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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. 

• 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 

• 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. 

• 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. 

• 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: Illustration 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. 



34 
 

References 

1. Bronfenbrenner U. Toward an experimental ecology of human development. American 

psychologist. 1977;32(7):513.  

2. McLeroy KR, Bibeau D, Steckler A, Glanz K. An Ecological Perspective on Health Promotion 

Programs. Health Educ Q [Internet]. 1988 Dec 1;15(4):351–77. Available from: 

https://doi.org/10.1177/109019818801500401 

3. Tsui AO, Brown W, Li Q. Contraceptive Practice in sub-Saharan Africa. Popul Dev Rev. 2017 

May 1;43(S1):166–91.  

4. United Nations. Trends in Contraceptive Use Worldwide 2015. Department of Economic and 

Social Affairs PD, editor. 2015.  

5. Creanga AA, Gillespie D, Karklins S, Tsui AO. Low use of contraception among poor women 

in Africa: an equity issue. Bull World Health Organ [Internet]. 2011 Apr 1 [cited 2018 Jan 

22];89(4):258–66. Available from: http://www.who.int/entity/bulletin/volumes/89/4/10-

083329.pdf 

6. Arthur MC, Champiti M. Sexual behaviour and contraceptive knowledge and use among 

female adolescents in Senior High School in Manhyia submetro, Kumasi. 2016 Sep 29;  

7. Hounton S, Barros AJD, Amouzou A, Shiferaw S, Maïga A, Akinyemi A, et al. Patterns and 

trends of contraceptive use among sexually active adolescents in Burkina Faso, Ethiopia, and 

Nigeria: Evidence from cross-sectional studies. Glob Health Action. 2015 Dec 9;8(1):29737.  

8. Population Services International. Sexual and Reproductive Health of Adolescents and Youth 

[Internet]. 2016. Available from: http://www.psi.org/wp-

content/uploads/2016/06/RH_EvidenceSeries_d1.pdf 

9. Ahmed S, others. Maternal deaths averted by contraceptive use: an analysis of 172 

countries. The Lancet. 2012;380:111–25.  

10. Bhutta ZA, others. Can available interventions end preventable deaths in mothers, newborn 

babies, and stillbirths, and at what cost? . The Lancet. 2014;384.  

11. Rutstein S, Winter R. Contraception needed to avoid high-fertility-risk births,  and maternal 

and child deaths that would be averted. DHS Analytical Studies. No. 50. Rockville, Maryland, 

USA: ICF International; 2015.  

12. Canning D, Schultz TP. The economic consequences of reproductive health and family 

planning. . The Lancet. 2012;380:165–71.  

13. Schultz TP, Joshi S. Family planning and women’s and children’s health: consequences of an 

outreach program in Matlab, Bangladesh. . Demography. 2013;50:149–80.  



35 
 

14. Radovich E, Dennis M, Wong K, Lynch CA, Ali M, Cleland J, et al. Who meets the 

contraceptive needs of young women? A cross-sectional study of first providers of family 

planning in 33 sub-Saharan African countries. In: PAA 2017 Annual Meeting. PAA; 2017.  

15. Chandra-Mouli V, McCarraher DR, Phillips SJ, Williamson NE, Hainsworth G. Contraception 

for adolescents in low and middle income countries: needs, barriers, and access. Reprod 

Health. 2014;11:1–8.  

16. Cleland J, Ali MM. Sexual abstinence, contraception, and condom use by young African 

women: a secondary analysis of survey data. The Lancet. 2006;368(9549):1788–93.  

17. Behrman JA, Wright KQ, Grant MJ, Soler-Hampejsek E. Trends in Modern Contraceptive Use 

among Young Adult Women in sub-Saharan Africa 1990 to 2014. Stud Fam Plann [Internet]. 

2018 Dec 1;49(4):319–44. Available from: https://doi.org/10.1111/sifp.12075 

18. Ahinkorah BO, Hagan Jr. JE, Seidu AA, Sambah F, Adoboi F, Schack T, et al. Female 

adolescents’ reproductive health decision-making capacity and contraceptive use in sub-

Saharan Africa: What does the future hold? PLoS One [Internet]. 2020 Jul 

10;15(7):e0235601-. Available from: https://doi.org/10.1371/journal.pone.0235601 

19. Morris JL, Rushwan H. Adolescent sexual and reproductive health: The global challenges. 

International Journal of Gynecology & Obstetrics. 2015 Oct 1;131(S1):S40–2.  

20. Central Bureau of Statistics (Kenya), Ministry of Health (Kenya), O R C Macro. Kenya 

Demographic and Health Survey 2003. Vol. 210. Calverton: CBS, Ministry of Health and ORC 

Macro; 2004.  

21. Chandra-Mouli V, McCarraher DR, Phillips SJ, Williamson NE, Hainsworth G. Contraception 

for adolescents in low and middle income countries: needs, barriers, and access. Reprod 

Health. 2014;11:1.  

22. Macphail C, Campbell C. ‘I think condoms are good but, aai, I hate those things’:: condom 

use among adolescents and young people in a Southern African township. Soc Sci Med. 

2001;52(11):1613–27.  

23. Ahanonu EL. Attitudes of Healthcare Providers towards Providing Contraceptives for 

Unmarried Adolescents in Ibadan, Nigeria. J Family Reprod Health. 2014;8:33–40.  

24. Tilahun M, Mengistie B, Egata G, Reda AA. Health workers’ attitudes toward sexual and 

reproductive health services for unmarried adolescents in Ethiopia. Reprod Health. 

2012;9:19.  

25. Wood K, Jewkes R. Blood Blockages and Scolding Nurses: Barriers to Adolescent 

Contraceptive Use in South Africa. Reprod Health Matters. 2006;14:109–18.  



36 
 

26. Van Rossem  Dominique RM. The reach and impact of social marketing and reproductive 

health communication campaigns in Zambia. BMC Public Health . 2007;7:352.  

27. Warenius LU, Faxelid EA, Chishimba PN, Musandu JO, Ong’any AA, Nissen EB. Nurse-

midwives’ attitudes towards adolescent sexual and reproductive health needs in Kenya and 

Zambia. Reprod Health Matt. 2006;14.  

28. Van Rossem R, Meekers D. An evaluation of the effectiveness of targeted social marketing 

to promote adolescent and young adult reproductive health in Cameroon. AIDS Educ 

Prevent . 2000;12.  

29. Nyarko SH. Prevalence and correlates of contraceptive use among female adolescents in 

Ghana. BMC Womens Health. 2015 Dec 19;15(1):60.  

30. Khan MdM, Hossain ME, Hoq MN. Determinants of Contraception Use among Female 

Adolescents in Bangladesh. Asian Soc Sci. 2012;Vol. 8.  

31. Nketiah-Amponsah E, Arthur E, Abuosi ALBNA. Correlates of contraceptive use among 

Ghanaian women of reproductive age (15–49 Years). Afri J Reprod Health. 2012;16.  

32. Doyle AM, Mavedzenge SN, Plummer ML, Ross DA. The sexual behaviour of adolescents in 

sub-Saharan Africa: patterns and trends from national surveys Revue: Comportement sexuel 

des adolescents en Afrique subsaharienne: Profils et tendances dans les enquêtes nationales 

Revisión: El comportamiento sexual . Tropical Medicine & International Health. 

2012;17:796–807.  

33. Green V, Johnson S, Kaplan D. Predictors of adolescent female decision making regarding 

contraceptive usage. Adolescence. 1992;27(107):613–32.  

34. Lebese RT, Maputle SM, Ramathuba DU, Khoza LB. Factors influencing the uptake of 

contraception services by Vatsonga adolescents in rural communities of Vhembe District in 

Limpopo Province, South Africa. Health SA Gesondheid. 2013;18(1):6 pages.  

35. Johnson R, Nshom M, Nye AM, Cohall AT. There’s always Plan B: adolescent knowledge, 

attitudes and intention to use emergency contraception. Contraception. 2010;81:128–32.  

36. Fatusi AO, Hindin MJ. Adolescents and youth in developing countries: Health and 

development issues in context. J Adolesc. 2010/07/06. 2010;33:499–508.  

37. Kennedy E, Gray N, Azzopardi P, Creati M. Adolescent fertility and family planning in East 

Asia and the Pacific: a review of DHS reports. Reprod Health. 2011;8:11.  

38. Sanchez EK, McGuire C, Calhoun LM, Hainsworth G, Speizer IS. Influences on contraceptive 

method choice among adolescent women across urban centers in Nigeria: a qualitative 

study. Contracept Reprod Med. 2021;6(1):8.  



37 
 

39. Harrington EK, Casmir E, Kithao P, Kinuthia J, John-Stewart G, Drake AL, et al. “Spoiled” girls: 

Understanding social influences on adolescent contraceptive decision-making in Kenya. PLoS 

One. 2021 Aug 1;16(8 August).  

40. Bhushan NL, Fisher EB, Maman S, Speizer IS, Gottfredson NC, Phanga T, et al. 

Communication, social norms, and contraceptive use among adolescent girls and young 

women in Lilongwe, Malawi. Women Health. 2021;61(5):440–51.  

41. Chipeta EK, Chimwaza W, Kalilani-Phiri L. Contraceptive Knowledge, Beliefs and Attitudes in 

Rural Malawi: Misinformation, Misbeliefs and Misperceptions. Malawi Medical Journal. 

2010;Vol 22.  

42. Thatte N, Bingenheimer JB, Ndiaye K, Rimal RN. Unpacking the Barriers to Reproductive 

Health Services in Ghana: HIV/STI Testing, Abortion and Contraception. Afr J Reprod Health. 

2016;20(2):9.  

43. Bankole A, Malarcher S. Removing barriers to adolescents’ access to contraceptive 

information and services. Stud Fam Plann. 2010 Jun 7;41(2):117–24.  

44. Ontiri S, Mutea L, Naanyu V, Kabue M, Biesma R, Stekelenburg J. A qualitative exploration of 

contraceptive use and discontinuation among women with an unmet need for modern 

contraception in Kenya. Reprod Health. 2021;18(1):33.  

45. Farmer DB, Berman L, Ryan G, Habumugisha L, Basinga P, Nutt C, et al. Motivations and 

Constraints to Family Planning: A Qualitative Study in Rwanda’s Southern Kayonza District. 

Glob Health Sci Pract. 2015 May;3(2):242–54.  

46. Klinger A, Asgary R. Perceptions and attitudes regarding sexually transmitted infection and 

family planning among adolescents in Northern Madagascar. Women Health. 2017 May 

28;57(5):599–613.  

47. Morse JE, Rowen TS, Steinauer J, Byamugisha J, Kakaire O. A qualitative assessment of 

Ugandan women’s perceptions and knowledge of contraception. Int J Gynaecol Obstet. 

2014 Jan;124(1):30–3.  

48. Capurchande R, Coene G, Schockaert I, Macia M, Meulemans H. “It is challenging… oh, 

nobody likes it!”: a qualitative study exploring Mozambican adolescents and young adults’ 

experiences with contraception. BMC Womens Health. 2016;16(1):48.  

49. Bhushan NL, Phanga T, Maseko B, Vansia D, Kamtsendero L, Gichane MW, et al. 

Contraceptive Conversations among Adolescent Girls and Young Women and Their Partners, 

Peers, and Older Female Family Members in Lilongwe, Malawi: A QualitativeAnalysis. Stud 

Fam Plann. 2021 Dec 1;52(4):397–413.  

50. Boamah-Kaali EA, Mevissen FEF, Owusu-Agyei S, Enuameh Y, Asante KP, Ruiter RAC. A 

Qualitative Exploration of Factors Explaining Non-Uptake of Hormonal Contraceptives 



38 
 

Among Adolescent Girls in Rural Ghana: The Adolescent Girls’ Perspective. Open Access J 

Contracept. 2021;12:173.  

51. Otoide VO, Oronsaye F, Okonofua FE. Why Nigerian adolescents seek abortion rather than 

contraception: evidence from focus-group discussions. Int Fam Plan Perspect. 2001;77–81.  

52. Dombola GM, Manda WC, Chipeta E. Factors influencing contraceptive decision making and 

use among young adolescents in urban Lilongwe, Malawi: a qualitative study. Reprod 

Health. 2021;18(1):1–11.  

53. Sanchez EK, Speizer IS, Tolley E, Calhoun LM, Barrington C, Olumide AO. Influences on 

seeking a contraceptive method among adolescent women in three cities in Nigeria. Reprod 

Health. 2020;17(1):N.PAG-N.PAG.  

54. Rehnström Loi U, Otieno B, Oguttu M, Gemzell-Danielsson K, Klingberg-Allvin M, Faxelid E, 

et al. Abortion and contraceptive use stigma: a cross-sectional study of attitudes and beliefs 

in secondary school students in western Kenya. Sex Reprod Health Matters. 2019 Nov 

29;27(3):20–31.  

55. Hall K, Manu A, Morhe E, Zochowski M, Boakye A, Challa S, et al. Understanding “Bad Girl:” 

qualitative findings on stigma and adolescent sexual and reproductive health in Ghana. 

Contraception. 2015;92(4):393–4.  

56. Engelbert Bain L, Amu H, Enowbeyang Tarkang E. Barriers and motivators of contraceptive 

use among young people in Sub-Saharan Africa: A systematic review of qualitative studies. 

PLoS One. 2021 Jun 4;16(6):e0252745.  

57. Moreau D. [Principal decisional factors relating to contraceptive usage in adolescents]. Nurs 

Pap. 1986;17(4):54–70.  

58. Coleman JN, Milford C, Mosery N, Choi KW, Greener LR, Matthews LT, et al. “I did not 

plan … that is what hurts”: Pregnancy intentions and contraceptive use among pregnant 

young women in KwaZulu-Natal, South Africa. African Journal of AIDS Research. 2021 Apr 

3;20(2):149–57.  

59. Manet H, Doucet MH, Bangoura C, Dioubaté N, El Ayadi AM, Sidibé S, et al. Factors 

facilitating the use of contraceptive methods among urban adolescents and youth in 

Guinea: a qualitative study. Reprod Health. 2023;20(1):1–13.  

60. Commendador K. The relationship between female adolescent self-esteem, decision 

making, and contraceptive behavior. J Am Acad Nurse Pract. 2007 Nov;19(11):614–23.  

61. Gage AJ. Sexual activity and contraceptive use: the components of the decisionmaking 

process. Stud Fam Plann. 1998 Jun;29(2):154–66.  



39 
 

62. Commendador KA. Parental influences on adolescent decision making and contraceptive 

use. Pediatr Nurs. 2010;36(3):147-156,170.  

63. Ochako R, Mbondo M, Aloo S, Kaimenyi S, Thompson R, Temmerman M, et al. Barriers to 

modern contraceptive methods uptake among young women in Kenya: a qualitative study. 

BMC Public Health. 2015 Dec 10;15(1):118.  

64. Mosha I, Ruben R, Kakoko D. Family planning decisions, perceptions and gender dynamics 

among couples in Mwanza, Tanzania: a qualitative study. BMC Public Health. 2013;13.  

65. Sandler AD, Watson TE, Levine MD. A study of the cognitive aspects of sexual decision 

making in adolescent females. J Dev Behav Pediatr. 1992/06/01. 1992;13:202–7.  

  

 

 

 

  



40 
 

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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3.2. Mapping evidence regarding decision-making on contraceptive use among 

adolescents in sub-Saharan Africa: a scoping review 
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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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Figure 2: Map of Zambia (2) 

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 KIIs 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 KIIs 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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CHAPTER SIX 

FACTORS CONTRIBUTING TO CHANGES IN 

CONTRACEPTIVE USE AMONG ADOLESCENT GIRLS IN 

ZAMBIA: A DECOMPOSITION 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 



85 

 

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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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 



109 

 

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 
Facility 

District Province Number of 
participants 

Age 
Range 

Education level  

FGD Mtendere 
Clinic 

Lusaka  
 
 
Lusaka 
Province 

12 15 – 19 Primary and 
Secondary School 

IDIs Mtendere 
Clinic 

Lusaka 3  15 – 19 Primary and 
Secondary School 

FGD Chongwe 
Clinic 

Chongwe 9 15 – 19 Primary and 
Secondary School 

FGD Chongwe 
Clinic 

Chongwe 8 15 – 19 Primary and 
Secondary School 

FGD Chikoyi Clinic Luwingu  
 
Northern 
Province 

10 15 – 19 Primary and 
Secondary School 

FGD Chikoyi Clinic Luwingu 10  Primary and 
Secondary School 

FGD Location 
Urban Clinic 

Kasama 10 15 – 19 Primary and 
Secondary School 

FGD Namalundu 
Clinic 

Kasama  10 15 – 19 Primary and 
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 I 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 I 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, I 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 



112 

 

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, I 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 I 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 you in 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 I 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 I started using Depo, I did it for 3 times, 3 months each. But I stopped, and I 
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 µg 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 I did not check the expiry date. Afterwards, I discovered that 
it was expired.” [FGD 4, participant 3, Chikoyi Clinic, Luwingu] 

Unavailability 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. I 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 I 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. I then changed to Depo, which gave me 
similar problems. I 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. I 
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. I also feel dizzy when I 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 
condoms.  

“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, I 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] 

“A loop 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 I have 
unprotected sex, I 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. I 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 I can be forgetting. I think I 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 



121 

 

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 
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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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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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adolescents in sub-Saharan Africa: 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). 

Patterns, trends, and factors associated 

with contraceptive use among 

adolescent girls in Zambia (1996 to 

2014): a multilevel analysis 

Published 

3 To determine the factors associated with 

contraceptive use among adolescents in 

Zambia over the period of 18 years (1996 to 

2014). 

Factors contributing to changes in 

contraceptive use among adolescent 

girls in Zambia: a decomposition 

analysis 

Under review 

(Accepted) 

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. 

"In schools, teachers are so 

judgemental…": Understanding 

adolescent girls' experiences with 

accessing and using contraceptives in 

Zambia 

Under review 

5 To explore the motivators and influencers of 

adolescent girls’ decision-making on whether 

or not to use contraceptives. 

Motivators and Influencers of 

adolescent girls’ decision-making 

regarding contraceptive use in Four 

Districts of Zambia 

Published 

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 



 

151 

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 
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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. 
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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 

____________________________. 

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. 

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

satisfaction. 

I 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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I 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, I understand that I 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 
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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.  
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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. 
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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. 

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

satisfaction. 

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

time without affecting any treatment or care that I 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, I understand that I may 

contact the researcher at 217082141@stu.ukzn.ac.za or +260968832646. 

If I 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 I 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 
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Date: ____/____/_____ 

Start Time: ____/_____       End time: ____/____ (Total Time spent: _______)  

Name of Moderator: …………………………………………………………. 

Name of Note Taker: …………………………………………………………. 

Introduction 

Hello, my name is [insert your name] and this is [insert note taker’s name]. I 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. I 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 I will not be able to remember or write down. There will also be times that I 

will ask follow up questions so that I 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. I 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 I 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 

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

in? 

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

• Have you ever heard of contraceptives? 

 

2. Experiences with Sex 

• How many of you have had sex before? 

• What was your experience like? 

• How often do you have sex? 

• When was the last time you had sex? 

 

3. Knowledge and access to contraceptives 

• What comes to your mind when you hear the word 

contraception or contraceptive? 

• What do you know about contraceptives? 

• 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? 

• Make a note of all problems mentioned 

• Ask for more details and examples 

4. 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 

5. Decision making 

• What motivated you to use contraceptives?  

• Probe on motivation to prevent pregnancy 

• 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)? 

6. 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) 
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University of Zambia Biomedical Research Ethics Committee (UNZABREC) 
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Appendix 5: Authorisation and Permission Letters 

National Health Research Authority 
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