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Background: Adolescent girls and young women involved in risky behaviors are vulnerable to multiple health problems, yet sexual and reproductive health services remain underutilized. We evaluated factors associated with non-uptake of contraceptives and barriers to use among adolescent girls and young women (14–24 years old) at high risk of HIV infection in an environment where contraceptives were provided at no cost.



Methods: We conducted a mixed methods study, utilizing data from a baseline cross sectional survey and qualitative in-depth interviews. Survey participants tested negative for pregnancy and reported willingness to use contraception. Non-uptake of contraceptives was defined as not taking contraception at any study visit (baseline and throughout the study). Logistic regression model was used to assess factors associated with non-uptake of contraceptives. We purposively selected participants for interviews to discuss their knowledge and experiences with contraceptives and make suggestions to improve uptake. Qualitative data were analyzed thematically.



Results: All 285 participants were included in the analysis. Out of the 285 participants 127 were not using contraceptives and of the 127, 44 (34.6%) did not take up any method throughout the study while 43 of the 83 remaining participants (who took up a method) chose male condoms only. Non-uptake of contraceptives was less likely among older women (20–24 years) (aOR = 0.32, 95% CI 0.16–0.89) compared to younger women (less than 20 years). Qualitative data showed that concerns about future fertility, fear of associated side effects and influence from close relations contributed to non-uptake of contraception.



Conclusion: Non-uptake of contraceptives was common despite the promotion and provision of contraceptives in the context of a research study mainly because adolescents lack autonomy while making contraceptive decisions. Identifying and addressing their concerns and continued counselling on contraceptive use alongside condom promotion may improve uptake and utilization of contraceptives.
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Introduction

Adolescent girls and young women (AGYW). are considered a vulnerable population for HIV, contributing a substantial proportion of new HIV infections. For instance, six out of seven new HIV infections among adolescents aged 15–19 years in Sub-Saharan Africa (SSA) are among girls, with girls and young women aged 15–24 years twice as likely to be living with HIV than young men. This could be attributed to their early sexual debut compared to boys of their age, engaging in multiple sexual relationships, often times with older men and involvement in transactional sex (1, 2) Besides HIV infection, such risky sexual behavior may result in unintended pregnancies which can lead to unsafe abortions or even death if contraception is not used (3). Indeed, at least 10 million unintended pregnancies occur each year among adolescent girls aged 15–19 years in the SSA region (4), with a 54.6% prevalence in East Africa (5) and 25% in Uganda (6). The incidence of unwanted pregnancy reported in the current study was 24 out of every 100 AGYW (7). Such poor sexual and reproductive health (SRH) outcomes derail the progress of sustainable development goal 3.7 which sets out to ensure that there is “universal access to sexual and reproductive health-care services, including for family planning, information and education, and the integration of reproductive health into national strategies and programmes by 2030” (8).

Globally, the use of modern contraceptives has generally increased over the years, but it is still low in SSA (9–11) including Uganda with a prevalence of 26.6% (6). Utilization of contraceptives is lower among AGYW compared to older women aged 20–49 years old (12). This could be attributed to individual factors such as age, household/community factors which include their relationships with peers, partners and parents as well as structural factors like the long distance to a health facility (13).

While studies have assessed the need for contraception among women at high risk of HIV infection (14–16), most have been conducted among older women. Yet AGYW at risk of HIV infection may have specific challenges seeking appropriate contraception, such as socio-cultural norms against young unmarried girls being sexually active and poor attitudes from the health care workers towards young girls seeking contraception (17). It is therefore important to identify and understand the factors which influence decisions to use contraceptives and address specific barriers to their uptake among this population, which is the focus of this paper.

We explored non-uptake of contraceptives in an environment where they were provided at no cost to participants in the “Interventions for HIV Prevention among Adolescent Girls and Young Women (IPAD)” study, which assessed knowledge and preferences of biomedical HIV prevention methods and uptake of oral PrEP among AGYW at high risk of HIV infection from January 2019 to December 2020 (18). Reliable contraceptive methods (both hormonal and non-hormonal) including oral pills, injectables, implants and condoms were provided and promoted for use at no cost throughout the study. Therefore, the objective of this paper is to assess the factors associated with non-uptake, and barriers to use of contraceptives among AGYW at high risk of HIV in Kampala, Uganda.



Methods


Study design and setting

We conducted a mixed methods analysis of quantitative and qualitative data collected during the IPAD study for a year at the Good Health for Women Project (GHWP) clinic in Kampala, the capital city of Uganda. The GHWP clinic was established in 2008 to study epidemiology of HIV and STIs among women at risk of HIV infection (19), and the IPAD study represents a subset of these clinic attendees, 14–24 years old, enrolled as study participants (18). Until December 2020 when the clinic was closed, the clinic offered HIV prevention, care, and treatment services such as pre- and post-exposure prophylaxis and risk reduction counselling, SRH services such as management of STIs and provision of contraceptives to both HIV-positive and negative women and their male regular partners. GHWP and IPAD participants (and their male partners) were offered options for contraception that included both hormonal and non-hormonal methods every 3 months at clinic visits. Study follow up lasted one year.



Study population

The IPAD study team field mobilisers recruited AGYW from urban slums in neighboring communities of the study clinic and a total of 561 potential participants were approached. Many engaged in sex work or worked in the leisure and hospitality industry. Screening into the IPAD study was done by trained study nurses and 154 were screened out. Those who were aged 14–24 years, HIV-negative, sexually active, and reported willingness to use effective contraception and go through all the study procedures were recruited. However, 93 eligible volunteers were not recruited as the final sample size of 285 was reached. The study recruited minors (14–17 years) if they were identified as emancipated or mature and were able to provide their own informed consent to participate according to national guidelines (20). Recruitment, eligibility and screening into the IPAD study has been previously described (18).

Twenty AGYW were purposively selected to participate in the qualitative component of the study. To reduce selection bias, participants of varied characteristics were included namely, hormonal contraceptive users (capsule or injectable), non-hormonal users (male condoms) and those not using any method at baseline. Other selection criteria were age (equal number of 14–19 years and 20–24 years) and level of education (none/primary or secondary).



Data collection

Quantitative data: All participants completed an interviewer-administered questionnaire on socio-demographic and sexual behavior characteristics at each study visit every three months. In addition, participants received SRH information, HIV testing, STI screening and free condom supplies at those visits. Contraception was discussed and made available at all visits.

Qualitative data: One in-depth interview (IDI) was conducted with each participant selected into the qualitative study within one month of enrolment into the cohort to explore their knowledge and experiences with contraceptives, specifically focusing on the following themes and ideas: “factors influencing choice”, “benefits of one method compared to other”, “barriers to contraceptive use” and “suggestions to improve contraceptive uptake among young women”. The IDI was conducted in Luganda, the local language, and audio recorded.



Study outcome

The primary outcome variable, non-uptake of contraception, was defined as a participant who was not using a hormonal or barrier contraceptive method at baseline and did not take up any of the methods that were offered or mention using a condom as a contraceptive at subsequent visits throughout the study. Non-uptake was recorded as a binary variable (yes/no) where “no” was defined as no uptake of contraception at any visit.

Independent variables were assessed at baseline and included age, education level, marital status, alcohol use, number of children, occupation, and level of income. We also collected data on alcohol use in the past one month (yes/no). Alcohol use was further assessed using a standardized WHO Alcohol Use Disorders Identification Test (AUDIT) (21) and classified into two categories i.e., low to moderate-risk drinkers (score 0–15), and high-risk drinkers/harmful or dependent (score ≥16).



Data analysis

Quantitative data analysis: Data were double entered in Open Clinica 3.5 (Waltham, MA) cleaned, and exported to Stata 17.0 (Stata Corp, College Station, Texas, USA) for analysis. We resolved discrepancies by checking the source documents for clarification. Categorical demographic characteristics were summarized using frequencies and proportions. Continuous variables were summarized using means (SD) or medians (IQR) based on the nature of the distribution of the variables as appropriate, and standard deviations or interquartile ranges, respectively. Participant characteristics are shown overall and stratified across contraceptive uptake and compared using Chi–square test.

We fitted both Univariable and multivariable logit models. Factors considered included age, level of education, marital status, number of biological children, number of sexual partners, age of first sex, drinking of alcohol, alcohol audit, use of drugs, main job done and levels of income. After a univariable analysis, we considered factors for inclusion into a multivariable logit model basing on prior knowledge of their association with the outcome. Factors were retained in the final multivariable logistic regression model, if the likelihood ratio test p-value for inclusion of a factor was <0.05.

Qualitative data analysis: Data were analyzed using a framework analysis approach (22). Two researchers each read the interview transcripts to identify common and recurring codes that were linked to the research topics. Transcripts were coded manually. To increase inter-rater reliability and validity, emerging codes with similar or closer meaning were combined to create themes. Data were categorized according to themes and charted in an Excel matrix table to identify patterns and link the data to the main topics.




Results


Participant baseline characteristics

Out of 561 potential participants who were approached and screened, two hundred and eighty-five AGYW were enrolled and included in the analysis, representing the entire IPAD study population. The mean age at baseline was 20 years (SD ± 2.2), and 175 participants (61.4%) were aged >20 years old. More than half (54.7%) had studied up to secondary level, and 57.2% were single (never married) yet 20.3% had >10 sexual partners in the previous 3 months. One hundred and eighty-two (63.9%) participants had at least one child, the majority (80%) first had sex between 9 and 17 years of age, 148 (51.9%) took alcohol in the last one month, 84 (29.5%) worked in the hospitality industry and 174 (61.0%) earned ≤10 $ every week (Table 1). Majority of the participants (n = 158, 55.4%) reported use of contraception at baseline.


TABLE 1 Baseline socio-demographic characteristics of adolescent girls and young women in the IPAD study in Kampala, Uganda (Jan-October 2019), N = 285.
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Proportion of non-uptake of contraceptives

One hundred and twenty-seven (44.6%) AGYW were not using contraceptives or condoms at baseline, of whom 44 (34.6%, or 15.4% of the entire study population) did not take up a method throughout the study, despite all participants reporting a willingness to consider contraception (Table 2). However, of the 83 (out of 127) who took up a method during the study, 43 (57.8%) took up only male condoms (Figure 1).


TABLE 2 Non-uptake of contraceptives despite free provision among 127 adolescent girls and young women not already on contraception in Kampala, Uganda (Jan-October 2019).
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FIGURE 1
Contraceptive methods taken up after baseline among 83 adolescent girls and young women not on contraception in Kampala, Uganda (Jan 2019-December 2020).




Factors associated with non-uptake of contraceptives

In the unadjusted analysis, age at baseline, level of education and being screened as high-risk drinkers were associated with non-uptake of contraception. Participants who were >20 years old, those who attained secondary level and above and those who were screened as high-risk alcohol drinkers were more likely to not take up contraceptives throughout the study period (Table 3).


TABLE 3 Factors associated with non-uptake of contraceptives among 285 adolescent girls and young women in Kampala, Uganda (Jan 2019-December 2020).
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In the adjusted analysis, non-uptake of contraceptives was less likely among older women 20–24 years (aOR = 0.32, 95% CI 0.16–0.63). Reported high risk alcohol use was borderline associated with non-uptake (aOR = 0.26, 95% CI 0.06–1.14). Education was not associated with non-uptake in the adjusted analysis.




Qualitative results


Characteristics of participants

Twenty out of the 285 AGYW participated in the qualitative component of the study. They included 11 participants who were using hormonal contraception (implant and injectable), 6 on non-hormonal contraception (male condoms) and two who were not using any contraceptive method. Half of these were aged ≥20 years. Thirteen had attained at least a secondary education, 5 had a primary education and 2 did not have any form of education. Most of them (14) lived with relatives such as uncles, aunts, and older siblings, 3 with friends and another 3 with either a boyfriend or husband.

Participants broadly discussed what they perceived as barriers to contraceptive use, some of which they had not personally experienced but either knew someone who had gone through them or had heard about them. Several themes were identified including concerns about future fertility, fear of related side effects and influence from close relations as explained below.



Concerns about future fertility

Misconceptions and misinformation held about the hormonal methods discouraged some from taking them up. “Some people say that they bring cancer; others say that they make you bleed until the drug gets finished”. 20- year-old condom user with no education.

“There are people who say that when you swallow pills, they remain in a person's body. Another person says that you will not produce again and yet there is someone who wants to give birth again in the future”. 22- year-old non-user with no education.

These misconceptions exacerbated the fear that using such methods would have an impact on future fertility. “I can't use those other family planning methods; I haven't yet given birth and I hope to give birth. What if I reach the time of giving birth when my ovules got burnt?” 20- year-old condom user with primary education.



Related side effects

Most of the participants discussed experiences of close relations who experienced side effects because of using contraceptives which in turn could affect their perceptions of the methods. For instance, a 17-year-old non-user with secondary education narrated that, “my mother bled a lot, and she was as if she had lost a baby, but what caused all of that was family planning tablets, so I feared.”

Another one stated that, “I have a friend who has used the injection and it made her bleed for almost 3 months, except on few occasions when she would go to the hospital and get some medication and stop for like 3 days and then resume again. So that one cannot use it again”. 19-year-old hormonal method user, with a secondary education.

Reports included misperceptions and exaggerations about side effects. One participant likened the side effects of contraceptives to HIV/AIDS-related symptoms, saying, “There are some people, to whom those things can make sick and they lose weight, and then people can tell immediately that she is using family planning, and some people can think that it is HIV/AIDS and yet it is an effect of family planning.” 19-year-old non-user with a primary education.



Influence from close relations

Close relations such as parents sometimes discouraged these young women from using contraceptives. For example, a 17-year-old condom-user with secondary education disclosed that her mother didn't want her to use contraceptives, saying that, “I fear those things, other people even say that when they inject you, if you haven't given birth yet, your eggs can die. So, I can't use them. And also, my mother doesn't want me to use them.”

Some participants were dissuaded by their partners, such as this one who had this to say about her partner's attitude: “you also know how boys are; he is young, he can get another girl that side where he works from, he already rents and lives on his own…and he doesn’t want me to use contraceptives.” 20-year-old hormonal method-user with secondary education.




Discussion

This study found that one out of every six AGYW participating in the IPAD study did not take up any contraceptive method despite receiving education to use them and the contraceptives being freely provided in the study clinic. While previous studies mostly attributed non-uptake of contraceptives to not being able to access them (23, 24), in this study both hormonal and non-hormonal methods were provided; yet we still report low uptake in this cohort of sexually active AGYW who report behavior that puts them at risk for unintended pregnancy and HIV. Therefore, as suggested by Harrington EK., et al. and Ahinkorah BO., et al. (13, 16), addressing the unmet need for contraception alone may not improve SRH outcomes. It may be equally important to address the values and preferences held by the users which may influence decisions either to take or not take up any contraceptive method.

Like in other studies (25), we found that those who were older (20–24 years) were more likely to use contraceptives. This could be because they may be in more stable relationships, possibly married and have had children compared to the younger ones (14–19 years) who have not yet had children and want to ensure future reproductive opportunities are preserved (9). Being able to maintain one's fertility to have children later was emphasized in their narratives, and in the African setting, having children proves that one is fertile, and motherhood is typically highly desired (26). Indeed, in some settings, use of contraceptives especially among young and unmarried women is discouraged, and some have been labelled as “spoilt” for choosing to use them (16, 27).

Our participants had concerns regarding the use of hormonal methods which they believed to cause infertility, as has been documented in many studies (28–30). This is largely attributed to misconceptions they had about the possible side effects caused by these methods. For instance, in our study like in others (16, 26), some young women mentioned that using contraception may “spoil their eggs (ova)” thus making them unable to bear children. Others discussed examples of peers who had used the injectable, and it took them some time after they had gone off the injection to get pregnant. Indeed, depo medroxyprogesterone + acetate (DMPA) causes delayed return to fertility even after stopping its use (31). Studies have related these misconceptions to the lack of sufficient knowledge about how hormonal methods work in one's body (16, 27). Therefore, health programs need to provide culturally relevant information about contraceptive use while addressing misconceptions and providing on-going counselling for side effects which occur after contraceptives are stopped.

A high proportion of the AGYW in this study reported using male condoms as their contraceptive method. Preference to use condoms has been noted in other studies (27, 32). This could be because condoms are easily accessed, cheap and probably the most promoted method of family planning after abstinence among young adolescents, particularly of school-going age (27, 28). Given that our study enrolled young people who perceived themselves to be at high risk of HIV infection due to their involvement with multiple sexual partners, they probably used condoms both as contraceptives but also to avoid other outcomes such as HIV and STIs. It is therefore not surprising that a high proportion of our participants used the condom, which served a dual purpose of preventing HIV/STIs and pregnancy when used correctly and consistently (33). There may be high demand for multi-purpose prevention technologies which can meet ‘multiple’ SRH needs of AGYW rather than having to rely on one method at every sexual encounter (34).

Other significant relationships, including parents and sexual partners influenced decisions to take up certain contraceptives. For instance, in our study, some felt they could not take up any method because their mothers objected. Other studies have documented the importance of parent and adolescent communication as a driver for the uptake of sexual and reproductive health services (35). In some instances, those who received more education about contraceptives from their parents used them more than those who did not (29) and similarly, those with supportive partners were more likely to use contraceptives than those who had non-supportive ones (36). These findings support ours, that the decisions regarding contraceptive uptake by our study participants are made not only at an individual level but are also influenced at relational and community levels. Tackling these different layers is important to support uptake and use in the long term.

This study had some limitations. Firstly, we did not assess for factors associated with non-uptake of contraceptives at the different study time points (every 3 months). Though uptake of contraception may have happened at subsequent study visits, our factors were measured at baseline and the qualitative interviews were conducted within one month of enrolling the participants. Therefore, some of these factors could change over time, particularly behavioral variables. Secondly, we were not able to compare the outcomes within different categories, for instance age vs. level of education. Finally, the use of male condoms as a contraceptive method could have been reported more than they were used, since the AGYW are likely to have used them for both protection against HIV and other STIs. Despite these limitations, our mixed methods approach, using both quantitative and qualitative methods to explore non-uptake of contraceptives when products are available, while sharing experiences and concerns that AGYW had with contraceptives contributes to the growing literature on issues around non-uptake of contraception. The findings highlight the need for more multi-purpose prevention products which allow the user an opportunity to choose a convenient method that can be used for varied reasons. As such, it prevents monotony and the different shortcomings that may be associated with using one preventive method over the other, while at the same time allowing one to have control over a method of their choice.



Conclusion

The reasons for non-uptake of contraceptives among this group were similar to those documented among other populations. We observed that the lack of autonomy due to age, as well as involvement in risky sexual behaviors, often with multiple sexual partners increases their vulnerability to unintended pregnancies, STIs, and HIV. It is important that their expressed barriers are considered and addressed. In addition, the qualitative data set pointed out the misconceptions held about modern contraceptives, particularly the likelihood that they cause infertility, a belief that is held amongst those who desire to have children.

Therefore, understanding AGYW's reasons for non-uptake of contraceptives, their preferences for certain methods over others is important. For instance, their preference for condoms as opposed to long-acting contraceptive methods may be pointing to the need to invest in the development of multi-purpose prevention products and promote their use. Secondly, while designing interventions, it is important to not only focus on the individual but also consider other layers such as the relational, environmental and policy factors that may influence AGYW decisions to either take up a contraceptive method or not. Finally, combating misconceptions is challenging. Education and information must remain a central element of any program to provide contraception, and this education should start early, among school age girls. Considering all these elements could increase uptake and use of family planning services and improve the sexual reproductive health outcomes among this population.
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