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Introduction: Despite the increasing contraceptive, women in Senegal are facing

both material and social obstacles to access family planning (FP) services.

Decisions regarding contraceptive use involve an interplay of influencers,

including the woman, her partner, family members, healthcare providers, and

the social norms in place. This study employs social norms theory to explore

how these dynamics shape women’s contraceptive choices, examining the

societal expectations, influential relationships, and strategies women use.

Methods: This qualitative study involved 256 participants (130 men and 126

women) from four regions of Senegal (Dakar, Tambacounda, Ziguinchor, and

Matam). We employed semi-structured interviews (116) and focus group

discussions (16 FGDs with 8–10 participants each) to explore experiences

related to family planning access and services. Participants were recruited

through purposive sampling. Thematic analysis was performed using NVivo 12 Pro.

Results: Participants highlighted how social norms on marriage, infertility, and

childbearing heavily influence women’s contraceptive use decisions. Participants

also mentioned social norms that directly discouraged contraception use,

labeling women who used it as disloyal or unloving. The failure to fulfill

normative expectations resulted in various forms of sanctions. Given the

normative system, numerous women opted to make decisions regarding

childbearing in secrecy. Finally, a system of beliefs that participants held about

religion and healthcare providers intersected with contraceptive utilization.

Discussion: Our findings provide evidence of the importance of integrating

social interventions into FP interventions to help reframe social relations.

Three policy implications arise: (1) Addressing broader social needs and

support mechanisms. (2) Integrating insights from violence against women

research and theories on the dynamics of abuse into FP programs.

(3) Integrating men further into FP programming to address misconceptions.

Conclusion: Drawing on data from 256 young people, men, and women of

reproductive age, we uncovered how women navigate the terrain of

social norms within their networks, shaping their choices concerning

contraceptive utilization.
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Introduction

When a woman chooses to use contraception, the consequences

she faces can be influenced by a complex interplay of factors.

Senegalese women are increasingly using more contraceptives.

Between 2013 and 2023, the contraceptive prevalence rate

increased from 16.6% to 29.4% among women aged 15–49 in

formal or informal marital unions (1); understandably, in the

same period, the number of 15–49 married women with unmet

family planning needs declined (from 30.2 to 22.4%) (1).

Despite these recent increases in their uptake of modern

contraceptives, women in Senegal are facing both material and

social barriers to accessing family planning services. Material

inequities related to geographical, economic, and education-related

factors in accessing services and methods exist. Greater access to

contraceptives is observed among married women in urban areas,

with 33% using contraceptives compared to 17% in rural areas (2);

among women in the highest economic quantile (36%) than those

in the lowest quantile (16%); and among women secondary or

higher education (33%) than those with no education (16%) (2).

Other discriminatory variables for contraceptive use include mean

age at marriage, access to qualified Health Care Providers (HCP),

and discussing use with a partner (3–9).

Senegalese women also face social obstacles when accessing

contraceptives. In Senegal, contraception is sometimes accepted

for married women but still heavily critiqued for unmarried

women (9, 10). Decisions about who can access it and who has

the final decision on utilization are influenced by a combination

of factors, including the woman, her husband, her family,

healthcare providers, and prevailing social norms (6, 9, 11, 12).

According to social norms theory, social norms are unwritten

rules dictating what actions are socially appropriate (or not) for

people within a given group (13–15). Contravening social norms

can lead to negative sanctions (16). These sanctions can include

gossiping, isolation, or even violence.

Across Sub-Saharan Africa, a growing body of literature explores

how social norms shape contraceptive behaviors and decision-

making. In Niger, Mayaki et al. examined the role of traditional

values and norms in shaping family planning practices and found

that social norms negatively affected contraceptive use among

urban women without schooling, while women with schooling

were less influenced by those norms (17). Findings from Kenya

highlight gendered differences in how social norms and networks

can shape contraceptive use: Lahiri et al. found that pro-modern

contraceptive norms use among peers was positively associated

with modern contraceptive use among women, while no

significant association was found among men (18). Among this

group, engagement tends to remain limited due to factors such as

misinformation, disapproval of unilateral decisions by women to

use family planning, lack of male-targeted services, and gaps

between perceived community norms and actual communication

and involvement (19, 20).

Despite a growing evidence base, few recent qualitative studies in

Francophone West Africa have explored how social norms and

networks influence contraceptive decision-making, particularly

those that include diverse male and female perspectives across age

groups (19, 20). This study will draw on social norms theory to

explain how social norms impact women’s access to contraception

by focusing on four key areas: the societal beliefs and expectations

that shape women’s choices, the significant influencers who weigh

into their decision-making process, the strategies women use to

navigate challenges when seeking contraception, and other factual

beliefs affecting women’s use of contraceptives, influencing

whether they pursue or forgo contraceptive use.

Methods

Participants

The study involved 130 men and 126 women and was

conducted across four regions of Senegal: Dakar, Tambacounda,

Ziguinchor, and Matam, representing urban, peri-urban,

suburban, and rural areas, respectively.

Study design

Qualitative methods were used to examine the experiences of

women and men with family planning, in relation to access, use,

experiences and feelings towards family planning services in

Senegal. We used two qualitative research methods: semi-structured

interviews and focus group discussions We conducted a qualitative

study with a total of 256 men and women of reproductive age (16–

49). We conducted 116 semi-structured interviews, and 16 focus

group discussions (FGDs) with 8–10 participants each, totaling

140 participants in FGDs. Focus group discussions were divided by

gender and age, with participants categorized as either below 25 or

above 25 years old. All interviews were recorded after obtaining

written and verbal consent. An initial interview guide was

developed based on a previous literature review, and workshops

conducted with FP professionals working in program

implementation, including healthcare providers, government

officials and NGO workers in Francophone West Africa (FWA).

Sampling

We adopted a purposive sampling strategy to recruit participants

according to the following inclusion criteria: female and male

individuals who were current users of family planning services or

had previously been exposed to family planning services in Senegal.

We identified key community members, including community

health workers and local leaders, to facilitate the recruitment process.

Additionally, we used social media to identify further participants.

Refreshments were offered to participants during the focus groups.

Data collection

Data were collected either in Wolof, Pulaar (Fula), or Jola by

local researchers, and later transcribed and translated into French
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by local transcribers. To prepare for data collection for the

qualitative study, our team recruited 16 Senegalese local

researchers with a background in qualitative research

methodologies to conduct the data collection. We conducted a

five-day workshop with the Senegalese researchers to adapt our

qualitative data collection methodology and tools. During the

workshop, the researchers shared their views of the preliminary

topic guide questions and methods. Several participatory

activities were conducted with the researchers including, role-

playing, practice interviews, and focus groups. Training on

acquiring consent was also provided to researchers. Data

collection was conducted immediately after the workshop and

both local and London School of Hygiene and Tropical

Medicine’s ethics approvals were obtained. Each interview lasted

approximately 1 h. Focus groups lasted approximately 3 h,

including a break.

Analysis

Thematic analysis was conducted with the support of NVivo 12

Pro Software (QSR International Pty Ltd). Data analysis was

iterative: initially, one researcher (MR) open-coded a subset of

the data and developed an initial set of hierarchical labels using

grounded theory (21). Themes and subthemes were established

according to the most prevalent concepts that emerged during

the inductive process and the theoretical input of a fourth

researcher. Three researchers coded a set of interviews and cross-

verified all codes to guarantee consistency of the coding

framework then applied thematic analysis with support of the

selected software. This process was repeated until the meaning of

all labels which were agreed upon by all researchers. All

researchers coded data from all regions. The coding framework

was revised and expanded as new themes and subthemes

appeared until exhaustiveness was reached. Axial coding was

conducted at a participatory workshop in Dakar in collaboration

with a subset of the same researchers who had previously

conducted the interviews and focus groups across regions.

Results

Our research focuses on four key areas: the societal beliefs and

expectations that shape women’s choices, the significant influencers

who weigh into their decision-making process, the strategies

women adopt to navigate challenges when seeking contraception,

and other factual beliefs affecting women’s use of contraceptives.

Prevailing social norms affecting family
planning practices

Within the system of social norms, the first theme explores

expectations surrounding marriage and childbearing, shaping

when and how women should marry and have children. The

second theme addresses norms that influence family planning,

guiding women’s decisions about contraception.

Social norms of marriage and childbearing

Findings from our study reveal that social norms on marriage

and childbearing profoundly influence women’s decisions

regarding family planning and contraception use. Women often

feared being blamed or judged by their partners if they did not

fulfill expectations to bear children. This pressure, driven by the

desire for children from both partners and extended family, can

strongly influence women’s decisions regarding contraception

use. Unions without offspring were regarded as lacking purpose

by most of our participants. A man in Tambacounda shared that

“you always expect a child when someone gets married. If you go

for a year without having a child, you start making judgments

about the couple” (Focus Group, Adult Man, Tambacounda).

Although it was more often mentioned among female

participants, some male participants also experienced pressure

from social networks. In Matam, male participants explained that

men try to have children right after marriage “because this is

what shows whether the man is sexually powerful” (Focus Group,

Young Man, Matam). There are social repercussions because

“Married men who do not have children are frowned upon”. Male

participants reported incidents of verbal harassment due to

childlessness when married and without children. While some

participants framed it as a consequence of the wife’s infertility

“The husband may be the victim of insults from his parents who

put pressure on him as to why your wife is not able to procreate”

(Focus Group, Young Man, Matam), an overwhelming majority

referenced their manhood being contested if a man was unable

to conceive. A man explained that “When you get married and

you go for 4 or 5 years without having a child, people will

wonder. They think, is this one really a man?” (Interview, Adult

Man, Ziguinchor). Male participants from all regions employed

language that perpetuated masculine gender stereotypes, with

phrases such as “real man” being commonly used in all regions.

These comments were identified as hurtful:

“The fact that they tell you that you are not a man because you

don’t have children can hurt you to such an extent that if your

wife told you that she does not want to have children yet, you

will put the pressure of wanting to have a child because being

treated like a subhuman doesn’t suit you.” (Focus Group,

Young Man, Matam).

In discussions about childbearing, women recounted instances

where women in their community faced unjust blame for infertility.

In focus groups in Zinginchor, Matam Tambacounda, female

participants agreed that “Having a child is God’s responsibility

and most of the time women are blamed and thought to be the

ones who can’t have children. But sometimes it might be the son’s

fault” (Focus Group, Young Woman, Zinginchor). A lack of

offspring was often blamed on women “without proof” because

“There are realities that do not depend directly on the wife. They
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go so far as to call the wife a man in order to hurt her” (Focus

Group, Adult Woman, Matam). In contrast, only a few

participants from Dakar had different perspectives. A woman

from Dakar shared that “sisters-in-law think that you must have

a child when they should know that the purpose of marriage is

not to have children” (Interview, Adult Woman, Dakar), and a

man from Dakar argued that “the child is not part of a marriage

contract, it is not an obligation” (Interview, Adult Man, Dakar).

In some rare instances, participants described situations in

which verbal harassment took place when couples had “too many

children”. Some of our participants also shared that if the woman

has too many children, she can be frowned upon by those

around her. This is confirmed by this young woman who

explained that “if the person frequently has children, people will

start saying ‘this person is just having children, she looks like a

goat’”(Interview, Young Woman, Matam). A man illustrated this

situation as following (Interview, Adult Man, Ziguinchor):

“The way she has close births, her friends who are outside can

say that: she has her babies all the time, like a “goat” or a

“chicken”. Now, it hurts her when she hears that, but she

won’t be able to react because she will say to herself that she

can’t do anything about it because every time my husband

needs me (sexually), I can’t refuse him because that’s why

I’m here today. So I can’t refuse because if I refuse, he can

create problems for me and it’s not worth it.”

Social norms influencing family planning
use

Across interviews and focus groups, we found evidence that a

network of normative beliefs strongly impacted women’s

decisions. Beyond the expectation to have children within a

family unit, participants mentioned social norms that directly

discouraged contraception use, labeling women who use it as

disloyal. Married women who utilized contraception were often

viewed as being unfaithful to their husbands or lacking affection

towards them. Many male participants believed its use may

signify a “lack of love” within a marriage. When asked what he

would do if his wife used contraception in secret, a man from

Tambacounda expressed that he would “divorce her in front of

her parents because she doesn’t love me. If she loved me she

wouldn’t hide it from me. A man must not be weak” (Interview,

Adult Man, Tambacounda) and a man from Matam expressed

that “Most married women who do it, do it either because they

don’t love their husbands enough or because it’s a forced marriage

or a marriage of convenience”. To mitigate challenging

circumstances, some women opt to secretly use these methods

despite the prohibition set by their husbands. A man from Dakar

explained how women can use contraception as a tool to defend

themselves in case a marriage goes awry:

“If we see a woman doing planning it is because she does not

love her husband, she will look if the couple is suitable for her

or not, if it is suitable for her she will remove the planning if it

is the opposite she will get rid of the marriage without having

children” (Interview, Adult Man, Dakar).

Many male participants, from all age groups and in all regions

stigmatized and labeled unmarried women that use contraception

as prostitutes. Indeed, the use of contraception was commonly

perceived as synonymous with promiscuous and immoral

behavior. A woman from Dakar explained that “prostitutes and

others who can be categorized as prostitutes do Family Planning.”

(Interview, Adult Woman 8, Dakar). A young woman from

Matam explained that prostitutes are viewed as “someone who is

used to doing these kinds of acts”, independent of whether such

acts were monetized or not (Interview, Young Woman 4,

Matam). Finally, we found in our data evidence of exceptional

cases in which deviance from the norm was possible. Participants

believed that imposing contraception was a way “to protect people

with mental illnesses.” Indeed, a young man from Dakar

suggested that “we do family planning for people who are

mentally ill and who can sometimes be raped”. Parents were the

primary source of family planning decision-making, as

highlighted by a young man from Matam who explained that

“Parents are obliged to do family planning because these women

are not mentally stable and you can never trust men as they are

sexual predators.” (Interview, Young Man 1, Matam). When

questioned about the presence of unrequested family planning

advice at healthcare facilities, a young woman from Dakar shared:

“Yes, it happened once with a girl who had psychological

problems. She is an adult whose family cannot take care of

her. That’s why they put her on contraception to prevent her

from getting pregnant” (Interview, Young Woman, Dakar).

Key influencers and potential sanctions in
women’s family planning decisions

Key influencers in women’s family planning decisions include

family members, partners, and the broader community. These

groups can shape women’s contraceptive choices through

potential social sanctions, either offering support or imposing

restrictions based on prevailing norms.

Family

Participants identified various circles within women’s social

networks that played a crucial role in upholding and enforcing

normative beliefs. Reactions from these different reference groups

significantly impacted women’s family planning decisions. The

failure to fulfill normative expectations resulted in various forms

of sanctions perpetrated by the couple’s social network. One of

the reference groups frequently mentioned as contributing to

upholding a system of norms was family members, particularly

mothers-in-law and sisters-in-law. One young woman from
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Dakar specified that “This is why when you are in a household and

you go a long time without having children, your mother-in-law

tends to make life hard for you” (Focus Group, Young Woman,

Dakar), and another participant shared that “The mothers-in-law

go so far as to make slanderous remarks. Women in this situation

are victims of suffering” (Focus Group, Adult Woman,

Ziguinchor). Female participants also identified sisters-in-law as

an important source of psychological distress. A participant

shared that sisters-in-law “are the first to denigrate you in the

eyes of people, especially when you cannot have children”

(Interview, Adult Woman, Dakar). A woman from Dakar

recounted how wives can be subjected to unequal treatment and

comparison based on the number of children they have:

“This happened to me once when I was with my co-wife. We

came to the house at the same time and when I had a child

and she didn’t, my mother-in-law called her names. She also

told her that she could go back if she can’t have children”

(Focus Group, Adult Woman, Dakar).

Another young female participant from Tambacounda

described how mothers-in-law sometimes had a stronger

influence on a woman’s family planning decision than the

husband, especially if the husband “is a weak person” (Interview,

Young Woman, Tambacounda). At times, these sanctions in the

form of psychological or verbal aggressions escalated to include

excessive housework demands from in-laws, placing added

physical pressure on the wife until she became a mother. Given

this situation, several women reported covert use of

contraception. For instance, an adult woman from Dakar

explained “mother-in-law often [..] urges me not to do family

planning. If I told her the truth, she would get mad at me and tell

me to take it off” (Interview, Adult Woman, Dakar).

Partner

A second category of people frequently mentioned by

participants were partners. Partners also played a key role in

upholding norms and at times-imposed sanctions if women did

not uphold normative expectations.

Participants provided evidence of the potential harm that

might come from discussing reproductive desires with their

spouses. One, for instance, said that discussing those desires

might “bring many problems” (Interview, Young Man, Dakar).

The main reason for these misunderstandings, participants

suggested, is that a man and woman “will never find a consensus”

(Focus Group, Young Man, Matam), and the disagreement might

be as deep as to lead to divorce or physical violence. Male

participants were uncomfortable if their wives used contraception

while they were traveling out of the city, fearing that their wives

would commit adultery. A male participant from Dakar shared

that after he came back home from traveling, he asked his wife if

she had removed her family planning method of choice: “She

replied that she had taken it off, but she lied. I shook her and got

angry. She confessed no, she hadn’t taken it off. I told her: if

I come home next month, and you haven’t taken it off yet, it’ll be

you and me in this house” (Interview, Adult Man 1, Dakar).

Some participants explained how contraception can be used to

protect oneself in case of abandonment within a marriage “Some

women do [covert contraception use] because they are afraid of

having many children and that one day the man will repudiate

them and leave them alone with the children and problems”

(Focus Group, Young Man, Matam).

Community

Furthermore, our participants provided evidence that the

community in which the couple is situated also imposes

normative expectations regarding childbearing within a

marriage. Women who had publicly utilized contraception were

frequently subjected to blame and accusations of infertility if

they were unable to conceive soon after discontinuing its use.

In a focus group with adult women, a mother from Matam

shared that “It can also happen that when you are ready to take

[the implant] away you are told that you cannot have any more

children. So family planning can make you lose any respect from

your family” (Interview, Adult Woman, Matam). Another

participant shared “Planning is breaking up a lot of marriages

because [..] once you get planning out, you won’t have children”

(Interview, Adult Woman, Ziguinchor). Many participants

reported believing that family planning led to infertility.

Women who chose to secretly utilize modern contraception

methods were often seen as unable to successfully carry a

pregnancy to term by their community, resulting in sanctions

such as exclusion. Despite these norms and reactions against

contraceptives, our findings reveal that many women still utilize

family planning methods. A woman from Matam shared that

the reason why she hides contraceptive utilization from her

social network is because “I don’t want to suffer through

pregnancies. They are not at home and are unaware of my

suffering.” (Interview, Woman, Matam).

Women strategies for concealed use of
contraceptives

Given the prevailing normative system and the accompanying

social repercussions, numerous women opted to make decisions

regarding childbearing in secrecy from their spouses. One young

man said that a woman might be “afraid that the subject will

create problems for her in his relationship” (Focus Group, Young

Man, Matam). Several participants mentioned women might also

fear their husbands. One, for instance, mentioned that a woman

might “be afraid to tell her husband or lack trust in her because

he is impulsive” (Interview, Young Woman, Tambacounda). In

these cases, women might prefer to hide contraception utilization

from their husbands.

Woman from Matam: “I didn’t tell him how many children

I want, but he, on the other hand, told me he wants to have up

to ten children.”
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Interviewer: “Why didn’t you tell him what you want?”

Woman from Matam: “Because he wants a number that doesn’t

suit me, and he is against family planning. I don’t want him to

realize that I am practicing family planning. If I tell him that

I want to stop at six children, he will know it’s because of family

planning. But if I don’t tell him, he might think it’s just divine will.”

Some women opted to initiate a discussion with their partners

but, unable to secure approval from their husbands, resorted to

using contraceptive methods without their knowledge, arguing

this was the only way to safeguard their health.

“Yes, because it’s the woman who knows what is good or not

for her. Men only think about having children; it’s the

women who know the pain of pregnancy and childbirth.

That’s why I hid my decision from him to avoid any

problems between us.” (Focus group, Woman, Matam)

“you know also it is necessary that women do it in secret

because some men do not know how to do anything in their

life but to have sex and have children, so if the woman

knows that she cannot continue at this rate she can hide

[family planning] to just rest” (Focus Group, Young Woman,

Tambacounda).

Women’s concealment of contraceptive use often led to

anxiety, with fears of consequences in case the husband found

out about its use “Sometimes I would get goosebumps because

I didn’t tell him.” “Family planning can create misunderstandings

within the couple. The worst can happen when the husband is not

informed. This can create problems in the relationship, potentially

leading to divorce” (Focus Group, Women, Ziguinchor). As a

result, some women followed their husband’s authority by not

using any modern method. This is the case for a woman from

Dakar who feels the need to rest her body after giving birth and

wants to use contraceptive methods but decides to follow her

husband’s desires over her own to avoid problems in her

household. She affirms: “If there is a conflict about how many

children you want to have in a couple, you always have to comply

with your husband’s decision and do what he wants.” (Interview,

Adult Woman, Dakar).

Finally, participants revealed that some couples collaborated to

undertake birth spacing and preferred to conceal their

contraceptive utilization from their family to avoid confrontation.

One woman shared that only she and her husband knew about

her contraceptive use because her husband had asked “to keep it

between the two of us and not let the rest of the family know”

(Interview, Adult Woman, Dakar). In another interview in

Dakar, a woman shared that:

“If the woman wants to work. Her husband can support her

without the rest of the family knowing what is really

happening behind the scenes. However, the family might

cause her problems without even knowing that she has her

husband’s approval and support.” (Interview, Adult

Woman, Dakar).

Other factual beliefs affecting women’s use
of contraceptives

A system of beliefs that participants held about contraception,

religion, and healthcare providers intersected with their decision-

making, influencing their choices on contraceptive utilization.

Our findings indicate that men often play a determining role in

the women’s continuation and discontinuation of contraception,

which might lead to covert contraception use by women. An

overwhelming majority of our participants believed that women

should not use contraception without their husband’s consent.

The most common reason to prohibit its use included differences

in opinion regarding the desired number of children between

couples and negative beliefs about the consequences of

contraceptive methods. Female participants were more familiar

with reproductive health services and exhibited less skepticism

towards doctors and midwives compared to their spouses.

Despite the availability of services, male individuals exhibited

skepticism towards healthcare professionals, leading to a limited

utilization of family planning services: A female participant from

Dakar explained:

“I have talked to him [husband] about family planning but he

often retorts by telling me that family planning is just a scam

by health care providers and that it has consequences for

women’s health. I let him know that [..] a woman who gives

birth often is vulnerable and can catch diseases” (Interview,

Young Woman, Dakar).

Many participants were adamant that they do not want to

use contraception because of their religion, as is the case of a

man from Matam who explains that women do it discreetly

because: “religion does not allow family planning and as a

Muslim, a man will never allow his wife to do family

planning.” (Interview, Adult Man 6, Matam). Male participants

explained that, in the context of Islam, the responsibility of

men toward their wives is of paramount significance. This is

intricately linked to their stance on contraception use. Many

male participants from all regions expressed concerns about its

adverse effects on their wives’ health. A man from Matam

explained that “For me, I will refuse because she may get sick

from family planning and it will be my responsibility.”

(Interview, Adult Man 3 Matam). However, a few male

interviewees mentioned that contraception is essential to

preserve women’s health and therefore it does not contradict

Islam. A man from Tambacounda explained that “planning is

good for me because I have had four children, but my wife

often has complications during pregnancy and has even had

surgery. I have discussed this with my in-laws and my family so

that my wife can access family planning services.” (Interview,

Adult Man 1, Tambacounda). Another man from Dakar

explained that “Islam said that if you have three children and

you risk your life if you have a fourth child, Islam allows you to

do family planning” (Focus Group, Adult Man 6, Dakar).
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Discussion

Our findings extend the scope of research on the dynamics

between social norms and contraceptive use. We unraveled a

delicate balancing act undertaken by women as they navigate the

complex terrain of family planning decision-making. While some

women covertly employed contraceptive methods to assert their

agency, societal norms often restricted their agency as a

consequence of this covert use, labeling these women as infertile

or immoral. The couple’s agency over their reproductive choices

was frequently restricted by societal expectations, perpetuating

cycles of secrecy. Decisions related to family planning often

favored the perspectives of men over women. Our findings also

highlight the importance of acknowledging the intersectionality

of factors, such as mental illness, when it comes to informed

choice of contraceptives (22, 23).

Our findings have three major implications for policy and

practice: (1) Addressing broader social needs and support

mechanisms. (2) Integrating insights from violence against

women research and theories on the dynamics of abuse into

family planning programs. (3) Integrating men further into

family planning programming to address misconceptions.

Our findings provide evidence of the importance of integrating

social interventions into family planning interventions to help

reframe social relations. Our findings indicate that while

contraceptive methods were widely available at healthcare

facilities and healthcare providers were generally trusted by

women, men remained hesitant. This hesitancy, coupled with

prevailing social norms around decision-making and some

women’s concerns about infertility, illustrates that merely

ensuring physical access was insufficient to guarantee access

among women with unmet need. Medicalization has been used

to describe the process of defining and treating certain

conditions, behaviors, and medical issues. The medicalization of

family planning in Francophone West Africa has contributed to

the improvement of reproductive healthcare, averting maternal

and neonatal mortality and morbidity and offering women

greater control over their reproductive health despite persistent

disparities between urban and rural regions in Senegal (24–26).

The medicalization of family planning has been criticized as well

in the literature as a source of detachment between the patient’s

normative context and the doctor (27, 28). Our findings provide

evidence that the medicalized nature of family planning services,

while empowering women, may inadvertently pose a barrier to

open communication regarding social norms (29–31). Our

research indicates that effective interventions must not only

improve contraceptive access in health facilities but also address

women’s social and contextual needs.

Violence against women often stems from a process where the

decisions of a woman’s partner are imposed on her, highlighting

how social norms that center control and dominance in decision-

making play a critical role in perpetuating violence. Our findings

indicate that instances of physical abuse directly linked to family

planning practices were rare. However, the data revealed strong

connections between social norms, sanctions, and family

planning use. These sanctions often manifested as verbal abuse,

social exclusion, and threats. Violence against women remains a

persistent challenge in Senegal. About 27% of women in Senegal

aged 15–49 have suffered physical violence since the age of 15,

and 24% have experienced IPV (32, 33). Understanding the

complex decision-making process of contraceptive use is crucial,

as it can both influence and be influenced by violence against

women. Violence can lead directly to unwanted pregnancy

through sexual assault or reproductive coercion (34–36). Violence

can be perpetrated regardless of the relationship between the

victim and the perpetrator, and it can manifest itself in several

forms, including coercion, physical, sexual, verbal, psychological,

or economic harm, and it includes threats of violent acts as

well (37). Participants reported experiencing some of the

aforementioned forms of violence, with psychological and verbal

abuse being largely the most common in connection with family

planning decisions. We observed a connection between women’s

family planning decisions and the reactions of female figures

within the community, notably mothers-in-law and sisters-in-law.

These women held considerable influence in shaping women’s

choices and often endorsed normative expectations regarding

childbearing. Our findings resonate with existing literature on

violence against women in West Africa that studied the role of

female social networks in shaping women’s experiences of

violence (38–40). J. Gupta and colleagues found that over 27% of

women in Côte d’Ivoire reported in-law abuse, which was

significantly linked to reproductive control by in-laws. C.A.

Akurugu observed that in rural northern Ghana, woman-to-

woman violence was common and often discussed and joked

about, though it primarily took psychological rather than

physical forms. Consistent with C.A. Akurugu’s research, we

found that violence against women manifested through sanctions

in the form of psychological violence related to normative

expectations about childbearing and marriage (38, 39).

Among our interviewees, one key obstacle raised was men’s

physical absence from healthcare visits and consultations, along

with their social detachment from family planning matters. In

Senegal, men are generally considered to be the head of the

household and main protectors of the family, including of their

wives (41). Our male participants shared a strong sense of

responsibility toward their wives and the importance of caring

for their partner’s health within the context of following the

teachings of the Islamic faith. Islam encompasses a holistic view

of health, seeing it as a balance between physical and mental

well-being (42). An often-overlooked reason in the literature for

men’s aversion to family planning is their perception that it

harms women’s health thereby conflicting with their duty to

protect their wives. As portrayed in our research and reflected in

the literature, men’s intentions are frequently informed by

incomplete medical knowledge (43, 44). While the desire to

increase the number of children within a couple is a known and

significant factor in opposing contraceptive use (7, 45) and

was also the most prevalent factor in our study, another

underexplored reason is the intention to shield their wives from

the perceived harmful effects of contraception (e.g., side effects,

heavy bleeding, perceived infertility, and sickness). Our

qualitative findings suggest that husbands’ actions can stem from
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a genuine desire to help their wives, but are also influenced by a

lack of willingness to seek information at the health facility and

accept alternative views on contraceptive methods.

These beliefs are also kept in place by a system of norms and

social networks that connect family planning to harmful

consequences threatening masculinity and power (46, 47). Our

findings show that men see themselves as the head of the

household with final decision-making authority and are strongly

attached to this belief. Some men were also profoundly attached

to their relationships and saw the possibility of being in a loving

relationship threatened by the belief that their wife was going to

engage in adultery by using family planning methods. In their

study, Speizer and colleagues found that men’s exposure to

family planning programming—such as favorable messages from

religious leaders, family planning content on television and radio,

and community outreach activities—was associated with

increased modern family planning use and discussions about

family planning with their partners in four urban sites in Senegal

(11). Our participants frequently cited the Bajenu Gox as a

valuable resource for facilitating such conversations between

couples and as a source of knowledge. The introduction of

couple counseling within healthcare institutions was a solution

recommended by our participants. Other similar interventions

have employed formal written invitations to encourage male

participation in women’s reproductive care at healthcare facilities

(48–51). The success of these approaches varies in the literature,

ranging from not statistically significant, as observed by Stefanie

Theuring and colleagues in a controlled intervention trial in

Mbeya, Tanzania, to highly effective and significant, as reported

by Theresa M. Exner and colleagues in a controlled trial in

Nigeria, as well as by Bright Chigbu and colleagues’s work in

Nigeria as well (52–55). This approach recognizes the influential

role of healthcare providers in shaping decision-making

dynamics within couples to understand their social needs in the

context of family planning (56–62).

Limitations

The study ensures a diverse representation by including various

age groups, genders, and regions, though bias might be introduced

as the sample selected is based on individuals who are current

family planning users or have been exposed to family planning

programs. The study was conducted in four regions of Senegal

covering a range of urban, suburban, rural, and peri-urban areas.

Discussions were conducted in multiple languages to obtain a

diverse sample, which could introduce translation biases.

Additionally, the potential for social desirability bias in

participants’ responses, particularly in focus group discussions,

should be recognized. Despite extensive training workshops, local

researchers might introduce bias during the data collection

phase, and researchers might introduce bias during the data

analysis phase. The research team adopted a collaborative

approach to data analysis, involving multiple researchers and

conducting blind coding and cross-verification to reduce

individual biases. Although our findings indicate that instances of

physical abuse directly linked to family planning practices were

rare, this could be due to an unwillingness among participants to

discuss such sensitive issues.

Conclusion

Drawing on data from 256 young people, men, and women of

reproductive age, we uncovered how women navigate the terrain of

social norms within their networks, shaping their choices

concerning contraceptive utilization. This study shows women

covertly employ contraception to maintain their health and well-

being. In this context, female figures in the household emerge as

potent agents, exerting societal pressure on men and women to

conform to normative ideals of family size. Male participants

exhibited a lack of willingness to seek information at the health

facility and accept alternative views on contraceptive methods.

Our findings expand the understanding of how social norms

influence contraceptive use. While some women covertly assert

their agency through contraception, societal norms often

stigmatize them as infertile or immoral, restricting individual and

couple autonomy. We found that while access to contraception

has improved in healthcare settings, broader social needs remain

unmet, particularly concerning violence against women, men’s

involvement at the facility level, and the influence of female

family figures. Policy implications include addressing social

norms, integrating violence prevention into family planning

programs, and encouraging male involvement.

Data availability statement

The raw data supporting the conclusions of this article will be

made available by the authors, without undue reservation.

Ethics statement

The studies involving humans were approved by the LSHTM

Research Ethics Committee and by the Comité National

d’Ethique pour la Recherche en Santé. The studies were

conducted in accordance with the local legislation and

institutional requirements. The participants provided their

written informed consent to participate in this study.

Author contributions

MR: Formal analysis, Project administration, Software,

Validation, Writing – original draft, Writing – review & editing.

RG: Writing – original draft. TG: Data curation, Formal analysis,

Project administration, Software, Supervision, Validation,

Writing – review & editing. MF: Conceptualization, Data

curation, Formal analysis, Investigation, Project administration,

Supervision, Validation, Writing – review & editing. NH:

Conceptualization, Data curation, Funding acquisition,

Reveiz et al. 10.3389/fgwh.2025.1527733

Frontiers in Global Women’s Health 08 frontiersin.org

https://doi.org/10.3389/fgwh.2025.1527733
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/


Investigation, Methodology, Project administration, Resources,

Supervision, Validation, Visualization, Writing – review &

editing. EL: Conceptualization, Investigation, Supervision,

Validation, Writing – review & editing. BC: Conceptualization,

Formal analysis, Funding acquisition, Investigation, Methodology,

Project administration, Resources, Supervision, Validation,

Visualization, Writing – review & editing.

Funding

The author(s) declare that financial support was received for

the research and/or publication of this article. We are grateful

to the Hewlett Foundation for its financial support for this

study under grant number PHGHZR99. We also thank the study

participants and data collectors for their participation in the study.

Conflict of interest

The authors declare that the research was conducted

in the absence of any commercial or financial

relationships that could be construed as a potential conflict

of interest.

Generative AI statement

The author(s) declare that Generative AI was used in the

creation of this manuscript. Generative AI was used to verify

grammar and adjust vocabulary. It was also used to perform

some translation work of quotes from French to English. All use

was verified by the bilingual corresponding author.

Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed

or endorsed by the publisher.

References

1. Track 20. Senegal, Projected Trends in mCPR. Available online at: https://www.
track20.org/Senegal (Accessed March 20, 2024).

2. Agence Nationale de la Statistique et de la Démographie (ANSD) [Sénégal], ICF.
Sénégal: Enquête Démographique et de Santé Continue (EDS-Continue 2015).
Rockville, Maryland, USA: ANSD and ICF (2016). 391 p. Available online at:
https://dhsprogram.com/pubs/pdf/FR320/FR320.pdf (Accessed September 09, 2024).

3. Elfstrom KM, Stephenson R. The role of place in shaping contraceptive use
among women in Africa. PLoS One. (2012) 7(7):e40670. doi: 10.1371/journal.pone.
0040670

4. Cronin CJ, Guilkey DK, Speizer IS. The effects of health facility access and quality
on family planning decisions in urban Senegal. Health Econ. (2018) 27(3):576–91.
doi: 10.1002/hec.3615

5. Cavallaro FL, Benova L, Macleod D, Faye A, Lynch CA. Examining trends in
family planning among harder-to-reach women in Senegal 1992–2014. Sci Rep.
(2017) 7(1):41006. doi: 10.1038/srep41006

6. Assaf S, Wang W, Mallick L. Quality of care in family planning services in Senegal
and their outcomes. BMC Health Serv Res. (2017) 17(1):346. doi: 10.1186/s12913-017-
2287-z

7. Sidibe AM, Kadetz PI, Hesketh T. Factors impacting family planning use in Mali
and Senegal. Int J Environ Res Public Health. (2020) 17(12):4399. doi: 10.3390/
ijerph17124399

8. Hossain M, Ahmed S, Rogers L. Does a wife’s education influence spousal
agreement on approval of family planning?: Random-effects modeling using data
from two West African countries. J Health Care Poor Underserved. (2014)
25(2):562–76. doi: 10.1353/hpu.2014.0098

9. Zegeye B, Ahinkorah BO, Idriss-Wheeler D, Olorunsaiye CZ, Adjei NK, Yaya S.
Modern contraceptive utilization and its associated factors among married women in
Senegal: a multilevel analysis. BMC Public Health. (2021) 21(1):231. doi: 10.1186/
s12889-021-10252-7

10. Cohen N, Mendy FT, Wesson J, Protti A, Cissé C, Gueye EB, et al. Behavioral
barriers to the use of modern methods of contraception among unmarried youth
and adolescents in eastern Senegal: a qualitative study. BMC Public Health. (2020)
20(1):1025. doi: 10.1186/s12889-020-09131-4

11. Speizer IS, Corroon M, Calhoun LM, Gueye A, Guilkey DK. Association of
men’s exposure to family planning programming and reported discussion with
partner and family planning use: the case of urban Senegal. PLoS One. (2018)
13(9):e0204049. doi: 10.1371/journal.pone.0204049

12. Sidze EM, Lardoux S, Speizer IS, Faye CM, Mutua MM, Badji F. Young women’s
access to and use of contraceptives: the role of Providers’ restrictions in urban Senegal.
Int Perspect Sex Reprod Health. (2014) 40(4):176–83. doi: 10.1363/4017614

13. Legros S, Cislaghi B. Mapping the social-norms literature: an overview
of reviews. Perspect Psychol Sci. (2020) 15(1):62–80. doi: 10.1177/
1745691619866455

14. Mackie G, Moneti F, Shakya H, Denny E. What are Social Norms? how are They
Measured? San Diego, California, USA: UNICEF and the University of California –

San Diego Center on Global Justice (2015). p. 100. Available online at: https://www.
researchgate.net/publication/282851305_What_are_social_norms_How_are_they_
measured

15. Cislaghi B, Shakya H. Social norms and Adolescents’ sexual health: an
Introduction for practitioners working in low and mid-income African countries.
Afr J Reprod Health. (2018) 22(1):38–46. doi: 10.29063/ajrh2018/v22i1.4

16. Cislaghi B, Heise L. Gender norms and social norms: differences, similarities and
why they matter in prevention science. Sociol Health Illn. (2019) 42(2):407–22. doi: 10.
1111/1467-9566.13008

17. Mayaki F, Kouabenan DR. Social norms in promoting family planning: a study
in Niger. S Afr J Psychol. (2015) 45(2):249–59. doi: 10.1177/0081246315570356

18. Lahiri S, Bingenheimer J, Sedlander E, Munar W, Rimal R. The role of social
norms on adolescent family planning in rural Kilifi county, Kenya. PLoS One.
(2023) 18(2):e0275824. doi: 10.1371/journal.pone.0275824

19. Koffi TB, Weidert K, Ouro Bitasse E, Mensah MAE, Emina J, Mensah S, et al.
Engaging men in family planning: perspectives from married men in Lomé, Togo.
Glob Health Sci Pract. (2018) 6(2):317–29. doi: 10.9745/GHSP-D-17-00471
Erratum in: Glob Health Sci Pract. 2018 October 4;6(3):618. doi: 10.9745/GHSP-D-
18-00364.

20. LeMasters K, Costenbader E, Martinez A, Speizer IS, Igras S. Men’s social
networks, social norms, & family planning in Benin. Glob Public Health. (2021)
17(8):1611–25. doi: 10.1080/17441692.2021.1933125

21. Charmaz K. Constructing Grounded Theory: A Practical Guide Through
Qualitative Analysis. Thousand Oaks, CA: Sage Publications (2006). p. 224.

22. Zinke-Allmang A, Bhatia A, Gorur K, Hassan R, Shipow A, Ogolla C, et al. The
role of partners, parents and friends in shaping young women’s reproductive choices
in peri-urban Nairobi: a qualitative study. Reprod Health. (2023) 20(1). doi: 10.1186/
s12978-023-01581-4

23. Ganle JK, Baatiema L, Quansah R, Danso-Appiah A. Barriers facing persons
with disability in accessing sexual and reproductive health services in Sub-Saharan
Africa: a systematic review. PLoS One. (2020) 15(10):e0238585. doi: 10.1371/journal.
pone.0238585

24. Ahmed S, Li Q, Liu L, Tsui AO. Maternal deaths averted by contraceptive use: an
analysis of 172 countries. Lancet. (2012) 380(9837):111–25. doi: 10.1016/S0140-6736
(12)60478-4

Reveiz et al. 10.3389/fgwh.2025.1527733

Frontiers in Global Women’s Health 09 frontiersin.org

https://www.track20.org/Senegal
https://www.track20.org/Senegal
https://dhsprogram.com/pubs/pdf/FR320/FR320.pdf
https://doi.org/10.1371/journal.pone.0040670
https://doi.org/10.1371/journal.pone.0040670
https://doi.org/10.1002/hec.3615
https://doi.org/10.1038/srep41006
https://doi.org/10.1186/s12913-017-2287-z
https://doi.org/10.1186/s12913-017-2287-z
https://doi.org/10.3390/ijerph17124399
https://doi.org/10.3390/ijerph17124399
https://doi.org/10.1353/hpu.2014.0098
https://doi.org/10.1186/s12889-021-10252-7
https://doi.org/10.1186/s12889-021-10252-7
https://doi.org/10.1186/s12889-020-09131-4
https://doi.org/10.1371/journal.pone.0204049
https://doi.org/10.1363/4017614
https://doi.org/10.1177/1745691619866455
https://doi.org/10.1177/1745691619866455
https://www.researchgate.net/publication/282851305_What_are_social_norms_How_are_they_measured
https://www.researchgate.net/publication/282851305_What_are_social_norms_How_are_they_measured
https://www.researchgate.net/publication/282851305_What_are_social_norms_How_are_they_measured
https://doi.org/10.29063/ajrh2018/v22i1.4
https://doi.org/10.1111/1467-9566.13008
https://doi.org/10.1111/1467-9566.13008
https://doi.org/10.1177/0081246315570356
https://doi.org/10.1371/journal.pone.0275824
https://doi.org/10.9745/GHSP-D-17-00471
https://doi.org/10.1080/17441692.2021.1933125
https://doi.org/10.1186/s12978-023-01581-4
https://doi.org/10.1186/s12978-023-01581-4
https://doi.org/10.1371/journal.pone.0238585
https://doi.org/10.1371/journal.pone.0238585
https://doi.org/10.1016/S0140-6736(12)60478-4
https://doi.org/10.1016/S0140-6736(12)60478-4
https://doi.org/10.3389/fgwh.2025.1527733
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/


25. Shayesteh J, Maurer O, Lapidow A, Anjali RO, Steinfeldt M, Ali M. A meta-
analysis into the mediatory effects of family planning utilization on complications
of pregnancy in women of reproductive age. PLoS One. (2024) 19(3):e0294475.
doi: 10.1371/journal.pone.0294475

26. Sy I, Sarr SC, Doucouré A. Strengthening health systems and accountability:
Senegal’s path to success in reproductive, maternal, newborn, and child health.
Lancet. (2025) 405(10488):1445–8. doi: 10.1016/S0140-6736(25)00616-6

27. Shelton JD, Jacobstein RA, Angle MA. Medical barriers to access to family
planning. Lancet. (1992) 340(8831):1334–5. doi: 10.1016/0140-6736(92)92505-A

28. Makoni B, Makoni S. The discursive construction of the female body in family
planning pamphlets. In: McPherron P, Ramanathan V, editors. Language, Body and
Health. Berlin, Boston: De Gruyter Mouton (2011). p. 193–220. Available online at:
https://www.researchgate.net/publication/279455901_The_discursive_Construction_
of_the_female_Body_in_Family_Planning_Pamphlets

29. Suh S. A stalled revolution? Misoprostol and the pharmaceuticalization of
reproductive health in francophone Africa. Front Sociol. (2021) 6:590556. doi: 10.
3389/fsoc.2021.590556

30. Schwarz J, Manirakiza R, Merten S. Reproductive governance in a fragile and
population-dense context: family planning policies, discourses, and practices in
Burundi. Eur J Dev Res. (2022) 34(6):2666–87. doi: 10.1057/s41287-021-00482-1

31. Drabo S. Beyond “family planning”—local realities on contraception and abortion in
Ouagadougou, Burkina Faso. Soc Sci. (2020) 9(11):212. doi: 10.3390/socsci9110212

32. WHO. Fighting gender-based violence at the grassroots in Senegal (2022).
Available online at: https://www.afro.who.int/countries/senegal/news/fighting-
gender-based-violence-grassroots-senegal (Accessed March 27, 2024).

33. World Bank Group. Gender data portal: Senegal (2022). Available online at:
https://genderdata.worldbank.org/en/economies/senegal (Accessed March 1, 2024).

34. Heise L, Moore K, Toubia N. Sexual Coercion and Reproductive Health: A Focus
on Research. New York, NY: The Population Council (1995). doi: 10.31899/rh5.1033

35. Ajayi AI, Ezegbe HC. Association between sexual violence and unintended
pregnancy among adolescent girls and young women in South Africa. BMC Public
Health. (2020) 20(1):1370. doi: 10.1186/s12889-020-09488-6

36. Grace KT, Anderson JC. Reproductive coercion: a systematic review. Trauma
Violence Abuse. (2016) 19(4):371–90. doi: 10.1177/1524838016663935

37. Heise L, Ellsberg M, Gottmoeller M. A global overview of gender-based violence.
Int J Gynecol Obstet. (2002) 78(1):S5–14. doi: 10.1016/S0020-7292(02)00038-3

38. Akurugu CA. Women as actors in violence against women: an analysis of
woman-to-woman violence within the marriage space. Gender Womens Stud. (2021)
4(1):1. doi: 10.31532/GendWomensStud.4.1.001

39. Gupta J, Falb K, Kpebo D, Annan J. Abuse from in-laws and associations with
attempts to control reproductive decisions among rural women in Côte d’Ivoire: a
cross-sectional study. BJOG. (2012) 119(9):1058–66. doi: 10.1111/j.1471-0528.2012.
03401.x

40. Donatus L, Nicholas T, Julius DS, Obinchemti ET. Community perception of the
determinants of unmet needs of family planning among married women in Buea
Health District, Southwest Region, Cameroon. Pan Afr Med J. (2023) 45:58. doi: 10.
11604/pamj.2023.45.58.33949

41. UNICEF Data. Extraits de la loi N° 72-61 du 12 juin 1972 portant Code de la
famille, modifié (2017). Available online at: https://data.unicef.org/wp-content/uploads/
2017/12/extraits_code_de_la_familles_senegal.pdf (Accessed March 14, 2024).

42. Al-Khayat MH. Health: An Islamic Perspective. Alexandria, Egypt: World Health
Organization (1997). p. 54. Available online at: https://applications.emro.who.int/dsaf/
dsa113.pdf

43. Widiasih R. Perspectives of Muslim husbands’ roles in women’s health and cancer
in Indonesia (dissertation/doctoral’s thesis). Wellington, Nueva Zelanda: Victoria
University of Wellington (2017).

44. Okigbo CC, Speizer IS, Corroon M, Gueye A. Exposure to family planning
messages and modern contraceptive use among men in urban Kenya, Nigeria, and
Senegal: a cross-sectional study. Reprod Health. (2015) 12(1):63. doi: 10.1186/
s12978-015-0056-1

45. Amadou S, Lee M, Lee J, Kim S, Kang S. Family structure factors
influencing modern contraceptive use in Cameroon based on analysis of
2018–2019 demographic and health survey data. Sci Rep. (2025) 15(1):14174.
doi: 10.1038/s41598-025-85998-w

46. Bove RM, Vala-Haynes E, Valeggia CR. Women’s health in urban Mali: social
predictors and health itineraries. Soc Sci Med. (2012) 75(8):1392–9. doi: 10.1016/j.
socscimed.2012.06.012

47. Bado AR, Badolo H, Zoma LR. Use of modern contraceptive methods in Burkina
Faso: what are the obstacles to male involvement in improving indicators in the
centre-east and centre-north regions? Open Access J Contracept. (2020) 11:147–56.
doi: 10.2147/OAJC.S274570

48. Theuring S, Jefferys LF, Nchimbi P, Mbezi P, Sewangi J. Increasing partner
attendance in antenatal care and HIV testing services: comparable outcomes using
written versus verbal invitations in an urban facility-based controlled intervention
trial in mb#eya, Tanzania. PLoS One. (2016) 11(4):e0152734. doi: 10.1371/journal.
pone.0152734

49. Exner TM, Mantell JE, Adeokun LA, Udoh IA, Ladipo OA, Delano GE, et al.
Mobilizing men as partners: the results of an intervention to increase dual protection
among Nigerian men. Health Educ Res. (2009) 24(5):846–54. doi: 10.1093/her/cyp021

50. Chigbu B, Onwere S, Onwere AC, Kamanu C, Ndukwe P, Chigbu E. Improving
male involvement in family planning in rural southeastern Nigeria. Obstet Gynecol.
(2015) 125(Suppl 1):66S–7. doi: 10.1097/AOG.0000000000000806

51. Fletcher R, Forbes F, Dadi AF, Kassa GM, Regan C, Galle A. Effect of male
partners’ involvement and support on reproductive, maternal and child health and
well-being in east Africa: a scoping review. Health Sci Rep. (2024) 7:e2269. doi: 10.
1002/hsr2.2269

52. Gottert A, Pulerwitz J, Weiner R, Okondo C, Werner J, Magni S, et al. Systematic
review of reviews on interventions to engage men and boys as clients, partners and
agents of change for improved sexual and reproductive health and rights. BMJ
Open. (2025) 15(1):e083950. doi: 10.1136/bmjopen-2024-083950

53. Olajubu AO, Olowokere AE, Naanyu V. Barriers to utilization of sexual and
reproductive health services among young people in Nigeria: a qualitative
exploration using the socioecological model. Glob Qual Nurs Res. (2025) 12. doi: 10.
1177/23333936241310186

54. Mwakyusa MO, Said A, Selemani S, Kakiziba M, Christopher J, Sirili NS, et al.
“If my husband was in the labor ward with me, my baby wouldn’t have died”:
experiences on birth companionship from a tertiary health facility, Tanzania. PLoS
One. (2025) 20(1):e0309602. doi: 10.1371/journal.pone.0309602

55. Boynito WG, Pauwels NS, Otayto K, De Henauw S, Abbeddou S. Effects of
community-based educational video interventions on nutrition, health, and use of
health services in low- and middle-income countries: systematic review and meta-
analysis. Nutr Rev. (2025) 83(2):201–16. doi: 10.1093/nutrit/nuae004

56. Nkwonta CA, Messias DKH. Male participation in reproductive health
interventions in Sub-Saharan Africa: a scoping review. Int Perspect Sex Reprod
Health. (2019) 45:71–85. doi: 10.1363/45e8119

57. Young CR, Arnos DM, Matthews LT. A scoping review of interventions to
address intimate partner violence in Sub-Saharan African healthcare. Glob Public
Health. (2019) 14(9):1335–46. doi: 10.1080/17441692.2019.1567802

58. Kamwesigye A, Amanya D, Nambozo B, Epuitai J, Nahurira D, Wani S, et al.
Barriers and enablers to utilisation of postpartum long-acting reversible
contraception in eastern Uganda: a qualitative study. Contracept Reprod Med.
(2024) 9(1):49. doi: 10.1186/s40834-024-00308-5

59. Sinai I, Azogu O, Dabai SS, Waseem S. Role of men in women’s health service
utilisation in northern Nigeria: a qualitative study of women, men and provider
perspectives. BMJ Open. (2024) 14(8):e085758. doi: 10.1136/bmjopen-2024-085758

60. Namanda C, Atuyambe L, Ssali S, Mukose A, Tumwesigye NM, Makumbi FE,
et al. A qualitative study of influences on the uptake of contraceptive services
among people of reproductive age in Uganda. BMC Womens Health. (2023)
23(1):130. doi: 10.1186/s12905-023-02274-7

61. Kayiga H, Looft-Trägårdh E, Cleeve A, Kakaire O, Tumwesigye NM,
Byamugisha J, et al. Healthcare providers’ perceptions on post abortion intrauterine
contraception: a qualitative study in central Uganda. PLoS One. (2024) 19(12):
e0301748. doi: 10.1371/journal.pone.0301748

62. Yaméogo RB, Dédé R, Médémaziémlé C, Kaboré A, Traoré A, Sawadogo/
Komboigo Bewendé ES, et al. Quality of immediate postpartum contraceptive
counseling according to midwives and maieuticians in the obstetrics department of
the Souro Sanou University Hospital Center (CHUSS) of Bobo-Dioulasso. Journal
de la Sago (Gynecology - Obstetrics and Reproductive Health). (2025). 26(1).
Retrieved from: https://www.jsago.org/index.php/jsago/article/view/202

Reveiz et al. 10.3389/fgwh.2025.1527733

Frontiers in Global Women’s Health 10 frontiersin.org

https://doi.org/10.1371/journal.pone.0294475
https://doi.org/10.1016/S0140-6736(25)00616-6
https://doi.org/10.1016/0140-6736(92)92505-A
https://www.researchgate.net/publication/279455901_The_discursive_Construction_of_the_female_Body_in_Family_Planning_Pamphlets
https://www.researchgate.net/publication/279455901_The_discursive_Construction_of_the_female_Body_in_Family_Planning_Pamphlets
https://doi.org/10.3389/fsoc.2021.590556
https://doi.org/10.3389/fsoc.2021.590556
https://doi.org/10.1057/s41287-021-00482-1
https://doi.org/10.3390/socsci9110212
https://www.afro.who.int/countries/senegal/news/fighting-gender-based-violence-grassroots-senegal
https://www.afro.who.int/countries/senegal/news/fighting-gender-based-violence-grassroots-senegal
https://genderdata.worldbank.org/en/economies/senegal
https://doi.org/10.31899/rh5.1033
https://doi.org/10.1186/s12889-020-09488-6
https://doi.org/10.1177/1524838016663935
https://doi.org/10.1016/S0020-7292(02)00038-3
https://doi.org/10.31532/GendWomensStud.4.1.001
https://doi.org/10.1111/j.1471-0528.2012.03401.x
https://doi.org/10.1111/j.1471-0528.2012.03401.x
https://doi.org/10.11604/pamj.2023.45.58.33949
https://doi.org/10.11604/pamj.2023.45.58.33949
https://data.unicef.org/wp-content/uploads/2017/12/extraits_code_de_la_familles_senegal.pdf
https://data.unicef.org/wp-content/uploads/2017/12/extraits_code_de_la_familles_senegal.pdf
https://applications.emro.who.int/dsaf/dsa113.pdf
https://applications.emro.who.int/dsaf/dsa113.pdf
https://doi.org/10.1186/s12978-015-0056-1
https://doi.org/10.1186/s12978-015-0056-1
https://doi.org/10.1038/s41598-025-85998-w
https://doi.org/10.1016/j.socscimed.2012.06.012
https://doi.org/10.1016/j.socscimed.2012.06.012
https://doi.org/10.2147/OAJC.S274570
https://doi.org/10.1371/journal.pone.0152734
https://doi.org/10.1371/journal.pone.0152734
https://doi.org/10.1093/her/cyp021
https://doi.org/10.1097/AOG.0000000000000806
https://doi.org/10.1002/hsr2.2269
https://doi.org/10.1002/hsr2.2269
https://doi.org/10.1136/bmjopen-2024-083950
https://doi.org/10.1177/23333936241310186
https://doi.org/10.1177/23333936241310186
https://doi.org/10.1371/journal.pone.0309602
https://doi.org/10.1093/nutrit/nuae004
https://doi.org/10.1363/45e8119
https://doi.org/10.1080/17441692.2019.1567802
https://doi.org/10.1186/s40834-024-00308-5
https://doi.org/10.1136/bmjopen-2024-085758
https://doi.org/10.1186/s12905-023-02274-7
https://doi.org/10.1371/journal.pone.0301748
https://www.jsago.org/index.php/jsago/article/view/202
https://doi.org/10.3389/fgwh.2025.1527733
https://www.frontiersin.org/journals/global-womens-health
https://www.frontiersin.org/

	Navigating norms: a qualitative exploration of factors shaping contraceptive use in Senegal
	Introduction
	Methods
	Participants
	Study design
	Sampling
	Data collection
	Analysis

	Results
	Prevailing social norms affecting family planning practices
	Social norms of marriage and childbearing
	Social norms influencing family planning use
	Key influencers and potential sanctions in women's family planning decisions
	Family
	Partner
	Community
	Women strategies for concealed use of contraceptives
	Other factual beliefs affecting women's use of contraceptives

	Discussion
	Limitations
	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Generative AI statement
	Publisher's note
	References


