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ABSTRACT 

Introduction: Modern contraceptives are medical procedures that interfere with 

reproduction or acts of sexual intercourse. Moyo district contraceptive prevalence used 

by females aged 15-24 years is 6.03% which is far from the national target. The low 

contraceptive use among this age group results in high school drops, unwanted 

pregnancy, early child marriage, and community disputes. 

General Objective: To evaluate barriers associated with the utilization of modern 

contraceptive methods used by females aged 15-24 years in Moyo district. 

Methodology: A cross-sectional design with mixed methods of quantitative and 

qualitative approaches was used. The reason of using cross-sectional design is to 

measure the exposure and outcome variables at the same time, its relatively quick and 

inexpensive, and findings can be used to create an in-depth research study.  Multistage 

sampling was used to draw 423 participants for quantitative and 23 participants were 

purposively selected for Qualitative study based on knowledge and experience, the 

results were analyzed using SPSS Version 20 and open code software and presented in 

the form of tables, pie charts, graphs, and descriptives. 

Results: The findings indicated marital status OR 3.193, P-Value 0.000 and CI (2.002-

5.091), Family/Community influence OR 1.644, P-Value 0.019 and CI (1.084-2.493) and 

Cultural influence OR 2.004, P-Value 0.006 and CI (1.218-3.298) tend to be associated 

with using contraceptives. Desire for children OR 0.459, P-Value 0.002 and CI (0.279-

0.756) and long waiting time OR 0.442, P-Value 0.003 and CI (0.258-0.756) tend to be 

not associated with the use of modern contraceptives. 

Conclusion: The findings of this study have shown both individual and socio-cultural 

factors contribute to low utilization of modern contraceptives among females aged 15-

24 years and these needs to be address with involvement of different stakeholders.
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Operational definitions 

Adolescents: Any person between ages 10 and 19. This age range falls within WHO’s 

definition of young people, which refers to individuals between ages 10 and 24. 

Age at first marriage: Age at first marriage is divided into four categories: women who 

married before age 15; women who married at age 15-19; and women who married at 

age 20-24. 

Attitude refers to the positive or negative feelings or tendencies of an individual about 

an idea, of modern contraceptives. 

Barriers: A circumstance or obstacle that prevents movement or access to modern 

contraceptives by young women. 

Contraceptive prevalence is the percentage of women who are currently using, or 

whose sexual partner is currently using, at least one method of modern contraceptives, 

regardless of the method used.  

Family planning allows individuals and couples to anticipate and attain their desired 

number of children and the spacing and timing of their births. It is achieved through 

the use of contraceptive methods and the treatment of involuntary infertility. 

Modern contraceptives; are products or medical procedure that interferes with 

reproduction from acts of sexual intercourse. This method includes sterilization (Male 

and Female), Intrauterine devices (IUDs), Implants, oral contraceptives, condoms (male 
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and female), injectables, emergency contraceptive pills, Patches, Diaphram and 

cervical caps, spermicidal agents, vaginal rings, and sponges. 

Parity: refers to the number of births after 20 weeks of gestation. OR is a woman who 

has live children. 

SPSS is a statistical software suite developed by IBM for data management. 

Unmet need: Women with unmet needs are those who are fecund and sexually active 

but are not using any method of contraception, and report not wanting any more 

children or wanting to delay the next child. 

Utilizations: refers to the use of something or the process of using it effectively. 
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Chapter One 

1.0 INTRODUCTION 

Modern contraceptives are products or medical procedure that interfers with 

reproduction or acts of sexual intercourse (Hubacher and Trussell, 2015). 

This method includes sterilization (Male and Female), Intrauterine devices (IUDs), 

Implants, oral contraceptives, condoms (male and female), injectable, emergency 

contraceptive pills, Patches, Diaphram and cervical caps, spermicidal agents, 

Vaginal rings, and sponge. 

About 75 million of the estimated 180-200 million pregnancies that occur in the 

world annually are reported unintended, and a high proportion of these occur in 

adolescence (Batwala, Nuwaha, Mulogo, Bagenda, Bajunirwe, and Mirembe, 2006). 

The global modern contraceptive use among adolescents 15-19 years is 15 percent, 

and according to the region Latin America and the Caribbean are with the highest 

with 46 percent, Eastern Europe and Central Asia 17%, Asia and pacific 16 %, East 

and southern Africa 15%, Arab states 14% and West and Central Africa are the lowest 

with 4% (UNFPA, 2015) 

The prevalence of contraceptive use varies greatly by region across Asia. It is 

relatively higher about 83 percent in East Asia, and a bit lower 54 percent in South 

West and 57 percent in Central Asia. The use of modern contraceptive methods also 

varies, ranging from 81 percent in East Asia to 36 percent in West Asia. Variation 

between countries is even greater, ranging from 19 percent in Afghanistan, and 

modern methods accounting for 16 percent to 85 percent in China (Baochang Gu, 

and Yan Che, 2013) 
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According to report conducted by Tessema,Teshale, Tesema, Yeshaw, Worku 

(2021),in 2017  around 214 million reproductive-age women in developing regions 

who want to avoid pregnancy do not use a modern contraceptive method. The use 

of modern contraceptives in 2017 prevented an estimated 308 million unintended 

pregnancies.  

In the study conducted by Ahinkorah, Budu, Aboagye, Agbaglo, Arthur-Holmes, Adu, 

Archer, Aderoju,and Seidu (2021), Modern contraceptive use among women with no 

fertility intention in sub-Saharan Africa is 29.58% but among African countries it is 

highest in Zimbabwe with 62.2% and remained lowest in chad with 7.65 %,  

In sub-Saharan Africa and Asia, more than 60% of adolescents who wish to avoid 

pregnancy have unmet need for modern contraception. The adolescents who do not 

use modern contraception rely instead on a traditional method of family planning 

accounting for more than 80% of unintended pregnancies among adolescents (Murigi, 

Butto, Barrasa, Maina, and Munyalo, 2016). 

In Senegal, the modern contraceptive prevalence rate (MCPR) increased from 5% in 

1993 to 19% in 2017 and reducing the total fertility rate from 6.0 to 4.6 in the same 

period  with a focus on child spacing among married women, (Cohen, Mendy, 

Wesson, Protti, Cissé, Gueye, Trupe, Floreak, Guichon, Lorenzana, and Buttenheim, 

2020) 

In Kenya, young women experience a higher risk of untimely and unwanted 

pregnancy compared to older women. 15-24 years’ young women have 32% untimely 

and 30% unwanted pregnancies. Contraceptives use remains low among youth and 

73% of sexually active single women of age 15-19 report not using any contraceptive 

methods. Every year, about 13,000 Kenyan girls drop out of school due to accidental 
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pregnancy, and 103 out of every 1000 births in Kenya are delivered to girls aged 15–

19 years (Ochako, Mbondo, Aloo, Kaimenyi, Thompson, Temmerman, and Kays 

,2015) 

According to Uganda’s demographic Health Survey (UDHS 2016), indicated that the 

modern contraceptive prevalence rate was 35%, the unmet need for family planning 

was 28 %, and 43.2 % occurs in the West Nile region compared to other regions in 

Uganda. The use of modern contraception is one of the most cost-effective public 

health interventions that have the potential to prevent about 30% of maternal and 

10% of child deaths in developing countries. 

The unmet need for family planning is not uniform across the country. There are 

regions in the country with a much higher unmet need than the national average of 

28%: West Nile region where Moyo district is found which is the study area stands 

with the highest of (43.2%), Acholi (39.0%), Busoga (36.5%) and Teso (36.3%) (UDHS, 

2016). 

1.1 Background to the study 

Long before some records suggest many Indigenous nations practiced extended 

nursing to reduce the chances of pregnancy. By Mid-1950s: Clinical trials on the pill 

began. Researchers concluded the pill successfully prevents ovulation and in 1960, 

The FDA approves the pill for birth control, In1964, The Lippes Loop enters the 

market as the first IUD available in the United States, and in 1967, The Depo-Provera 

shot becomes available, but the FDA denies approval which was later approved in 

1992, in 1970s The introduction of fiberoptic technology allows for safer medical 

procedures and shorter recovery times, prompting many to consider tubal ligation as 
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a permanent form of birth control, in 1988, ParaGard, the copper IUD, becomes 

available. 

In 1912, Margaret Sanger started the modern birth control movement by writing a 

newspaper column about the subject, she was concerned about women affected by 

frequent childbirth, miscarriages, and unsafe abortions. In 1916, she opened the 

first birth control clinic. In the early part of the 20th century, the focus was on the 

need for married couples to space children and limit family size. The Supreme Court 

in Griswold v. Connecticut struck down state laws prohibiting birth control use by 

married couples. In the 21st Century, Family planning law continues to change. 

People on both sides of the debate feel strongly, often for reasons related to religion 

or mothers’ health (Find Law, 2018). 

1.2 Problem statement 

The government of Uganda has expanded national health infrastructures up to the 

parish level with family planning services across the country, a good family planning 

policy that promotes young women to have access to contraceptives without consent 

from partners/parents. 

According to Nalwadda, Mirembe, Byamugisha, and Faxelid (2010), only 24 % of 

married women aged 15-24 years use modern contraceptive methods and 5% use 

traditional methods. In Uganda 1 in 4 adolescent women aged 15-19 are mothers or 

pregnant with their first child and the West Nile region has the highest adolescent 

birth rate of 134 to 146 per 1000 of which 8.6 to 11.4 percent have turned to 

adolescent motherhood in Moyo district (UDHS, 2016). 

Data from the District health information system (DHIS2, 2020) indicates Moyo 

district has 724/11998 females in the age range of 15-24 years using modern 



   

5 
  

contraceptives contributing to 6.03 % contraceptive prevalence which is far from the 

national target. The low contraceptive use among this age group results in high 

school drops-out, unwanted pregnancies, early childhood marriage, community 

disputes, unsafely induced abortions, and high maternal morbidity and mortality. 

Despite free contraceptives in public health facilities, the utilization remains very 

low among young women in West Nile, particularly in Moyo district and no 

documented evidence exists. Therefore, the study contributed to the information 

gap as far as the barriers to the utilization of modern contraceptive methods used 

by females aged 15-24 years in Moyo district are concerned. 

1.3.0 General Objective 

To evaluate barriers associated with utilization of the modern contraceptive 

methods used by females aged 15-24 years in Moyo district. 

1.3.1 Specific Objectives 

1. To enhance individual barriers to the utilization of modern contraceptives 

method. 

2. To explore the socio-cultural barriers to the utilization of modern 

contraceptives. 

3. To assess the health care system and organization barriers to the utilization 

of modern contraceptives. 

1.4 Research questions 

1. What are the individual barriers to the utilization of modern contraceptives 

method? 

2. What are the socio-cultural barriers to the utilization of modern 

contraceptives? 
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3. What are the health care setting and organizational barriers to the utilization 

of modern contraceptives? 

1.5.0 Scope of Study 

1.5.1 Content scope  

The study covered the barriers to the utilization of modern contraceptives methods 

used by females aged 15-24 years. These included namely; individual, socio-cultural, 

and health care settings/organization. Emphasis was placed on how different factors 

contribute to the utilization of modern contraceptives. 

1.5.2 Geographical scope  

The study was conducted among females aged 15-24 years of age in Moyo districts 

in 6 sub-counties/Town councils, 12 parishes, and 36 villages.  

1.5.3 Time 

The study was conducted in a period of one year and six months (August 2021 to May 

2023) with the following activities Topic identification, Literature review, proposal 

development, Development of data tool, ethical review by the research committee, 

data collection, data analysis and final report submission. 

1.6 Justification of the study 

 

The government of Uganda has expanded national health infrastructures and good 

family planning policy which promotes all sexually active men and women to have 

access to contraceptives, in addition to that Marie stopes and Reproductive health 

Uganda have improved access and availability but the prevalence is estimated to be 

about 35 % among women of reproductive age in Uganda and 6.03 % in females aged 

15 to 24 years in Moyo district. (UDHS 2016 and DHIS2 2020). 

The study explored current barriers to the utilization of modern contraceptives 

methods used by females aged 15-24 years in Moyo district. 
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The study can be used by ministry of health (MOH), District health officer, frontline 

health workers and Village health teams (VHTs) to make contraceptives services 

accessible and intensify actions to increase demands to utilizations that will 

contribute to reducing maternal morbidity and mortality, school dropouts, unwanted 

pregnancies etc. 

1.7 Significance of the study 

 

The findings will be used by the district authority, Policy implementers, and program 

designers for purpose of decision-making to plan, mobilize resources and resolve 

gaps to improve the utilization that will contribute to the quality of care, reduction 

in adolescent motherhood, teenage pregnancy, maternal and child morbidity, and 

mortality rate. 

1.8 Conceptual Framework 

The study adopted and modify the social-ecological model to construct the 

conceptual framework for barriers to modern contraceptives. 

This model was adopted because it makes it easy to understand barriers 

(Independent) and outcomes (Dependent) to the utilization of modern 

contraceptives, it allows us to understand the range of factors that put people at 

risk from utilizing modern contraceptives, and lastly, it’s necessary to employ 

multiple levels (factors) at the same time to achieve its impacts (Dependent). 

These models describe obstacles and utilization in three-level indicated below. The 

first level is Individual factors such as Age, Desire for children,Education, side 

effects, Rumors, Knowledge, Stigma, and cost. The second level is community 

described as social-cultural factors example religion, culture, residence, Partners 

influence, Family member/community influence, and perception of sexual activity. 

The Third level is society described as organization or health care system factors 



   

8 
  

such as distance, Providers attitudes, long waiting time, Availability of preferred 

methods, Privacy and confidentiality, and Policies. 

Figure1. Showing Diagrammatic Conception Framework 
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Chapter Two 

2.0 LITERATURE REVIEW 

2.1 Introduction  

The literature review presents data for each independent variable included in the 

conceptual framework on barriers to the utilization of modern contraceptives. These 

include the followings; individual factors, socio-cultural factors, and health care 

system and organization setting factors. 

2.2 Individual Factors 

2.2.1 Age 

According to Sserwanja, Musaba, and Mukunya (2021), a study on Prevalence and 

factors on utilization of modern contraceptives among female adolescents indicated 

that married adolescents were 60% more likely to utilize modern contraceptive 

compared to non-married adolescents. Adolescents whose age at first birth was less 

than 15 years were twice as likely to utilize modern contraceptive compared to those 

whose age at first birth was between 15–19 years.  

According to Sensoy, Korkut, Akturan, Yilmaz, Tuz, and Tuncel (2018), a study on 

Factors Affecting the Attitudes of Women toward Family Planning found that 26% of 

women in age 15-25 years would want to have another child in two years. 

According to Kabagenyi, Habaasa, and Rutaremwa (2016), a study on Low 

contraceptive use among young females in Uganda found that Uganda is rated as one 

of the countries with the highest total fertility rates in the world (TFR = 6.2), and 

the median age at first sexual intercourse is 16.8 years, an age which is considered 

to be vulnerable to sexual and reproductive health challenges the age at first 

marriage for females is 17.9 years while the female age at first birth in Uganda is 

19.1 years for adolescents aged 15-24. 



   

10 
  

In the study by Eltomy, Saboula, and Hussein (2013), on Barriers affecting utilization 

of family planning services among rural Egyptian women, age was significantly 

related to reproductive barriers and three-quarters of the non-users were 21–30 

years old. Duration of marriage was significantly related to demographic barriers. 

These findings are reasonable since they relate to the desire to start a family early 

in the marriage and they are young and less experienced in using FP methods. 

2.2.2 Education   

According to a study conducted by Sensoy et al. (2018), on Factors Affecting the 

Attitudes of Women toward Family Planning, found that women who had a primary 

school graduate or higher education had 1–3 pregnancies and did not want more 

children in the future. As the level of education increases, the number of children 

required decreases. 

According to the study conducted by Ouma, Turyasima, Acca, Nabbale, Obita, Rama, 

Adong, Openy, Beatrice, Odongo-Aginya, and Awor (2015) on obstacles to family 

planning use among rural women in Atiak health center IV, Amuru district, northern 

Uganda found that above 58.0 % of both Ordinary level and Advance level 

respectively use modern contraceptives methods as compared to 39.6% among 

women with No education. However, the partner’s level of education did not affect 

the use of family planning. 

According to a study conducted by Kabagenyi et al. (2016) on contraceptive use 

among females, the findings revealed that education was a significant predictor of 

contraceptive use. The females who had secondary or higher education had an 

increased likelihood of using contraception contrary to those with no education. As 

expected the influence of education on reproductive health indicators is of great 

importance to monitor birth outcomes and the health status of women. 
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According to United nation fund population agency (UNFPA 2015), a report entitled 

Universal Access to Reproductive Health: Progress and Challenges, indicated that 

Adolescents and youth systematically experience less informed choice, lack of 

education, or money may reduce their ability to access health information or 

services. Adolescent girls without schooling are three times more likely to give birth 

than those with secondary education or higher. Living in rural areas can also restrict 

options. 

2.2.3 Knowledge 

In a study conducted among men in rural central Uganda in 2018 on knowledge and 

use of family planning, men were most familiar with male condoms (72%), but many 

also named injectable hormonal contraception (54%) and birth control pills (52%). 

There was little familiarity with the most effective contraceptive methods, 

especially long-acting reversible methods like IUDs and implants (UNFPA, 2020) 

According to a study conducted by Gizaw and Regassa (2011) on family planning 

utilization services, found that knowledge and sources of family planning methods 

were other important factors for the non-utilization of family planning. Lack of 

knowledge of family planning methods accounted for 6.5% while a lack of sources of 

family planning methods was also reported by 4.4% of non-users. 

According to a study conducted by Nalwadda et al. (2010), on Persistent high 

fertility, young people recount obstacles and enabling factors to use of 

contraceptives in Uganda found out that, awareness of contraceptives is high with 

97.5% of people of reproductive age being able to identify at least one contraceptive 

method. Similar research that has been conducted in Uganda among adolescent 

schools indicated a 23.8% utilization of contraceptives (Batwala et al, 2006). 
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2.2.4 Rumors and Beliefs 

According to study conducted by Dioubate, Manet, Bangourg, Sidibibe, Kouyate, 

Kolie, Ayodi, and Delamou (2021), a qualitative study on barriers to contraceptive 

use among adolescents and youth in Conakry Guinea, pointed out that rumors act as 

a barrier to contraceptive use. The rumors cited includes, Implants can disappear 

from the body of the users and cannot be found, implants can cause difficulty in 

childbearing, and contraceptive methods are designed to make young African women 

sterile. In the same study, it was cited that it is inappropriate and “indecent” to 

engage in conversations about contraceptive methods before marriage, according to 

them preservation of the virginity of girls until marriage is an honor for the family 

and the community. 

According to the study conducted by Cohen et al. (2020) on Behavioral barriers to 

the use of modern methods of contraception among unmarried youth and 

adolescents in eastern Senegal, some participants reported that It’s dangerous to 

use family planning because it can disappear in your body and you can no longer 

have children, some went further to say When a woman uses family planning before 

marriage, she risks becoming infertile.  

According to a study conducted by Ochako et al. (2015) on barriers to modern 

contraceptive methods uptake among young women in Kenya reported that many of 

the participant’s fears were based on myths and misconceptions. The largest 

concern cited by participants was methods that would render them infertile such as 

pills and implants. In the same study young women reported that the use of 

contraceptives makes young women sexually promiscuous. Both users and non-users 

express the beliefs that partners of young women will be unfaithful to their partners. 
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According to a study conducted by Babirye (2013), on the uptake of modern 

contraceptives among youths at a community level in Busia district found that some 

youths were in support of contraceptive use while others thought not all youths 

should use contraceptives. Some youths perceived contraceptives were meant for 

the married and those with children and they believed condoms should be for those 

who are never married and should not use, Depo and pills, unlike married youths. 

According to the study conducted by Nalwadda et al. (2010) on Persistent high 

fertility, young people recount obstacles and enabling factors to the use of 

contraceptives in Uganda, it was observed that young people believe that 

contraceptives interfered with fertility, and they were frightened to use something 

that could harm their ability to reproduce. Most married and unmarried women 

believed that pills burned the woman’s eggs. Both male and female participants 

believed that pills accumulate in the body causing swellings, such as fibroids, 

cancer, and destruction of the fallopian tubes. 

2.2.5 Stigma 

According to a study conducted by Batwala et al. (2006) on contraceptive use among 

in and out-of-school adolescents found that stigma contributed to 58 percent of out-

of-school girls than in-school users which stand at 42 percent, so they fear being 

talked about in public that they are loose and involve in sexual activity. 

2.2.6 Side effects 

According to a study conducted by Dioubate et al. (2021) a qualitative study on 

barriers to contraceptive use among adolescents and youth in Conakry Guinea 

pointed out that fear of the side effects of FP was an important barrier to the use 

of these methods. The mentioned side effects included general fatigue, nausea, 
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insomnia, and menstrual disorders; the consequence of these side effects is 

infertility. 

According to Ochako et al. (2015) a study conducted on barriers to contraceptive 

uptake among young women, reported that many women mentioned side effects as 

barriers to the use of contraceptives, these side effects include bleeding, weight 

changes, and lack of desire for sex, headache, and blood pressure. 

According to a study conducted by Nalwadda et al. (2010) on Persistent high fertility, 

young people recount obstacles and enabling factors to use of contraceptives in 

Uganda, one of the participants pointed out that side-effects like palpitation, 

craving for foods like pregnant woman, and dizziness make you sometimes fall in the 

garden, she said they work for long hours in the sun without a meal and pills can 

make you too weak to work, they eventually stop using and it is safer to just get 

pregnant and have a baby. 

According to Batwala et al. (2006), a study on contraceptive use among in and out-

of-school adolescents found that side effects contributed to 66.3 percent among in-

school adolescents as compared to 33.7 percent among outgoing school adolescents 

not likely to use contraceptives. 

2.2.7 Income level 

Women belonging to the middle wealth quintile were 91% more likely to utilize a 

modern contraceptive compared to those in the poorest wealth index in a study 

conducted on Prevalence and factors associated with modern contraceptive 

utilization among female adolescents in Uganda. In the same study Adolescents 

belonging to the poorest wealth quintile were less likely to utilize modern 

contraceptive methods compared to those belonging to the middle wealth quintile. 
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Most of the young women in Uganda access contraceptives from private sources with 

out-of-pocket expenditures. Hence the poor are more likely to have limited access 

to modern contraceptives due to the out-of-pocket expenditures to purchase the 

contraceptives or transport expenditures to free public health facilities (Sserwanja 

et al, 2021). 

According to a study conducted by Kabagenyi et al. (2017) pointed out that wealth 

status influenced women’s use of contraception. The females in the richer wealth 

quintile had increased odds of using contraception compared to the poorest. 

Undoubtedly, the availability of resources is important in health care in that the 

wealthy are likely to have access to the desired services as well as want to limit the 

number of children to accumulate costs in raising children. 

According to Ibnouf, Vanden Borne, and Maarse (2007), a study on the utilization of 

family planning services by married Sudanese women of reproductive age, found 

that women with a higher socioeconomic status were more likely to use family 

planning compared to their counterparts with low socioeconomic status.  

2.2.8 Cost of contraceptives  

According to a study conducted by Dioubate et al. (2021), a qualitative study on 

barriers to contraceptive use among adolescents and youth in Conakry Guinea, cited 

lack of financial independence, consultative fees, and incentives for health care 

providers were the main reason for low utilization of modern contraceptive. The 

barriers are further fueled if there is a cost of transportation to the health facilities 

that are very far and parent’s reluctance to support the adolescent and the youths. 

According to the study conducted by Abdalla  and Ahmmed (2017),  to Evaluate Use 

and Barriers to Accessing Family Planning Services among Reproductive Age Women 
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in the White Nile, Rural Districts, Sudan found that 57.7 percent reported that 

inadequate financial support was one of the  factors that hinder the use of modern 

methods. 

Research among Sub-Saharan countries by Moore showed that adolescents are 

dependent on their parents for economic support contributing to the non-utilization 

of contraceptive clinic fees and the contraceptive fees hinder adolescent’s 

utilization of contraceptives. In Kenya, the reproductive services are mostly 

inadequate and inaccessible to adolescents either due to unavailability, un-

affordability and the poor attitude from the health caregivers (Murigi et al, 2016)  

According to a study conducted by Akintade, Pengpid, and Peltzer (2011), on 

Awareness and use of and barriers to family planning services among female 

university students in Lesotho found out that over half 52.5 percent of the 

participants considered that the costs of family planning services were acceptable 

but 19.2 percent of participants still consider it slightly too expensive to use family 

planning. 

According to Batwala et al. (2006), a study on contraceptive use among in and out-

of-school adolescents found that cost of contraceptives was a barrier to in-school-

going adolescents which accounted for 77.1 percent as compared to out-of-school 

users 22.9 percent. 

2.2.9 Marital status  

Unmarried young people see modern methods of contraception as inappropriate for 

people like them. Modern methods of contraception are universally described by the 

youth and parents as most appropriate or exclusively appropriate for married women 

with children who would like to space their births. Complicating matters, modern 
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non-barrier methods of contraception are commonly referred to as “family 

planning”, underlining that their intended users are for married couples planning 

their families. Even when youth do think about their options for avoiding pregnancy, 

modern methods other than condoms are not in their choice set (Cohen et al., 2020) 

2.2.10 Desire for children.  

The more children a woman already has, the more likely she may not want more 

children. Eight in 10 (80%) currently married women with six or more children want 

no more children or are sterilized, as compared with 4% of women who have one 

child. Women who have no children or one child consider 4.0 children to be ideal 

on average. In contrast, women with six or more children consider 6.3 children to 

be ideal (UDH 2016).  

2.3 Social-cultural factors 

2.3.1 Religion 

According to Dioubate et al. (2021) a qualitative study on barriers to contraceptive 

use among adolescents and youth in Conakry Guinea, one of the participants pointed 

out that the Muslim religion does not accept use of contraceptives, it is purely clear 

in the religion that it reduces the number of children (through the use of 

contraceptive methods) “equals killing the children”, The use of condoms, 

injections, or other contraceptive methods is not permitted because the religion 

prohibits premarital sex, Anyone who fails to do so, will be responsible for his or her 

actions in the afterlife, so among Muslims its forbidden. 

According to  Abdalla and Ahmmed (2017), a study to Evaluate Use and Barriers to 

Accessing Family Planning Services among Reproductive Age Women in the White 
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Nile, Rural Districts, Sudan found that 35.0 percent were as a result of religious 

hindrances. 

According to a study conducted by Gizaw and Regassa (2011), on family planning 

utilization services in mojo town, Revealed religious opposition has also appeared to 

be important barrier to the non-use of family planning methods which accounted for 

7.6 percent of the nonusers. 

According to a study conducted by AKintade et al. (2011) on awareness and use of 

and barriers to family planning services among female university students in Lesotho 

found that 27.2 percent of respondents pointed to religion as a barrier to the use of 

modern contraceptive or family planning services. 

According to the study conducted by Nalwadda et al. (2010) on Persistent high 

fertility, young people recount obstacles and the enabling factors to use of 

contraceptive in Uganda, Participants pointed out that the Churches are in silent 

opposition or silence. They pass messages or statements like “go out and multiply”, 

“contraceptive use is murder” and “children are a blessing”. One of the pastor in 

the church emphasizes that use of family planning methods is killing, it is a big sin 

in front of God. 

2.3.2 Cultural  

According to a study conducted by Dioubate et al. (2021), a qualitative study on 

barriers to contraceptive use among adolescents and youth stated that all practices 

related to sexuality are taboo and unmarried people are supposed to be religious 

and faithfully and must therefore keep their virginity until marriage. These was seen 

in the majority of ethnic groups such as Malinke or Peulh. 

According to a study conducted by Cohen et al. (2020) a qualitative study on 

behavioral barriers to the use of modern methods of contraception among unmarried 
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youth and adolescents in Senegal reported that ethnic such as Kedougou and 

Tambacounda, consider discussion of sex and contraceptives as a taboo. Only a few 

of the young people interviewed reported discussing contraceptive use with their 

partner ahead of sex, instead prefer to discuss sexual health topics with friends of 

their gender. 

According to the study conducted by Ouma et al. (2017) on obstacles to family 

planning use among rural women in Atiak health center IV, Amuru district, Northern 

Uganda found that culturally people thought there was no need for family planning 

since land was abundant and they needed to multiply and fill the land.  

There is limited cultural space to discuss sexuality between parents/guardians and 

children, which means that young people are often left to seek information on 

sexuality matters on their own or to experiment with sex, and hence, engage in risky 

sexual behavior (UDHS, 2016). 

According to the study conducted by Nalwadda et al. (2010) on Persistent high 

fertility, young people recount obstacles and enabling factors to use of 

contraceptives in Uganda, Participants revealed that traditional societal norms 

prohibit sexual activity and pregnancy before marriage. Furthermore, cultural norms 

condemn parents talking with their children about sex. 

2.3.3 Residence 

According to Sensory et al. (2018) a study of Factors Affecting the Attitudes of 

Women toward Family Planning, found out that women in urban settings were more 

likely to use contraceptives compared to the rural women. The factors revealing 

these differences are availability of social services such as education, access to 

health services, information and family planning services. 
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According to UNFPA (2015), a report entitled Universal Access to Reproductive 

Health: Progress and Challenges indicated that in West and Central Africa, 

adolescents living in rural areas are more than two times as likely to give birth as 

their urban counterparts i.e. 167 versus 77 births per 1,000 women aged, 15-19. 

2.3.4 Partners influence 

According to a study conducted by Dioubate et al. (2021) a qualitative study on 

barriers of contraceptives use among adolescents and youth in Conakry Guinea, 

pointed out that refusal of men to support their partners financial or physiological 

was a barrier, it further stated that if partners gave them peace of mind to use the 

methods since they are the decision-makers in the family, the approval of their 

partners/spouse is important to avoid future conflicts. 

According to Abdalla and Ahmmed (2017) a study to Evaluate Use and Barriers to 

Accessing Family Planning Services among Reproductive Age Women in the White 

Nile, Rural Districts, Sudan  found out that 25.0 percent Husband refused their 

partner to use family planning methods. 

According to a study conducted by Ouma et al. (2017), on obstacles to family 

planning use among rural women in Atiak health center IV, Amuru district, Northern 

Uganda found out that 17.2 percent said their husbands forbid them from using 

family planning methods. 

Sixty-two percent of currently married women who are using family planning 

reported the decision to use contraception is usually made jointly with their 

husband, 31 percent said that it is mainly their own decision, and 7 percent said that 

it is mainly their husband’s decision. Among currently married women who are not 

using family planning, 44 percent reported that they mainly make the decision not 
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to use contraception jointly with their husband, 41 percent reported that it is mainly 

their own decision and 12 percent reported that it is mainly their husband’s decision 

(UDHS 2016) 

In many regions, adolescent girls, who often marry much older husbands, have 

limited power to negotiate contraceptive use and family planning (UNFPA 2015)  

According to a study conducted by Kassa, Abajobir, and Gedefew (2014), on male 

involvement on utilization of contraceptives found that 44.7 percent of men 

supported the use of family planning for their spouse/wives while 19.0 percent of 

the respondent were neutral to approve use of contraceptives for their wives and 38 

percent did not approve use of contraceptives to their partners. The reasons for not 

approving contraceptives include the demand to have more children, fear of side 

effects, partner’s refusal, religious prohibition, and lack of awareness. 

In a study conducted by Bwazi, Maluwa, Chimwaza, and Pindani (2014) on utilization 

of Postpartum Family Planning Services between Six and Twelve Months of Delivery 

at Ntchisi District Hospital, Malawi, stated that 46 percent of Husbands assisted the 

women in form of financial support, 45 percent of husbands also reminded the 

women about the next appointment dates and some husbands participated in the FP 

methods by procuring some contraceptive method such as using the male condom. 

In a study conducted by Gizaw and Regassa (2011) on family planning utilization 

services in mojo town found out that, women who did not want to use family 

planning methods due to their opposition contributed to only 2.4 percent of non-

users and 10.9 percent reported that they faced opposition from husband/partners. 

According to a study conducted by  AKintade et al. (2011) on Awareness and use of 

and barriers to family planning services among female university students in Lesotho 
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found that 55.6 percent had discussed family planning use with their partners before 

taking part in this study, while 19.7 percent who were in a relationship had never 

done so. Some of the reasons given for not discussing family planning with the 

partner included fear of losing the partner or partner unwilling to engage in such 

discussion. 

According to the study conducted by Nalwadda et al. (2010) on Persistent high 

fertility, young people recount obstacles and enabling factors to use of 

contraceptives in Uganda, Participants pointed out that lack of power in decision 

making is a key obstacle to the use of contraceptives. Both men and women reported 

that women’s purpose in marriage is to produce children. The women recounted 

their partner disapproves and verbal or physical abuse them including violence if 

they discover that they are using contraceptives.  

According to a study conducted by Tengia-Kessey and Rwabudongo (2006) on 

utilization of modern family planning methods among women of reproductive age in 

a rural setting: the case of Shinyanga rural district, Tanzania, found out that a 

quarter of women who reported to discuss with their partners about FP issues used 

the methods as opposed to three percent of their colleagues who did not engage in 

such discussions. 

According to a study conducted by Batwala et al. (2006) a study on contraceptive 

uses among in and out-of-school adolescents found that partner refusal contributed 

to 62.2 percent as compared to 37.8 percent who accepted the use of contraceptives 

respectively. 
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2.3.5 Family members/community 

According to the study conducted by Cohen et al. (2020), on Behavioral barriers to 

the use of modern methods of contraception among unmarried youth and 

adolescents in eastern Senegal. Revealed that the community thinks the unmarried 

woman who uses family planning is practicing prostitution. One of the participants 

a father of 5 children reported that if he finds his daughter using family planning he 

will deprive her of everything. In the same study Contraceptives were seen as a last 

resort option and used only by youth who are promiscuous, lacks discipline, or 

unfaithful to their partners. While some young people actively decide not to use 

contraception, others end up having unprotected sex simply because they have 

deferred making a decision until it is too late. The study further found out that 

modern methods of contraception were universally described by the youth and 

parents as most appropriate or exclusively appropriate for married women with 

children who would like to space their births. The youths think modern methods 

other than condoms is their only method of choice in preventing pregnancies. 

According to the study conducted by Ouma et al. (2017) on obstacles to family 

planning use among rural women in Atiak health center IV, Amuru district, northern 

Uganda, found out that 5 percent said family forbid them from using family planning. 

According to study conducted by  AKintade et al.(2011) on Awareness and use of and 

barriers to family planning services among female university students in Lesotho 

found out that 28.9 percent of respondent pointed that their family supported their 

use of family planning and 16.4 percent the family did not support the use of family 

planning. 
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According to the study conducted by Nalwadda et al. (2010) on Persistent high 

fertility, young people recount obstacles and enabling factors to use of 

contraceptives in Uganda, Participants pointed out that Society expects young 

people to be virgins till marriage and parents’ rejects contraceptive use to young 

unmarried woman. If unmarried daughter gets pregnant, the parents might send her 

away from home, force her to marry the man responsible for pregnancy, or force 

her to undergo an abortion. 

2.3.6 Taboo of sexual activity 

According to Dioubate et al. (2021), a qualitative study on barriers of contraceptives 

use among adolescents and youth found out that adolescents and youth refrain from 

discussing such topics with parents (fathers, mothers, sisters) and sometimes with 

their spouses because they feel that this avoids any suspicion of any sexual activity 

or life. So discussions about sexuality and contraception are inappropriate with 

children, so their children should be spared from such discussions to avoid their early 

exposure to sexuality. 

According to the study conducted by Cohen et al. (2020) on Behavioral barriers to 

the use of modern methods of contraception among unmarried youth and 

adolescents in eastern Senegal found out that some community such as Kedougou 

and Tambacounda, consider discussion of sex and contraceptives as taboo. Young 

people do not discuss use of contraceptives with their partner a head of sex instead 

prefer to discuss sexual health topics with their friend of the same gender. 

2.3.7 Perception on sexual activity 

According to Dioubate et al. (2021), a qualitative study on barriers of contraceptives 

use among adolescents and youth indicated that preservation of the virginity of girls 

until marriage is an honor for the family and the community. Consequently, it is 


