the dedsion making on contraceptive use [31]. They alse influence the choice of

traceptive method, which typically aligns with their preferred method [52].

Friends and peers have a major influence on adolescent girls" dedsions regarding
confraceptive use, both positively and negatively [27,36,37]. They are a key chammel
through which information on confraceptives is shared [1]. They, through their experi-
ence, influence adolescent girls’ comtraceptive dedsions. As confidants, friends and peers
are usually the first fo know about intentions to have sex. Therefors, based on their shared
tears of pregnancy, disruption of education and other such fears, coupled with some ex-
perience or Jmowledge about contraceptives that the friends may have, the friends have a
major influence on the decision to use contraceptives. Therefore, adolescents who see their
friends as contraceptive users are more likely to use contraceptives themsalves [38]. As
positive influences, they provide encouragement, share experisnces, and also offer re-
minders when contraceptives are due [27 36,37]. Adolescent girls tend to use contracep-
tives bacause their friends are using them [27], and they also share contraceptives, such as
condoms, with each other. As negative influences, friends and pesrs assodate contracep-
tive use with promiscuous behaviour, which can discourage contraceptive use [20].
Friends may also distance themselves from those discovered to use contraceptives, so to
avoid being excluded from sodal groups, adelescent girls may not use or may discontirme
the use of contraceptives [6,27,30].

Family members, other than parents, also influsnce the contraceptive dedsions of
adolescent girls [27]. These typically include sisters, cousins, aunts, and grandmothers,
depending on whether the adolescent girls were married or not. Older women encour-
aged contraceptive use, recommending different methods, depending on whether the girl
is married or not [53]. Adolescents whose family members were more positive and had a
liberal attitude and encouraged contraceptive use found it easier to use contraceptives
[54]. However, family members can also discourage the use of contraceptives through the
disapproval of their use [27], especially amidst perceived affects on future fertility [41].

Organisational influencers: Churches and religious groups also influence adolescent
girls" dedsions to use contraceptives, in some cases, a negative influence, through their
religious teachings, which are against sex, particularly ameng young and immarried
women, with those discovered to be ssmally acive being shunned or rejected by their
religious commumities for sex and its consequences [47). Raligious groups tend to discour-
age the use of contraceptives, particularly among adolescents, considering it a sinful act
against God and viewed in the same light as abortion [6]. However, other studies show
that thers are others who permit contraceptive uss with regard to child spacing that pos-
itively influence contraceptive use [55]. These results and others from other studies show
that religion does play a role in influencing confraceptive dedsions, whether negative or
positive, and should be leveraged to improve the uptake of contraceptives.
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44 Adalescent Grrls’ Comtraveptive Decisim-Maloamng Power

This study has shown that adolescent girls’ decision making regarding confraceptive
useis the result of a combination of an intimate, closs, and long-term relationship; positive
self-esteem; an internal locus of control; and favourable family, parmer, and peer influ-
ences, and when these characteristics are conducive, dedsion making takes place, with
conitraceptive use being the final outcome [50]. However, influencers of contraceptive de-
dsions also affect the power that these girls have to make these contraceptive dedsions.
There exist inherently unequal power dynamiics in relationships with their sexual part-
ners. These may result from the age difference, fimandal dependence of the girls on their
partners, etc, and usually take away the autonomous dedsiom-making power that the
girls may have duetothep-nt&nhalrepercusnonsshculdhevgoagmt what their pari-
ner wants. Friends and family also limit the dedsion-making power that adolescent girls
may have regarding contraceptive use. Through their infhuence, adolescent girls may feel
like they have no option but to go with what their friends and family are doing or saying,
thus relingquishing their dedsion-making power.

Study Limitations

The study’s findings may have been influenced by sodal desirability bias, and the
sensitive nature of the topic may have hindered information sharing by the participants.
Additionally, the study sought to capture broad and relevant themes regarding adoles-
cent girls" contraceptive decisions to feenage experiences rather than draw conclusions
from the FGDs and ETI= based on a representative sample. However, trained and axperi-
enced researchers conducted the interviews and disoussions to mitigate bias. The study
team also attempted to include more varied perspectives in the forus groups by imple-
menting a more inchisive recruiting method and ensuring that all participants” opindons
were heard.

The recruitment of participants from the youth-friendly services/comers may have
biased recruitment to those who are inclined to sesk health services from health facilities
ar live in proodmity to the location of the centres may affect the application of these find-
ings to dissimilar locations from where this study was conducted. However, these find-
ings are important for understanding the motivations and influences of adolescent girls'
confraceptive decisions. Future studies should consider a different approach in the re-
cruitment to strengthen the gensralizability of the findings.

3. Conclusions

Adolescents are motivated to use contraceptives by their fear of pregnancy, fear of
dis=ases, and also socio-sconomic consequences that come with teenage pregnancy, such
as dropping cut of school, sodal stigma, and assodated poverty. Their dedsion to use
contraceptives is also influenced by different factors, induding their parents, peers and
friends, family members, partners, as well as churches and religious groups. This brings
into question whether adolescent girls have the power to make decisions regarding con-
traceptive use, as the dedsion to use contraceptives as well as the choice of msthod are
influenced by persons other than themselves. There is a need to understand and account
for all these motivations and influsnces in the development of intervention programmes
targeting increasing contraceptive use in this age group. It is vital to take an all-inclusive
approach in developing interventions by including varous influencers, induding at insti-
tutional and policy levels, even as we seck to empower adolescents and give them auton-
omy to make contraceptive decisions. Parents, family members, and commumnity and reli-
gious groups need o be engaged and sensitized on the importance and benefits of contra-
ceptive use and dispel misinformation about contraceptives. Providing the correct infor-
mation to counter misinformation is essential to improving contraceptive uss for first-time
users and contirmed use for those already using contraceptives.
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CHAPTER NINE

INTEGRATIVE SYNTHESIS

This chapter synthesises the main findings from the different research outputs, which aimed to
answer the study's objectives.
9.1. Overview

Contraceptives have been proven to prevent unwanted pregnancies, early pregnancies, and
unsafe abortions (1). Despite this, contraceptive use remains low, particularly in the least
developed countries, such as those in Africa (2-4). In the least developed countries and Africa,
contraceptive use remained as low as 40% and 33%, respectively (3). Statistics showed even
lower figures among female adolescents (5,6), particularly among 15-19-year-olds in the
developing world, whose overall contraceptive prevalence rate (CPR) was approximately 21%
for all methods (modern and traditional) (7). This is notwithstanding the documented benefits
of contraceptives, including the autonomy to decide the number and spacing of children, better
health-related outcomes, such as reduced maternal and infant mortality (8-10) and better

schooling and economic outcomes, especially for girls and women (11,12).

Without contraceptive use, adolescent girls are exposed to adolescent pregnancy, a significant
public health problem, particularly in Africa. Adolescent pregnancy has dire consequences for
young mothers and their children. Compared to older women, adolescent girls are at higher risk
of maternal death, early neonatal death, anaemia, puerperal endometritis, operative vaginal
delivery, and episiotomy (13). They are also at higher risks of maternal mortality, obstructed
labour and obstetric fistula, which results in lower chances of receiving an education and
obtaining employment (14-16). Children born to adolescent mothers also face higher mortality
risks, undernourishment, low birth weight, preterm delivery, small-for-gestational-age infants

and school dropout compared to their peers (13,17).

Research across Africa has shown that various factors influence contraceptive use among
adolescent girls (1,18-20). These include individual (1,21,22), parental (18,19,21), peer
(20,21), partner (19,22), societal and community (1,18,20), and institutional and environmental
(1,23) factors. These all contribute to adolescent girls' decision to either use or not use

contraceptives.
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Despite evidence showing an upward trend in contraceptive prevalence among women 15-49
years in Zambia, contraceptive use among adolescents remains low, with statistics showing
that only 10.2% were using any modern contraceptive method in 2013/14 (24). While
considerable literature is available regarding contraceptive use among adolescent girls in the
region, there is an insufficient understanding of the patterns and trends of contraceptive use
among adolescent girls in Zambia and how these have changed over time, as well as the factors
that influence contraceptive use and contraceptive decision making. Therefore, this study
examined adolescent girls' contraceptive use patterns and trends and associated factors,
including factors influencing and motivating adolescent girls' decisions regarding

contraceptive use. The specific objectives of the study were:

1. To map evidence on adolescent girls' decision-making regarding contraceptive use in
sub-Saharan Africa through a scoping review.

2. To examine levels, patterns, and trends of contraceptive use among adolescents in
Zambia over the period of 18 years (1996 to 2014).

3. To determine the factors associated with contraceptive use among adolescents in
Zambia over the period of 18 years (1996 to 2014).

4. To understand the adolescent girls' experience with accessing and using in Zambia and
the perspectives and preferences that adolescent girls have regarding existing and future
contraceptive methods.

5. To explore the motivators and influencers of adolescent girls' decision-making on

whether or not to use contraceptives.

Therefore, this chapter seeks to synthesise the main findings from the research outputs
addressing the abovementioned objectives. The research papers presented in this thesis
addressed the study objectives individually or in combination. The table below details the link

between the objectives and the research outputs.

Table: Research outputs by study objectives

No. Objectives Title Status

1

To map evidence on adolescent girls’ Mapping evidence on decision-making Published
decision-making regarding contraceptive use on contraceptive use among
in sub-Saharan Africa through a scoping adolescents: a scoping review protocol
review. Mapping evidence regarding decision- Published

making on contraceptive use among
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adolescents in sub-Saharan Africa: a
scoping review.

To examine levels, patterns, and trends of
contraceptive use among adolescents in
Zambia over the period of 18 years (1996 to
2014).

Patterns, trends, and factors associated

with  contraceptive  use  among

adolescent girls in Zambia (1996 to

2014): a multilevel analysis

Published

To determine the factors associated with

contraceptive use among adolescents in

Factors contributing to changes in

contraceptive use among adolescent

Under
(Accepted)

review

Zambia over the period of 18 years (1996 to girls in Zambia: a decomposition
2014). analysis
To understand the adolescent girls” "In schools, teachers are so Under review

experience with accessing and using in
Zambia and the perspectives and preferences

that adolescent girls have regarding existing

judgemental...": Understanding
adolescent girls' experiences with

accessing and using contraceptives in

and future contraceptive methods. Zambia
To explore the motivators and influencers of Motivators and  Influencers  of Published
adolescent girls’ decision-making on whether adolescent  girls’  decision-making

or not to use contraceptives.

regarding contraceptive use in Four

Districts of Zambia

9.2. Summary of findings
Results showed that contraceptive use among adolescents in Zambia remains low. Over the 18
years from 1996 to 2014, contraceptive use only increased by 3.3% from 7.6% in 1996 to
10.9% in 2014. Findings from this research showed that age, education, residence, marital
status, and working status, particularly in the recent past, were significantly associated with
contraceptive use among adolescent girls. Adolescents who were older and those with higher
education levels were considerably more likely to use contraceptives than younger ones and
those with lower education. Despite being initially significant (AOR 0.556, 95% CI 0.317,
0.974 in 1996), rural-urban differences were not significant over the period 2001/2 and 2007
but re-appeared in 2013/14 (AOR 0.654, 95% CI 0.499, 0.859). Across all survey years (1996,
2001/2, 2007, and 2014), adolescents who were either married or living with a partner,
compared to those who were not married, were significantly more likely to use contraceptives.
To further understand the patterns and trends of contraceptive use among adolescents and their
associated factors, a decomposition analysis was performed from 1996 to 2014, described in
research output one. Decomposition analysis showed that the change in contraceptive use
resulted from population behaviour and compositional changes in the age group 15 — 19 years

over this period. An increase in age contributed to the change in contraceptive use over the
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reference period, 2.94% and 9.33% for 17- and 18-year-olds, respectively. Being married or
living with a partner contributed the most significant change (about 44%) to contraceptive use
while living in a rural area accounted for approximately 20%. Compositional changes also
accounted for some changes in contraceptive use among adolescents over the years. Changes
in composition relating to education, particularly regarding secondary education and higher,
accounted for 290% of the change in contraceptive use over the reference period. Regarding
rural-urban residence, rural areas contributed about 13% of the change, while changes in age
composition among older adolescents, 18 and 19-year-olds, accounted for approximately 7%
and 2%, respectively.

The behaviour of adolescent girls as they get older and compositional changes in this age group
contributed to the increase in a population change over the reference period. The effect of
women's characteristics, such as age and educational status, are comparable to other findings
of similar studies (25). Older adolescents (8,30), who are married or living with a partner (26—
28), and those with higher education (28,29) are more likely to use contraceptives. Older
adolescents are more likely to be educated, mature, knowledgeable about contraceptives and
appreciate their importance. Adolescents who were married were more likely to use
contraceptives; they can likely afford more effective contraceptives compared to their
unmarried counterparts because of financial support from their partner (28). They are also more
likely to use contraceptives and practice family planning than the unmarried due to regular
exposure to sexual intercourse and the risk of unintended pregnancy. Increases in the
proportion of adolescent girls in rural areas achieving higher levels of education, and deliberate
government policies, such as Comprehensive Sexuality Education for both in and out-of-school
adolescents and improving access to contraceptives (30), could have contributed to the increase

in contraceptive use in rural areas.

Beyond the quantitative findings which highlight the individual determinants of contraceptive
use among adolescent girls, this study sought to understand the factors influencing
contraceptive use among adolescent girls, their experience accessing and using contraceptives,
and what influences their contraceptive decision-making. In line with the conceptual
framework, the findings from the scoping review showed that various individual, parental, peer
and partner, societal and community, and institutional and environmental influences positively
and negatively affect adolescents' contraceptive decisions. These factors shape the patient's, in

this case, adolescents', experience with contraceptives and influence and motivate their
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contraceptive decisions. Their experience with accessing and using contraceptives also
contributes to their contraceptive decisions. Challenges with accessing contraceptives,
including unavailability of contraceptives and stockouts, health facility staff attitudes, expired
drugs, and lack of confidentiality and privacy, play a role in contraceptive decisions.
Experiences with using contraceptives, particularly the side effects they endure, also contribute
to their contraceptive choices. These experiences, coupled with the misconceptions they have
about contraceptives, such as contraceptives causing clots, infertility, and cancer,
contraceptives dislodge and move around the body, they are not for nulliparous women,
ultimately shape adolescent girls' motivations and influences to use contraceptives, both

positively and negatively.

9.3. Motivators, influencers and experiences with using contraceptives
The findings from this study demonstrated that adolescent girls in Zambia have various
motivators for the use and non-use of contraceptives and that various intrapersonal,
interpersonal, and societal factors influence their decision to use contraceptives. Most

motivators are intrapersonal, whereas most influencers are intrapersonal and organisational.

9.3.1. Motivators for the use and non-use of contraceptive
The desire to prevent pregnancy was a significant motivation for using contraceptives, a finding
consistent with other studies (18,31,32). Fear of diseases was also a strong motivator for
contraceptive use (31,33-35). There are also other motivations or reasons for contraceptive
use, which include the fear of the consequences associated with teenage pregnancy. These
motivations primarily relate to socio-economic consequences, such as disrupting their
education because once pregnant, they will drop out of school, lack of family support and
abandonment, if they get pregnant, alienation and social exclusion, as well as internalised
stigma (19,22,32,36,37). Adolescents wish to prioritise their education and not disappoint and
shame their families or endure the social stigma of being teenage mothers (32,36). Poverty, or

the fear of worsening it, was also a strong motivator for adolescent girls to use contraceptives.

The motivators for adolescent girls' non-use of contraceptives were mainly due to the fear of
side effects, infertility, and mocking or stigma by their friends. At the interpersonal level, other
studies have also reported on the stigma associated with contraceptive use among adolescents
(31,37). The stigma is due to the association of contraceptive use with promiscuous behaviours.
When adolescents' contraceptive use becomes public knowledge, they may endure ridicule and

be labelled 'bad girls' who have loose morals, as reported in similar studies (31,37—39). Such
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mocking and judgement from their peers may result in exclusion from their social circles and
them being at the centre of gossip among their peers, including those who are married (1,20).
Therefore, to avoid being the centre of ridicule, gossip, and victims of social exclusion and to
maintain their social circles and social life, adolescents may lean towards the non-use of

contraceptives, that is, if they do not opt to hide their usage of contraceptives.

Concerning motivation for non-use of contraceptives, side effects from using contraceptives,
including menstrual cycle irregularities (1,20,23), sickness, such as abdominal pain (18,19,23),
changes in weight (either extreme weight gain or loss) (1,19,21,22,40), menstrual cycle and
colour of blood, spotting, constant bleeding (21,40), are a significant demotivator for
contraceptive use. Fears about contraceptive use causing infertility were also a primary
motivator for the non-use of contraceptives and have been documented in other studies in
Africa (41-44). The women fear the social and cultural consequences associated with the
inability to reproduce, such as disruption of their relationships or marriages, boyfriends or
husbands resorting to polygamy, divorce, or promiscuity by the boyfriend or husband (39,44).

Therefore, they may choose not to use contraceptives or discontinue using contraceptives.

9.3.2. Influencers for the use and non-use of contraceptives

Parents, peers and friends, family members, and partners (interpersonal influencers) were the
leading influencers of adolescent girls' decisions on whether or not to use contraceptives.
Parents are both positive and negative influencers of contraceptive use (1,20,21,40,45).
Positive parental influences involve conversations, mostly with mothers, regarding
contraceptives, which help them choose, mainly if they discuss contraceptives with their
mothers before choosing a method (1). The influence of peers and friends on contraceptive use
among adolescent girls is documented by various studies (31,46,47) and also found in this
study. Through their knowledge and experience, friends tend to influence adolescent girls'
decisions regarding contraceptive use. Negative influences stem from parents' negative
attitudes towards contraceptive use, which are linked to adolescents' disapproval of sexual
activities. Some parents do not discuss contraceptive use due to primarily their cultural and
religious beliefs and the belief that they are meant for adults (18). Beyond just influencing the
decision to use contraceptives, parents, particularly mothers, also influence the choice of
contraceptive methods, usually advising against hormonal methods that are thought to affect
fertility (45).
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Sexual partners both encourage and discourage contraceptive use. They encourage
contraceptive use to avoid the embarrassment of making a young girl pregnant (19), and others
do it to engage in unprotected sex while avoiding pregnancy. Where partners encourage
contraceptives, they play a significant role in the choice of contraceptive method (20). They
influence the choice of contraceptive method, which typically aligns with their preferred
method (48). Sexual partners sometimes discourage contraceptive use and use coercive tactics
to ensure the non-use, misuse, or discontinuation of contraceptive use (49). They discourage
adolescent girls from using contraceptives due to concerns about their perceived effect of
contraceptives on future fertility (19). Adolescents also avoid using contraceptives for fear of
their partners thinking they have multiple sexual partners (20). When adolescent girls discuss
contraceptive use with their intimate partners, these conversations are usually to provide
approval for contraceptive use (20,50), which is linked to the unequal gender-power dynamics
in relationships with males, ultimately controlling the decision-making on contraceptive use
(50).

Family members, such as sisters, cousins, aunts, and grandmothers, also influence the
contraceptive decisions of adolescent girls (31), depending on whether the adolescent girls are
married or not and whether the girl has a child or not. Older women encourage contraceptive
use, recommending different methods depending on the girl's marital status (51). Adolescents
whose family members were more positive and had a liberal attitude, and encouraged
contraceptive use, found it easier to use contraceptives (52). However, family members can
also discourage the use of contraceptives through the disapproval of their use (31), especially

amidst perceived effects on future fertility (44).

Churches and religious groups also influence adolescent girls' decisions to use contraceptives.
Religious teachings are primarily against pre-marital sex, particularly among young unmarried
women. Those discovered to be sexually active may be shunned or rejected by their religious
communities for sexual behaviour and its consequences (49). Religious groups tended to
discourage the use of contraceptives, particularly among adolescents, considering it a sinful act
against God and viewed in the same light as abortion (1). Therefore, such strong religious views

were associated with reduced contraceptive use (41).

Cultural norms that are strong in the community also negatively influence contraceptive use
among adolescent girls. Research has shown that cultural norms promoting early marriage and

communities with rituals associated with initiation rites restricted adolescent girls from getting

152



and/or using contraceptives (53). Cultural norms have also contributed to high early pregnancy
rates (54) through their influence on the non-use of contraceptives. Societal and cultural beliefs
have also contributed to adolescents not using contraceptives (55).

The negative attitude of health staff also discouraged adolescents from accessing
contraceptives from health facilities (31,37,47,56). Attitudes of health facility staff, particularly
harsh treatment and scolding by nurses, negatively influenced decisions to use contraceptives
among adolescent girls (23). Additionally, the lack of privacy, a conducive environment and
policies that hinder access to contraceptives also have a bearing on the patient experience and
tend to influence contraceptive use among adolescents (18) negatively. The presence of parents
and community members at health facilities also raised concerns, particularly regarding

privacy.

9.4. Strengths and Limitations
The study employed mixed methods, including primary and secondary data sources, to answer
the research questions. Participants included in the quantitative component of the study
represented all adolescents across the country. In contrast, the qualitative component included
participants from rural, urban and peri-urban areas, thereby allowing for a diversity of view of
adolescents regarding contraceptive use. The insights obtained from this study will be relevant
to health facilities in similar settings within Zambia and beyond. The scoping review, collated
literature from across the country, created the much-needed context and broader understanding
of the issues affecting contraceptive use among adolescents in sub-Saharan Africa. The scoping
review was essential for mapping the existing literature on contraceptive use in the sub-region,
which helped to highlight the gaps and helped shape the focus of the study concerning

contraceptive use decision-making among adolescent girls.

The study has some inherent strengths and limitations. The quantitative component included
data from four demographic and health surveys, which is nationally representative data. This
allows for generalising the findings to all adolescent girls in Zambia. However, this data is self-
reported and may be subject to biases, such as social desirability bias. However, the analytical
methods used to analyse the data across the different quantitative papers attempted to control
for the bias in the analysis. Given that DHS data is cross-sectional, causal inferences may not

be made with regard to any observed relationships.
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Qualitative data was collected in youth-friendly spaces in public health facilities. Adolescent
girls who do not access youth-friendly services and adolescent who access health services from
private health facilities may have been excluded and/or under-represented in the sample.
Furthermore, this data also included self-reported data about sexual health information, which
exposes the data to social desirability bias, considering the sensitivity of the topic of the study.
However, the objectives and process of the study were sufficiently explained to the participants
to mitigate potential bias. Furthermore, participant verbatim quotes were also used to ensure

the credibility of the findings.

9.5. Conclusion
Contraceptive use among adolescent girls in Zambia remains low, increasing by only 3.3%
over the 18 years from 1996 to 2014. The age, education level, residence (whether rural or
urban), marital status, and working status of adolescent girls were critical factors in this change.
However, various individual, parental, peer and partner, societal and community, and
institutional and environmental factors motivate or deter contraceptive use among adolescent
girls. Key influencers and motivators for contraceptive use among adolescent girls are not just
centred on the girls themselves but involve the significant others, including partners, family
and community members, health facility staff and religious leaders. All these drive adolescents'
decision-making relating to contraceptive use. Therefore, choosing contraceptives and the
method may not entirely rest with adolescent girls. To improve demand, access and
contraceptive use in this age group, it is vital to understand and consider these various
motivations and influences in designing programmes geared towards improving contraceptive
use. Considering the various influencers, it is essential to employ all-encompassing approaches
involving all these different actors who play a role in adolescent girls' lives. Given its numerous
benefits, education should be prioritised. Accurate information must also be provided to
adolescents and all who play a role in their contraceptive choices. Interventions targeting
increasing demand, access and use of contraceptives among adolescents must be innovative,
participatory and implemented within the context of the local cultural norms to ensure the

desired results are achieved.

9.6. Recommendations
9.6.1. Implications for practice
The 2017-2021 Adolescent Health strategy adopted by the Ministry of Health in Zambia

prioritises three essential strategic components, one of which was the prioritisation of health
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promotion and demand creation for health services with and for adolescents (124). However,
the demand and usage of adolescent health services, such as contraceptives, remain low.

Results from this study have shown the motivators and influencers of contraceptive use which
include individual, parental, peer and partner, societal and community, and institutional and
environmental factors. Policies and programmes aimed at improving demand and use of
contraceptive use need to consider these factors in their design and formulation and need to
involve adolescents from inception. As such, existing policies and programmes targeting
contraceptive use in this age group need to be revised to improve demand, access and usage of
contraceptives, including strategies on how they are implemented. The ministry uses the
Adolescent/Youth Friendly Corner/Space model to provide basic health information
(ASRH&R and HIV, etc.), distribute IEC materials and condoms, and provide guided referrals
to health services in the health centres and to health workers who have been trained on the
adolescent health standards. To ensure that adolescents have confidence in these youth-friendly
spaces, the ministry needs to ensure that they address barriers to access services in these
locations, such as communication barriers between adolescents and health facility staff,
physical barriers including lack of space in the facility, lack of confidentiality and privacy
issues due to a need for a third party for interpretation. With most health facilities being short-
staffed, community-based volunteers can be incorporated to support adolescent girls'
understanding of and management of side effects resulting from contraceptive use and

discourage discontinuation of contraceptive use.

Ensuring constant engagement to enhance acceptance of contraceptives at the individual and
community level, particularly among adolescents and young adults, is essential. Complete and
accurate information should be provided to the communities and the intended users to help
dispel fears and misconceptions about contraceptives. Accessing information from reliable
sources of information, particularly health providers, should also be actively encouraged.
Youth-friendly spaces should be the norm in health facilities. Innovative strategies that are
young people-friendly, including the use of social media platforms, text message reminders,
reminders by peer educators and brochures, are also needed to improve knowledge and promote
the use of contraception. Training health providers and having younger staff who can identify
and communicate respectfully and non-judgementally with adolescents can help improve
health staff's attitudes towards young people. The curriculum for both pre-services and in-

service health facility staff needs to be revised to include training on engaging and managing
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young clients. Infrastructure-wise, locating youth-friendly spaces in more secluded places that
afford privacy and confidentiality can help improve access and utilisation of contraceptive

services among adolescents.

As found in this study, partners, friends, family, and community members play a central role
in contraceptive use among adolescents. Therefore, it is imperative to adopt holistic and
inclusive approaches that embrace broader stakeholder involvement, utilise evidence-based
data and promote the well-being of adolescents. Findings from this study showed that some
adolescents are more comfortable accessing contraceptives from NGOs and pharmacies.
Through community engagement and outreach activities, all these stakeholders, including
community-based organisations, civil society organisations and non-governmental
organisations who work with adolescents, must be engaged to ensure that they are all involved
in efforts to promote demand, access and usage of contraceptives use among adolescents.
Through these platforms, multi-sectoral linkages with activities that may affect contraceptive
use in these girls, such as gender-based violence and substance abuse, and integration of health
services such as HIV and sexual and reproductive health, can be effective tools to promote
contraceptive use. Community-based activities can be vital to reaching non-school-going

adolescents.

The introduction of comprehensive sexual and reproductive health education in schools in
Zambia was a step in the right direction for targeting adolescent girls in schools. Evidence-
based educational programmes that target improving adolescent girls and young women's
sexual behaviours and HIV prevention strategies must be encouraged and strengthened.
Extracurricular activities such as clubs that promote sexual and reproductive health and HIV
services must be promoted and strengthened where they exist. These programmes may be
integrated into school health programmes to reach these young girls and must include the
males. Males play a significant role in influencing contraceptive use among women. Therefore,
they should be involved in these activities to ensure that they have the correct information about
contraceptives and also involve them in the process to ensure they allow adolescent girls and
young women the freedom to make their own decisions regarding sexual behaviours and

contraceptive use.

9.6.2. Implications for further research
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Mixed methods employed in this study played a complementary role in this study. Therefore
future studies should consider using this approach to optimise the usability of their findings. It
is also important to conduct longitudinal and interventional studies to further investigate and
understand adolescent girls' motivators for contraceptive use, contraceptive use changes,
influencers, and patterns over time. Future research should test interventions to find a balance
between improving the adolescent uptake of contraceptives while being responsive to cultural
and societal contexts. Furthermore, there is a need for innovative research to understand
adolescent behaviours within the context of their communities that drive their contraceptive
choices. It is essential to understand the community structures and mindsets underpinning their

health-seeking behaviours related to contraceptive use.
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APPENDICES

Appendix 1: Consent Form
UKZN BIOMEDICAL RESEARCH ETHICS COMMITTEE

APPLICATION FOR ETHICS APPROVAL
For research with human participants (Biomedical)
INFORMED CONSENT FORM
Information Sheet and Consent to Participate in Research
Date:
Good morning/afternoon.

My name is Mumbi Chola, a PhD student from University of KwaZulu Natal, Discipline of
Public Health Medicine, School of Nursing and Public Health, 236 George Campbell
Building, Howard College Campus, King George V Avenue, Durban, 4041, South Africa,
Tel: + 2731-260-4383, Fax: +2731-260-4211, Email: 217082141 @stu.ukzn.ac.za.

You are being invited to consider allowing your child to participate in a study that involves
research on contraception use among adolescents specifically how adolescents make decisions
on whether or not to use contraceptives. The aim and purpose of this research is to understand
the different things that adolescents consider when deciding whether or not to use
contraceptives and also the experiences that adolescents have had with contraceptive use, what
adolescents think about contraceptives that are currently available and also what kinds of
contraceptives they would like to see on the market. The study is expected to enroll about 160
participants in total. These will be in groups of 10 and the groups will be according to age and
sex. The groups will include females in age groups 10-14 years and 15-19 years. These groups
will be done in will be in four towns, two in Lusaka Province and two in Northern Province.
The study will involve discussions on several topics around sexual activity, contraceptive use

and decision making on contraceptive use.

The duration of your child’s participation, if you choose allow him/her to enroll and remain in

the study, is expected to be approximately 1 hour 30 minutes to 2 hours. The study is funded
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through a scholarship from the College of health Sciences at University of KwaZulu Natal,
South Africa.

The study may involve the following risks and/or discomforts. Your child may not be
comfortable with discussing your sexual activity and contraceptive use in a group. However,
we will try to minimize this by ensuring that all information shared with us is not shared with
anyone and anything that may be used to identify your child a s a participant will be removed.
The study will not provide any direct benefits to your child as a participant but information
provided will help understand how adolescents make decisions on using contraceptives which
is important for programs aimed at prevention of teenage pregnancies.

This study has been ethically reviewed and approved by the UKZN Biomedical Research
Ethics Committee (approval number ).

In the event of any problems or concerns/questions you may contact the researcher at
217082141 @stu.ukzn.ac.za or +260968832646 or the UKZN Biomedical Research Ethics

Committee, contact details as follows:

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Please understand that your child’s participation in this study is voluntary. You can choose
whether or not to allow your child participate in the study. If you allow you child to participate,
he/she is free to withdraw his/her participation at any point. Refusal or withdrawal of your
child’s participation will not result in any penalties or consequences on your child’s part. If you
do opt to withdraw your child from the study, please inform the researcher at the contact details

provided. Where possible, please provide the reason for your withdrawal.

164



Participation may also be terminated by the researcher in the even that your child poses a threat
to other participants in the group discussions. Threats of violence or violent conduct will result
in participation being terminated.

With their participation, your child may be required to spend on transport to get to the venue
of the group discussion. They will be provided with a refund of K30 to cover their transport
costs to and from the venue for the discussions.

We will need to record the discussions so that at a later time, we can listen to the recordings
and be able to accurately capture your views and opinions. Please understand that this is purely
for report writing purposes. We will make sure that your child’s confidentiality is protected.
We will ensure this by making sure that any information that can be used to identify your child
is removed. We will also make sure that only the main research team will have access to the
recordings. The data will be securely stored and password protected and kept by the principal

researcher.

CONSENT

I, have been informed about the study entitled

Contraceptive use among adolescent girls in Zambia: A study on patterns, trends and

adolescents’ decision making on contraception methods by

| understand the purpose and procedures of the study which is to understand the different things
that adolescents consider when deciding whether or not to use contraceptives and also the
experiences that adolescents have had with contraceptive use, what adolescents think about
contraceptives that are currently available and also what kinds of contraceptives they would

like to see on the market.

| have been given an opportunity to ask questions about the study and have had answers to my

satisfaction.

| declare that my child’s participation in this study is entirely voluntary and that I may withdraw

my child from the study at any time without any consequences to my child or myself.
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| have been informed about any available compensation or medical treatment if injury occurs

to my child as a result of study-related procedures.

If I have any further questions/concerns or queries related to the study, | understand that | may
contact the researcher at 217082141 @stu.ukzn.ac.za or +260968832646.

If I have any questions or concerns about my child’s rights as a study participant, or if I am

concerned about an aspect of the study or the researchers then I may contact:

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Signature of Participant Date

Signature of Witness Date

(Where applicable)

Signature of Translator Date

(Where applicable)
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Appendix 2: Assent Form
UKZN BIOMEDICAL RESEARCH ETHICS COMMITTEE

APPLICATION FOR ETHICS APPROVAL
For research with human participants (Biomedical)
INFORMED ASSENT FORM
Information Sheet and Assent to Participate in Research
Date:
Good morning/afternoon.

My name is Mumbi Chola, a PhD student from University of KwaZulu Natal, Discipline of
Public Health Medicine, School of Nursing and Public Health, 236 George Campbell Building,
Howard College Campus, King George V Avenue, Durban, 4041, South Africa, Tel: + 2731-
260-4383, Fax: +2731-260-4211, Email: 217082141 @stu.ukzn.ac.za.

You are being invited to consider participating in a study that involves research on contraception
use among adolescents specifically how adolescents make decisions on whether or not to use
contraceptives. The aim and purpose of this research is to understand the different things that
adolescents consider when deciding whether or not to use contraceptives and also the experiences
that adolescents have had with contraceptive use, what adolescents think about contraceptives
that are currently available and also what kinds of contraceptives they would like to see on the
market. The study is expected to enroll about 160 participants in total. These will be in groups of
10 and the groups will be according to age and sex. The groups will include females in age groups
10-14 years and 15-19 years. These groups will be done in will be in four towns, two in Lusaka
Province and two in Northern Province. The study will involve discussions on several topics

around sexual activity, contraceptive use and decision making on contraceptive use.

The duration of your participation if you choose to enroll and remain in the study is expected to
be approximately 1 hour 30 minutes to 2 hours. The study is funded through a scholarship from

the College of health Sciences at University of KwaZulu Natal, South Africa.

The study may involve the following risks and/or discomforts. You may not be comfortable with
discussing your sexual activity and contraceptive use in a group. However, we will try to
minimize this by ensuring that all information you share is not shared with anyone and anything
that may be used to identify you a s a participant will be removed. The study will not provide any

BREC UKZN Oct 2008
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direct benefits to you as a participant but information you provide will help understand how
adolescents make decisions on using contraceptives which is important for programs aimed at
prevention of teenage pregnancies. Describe the scientific/other benefits hoped for from the
study).

This study has been ethically reviewed and approved by the UKZN Biomedical Research Ethics
Committee (approval number ).

In the event of any problems or concerns/questions you may contact the researcher at
217082141 @stu.ukzn.ac.za or +260968832646 or the UKZN Biomedical Research Ethics
Committee, contact details as follows:

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 27 31 2604609

Email: BREC@ukzn.ac.za

Please understand that your participation in this study is voluntary. You can choose whether or
not to participate in the study. If you do decide to participate, you are free to withdraw your
participation at any point. Your refusal or withdrawal of participation will not result in any
penalties or consequences on your part. If you do opt to withdraw from the study, please inform
the researcher at the contact details provided. Where possible, please provide the reason for your

withdrawal.

Participation may also be terminated by the researcher in the even that you pose a threat to other
participants in the group discussions. Threats of violence or violent conduct will result in your

participation being terminated.

With your participation, you may be required to spend on transport to get to the venue of the
group discussion. You will be provided with a refund of K30 to cover your transport costs to and

from the venue for the discussions.

BREC UKZN Oct 2008
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We will need to record the discussions so that at a later time, we can listen to the recordings and
be able to accurately capture your views and opinions. Please understand that this is purely for
report writing purposes. We will make sure that your confidentiality is protected. We will ensure
this by making sure that any information that can be used to identify you is removed. We will
also make sure that only the main research team will have access to the recordings. The data will
be securely stored and password protected and kept by the principal researcher.

BREC UKZN Oct 2008
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ASSENT

I, have been informed about the study entitled

Contraceptive use among adolescent girls in Zambia: A study on patterns, trends and

adolescents’ decision making on contraception methods by

I understand the purpose and procedures of the study which is to understand the different things
that adolescents consider when deciding whether or not to use contraceptives and also the
experiences that adolescents have had with contraceptive use, what adolescents think about
contraceptives that are currently available and also what kinds of contraceptives they would
like to see on the market.

| have been given an opportunity to ask questions about the study and have had answers to my

satisfaction.

| declare that my participation in this study is entirely voluntary and that | may withdraw at any

time without affecting any treatment or care that | would usually be entitled to.

I have been informed about any available compensation or medical treatment if injury occurs

to me as a result of study-related procedures.

If I have any further questions/concerns or queries related to the study, | understand that | may
contact the researcher at 217082141 @stu.ukzn.ac.za or +260968832646.

If | have any questions or concerns about my rights as a study participant, or if I am concerned

about an aspect of the study or the researchers then | may contact:
BIOMEDICAL RESEARCH ETHICS ADMINISTRATION

Research Office, Westville Campus
Govan Mbeki Building

Private Bag X 54001

Durban

4000

KwaZulu-Natal, SOUTH AFRICA
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Tel: 27 31 2604769 - Fax: 27 31 2604609
Email: BREC@ukzn.ac.za

Signature of Participant Date

Signature of Witness Date

(Where applicable)

Signature of Translator Date

(Where applicable)

Appendix 3: Data Collection Tools

Focus Group Discussion Guide

Title: Contraceptive use among adolescent girls in Zambia: A study on patterns, trends

and adolescents’ decision making on contraception methods.

Section A: Interview Particulars

BREC UKZN Oct 2008
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Date: / /

Start Time: / End time: / (Total Time spent: )

Name 0f MOderator: . ..oooieiii
NaAME OF NOLE TaKET: .. e e,
Introduction

Hello, my name is [insert your name] and this is [insert note taker’s name]. | would like to

thank you for agreeing to take part in this group discussion. I will be leading the discussion.

I am asking you to take part in a group discussion that will help us to better understand your
needs, preferences and perspectives, as adolescents, regarding existing and future contraceptive
methods as well as how you make decisions to use contraceptives. Sometimes a discussion
among a group of people leads to better understanding of issues because then we get to hear
many different options at the same time. | would like to encourage all of you who have decided
to participate to share openly and honestly about any questions you will be asked. We want to
hear the experience of everyone even if it’s different from what others have said. What you
will tell us will help us understand issues of contraception among adolescents and will possibly
help to come up with possible solutions to the issues we will discuss today. We will also make
recommendations that may help improve the health services in your community. Before we

start, we would like you to know a few things.

We would ask you that you not use real names or anything that will identify you or others but
that you use the numbers that have been assigned to each one of you. Please be honest in sharing
your options and experiences as this will help us make better recommendations to meet the
needs of young people like yourselves. We will also ask you not to share anything that the other

participants have expressed to other people.

We will ask for your permission to tape record this discussion because there will be a lot of
information that | will not be able to remember or write down. There will also be times that |
will ask follow up questions so that | can better understand what you are saying. By tape
recording this discussion, we can also make sure that our notes do not leave out the most
important information you have shared. The meaning of your view points and experiences will

also not change. 1 would like to assure you that these recordings will not be shared with anyone
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else and will only be used to help us clearly express your views as we write our report. This
discussion will last about an hour and a half.

Do you have any questions before we start? [Take time to address all the questions and

concerns]

With your permission | would like to turn on the tape recorder and begin the interview? [Turn
the tape recorder if permission if granted]. My colleague here will also take notes on some

of the key things that we will be discussions.
[INTERVIEWER: START RECORDING]

Remember to probe, get concrete examples and spend time (up to 90 minutes). Let the
informant speak at length and make sure that you use this only as a true guide in the
interview process, and not as a list of questions to be covered one after the other. Try to

have the participants speak one at a time.

1. Introduction

e What do you do? Are you in school? What grades are you
in?

e What’s the one thing you like doing in your free time?

e Have you ever heard of contraceptives?

2. Experiences with Sex

e How many of you have had sex before?
e What was your experience like?

e How often do you have sex?

e When was the last time you had sex?

3. Knowledge and access to contraceptives

e What comes to your mind when you hear the word
contraception or contraceptive?

e What do you know about contraceptives?

e Which types of contraceptives do you know of? What do
you know about them?
- List all the contraceptives mentioned and probe on

each one
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- Ask and probe those not mentioned

Where do you get information on contraceptives?

- List all sources mentioned and probe on possible
sources such as teachers, parents, relatives, friends,
hospital etc.

- Ask what information was obtained from each source

Do you have access to contraceptives? Where do you get

them from?

How easy is it for you to get contraceptives?

What are some of the problems you have when getting

contraceptives?

e Make a note of all problems mentioned

e Ask for more details and examples

Contraceptive Use
How often do you use contraceptives?
What contraceptives do you use? When did you start using
it?
What made you decide to start using contraceptives? What
things did you consider when deciding to use the
contraceptive?
What are the main reasons why you used contraceptives?
Which contraceptives have you used before?
- List all contraceptives mentioned
Why did you pick on the contraceptive you used?
- List all reasons given
What was your experience with the contraceptive you used?
- Probe and discuss each contraceptive mentioned.
Probe for what they liked and didn’t like
What are the fears and concerns that you and your peers
have with regard to using contraceptives?
- Take time to list down all the concerns and

complaints
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- Ask for more details and examples
Are there any specific reasons why you have not used any
contraceptives?
- List all reasons given and probe for myths and
misconceptions, fear of side effects
What challenges or problems do you face when using
contraceptives?
- Take time to list down all the challenges or
problems

Decision making
What motivated you to use contraceptives?

e Probe on motivation to prevent pregnancy

e List all mentioned
What are your personal beliefs about pregnancy? Did they
influence your decision to use contraceptives? In what way?
How about your religious beliefs? Did they influence your
decision to use contraceptives? In what way?
Do you think your parents influenced your decision to use
contraceptives? In what way?
Do you think your family (sisters, cousins, aunts, in-laws)
influenced your decision to use contraceptives? In what
way?
How about your friends? Did they influence your decision
to use contraceptives? In what way?
Do you think your cultural beliefs or your tribal beliefs
influence your decision to use contraceptives? How so?
How did you decide which contraception to use? What do
you consider when selecting one contraceptive over
another? What determines what contraceptive you will use?
Does what you know about the contraceptive method help

you make decisions on which one to use? In what way?
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When you want to use contraception, who initiates the
discussion on contraception? Is it you or your partner
(boyfriend or husband)?

When you want to use contraceptives, how do you decide
which contraceptive to use? Is it a decision you make alone

or with your partner (boyfriend or husband)?

Perspectives on existing contraceptives

What do you think of the contraceptives that are presently
available to you? Do you think they are the kind of
contraceptives that you need?

If a new contraceptive were to be developed specifically for
young people like you, what would you want this
contraceptive to be like?

What are the features you would like the contraception

have?
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Appendix 4: Ethical Approvals
University of KwaZulu-Natal Biomedical Research Ethics Committee (UKZNBREC)
e

UNIVERSITY OF ™

i KWAZULU-NATAL
INYUVESI
s, YAKWAZULU-NATALI
23 September 2019

Mr M Chola (217082141)

School of Mursing and Public Health
College of Health Sciences
Mumbii4@email.com

Dear Mr Chola

Protocol: Contraceptive use among adolescent girls in Zambia: A study on adolescents needs
preferences and perspective on contraception methods.
Degree: PhD
BREC Ref Mo: BE2BB/18
EXPEDITED APPLICATION: APPROVAL LETTER

A sub-committee of the Biomedical Research Ethics Committee has considered and noted your
application received on 23 April 2019,

The study was provisionally approved pending appropriate responses to queries raised. Your response
received on 08 September 201% to BREC letter dated 26 Movember 2018 has been noted by a sub-
committee of the Biomedical Research Ethics Committes. The conditions have been met and the
study s given full ethics approval and may begin as from 23 September 2019. Please ensure that
outstanding site permissions are obtained and forwarded to BREC for approval before
commencing research at a site.

This approval is valid for one year from 23 September 2019. To ensure uninterrupted approval of
this study beyond the approval expiry date, an application for recertification must be submitted to
BREC on the appropriate BREC form 2-3 manths before the expiry date,

Any amendments to this study, unless urgently required to ensure safety of participants, must be
approved by BREC prior to implementation.

Your acceptance of this approval denotes your compliance with South African Mational Research
Ethics Guidelines (2015), Sowth African Matiomal Good Clinical Practice Guidelines (2006) (if
applicable) and with UKZIN BREC ethics requirements as contained in the UKIN BREC Terms of
Reference and Standard Operating Procedures, all available at http:/ /research.ukzn.ac.za/Research-
Ethics/Biomedical-Research-Ethics. agpx.

BREC is registered with the South African Mational Health Research Ethics Council (REC-290408-009).
BREC has US Office for Human Research Protections (OHRF) Federal-wide Assurance (FWA 678).

The sub-committes’s decision will be noted by a full Committee at its next meeting taking place on
12 Hovember 2019.

Chair; Biomedical Research Ethics Committee

oc posigrduie admiskernon ranlalmgukenac. s Supeniser:  Ginladzag uonosc. CoSupervior Hosg wenshgucn.acas

Biomedical Research Ethics Commitles
Professor ¥ Rambiritch (Chair)
‘Westville Campus, Govan Mbeki Building
Pesial Address: Privaie Bag X54001, Durban 4000
Telephone: +27 (0] 31 250 2486 Facsimile: +27 (0) 31 280 46080 Emall: breciukzn.ac.za
Wabalkte: i irasesrch.uken a2 za/Research-EsicsBiemadical Ressarch Ethics aogn
l 1540 . 2010 ‘.
100 YEARS OF ACADEMIC EXCELLENCE
Foundirg Campuses’  am Edoewood o Howand College Medical Sehool o Plalomantzbum = Weshile
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University of Zambia Biomedical Research Ethics Committee (UNZABREC)

UNIVERSITY OF ZAMBIA
BIOMEDICAL RESEARCH ETHICS COMMITTEE

Telephone: 260-1-256067 Fidzeway Campus
Telegrams: TTNZA LUSAEA P.O. Box 50110
Telex: UNZALT ZA 44370 Lusaka, Zambia
Fax: + 260-1-250753 E-mail: wnzareciiumza mm

Federal Azsurance No. FWAQM0000338 IEBO000113] of IORGO000TT4

29% Augnst, 2019.
EEF. No. 157-2019
Mr. Mumbi Chola,
University of Kwa-Zulu Natal,
Discipline of Public Health Medicine,
South Africa.

Dear Mr. Chola,

RE: “CONTRACEPTIVE USE AMONG ADOLESCENT GIRLS IN ZAMBIA: A
STUDY ON ADOLESCENTS® NEEDS, PREFERENCES AND PERSPECTIVES ON
CONTRACEPTION METHODS" (Ref No. 157-2019)

The above-mentioned research proposal was presented to the Biomedical Research Ethies Committee
Meeting on 28® August, 2019. The proposal is approved. The approval is based on the following
documents that were submitted for review:

a) Study proposal

b) Questionnaires
) Participant Consent Form
APPROVAL NUMBER : REF. 157-2019
This number should be used on all correspondence, consent forms and documents as appropriate.
= APFROVAL DATE : 28" August 2019

TYPE OF APFROVAL  : Standard
EXPIRATION DATE OF APPROVAL  : 27® August 2020

After this date, this project may only continue upon renewal. For purposes of renewal, a progress
report on a standard form cobtainable from the UNZABREC Offices should be submitted one month
before the expiration date for contimuing review.

SERIOUS ADVERSE EVENT REPORTING: All SAFEs and any other serious challenges/problems
having to do with participant welfare, participant safety and study integrity nmst be reported to
UNEZABEEC within 3 working days using standard forms obtamable from UNZABREC.
MODIFICATIONS: Prior UNZABEEC approval using standard forms obtainable from the
UNZABREC Offices is required before implementing any changes in the Protocel (including changes in
the consent documents).
TEREMINATION OF STUDY: On termination of a study, a report has to be submitted to the
UNZABFEC using standard forms obtainable from the UNZABFEC Offices.
NHEA: Where appropriate, apply in writing to the National Heath Fesearch Anthority for parmission
before you embark on the study.
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= QUESTIONS: Please contact the UNZABREC on Telephone No 236067 or by e-mail on
uNzATes N7 Fm

* (OTHER: Please be reminded to send in copies of your research findings/results for our records. You're
also requited to submit electronic copies of your publications in peer-reviewed journals that may
emanate from this study. Use the online portal: wnza rthinno net for further submissions.

Yours sincerely.

T}’&Wﬁﬁ.
Sody Mweetwa Munsaka BSe., MSe_ PhD
CHAIRPEESON
Tel: +260977925304
E-mail: 5. munsaka@unza.zm
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Appendix 5: Authorisation and Permission Letters
National Health Research Authority

NATIONAL HEALTH RESEARCH AUTHORITY
Paediatric Centre of Excellence, University Teaching Hospital, P.O. Box 30075, LUSAKA
Tell: +260211 250309 | Email: znhrasec(@ gmail com | www.nhra.org zm

RefNNC. .c.oocmisssssemsanss Date: 20% September, 2019

The Prncipal Investigator

Mr. Mumbi Chola

University of KwaZulu Natal,

School of Nursing and Public Health,
236 George Campbell Building,
Howard College Campus,

King George V Avenue,

DURBAN, SOUTH AFRICA.

Dear Mr. Chola,

Re: Request for Authority to Conduct Research

The National Health Research Authority is in receipt of your request for authority to conduct
research titled “Contraceptive use among adolescent girls in Zambia: A study on patterns,
trends and adolescents’ decision making on contraception methods.” I wish to inform you
that following submissicn of your request to the Authonty, our review of the same and m view of
the ethical clearance, this study has been approved on condition that:

1. The relevant Provincial and District Medical Officers where the study is being
conducted are fully appraised;

2. Progress updates are provided to NHEA quarterly from the date of commencement of
the study:

3. The final study report is cleared by the NHEA before any publication or dissemination
within or cutside the country;

4. After clearance for publication or dissemunation by the NHEA | the final study report is
shared with all relevant Provincial and Distnct Directors of Health where the study was
being conducted, University leadership, and all key respondents.

Yours sincerely,

Dr. Godfrey Biemba
Director/CEOQ
National Health Research Authority

All correspondences should be addressed to the Director'CEQ Mational Health Research Autharty
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