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ABSTRACT

Although sexual and reproductive health practices among young people are well
documented, little is known about the factors that affect their decisions to use contraception.
This is of paramount importance particularly in KwaZulu-Natal for two reasons: 1) the
increasing number of teenage unplanned pregnancies in KwaZulu-Natal and 2) the inherent
implication that unprotected sex can result in the transmission of diseases like sexually
transmitted infections, including HIV and AIDS. Additionally, the sexual risk-taking and
reproductive health behaviour of young people in KwaZulu-Natal is of extreme interest to
researchers and program implementers, particularly since KwaZulu-Natal is the worst HIV
affected region in South Africa (World Aids Conference XI1I, 1999).

The aim of this study is to investigate sexual and reproductive health practices and
dynamics among males and females between the ages 14 and 22 years in two areas in
KwaZulu-Natal, South Africa: Metropolitan Durban and the magisterial district of Mtuzini.
It explores a selection of the factors that affect contraceptive use among young people.
These include age, race, sex, geographic location, relationship status and perceived risk.
The study includes a rural-urban comparison, using focus group discussions and structured
interviews from a pre-existing data set. Results were analysed using the Statistical Package
for the Social Sciences (SPSS). The method of triangulation was adopted as this offered a
more holistic approach to the analysis of both the qualitative and quantitative components
of this study. The quantitative analysis was conducted using univariate frequencies,
bivariate cross tabulations and multivariate logistic regression.

The major findings of this study were that there is a strong correlation between
contraceptive use and relationship status, age and sex of respondent and geographic
location: (i) Both men and women in a steady relationship were more likely to use
contraception, with a greater prevalence among those young adults who had previously
given birth or fathered a child. (ii) respondents in the 20-22 year old age category exhibited
the highest occurrence of safe sex practices, (iii) young women viewed contraception more
positively than young men; particularly as a means to avoid or delay pregnancy, (iv)
knowledge about contraception, its use and source of supply among both men and women
between the ages 14 and 22 years is universal, with almost all having heard of at least one
modern method of contraception. However, young people living in urban areas displayed a
greater knowledge of the different contraceptive methods, than their rural counterparts.
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CHAPTER ONE : INTRODUCTION

1.1. Background

During the 1960's the practice of contraceptive use was minimal in most countries.
This may have been a consequence of the limited knowledge about various methods
of contraception (Bongaarts and Johansson, 2002). Recently however, this trend has
been reversed: more than half the number of married women in the developing world
has acknowledged that they have used some form of contraceptive method (Mahy
and Gupta, 2002). Currently, modern methods have been established as the most
widely used methods of contraception. These modern methods include sterilisation,
the intra - uterine device (IUD), the pill and the male condom. This change in
contraceptive behaviour can be attributed to the influence of a number of factors, the
most over-riding of which was the desire to have fewer children (SADHS, 1998).
Other key considerations that have contributed to the increase in contraceptive use
are the diffusion of information regarding contraception and the increased
availability and accessibility of the different contraceptive methods (Biddlecom et
al., 1998).

In 1993, contraceptive prevalence stood at approximately 55% in the developing
world. By the year 2000, this figure was estimated to have increased to 60% (UNDP,
2004). However, the level of contraceptive practice in many African countries still
remains relatively low (Bongaarts and Johansson, 2002). According to the UNDP
(2004), only 10% of the sexually active population in sub-Saharan Africa use a
contraceptive method. In contrast, the level of contraceptive use in South Africa is
relatively high. For example, in 1994 62% of South Africa’s population were using
contraceptives, compared with 53% in 1985. A distribution of these contraceptors by
race showed that 55% of the African population group, 73% of Coloured people,
76% of the Indian component and 85% of all Whites utilised some form of family
planning method. Almost all sexually active South African women who were using a

method at the time were using a modern method. It was also found that Indian



women were more likely to be practising family planning, followed by White,

Coloured and Africans (SAHR, 2000).

The South African Demographic and Health Survey (SADHS) - the first survey of its
kind in South Africa was conducted in 1998 (Dorrington et al., 2002). This survey
collected data from almost 12 000 women aged between 15 to 49 years. The sample
comprised three quarters African, ten percent Coloured, eight percent White and four
percent Indian (SADHS, 1998). The SADHS demonstrated that South Africa was one
of the first countries in sub-Saharan Africa to experience a national fertility decline.
Conclusions from this study suggested that the total fertility rate in South Africa had
been declining from 6.00 in the mid-1950’s to about 4.30 in the 1980’s. In addition, it
was reported that the total fertility rate was 2.90 children per woman for the period
1995 to 1998 (SADHS, 1998). According to the UNDP's Human Development Report
(UNDP, 2004), the total fertility rate for South African females aged 15-49 years
stood at 2.60 births per woman during the period 2000-2004. The SADHS study also
revealed differentials in the total fertility rate in relation to a woman's place of
residence, race and age. For example, the total fertility rate among rural woman (3.90)
was nearly double that of urban women and fertility was highest among African
woman (SADHS, 1998). In contrast, the rate for urban Whites was 1.90, which was
below their replacement level. Adolescent fertility was also found to be high
especially among Coloured and rural African young women. According to this
survey, one in three South African girls had been pregnant or had given birth to a
child by the age of 19 years.

Hence, although fertility levels in Africa are among the highest in the world, South
Africa can be singled out as displaying well-established, declining fertility rates
(Statistics South Africa, 2002; Rutenberg et al., 2001, SADHS, 1998). This overall
fertility decline may be attributed in part to the relatively high level of use of modern
contraceptive methods. Despite this decreasing rate of fertility, the prevalence of
unplanned teenage pregnancies in South Africa, particularly KwaZulu-Natal is at a
high level (Jeffery et al., 2001; Rutenberg et al., 2001; Preston-Whyte, 1994). In their
study, Wood et al. (1997:1) found that teenage pregnancy was largely socially



sanctioned and regarded as "infinitely preferable to the threat of condom-induced
infertility". The same study emphasised that prevention of early pregnancy through
effective contraceptive use was a national health priority. Garenne et al. (2000) in
their study of rural South Africa found that there were two very distinct child bearing
peaks in their analysis of age at first birth. The highest peak occurred during
adolescence and the second corresponded to older married woman. Additionally, this
latter study revealed that there were very low levels of contraceptive use before the
first birth. National figures for South Africa indicated that 35% of females had either
been pregnant or had given birth to a child before the age of 20 (SADHS, 1998). At a
provincial level, KwaZulu - Natal had a fertility rate of 4.3 in 1991 and 15.3% of all

live births were to mothers who were less than 20 years old.

1.2.  Why focus on young people?

According to the South African Health Review (SAHR, 2000), one in every five
persons in the world is a young person and in South Africa alone there are currently
about 18 million people under the age of 20 years (StatsSA, 2004b). These young
people account for approximately 44% of the total population of South Africa. Of this
group, 49.5% were male and 50.5% female (StatsSA, 2004b). Of the total national
population of youngsters, more than three quarters were African, just over one tenth
were White, exactly one tenth were Coloured, and the minority were Indian. The

province of KwaZulu - Natal comprises the highest number of young people.

According to the World Health Organisation (WHO), the period of adolescence
(defined by them as all people between the ages 10-19 years) is seen as the ‘gateway
to health’ because behavioural patterns acquired during this period tend to last
throughout their adult life. In light of the major impact that HIV/AIDS has had on
young people, it is important to acknowledge that young people are critical in any
endeavour to reduce the spread of HIV/AIDS. In support of this, recent research has
noted that the greatest reduction in HIV/AIDS is evident when interventions targeted
those in the 14-24 year old age category (KFF, 2004).



Biddlecom and Bakilana (2003:3) cite Rindfuss’s concept of the young adult’s life as
being “demographically dense” since so many life-changing decisions take place
during the period between the teens and the twenties. For instance, leaving school,
seeking employment, sexual debut, migrating, marrying and child bearing. Hence this
is the period during which a number of vital transitions take place. In addition, Mfono
(1998) declares that this period is particularly confusing for young adults as they often
receive contradictory messages about their sexuality. Based on the evidence above, it
has become imperative to understand the factors affecting contraceptive use among

young people in KwaZulu-Natal.

There is a substantial degree of variance in the interpretation of the term "youth" at
the national and international levels. For example, the WHO defines young people as
any human being between the ages 15 to 24 years, whereas the South African
Department of Health defines young people as being between the ages of 10 to 24
years (SAHR, 2000). The research instrument used in this study was based on
secondary data from Wave 1 of the Population Council's "Transition to Adulthood
Survey'. This survey collected detailed information from young people aged 14 to 22
years. Researchers have used the concepts of 'youth', 'adolescents’, 'youngsters' and
'teenagers' as substitute terminology to refer to young people. For the purposes of this

dissertation, these terms will also be used interchangeably.

1.3. The impact of HIV/AIDS

The impact and prevalence of the human immuno-deficiency virus and the acquired
immuno-deficiency syndrome (HIV/AIDS) is a major contributing factor to
contraceptive use among young people. According to UNAIDS (2004), there were
approximately 37.80 million people living with HIV/AIDS in the world by the end of
2003; approximately one third of who were under 25 years old. In addition, this group
of young people represented more than half of the 4.8 million people estimated to

have been infected with HIV in 2003 (UNAIDS, 2004; KFF, 2004).



Figure 1, displays the global distribution of young people aged 15-24 years, living
with HIV/AIDS as at the end of the year 2003 (UNAIDS, 2004). Young people
constitute a significant proportion (ten million) of the global population living with
HIV/AIDS. They represent 28% of all adults (aged between 15-49 years old) living
with HIV/AIDS in the world. As is evident from the map below, the prevalence of
HIV/AIDS among young people varies widely among regions and countries. Sub-
Saharan Africa faces the worst prospects. Although only ten percent of the world’s
population live in sub-Saharan Africa, this region contained 62% of all youth living
with HIV/AIDS in 2003 — a total of 6.2 million (UNAIDS, 2004). Across the region,
HIV disproportionately affected women. This trend also presented itself in the South
African context, where for every 13 adult females (aged between 15-49 years) living
with HIV/AIDS; there were 10 men. This phenomenon was more pronounced among
young people aged 15-24, where on average there were 36 young females living with

HIV/AIDS for every 10 young men (UNAIDS, 2005).

Figure 1.1 Global distribution of HIV/AIDS among young people in 2003

HIV/AIDS Distribution among young persons
(aged 15-24years) as at the end of 2003.
Total: 10 million

Europe &C Asia!
630000

UNAIDS, 2004




In South Africa, the HIV/AIDS prevalence rate among young people (aged 15-24
years old) was found to be 10% with a higher rate for young females (16%) than
young men (five percent) (Dorrington et al., 2004). According to the United Nations,
of the 5.30 million people (aged between 15-49 years) living with HIV/AIDS at the
end of 2003 in South Africa, approximately 2.90 million were females aged between
15-49 years (UNDP, 2004; UNAIDS, 2005). Overall, the estimated prevalence rate in
adults was 22%. Among pregnant women it was 28% in 2003 compared with 27% in
2002 and 25% in the year before that. This is a dramatic increase from less than one
percent in 1990 (UNDP, 2004). The prevalence levels among pregnant women aged
between 15-24 years have continued to rise: from 23% in 2001 to 24% in 2003
(RHRU, 2004). The most striking impact has been recorded in KwaZulu-Natal with
an overall prevalence of 38% as is evident in the ANC surveillance study (UNAIDS,
2004).

Nowhere has the impact of HIV/AIDS been more severe than in Sub-Saharan Africa
(UNAIDS, 2004). Table 1.1 summarises the trend in HIV/AIDS prevalence in sub-

Saharan Africa over the recent past.

Table 1.1 : HIV/AIDS prevalence in sub-Saharan Africa

Year People living with HIV/AIDS Number of females New Infections Adult Prevalence (%)
2004 25.4 million 13.3 million 3.1 million 7.40
2002 24.4 million 12.8 million 2.9 million 7.50

Source: Aids Epidemic Update, UNAIDS (2004).

Although the controversy over the effectiveness of HIV tests, and the accuracy of

HIV/AIDS prevalence rates has not been resolved, there is no doubt that AIDS is



spreading rapidly throughout Sub-Saharan Africa. This is based on the finding that
60% of the total number of people living with HIV/AIDS in the world is housed in
this area. This, together with the fact that an estimated 3.10 million new infections
were recorded in this region for 2004 alone has eaned Sub-Saharan Africa the

reputation of being the global epicentre of the HIV/AIDS pandemic (UNAIDS, 2005).

The bulk of HIV infections, that is 11.40 million are concentrated in the southern
parts of Sub-Saharan Africa (UNAIDS, 2004). This includes Botswana, Lesotho,
South Africa, Swaziland and Zimbabwe that together constitute about 30% of the
global number of people living with HIV/AIDS in an area where only two percent of
the world's total population resides. According to the UNDP (2004), South Africa has
the highest level of HIV infections. Since no simple and reliable method to assess
HIV incidence in sub-Saharan Africa exists, the closest proxy would be the HIV
prevalence rate in the 15-24 year old pregnant women, which shows that in South
Africa infection levels continue to rise. These HIV prevalence figures have been
based on the results of annual, anonymous, antenatal clinic attendee surveys. This
surveillance has measured HIV infections since 1990 and represents the most reliable
available statistics for the country. According to this survey, South Africa had an
infection rate of less than one percent in 1990 but by the year 2002, the average
infection rate rose to over 27% (SAHR, 2004). However, the predominant (90.2%)
attendees in these state clinics were African, female and pregnant at the time. Hence
this study provided adequate coverage for that particular sector only and is not
representative of the South African population as a whole since only pregnant African
females of low socio-economic status who attended municipal and state clinics were
tested. Many other infected groups have not been sampled or tested. These include
males, non-pregnant women, pregnant women who use private health service
providers and the more economically advantaged African women are under

represented.

A comparison of the nine provinces demonstrated that KwaZulu-Natal had the highest
HIV/AIDS prevalence rate in South Africa (Dorrington et al., 2002). The level of HIV
prevalence among young people here had dropped slightly from 17% in 1999 to 16%



in the year 2000. While this was much lower than the prevalence rates for all South
African women in their twenties (29% for women aged 20-24 and 31% for women
aged 25-29 years), it was likely that many of the HIV positive women might have
been infected during their teenage years (Dorrington et al., 2002). According to
Desmond et al. (2002), 43% of females aged 15-19 years old were HIV positive in
KwaZulu-Natal as opposed to 17% young males. The high level of HIV amongst this
age group underscores the importance of exploring the factors that influence youth's

sexual decision-making.

1.4. Justification

A literature review of studies concerning contraceptive use among young people has
revealed that further investigation is required. Kaufman et al. (2001) claimed that very
little research on adolescent reproductive behaviour exists in South Africa. Despite
increasing documentation concerning contraceptive prevalence among sexually active
people, very little seems to exist regarding the pathways that lead young people into
making the choice to use a contraceptive method. A growing number of studies have
addressed various aspects of sexual and reproductive health among adolescents, yet
little attention has been devoted to the factors that affect contraceptive usage among
young people in KwaZulu-Natal. Since this province has been regarded as the
epicentre of the AIDS pandemic, focusing on issues concerning contraceptive use
among young people in KwaZulu-Natal is particularly relevant to policy researchers,
strategic decision-makers and sexual and reproductive health program implementers.
It is also assumed that since the prevalence of HIV and AIDS and teenage pregnancy
is very high in KwaZulu-Natal, any information that may assist in minimizing this

situation will be forthcoming.

Furthermore, sexual and reproductive health behaviour is a major source of
information for both pregnancy and HIV/AIDS transmission. Hence an investigation

into the factors that affect contraceptive use among young people in KwaZulu-Natal



will contribute to the identification of appropriate and relevant sexual and

reproductive health programs for specific sectors of the population.

Most studies have been narrow in their focus, either concentrating solely on one sex
for example men only (Fapohunda and Rutenberg, 1999; Maharaj, 2001; Nzioka,
2001 and Varga, 2001). Yet others have examined sexual and reproductive health
issues by specific types of residential areas. For instance, some samples were
restricted to rural youth only (Harrison et al., 2001 and Jackson and Harrison, 1999)

while others focused only on urban young people (Mfono, 1998 and Richter, 1996).

Previous research on sexual and reproductive health behaviour and practices among
young people has been based on a single approach: either the qualitative or
quantitative method. This could be a possible explanation for their apparent
contradictory results. For this reason, it was found more appropriate to adopt the
method of triangulation, whereby both focus group discussions and a structured

questionnaire were used.

1.5. Aims and objectives

The aim of this research is to develop an in-depth understanding of the factors

affecting contraceptive use among young people. The focus is on knowledge of
contraceptive methods, source of supply, attitudes to contraception and teenage

pregnancy and contraceptive use.

The specific objectives of this research are twofold:

- to measure the extent of contraceptive use among young people in KwaZulu-

Natal,

- to establish the factors influencing contraceptive use among young people in
KwaZulu-Natal.



1.6.  Organisation of dissertation

This dissertation is divided into six chapters. This first chapter provides a brief
introduction and cites contraceptive prevalence rates, total fertility rates, teenage
pregnancy statistics and the impact of HIV/AIDS on sexual and reproductive
decision-making. It is followed by chapter two, which outlines the theoretical
framework of the study. Chapter three reviews the literature on factors affecting
contraceptive use among young people. Chapter four focuses on the methodology and
data used in this study. The results are presented in chapter five. Chapter six analyses
the salient features from the focus group discussions. Chapter seven discusses the
main findings of this research. Finally, this dissertation ends with a conclusion and

recommendations for future research and action.

1.7. Summary

This chapter provides the contextual background to the study. The researcher then
highlighted the problem that motivated the investigation and understanding of the
factors affecting contraceptive use among young people. Brief discussions of the
presenting problems were documented after which the impact of HIV/AIDS was
discussed. The method of analysis and the justification for the study was then
described. The last aspect of this chapter outlined the aims, objectives and

organisation of this dissertation. In chapter two that follows the theoretical framework

is presented.
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CHAPTER TWO : THEORETICAL FRAMEWORK

2.1. Introduction

This chapter presents and explains four of the most commonly cited models of human
behavioural change and how an individual's behaviour change is likely to occur.
These are the health belief model, the stages of change theory, the theory of reasoned
action and the social cognitive theory. These theories do not capture the elements
necessary for behaviour change in every culture and population, but they do provide

four examples of how the behaviour change process is believed to occur.

2.2. Health Belief Model

The Health Belief Model was originally developed in the 1950's by a group of social
psychologists to explain the reasons why people fail to participate in public health
programs which were aimed to prevent or detect disease (Janz & Becker, 1984). In
1974, Becker and Rosenstock improved on this model by focusing on the attitudes
and beliefs of individuals in order to predict and explain their health-related
behaviours (Baume, 2000; Family Health International (FHI), 1996; Health
Knowledge, 2002).

According to Rosenstock, et al. (cited in FHI, 1996), the Health Belief Model

proposes that preventive health behaviour is influenced by the following factors:

Perceived barriers to performing the recommended response. This is the individual's

perception of the potential negative consequence that may result after following a
particular health action. Witte (1999) points out that these barriers to health behaviour

could be physical, psychological or in the form of financial demands.

11



Perceived benefits of performing the recommended action are the belief in the

effectiveness of specific strategies that are designed to reduce the threat of illness.

Perceived threats may be either in the form of one's perceived susceptibility or one's

perceived severity towards a particular health condition.

Perceived susceptibility: is the individual's subjective interpretation of the risk of

contracting a specific health condition, while

Perceived severity refers to one's feelings regarding the seriousness of actually

contracting an illness or of leaving it untreated.

In addition, the Health Belief Model assumes that the likelihood of an individual
engaging in a given health behaviour will be dependant on the magnitude of the
perceived threat as posed by the disease (Stroebe, 2000).

Cues to action: These could be internal for example the effects that a health condition
has on a person's body (as is evident in physical symptoms); or external such as a
mass media campaign, medical advice or death of a friend of similar age and lifestyle
(Stroebe, 2000). These then become motivating factors for the individual to take
corrective action. This is supported further by Rosenstock (1974), (as cited in
Stroebe, 2000), who found that 'a cue to action' may be necessary to trigger

appropriate health behaviour.

Other variables: These include demographic, psychosocial and structural factors that

influence an individual’s perceptions and hence his/her health-related behaviour.

12



Self-efficacy: This is the belief that one is able to successfully carry out the
recommended action or behaviour in order to produce the desired outcomes (FHI,

1996; Janz & Becker, 1984).

Hence, according to the Health Belief Model, people weigh the benefits against the
costs of engaging in particular health promoting behaviours and if the perceived
benefits outweighs the perceived costs; then they will engage in that specific
behaviour (Stroebe, 2000)@For example, in contemplating to use condoms one will
have to weigh the benefits of preventing pregnancy and the transmission of sexually
transmitted infections (including HIV and AIDS) against the cost of decreased sexual
pleasure. In applying this approach to the chances or risks of contracting HIV for
example, the individual must perceive him/herself as being vulnerable to infection and

also realize that the consequences may be fatal.

The Health Belief Model has been applied to a multitude of health behaviours and to
many diverse populations. For example, it has been used to promote a better
understanding of risky sexual behaviours (FHI, 1996). By far the most influential
variable in the Health Belief Model for predicting and explaining health-related
behaviours is 'perceived barriers'. Bandura explained that an individual’s perceived
ability to carry out a health strategy successfully influences his/her decision and the
ability of him/her to sustain a changed behaviour (FHI, 1996; Janz & -Becker, 1984).

For instance using contraception to prevent or delay pregnancy.

2.3. Stages of Change Theory

The Stages of Change Theory originated in 1992 and postulates a cycle of change. It
was delineated by psychologists: James O. Prochaska at the University of Rhode
Island, Carlo C. DiClemente at the University of Houston, and John C. Norcross at the
University of Scranton. This theory identifies the psychological processes people

undergo and the stages they reach as they adopt new behaviours. There are four

13



original components of the Stages of Change Theory: pre-contemplation,

contemplation, action and maintenance.

Pre-contemplation: refers to the stage where the individual has a problem (whether

he/she recognises it or not) but has no intention of resolving it. It includes the
following processes: consciousness raising (information and knowledge); dramatic
relief (role-playing); and environmental re-evaluation (i.e. how the problem affects

physical environment).

Contemplation: refers to the stage where the individual seriously considers modifying

one's behaviour once he/she has identified the problem. This process of assessing

one's feelings with the intention of changing one's behaviour is called self-evaluation.

Preparation for action: refers to the stage where the individual decides to change
his/her behaviour within the next month following the recognition there is a problem.
At this stage, concerted efforts to bring about a change in behaviour may be identified
and reported. This process of believing in one's ability to alter one's behaviour to
making a definite commitment to ensure that this change does take place includes

self-liberation.

Action: refers to the stage where the individual has been able to maintain consistent
behaviour change for less than six months. This process includes reinforcement
management (overt and covert rewards); helping relationships (social support, self-
help groups); counter-conditioning (alternatives for behaviour); and stimulus control

(avoid high-risk cues).

Maintenance: refers to the stage where the individual maintains the new behaviour for
six months or more (FHI, 1996). Origin