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Abstract

Objective—Adolescent fertility rates are high in Kenya, and increase the risks of unintended 

repeat pregnancies and maternal and infant morbidity and mortality. Our objective was to examine 

knowledge, practices, and influences surrounding contraceptive access and use among Kenyan 

postpartum adolescents.

Study Design—We conducted a mixed methods study (surveys and focus group discussions) 

with postpartum adolescents and family planning (FP) providers at two maternal and child health 

clinics in Kenya.

Main Outcome Measures—Four focus group discussions (FGDs) were conducted with 

postpartum adolescents (stratified by age and site), and two FGDs were conducted with FP 

providers (stratified by site). Transcripts were analyzed for prevalent themes. The participants also 

completed individual surveys that were analyzed for contraceptive knowledge.

Results—Adolescent contraceptive decision-making and use were shaped by social norms of 

adolescent sexual behaviour. Lack of FP knowledge, community misinformation, and insufficient 

counselling and time with providers all contributed to adolescent concerns about FP. However, as 

adolescents transitioned to motherhood, they felt more encouraged to use FP and had increased 

awareness of FP benefits.

Conclusion—Both postpartum adolescents and providers felt delivery of FP services could be 

improved if providers had better training and counselling tools.
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Introduction

Worldwide, 40% of pregnancies are unintended, with nearly 90% occurring in developing 

countries [1]. Unmet need for family planning (FP) is high in these settings, despite strong 

desires to delay or prevent future pregnancies [2]. Reducing unmet need during the 

postpartum period is an effective strategy to promote birth spacing, and reduce maternal and 

infant morbidity and mortality [3]. Yet, modern contraceptive prevalence rates (mCPRs) are 

low (34%) among postpartum women [2].

In Kenya, low (37%) mCPR among adolescents, coupled with early sexual debut and high 

fertility rates, result in 40% of adolescents childbearing before age 20 [4]. Postpartum 

adolescents face similar challenges using FP encountered by adult postpartum women, 

namely concerns about compatibility with breastfeeding and misconceptions about fertility. 

However, adolescents also have unique barriers to accessing and using contraception. While 

Kenyan laws promote adolescent access to FP, adolescent embarrassment, provider bias or 

personal beliefs, and inability to access services create challenges for adolescents to receive 

FP [5]. Furthermore, preferences and needs among postpartum adolescents specifically 

duration of coverage, perceived tolerance for long-acting, reversible contraception (LARC), 

dosing schedules, and ability to navigate side effects may differ from their adult counterparts 

[6].

Consequences of disproportionally high unmet need for FP among postpartum adolescents 

contributes to substantial disease burden for young mothers and their infants. Adolescents 

who become pregnant have a markedly higher risk of adverse maternal and infant outcomes, 

including mortality, low birth weight, and prematurity [7, 8, 9]. They may experience other 

adverse social and economic outcomes, including stigma, lower educational attainment, 

early marriage, and reduced earning potential, which have negative generational impacts [10, 

11, 12]. Despite these risks, and the need to reduce unintended pregnancies, data on 

postpartum adolescent contraceptive behaviours are lacking. We conducted a mixed methods 

study among postpartum Kenyan adolescents and FP providers to identify determinants of 

postpartum adolescent contraceptive desire, method choice, and use.

Methods

Design, Setting and Population

This study was conducted between October and November 2013 at two rural public maternal 

and child health (MCH) clinics in Kisumu and Siaya County, Kenya. Postpartum adolescents 

attending infant immunization visits were recruited by MCH clinic and study staff to 

complete a survey and participate in focus group discussions (FGDs). Purposeful sampling 

was used to recruit participants based on eligibility criteria. Adolescents were asked to return 

to the clinic for a FGD scheduled within 2 weeks of study enrollment and completion of the 

survey. Adolescents (defined as age 14-21) were eligible if they were HIV-negative, 

postpartum, and attending six-week infant immunization visits. Four adolescent FGDs were 

conducted, stratified by site and age (14-18 or 19-21 years). Health care providers eligible 

for study participation (employed at MCH clinics or hospitals, provided any FP services, and 

≥18 years) were referred by hospital administrators to study staff for participation in a 
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survey and FGD. Two FGDs with providers were conducted, one at each site, and occurred 

on the same day as they were enrolled in the study and completed the survey.

Adolescent surveys were administered by study staff and included assessment of 

adolescents' contraceptive knowledge, misconceptions, and; a few questions were also asked 

about influences on FP use and intentions to use FP. Provider surveys developed by the study 

team were self-administered and assessed providers' experiences delivering contraceptives, 

knowledge, and current FP practice. Adolescents and providers were asked a series of 

contraceptive knowledge questions about each FP method (7-16 questions per method), and 

a few questions (3 for providers, 8 for adolescents) about general pregnancy prevention. 

FGDs were led by a female Kenyan behavioral scientist trained in qualitative methods using 

a semi-structured guide developed by the study team to explore community, health care 

worker, and personal facilitators and barriers to FP. FGDs and surveys were facilitated in 

participants' preferred language, Dholuo for adolescent FGDs, and English for provider 

FGDs. FGDs were ∼1.5 hours and audio recorded, transcribed, and translated into English 

(if needed) by the same facilitator.

Study materials were approved by the Institutional Review Board (IRB) at the University of 

Washington (UW) and Kenyatta National Hospital/University of Nairobi (KNH/UoN) Ethics 

and Research Committee (ERC) before study initiation. All participants provided written 

informed consent.

Analysis

We used a grounded theory approach to advance understanding about determinants of FP 

among postpartum adolescents employing constant comparative analysis [13]. Data were 

managed in Atlas.ti 7.5.11. We used open-coding and an iterative approach to develop a 

codebook. Two researchers independently coded transcripts, and compared codes to ensure 

inter-coder agreement. Thematic analysis produced a modified socio-ecological model with 

individual, interpersonal, societal, and structural domains (Figure 1) [14]. A priori secondary 

content analysis also compared themes for younger (14-18 years) and older (19-21 years) 

adolescents, but results were pooled since no major differences between groups were 

detected. Stata 14.0 was used to summarize survey data. The proportions of correct 

contraceptive knowledge responses were categorized as poor (≤55%), fair (>55-70%), good 

(>70-85%), and excellent (>85%) by each contraceptive method, and overall. Surveys and 

FGDs asked women about birth control pills, but did not distinguish between progestin-only 

vs. combined pills unless specified; we have abbreviated this as oral contraceptive pills 

(OCPs) throughout.

Results

A total of 32 postpartum adolescents (n=16 age 14-18, n=16 age 19-21) and 28 providers 

participated in the study. Six adolescents completed surveys at recruitment but did not return 

for scheduled FGDs. Median provider age was 36 (interquartile range [IQR] 31-47), and 

median number of years providing FP was 5 (IQR 3-10). Overall qualitative themes are 

presented in Table 1.
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Adolescent use of FP conflicts with social norms of abstinence and fertility

In FGDs, adolescent girls described immense community pressure to remain abstinent until 

marriage and refrain from using contraception. Community leaders, families, and society 

were reported to disapprove of premarital sex. Traditional healers and religious figures were 

discouraging of adolescent FP use and perpetuated misinformation about FP. Parents were 

also unsupportive of their daughters using FP and adolescents feared their parents' reactions 

if they asked for information or assistance, preventing them from talking to parents about FP.

Somebody saw that you had gone [for FP], you know he is going to tell your 

parents, you know if you are still at your parent's you [use FP] secretly… [because] 

after your parents have known [you have gone] it will be known that… my child is 

[sexually active and promiscuous]. (Site A, age 14-18)

Adolescents were interested in preventing pregnancy, but were afraid of openly seeking FP, 

due to beliefs that FP was inappropriate prior to demonstrating fertility. They also 

internalized social norms discouraging sexual activities before marriage or childbearing, and 

feared perceptions of the community that utilizing FP services was planning for, and 

enjoying, sexual activities, which caused adolescents to discretely seek FP services. Social 

pressures from partners, mothers-in-law, or other family to produce children (particularly 

boys) inhibited many adolescents from seeking FP services and perpetuated barriers to seek 

FP after marriage. Some adolescents described partners who questioned their fidelity if they 

sought FP, or forbade, sabotaged, or withheld funds to purchase FP.

Motherhood shifts social identities and support for FP

After becoming mothers, adolescents described a societal shift in acceptance of FP use and 

community support for birth limiting; having short interpregnancy intervals was cause for 

embarrassment. Adolescents also said some partners became supportive of FP after they had 

a child.

The person that I am staying with can allow me to go for family planning. I can go 

because it's like he is planning for our future well. (Site B, age 19-21)

Some adolescents acknowledged educational benefits of using FP, and discussed a shift in 

support from parents to use FP to help them stay in school after having a baby and alleviate 

familial burden to provide further childcare.

… they [parents] have a kid in school and the next day this child has given birth to 

a child, so she [the mother] is going to tell her, “go for family planning… I cannot 

take you to school and I also feed your child… if one day you finish school and you 

have gotten your work, you can leave [FP].” (Site A, age 14-18)

With additional support to use FP after motherhood, adolescents became more motivated to 

seek FP to delay future pregnancies and achieve personal and family goals. They had 

newfound appreciation for the responsibility of providing for and raising healthy children, 

economic and social impacts of pregnancy, and ability of FP to help achieve desired family 

size. Based on survey responses, most (97%) adolescents planned to use FP, which may be 

directly related to recognition of these FP benefits.
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Adolescents lack formal, accurate sources of FP information

Overall, survey results suggest adolescents lacked FP knowledge and received little formal 

education on methods. Knowledge about LARC (including implants and intrauterine 

contraceptive devices [IUDs]) was particularly low (Figure 2). Adolescents were familiar 

with other FP methods (100% condoms, 97% injectables, 94% OCPs, 88% implants) but 

only 50% were familiar with IUDs (Figure 3). The most common FP methods/strategies 

adolescents ever used were condoms (75%), abstinence (34%), and injectables (28%); none 

had ever used a LARC method.

Unlike other FP methods, adolescents were more knowledgeable about condoms: 58% had 

good or excellent knowledge (Table 2). Despite knowledge that condoms could prevent both 

HIV transmission and pregnancy, the primary reason for use was HIV prevention. FGD data 

indicated adolescents believed condoms were most appropriate for couples with a known 

HIV-positive partner, rather than when partner status was unknown or a couple was 

concordant negative.

You use condoms after you have gone and all of you know your status, so if one 

person has [HIV] and the other person doesn't have [HIV] and you still want to go 

on, you can use the condom but if you all have [HIV] you can work without 

anything and if all of you don't have [HIV], you can do it without anything. (Site A, 

age 14-18)

Adolescents described wanting better FP education, and supportive partners and community 

members who understand FP benefits during FGDs. While partners and family members 

influenced adolescent decisions, few adolescents trusted them as sources of FP information, 

which was corroborated in both surveys and FGDs. Older adolescents sought FP information 

from peers who shared their own experiences using FP, but also described negative 

interactions, such as feeling judged or fearing a breach in confidentiality. Younger 

adolescents did not describe sources of FP information they actively sought. Peers and 

community were cited by adolescents in both age groups and providers as sources of many 

FP myths, leading to general distrust of information from these sources. For example, a 

commonly perpetuated myth, FP use prior to childbearing (or an extended time) results in 

difficulty conceiving or infertility, was believed by the majority of adolescents, and even a 

few providers. Schools were not perceived to be good sources of information; teachers rarely 

discussed FP, and education efforts were focused only on abstinence. Surveys suggested 

most adolescents in both age groups (75%) trusted FP information from providers, but 

wanted more in-depth counselling.

What can prevent me from coming [for FP], if I've not been taught about family 

planning. But if I can get a doctor who can sit with me…and teach me that it is 

done like this and this and this, then I think I can do it. But because…[of] a lot of 

issues I hear outside, it can prevent me. (Site A, age 14-18)

Concealability, reversibility, and fear of side effects guide individual FP preferences

Among postpartum adolescents who planned to use FP, survey results indicated over half 

(53%) intended to use injectables, followed by implants (22%) and OCPs (3%); none 

intended to use IUDs or condoms. During FGDs, postpartum adolescents described 
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preferences for concealable methods, with a short return to fertility, and infrequent dosing. 

Providers echoed need for adolescent access to discrete methods during FGDs, and offered 

methods (usually injectables) to allow FP use without family or partner knowledge; however, 

they also encouraged disclosure and partner involvement in decision-making. In adolescent 

surveys, method effectiveness, ease of administration, and infrequent dosing were cited as 

most important FP characteristics (28%, 19%, and 19%, respectively); concealability was 

less commonly reported (3%). The misconception that injectables had a shorter return to 

fertility than other methods was common among adolescents, and contributed to higher 

acceptance of injectables. Among adolescents intending to use implants, long-term coverage 

was cited as an important consideration in method selection.

Fear of side effects and difficulty using specific methods were commonly reported during 

both adolescent FGDs and surveys and inhibited use. Adolescents were concerned about 

disruption of menses (i.e., amenorrhea, spotting, or heavier menses) with FP use, and 

preferred to maintain a regular menses to reaffirm they were not pregnant. They were also 

concerned about weight changes, pain, and discomfort, including: LARC insertion pain, 

headaches or abdominal pain with hormonal methods, and discomfort with condoms. Some 

adolescents were aware of side effects prior to initiating FP, while others became aware of 

them only after they were experienced. Some erroneously believed pain was related to 

‘unnatural’ suppression of menses. Method specific logistical barriers to using FP included 

injectable dosing for girls in school, planning and partner cooperation for per coital use of 

condoms, and daily dosing for OCPs. Adolescents also described OCPs as feeling 

reminiscent of receiving medical treatment and thought they could be mistaken for treating 

stigmatized diseases like HIV. LARC methods conferred concerns about access to, and cost 

of, removing LARC if they experienced discomfort or undesirable bleeding changes, or 

decided to become pregnant. Most adolescents were unaware LARC can be removed at any 

time.

Providers are unprepared and ill-equipped to offer services to adolescents

Providers' personal beliefs about adolescent FP use and inadequate training affected their 

ability to meet adolescents' FP needs. On-going FP training was infrequent, and only offered 

to selected providers, typically nurses primarily tasked with delivering FP services. The 

limited FP training providers in MCH or maternity wards received compromised their ability 

to offer accurate information and comprehensive, integrated FP services. For example, many 

were unaware failure rates vary by method and neglected to discuss failure rates during FP 

counselling. Providers also said they were overworked and had competing priorities, limiting 

their ability to offer tailored counselling. At times, adolescents tired of waiting for services 

went home without receiving FP, or sought private providers to avoid long wait times. Some 

providers acknowledged delivering limited FP counselling and discussing short-term 

methods that could be administered quickly when the queue was long, but said they 

expanded to a broader range of FP methods (including LARC) when they were not busy.

If I am only one health provider in a dispensary or clinic, I have overwhelming 

work… I will not provide those methods that take a lot of my time… I will not tell 

the client about IUD and maybe implants. So I will counsel the client on pills, 
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Depo, and condom so that they have that option only, so that I will clear the queue 

so maybe some other time… I will give [more counseling]… (Site B, Provider)

Providers reported spending more time on FP counselling than adolescents recalled 

receiving, with a few adolescents recalling virtually no counselling at all. Adolescents said 

counselling focused on method dosing requirements, and discussion of side effects was 

uncommon unless specifically requested.

Providers' focus on short-term methods perpetuated adolescents' lack of knowledge of 

LARC. Usually, providers only offered short-term methods they were confident 

administering. Provider experience with LARC was low based on survey results; 18% had 

placed >10 IUDs and 34% had placed >10 implants. Providers referred adolescents if they 

were unable to provide LARC, but referrals were infrequent and the process was not 

transparent, leading to confusion about when and where to receive services. Therefore, 

adolescents who initially asked about LARC often chose to accept readily available short-

term methods.

Provider misconceptions about FP and personal beliefs about adolescent sexual activity 

sometimes led to adolescents being denied FP services. Providers frequently referenced FP 

as suitable for ‘mothers’, excluding nulliparous adolescents from FP conversations. 

Adolescents and providers described inappropriate deferrals and refusals to provide FP 

based on postpartum status, parity, age, and provider beliefs about appropriate methods for 

adolescents. Misconceptions about adolescent IUD use were particularly prevalent in FGDs, 

including beliefs that IUDs are inappropriate during physical maturation or prior to sexual 

debut. Both providers and adolescents mentioned that negative provider attitudes towards 

adolescents seeking FP resulted in poor counselling quality and diminished adolescent 

motivation to seek FP. One adolescent related requesting LARC, but encountered resistance 

to receiving a method due to the provider's personal beliefs.

[The provider] asked me “why?” And I told him that I want to go to college that's 

when I can get another child. And then he asked me, “Can you not abstain till the 

end of those ten years?” (Site A, age 19-21)

Adolescents and providers also cited provider characteristics as important in determining 

adolescents' comfort seeking FP services. Both adolescents and providers mentioned that 

many women were uncomfortable with male providers inserting IUDs and older ‘motherly’ 

providers were perceived as judgmental which may deter seeking FP.

Structural factors impact FP seeking and method choice

Access to clinics, FP cost, and method supply were structural barriers to FP for adolescents. 

Some adolescents expressed difficulty getting to public clinics or seeking FP services on 

non-child health days. In contrast, others easily accessed clinics and even described traveling 

to distant clinics to prevent negative perceptions about their sexual activity or HIV status. 

Overall, providers perceived clinic distance as a more important barrier for FP access and 

management than adolescents. While FP cost and availability did not meaningfully affect 

seeking FP services, they were determinants of access to the full range of methods. 

Adolescents were typically offered (and selected) free or low cost methods that were readily 
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available. In some cases, adolescents purchased injectables from private pharmacies and 

returned to clinics for administration.

Discussion

Adolescents' FP opinions were influenced by community social norms and interpersonal 

relationships with partners, family, and providers. We found adolescents internalized cultural 

influences and social norms, which discouraged FP use before marriage and/or childbearing, 

but also received FP encouragement and support following motherhood. As a result, 

adolescents experienced a substantial identity shift during their transition to motherhood, 

which affected their acceptance of, and desire to use, FP. Although previous studies have 

also found that cultural and religious opposition to adolescent contraceptive use contributes 

to lack of support to make decisions to use FP [15, 16, 17], to our knowledge, the shift in 

support for FP after motherhood has not been previously described. Targeted approaches 

supporting postpartum adolescents to use FP have high potential for success due to familial 

and community support for FP use for young mothers. Furthermore, there are unique 

opportunities to assess and meet postpartum adolescent needs by incorporating them into 

non-stigmatized care that includes FP while they are already engaged in the health care 

system during antenatal, postnatal, and infant care [18].

However, despite support for FP following childbirth, adolescents described lacking quality 

FP knowledge, and had concerns about future fertility and menstrual changes as side effects 

of FP both before and after demonstrating fertility. These findings are supported by other 

studies among African adolescents and women [15, 17, 19, 20]. Adolescents were most 

familiar with injectables, and method familiarity, consistent availability, concealability, and 

infrequent dosing schedules led most adolescents intending to use injectables. Interestingly, 

adolescents in our study preferred a rapid return to fertility and were unaware injectables 

have a longer return to fertility following discontinuation. While LARC methods had 

desirable characteristics such as concealability and dosing schedules; safety and removal 

concerns, method misconceptions, inappropriate exclusions, limited LARC counselling, and 

lack of knowledge about differences in effectiveness between methods led to low uptake of 

LARC.

Adolescents wanting to avoid pregnancy could benefit from user-independent LARC, which 

have been shown to be safe and highly effective methods for adolescent populations 

(including both nulliparous and postpartum), and are recommended by WHO and Kenyan 

guidelines [21, 22]. Implant use in Kenya has surged to 10%, second only to injectables [4]; 

similar to our findings on intentions to use. A Kenyan study offering information and free FP 

services to adolescents led to high (24%) implant acceptance, and significantly lower 

discontinuation rates and fewer unintended pregnancies compared to short-term methods 

[23]. Although improving FP knowledge and dispelling myths are critical to help 

adolescents make informed decisions; knowledge alone has not been sufficient to increase 

contraceptive use among adolescent girls [24], and efforts to improve FP counselling 

experiences and social norms are also required. Strategies to support providers to offer high-

quality FP counseling and services on the full range of methods to adolescents, including 

LARC, are necessary to meet adolescent FP needs [5].
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In addition, adolescents need better counselling and education about condoms. Despite 

elevated risks of HIV and sexually transmitted infections (STIs) among young women, 

condoms were unpopular among adolescents in our study and were used for HIV prevention 

not pregnancy prevention, which supports others' findings [17, 20]. Lack of desire to use 

condoms may stem from adolescent girls' inability to negotiate consistent condom use with 

partners [6, 25], or low perceptions of HIV/STI risk. We also found adolescents may have 

misconceptions about the need to use condoms in concordant negative relationships, or with 

a partner of unknown status, underscoring the need for improved counselling on condom 

use.

Providers' attitudes and perceptions about adolescent FP use, and FP knowledge and 

training, play an important role in supporting, or hindering, adolescent use. Inappropriate FP 

exclusions for adolescent use based on age, parity, and marital status were common in our 

study and others [16, 26], making it challenging for adolescents to seek or receive FP. One 

Kenyan study found over half of FP providers applied minimum age restrictions and refused 

to offer some contraceptive methods, particularly LARC, to adolescents [27]. Provider 

language and framing of FP as suitable for mothers, coupled with limited time for FP 

counselling, may also dissuade adolescents from accessing FP in indirect ways [17]. 

Adolescents, often inexperienced FP users, may require more provider assistance and 

counselling time to make value-laden, complex FP decisions [28]. National policies and 

international guidelines seeking to reduce unintended pregnancies outline many adolescent-

friendly strategies, but are not sufficiently supported with trained personnel, funding, or 

adequate time and space to offer tailored services for adolescents [29, 16].

Our study had several strengths. The mixed methods design allowed us to quantify 

postpartum adolescent FP knowledge and experience, include adolescent and provider 

perspectives, and gain insight into how relationships contributed to promoting and 

discouraging FP use. Our focus on postpartum adolescents allowed us to explore adolescent 

FP use and decision-making before and after motherhood, and identify determinants of FP 

that are distinct from adult postpartum women. By including provider perspectives we 

gained insight in their attitudes towards, and challenges with, providing adolescents FP 

services. Our study was also subject to some limitations. Participants were from western 

Kenya, and results may not be generalizable to other settings. Adolescents were recruited 

from infant immunization clinics and already engaged in health care, so may be more likely 

to utilize FP [30]. Additionally, hospital administrators identified FP providers; however, 

there was substantial variation in the frequency and types of FP services provided.

Our study suggests postpartum adolescents are interested and ready to use FP. They 

appreciate the demands of childrearing, recognize FP benefits, and have community and 

family support to use FP. To increase LARC acceptance among adolescents, counselling 

must also address valid method-specific issues like implant or IUD removal and cost [31]. 

Providers can play a critical role in supporting adolescent FP; however, interventions to 

improve adolescent FP use involving providers should strive to reduce provider burden while 

simultaneously increasing skills. Strategies featuring provider training to deliver 

comprehensive counselling could include decision aids, audiovisuals, and/or telephone 

follow-up [32], and incorporate novel approaches to on-going hands-on training. While 
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some youth-centered interventions in low- and middle-income countries have shown 

promise, many lack robust evaluation, ascertainment of long-term impact, or strategies that 

are tailored to different adolescent groups (i.e., postpartum, in-school, out-of-school) [33, 

34]. Future efforts supporting adolescent FP to reduce unintended pregnancies among this 

vulnerable population should incorporate adolescents and communities during intervention 

design and implementation stages, and include these elements in their approach [33, 35] to 

maximize potential for sustainable impact.
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Highlights

• Adolescent family planning conflicts with social norms of abstinence and 

fertility

• Motherhood shifts social identities and support for family planning

• Concealability, reversibility, and side effects guide individual FP preferences
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Figure 1. 
Model of influences on postpartum adolescent family planning (FP) method access and 

choice.
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Figure 2. 
Knowledge of FP methods and pregnancy prevention, by method and overall.

Proportions of correct contraceptive knowledge responses to survey questions: poor (≤55%), 

fair(>55-70%), good (>70-85%), and excellent (>85%) by each contraceptive method, and 

overall.

a) Number of adolescent survey questions for each category: condoms 9, OCPs 10, IUDs 

15,injectables 8, implants 9, pregnancy prevention 8.

b) Number of provider survey questions for each category: condoms 7, OCPs 10, IUDs 16, 

injectables 10, implants 7, pregnancy prevention 3.
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Figure 3. 
Adolescent familiarity and experience with contraceptive methods.
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Table 1

Themes and quotes from adolescents and providers.

Theme Sub-theme Representative Quotes

Adolescent FP use 
conflicts with social 
norms of abstinence 
and fertility

Relationships affect FP 
use

Even the mother-in-law wants grandchildren, so if you go for the one [FP method] for 
12 years or for 5 years, and the mother-in-law, if you give birth to a girl…she will say 
“I want a boy, I want a boy”, so that will prevent you [from using FP]. (Site A, age 
14-18)
Condoms, sometimes boyfriend doesn't allow…even using they will not agree, so if he 
refuses, injection you can hide once in a while and you go and get. (Site A, age 14-18)

Motherhood shifts 
social identities and 
support for FP

Birth spacing benefits [FP] makes us have good spacing of children and also makes us to educate [children] 
well. (Site A, age 14-18)
You cannot give birth to kids close to one another, because if you get pregnant 
immediately it's going to force you to remove this one from breastfeeding and then 
you have another one… sometimes you are going to work and you can't ask for 
permission every year [from working] that you are pregnant. (Site A, age 14-18)

Adolescents lack 
formal, accurate 
sources of FP 
information

Need for reliable sources 
of information

Doctors should be free with teachers to tell the students in school… if you feel you 
cannot abstain, its good to go for family planning. (Site A, age 14-18)

Concealability, 
reversibility, and fear 
of side effects guide 
individual FP 
preferences

Dosing interval I will forget, like the date of the injection will just go because sometimes I am in 
school doing exams and the date will just go like that… (Site B, age 19-21)

Misconceptions [Adolescents] believe that if [IUD] is inserted it can go up to the chest. That is a very 
big issue…also a baby can be born with the IUD in the hand. (Site B, Provider)

Providers are 
unprepared and ill-
equipped to offer 
services to adolescents

Method effectiveness I don't know the updates but in the learning, the failure rates of almost all [FP 
methods] is 0.1, 1.1%. Failure rates are equal. (Site A, Provider)

Limited counselling When I went I was told nothing; they only gave me the drug. (Site B, age 14-18)

Misconceptions The virgins…are not coming for family planning methods (laugh) but if they come I 
wouldn't go on breaking their virginity because I want to put [in] an IUD. (Site A, 
Provider)

Lack of continued 
training

Also lack of skills…not all of us can insert IUD and maybe let's say she [qualified 
provider] is on leave…clients are either being referred or chose another method. (Site 
B, Provider)

Clinic services impact 
FP seeking and 
method choice

Method stock-outs When I went to the hospital I asked… that doctor told me that now it's [injectable] not 
there but the one that is there are the pills, that is what you can get. (Site A, age 19-21)
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Table 2

Adolescent and provider responses to specific survey questions.

Questions (correct answer) Adolescent 
Correct N (%)

Provider 
Correct N (%)

Condom

Correct use It is OK to use same condom more than once. (False) 26 (81) -

When using condom, leave space at the tip. (True) 18 (58) -

Pregnancy Pregnancy occurs <1% of the time with using condoms as instructed. - 7 (24)

HIV/STI risk Condoms prevent STIs. (True) 27 (84) -

Condoms are 100% effective at preventing STIs. (False) - 15 (50)

Condoms prevent HIV. (True) 27 (84) -

Condoms are the most effective way to prevent HIV. (True) - 27 (90)

OCP

General OCPs are effective even if a woman misses taking 2-3 days in a row. 17 (53) 30 (100)

Women should take a break from OCPs every couple of years. (False) 17 (53) 26 (87)

Combined OCPs are safe to prescribe immediately postpartum. (False) - 20 (69)

After a woman stops OCPs, she is unable to conceive for 2 months. (False) 16 (50) 24 (80)

HIV/STI risk OCPs prevent HIV. (False) 23 (72) -

OCPs increase chance of getting HIV. (False) 18 (58) 25 (89)

OCPs increase HIV transmission to others. (False) 18 (58) 20 (71)

IUD

General use A woman <20 years old can use IUD, even if she has never had children. 
(True)

4 (13) 21 (70)

Only married women should use IUD. (False) 13 (41) 28 (93)

IUDs are safe to use immediately postpartum. (True) - 25 (86)

IUDs cause infertility. (False) 8 (25) 29 (97)

Side effects IUDs can move around in the body. (False)* 8 (25) -

IUDs can dislodge during sex. (False) 10 (31) 26 (87)

A woman's partner can feel IUD during sex. (False) 7 (22) 20 (67)

HIV/STI risk A woman with a history of an STI can have an IUD. (True) 4 (13) 17 (57)

IUDs prevent HIV. (False) 21 (66) -

IUDs increase chance of getting HIV. (False) 16 (50) 18 (60)

IUDs increase HIV transmission to others. (False) 14 (44) 21 (70)

IUDs are safe to use in women with HIV. (True) - 19 (63)

Injectable

General use Women should receive shot every 3 months. (True) 30 (94) 28 (93)

Injection can interfere with breastfeeding. (False) - 12 (41)

Side effects A woman's period may stop if she is receiving shot. (True) 21 (68) 28 (93)

Pregnancy risk If a woman is late receiving her shot, she is still protected against pregnancy 
for 3 months. (False)

16 (50) 24 (80)

HIV/STI risk Injections prevent HIV. (False) 25 (78) -
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Questions (correct answer) Adolescent 
Correct N (%)

Provider 
Correct N (%)

Injection increases chance of getting HIV. (False)** 20 (63) 25 (83)

Injection increases HIV transmission to others. (False) 19 (59) 26 (87)

Implant

General use A woman can see implant under skin. (False) 5 (16) 8 (27)

Implants cannot be removed early. (False) 14 (44) -

Fertility returns immediately after removal of implant. (True) - 22 (73)

Side effects Implant can move around body. (False)* 10 (31) -

Implant can change menstrual bleeding pattern. (True) 14 (44) 28 (93)

Pregnancy Implant can prevent pregnancy for up to 3 years. (True) 10 (31) 25 (83)

HIV/STI risk Implants prevent STIs. (False) 21 (66) -

Implants prevent HIV. (False) 24 (75) -

Implant increases chance of getting HIV. (False) 18 (56) 24 (80)

Implant increases HIV transmission to others. (False) 21 (66) 25 (83)

Pregnancy Prevention After giving birth, a woman can get pregnant before her next period. (True) 15 (47) 26 (87)

Urinating after sex prevents pregnancy. (False) 25 (78) -

Contraception is more risky to a woman's health than pregnancy. (False) 17 (53) 30 (100)

A woman who is still breastfeeding cannot get pregnant. (False) 23 (72) 25 (86)

*
Some case studies suggest that in rare instances implants have migrated from their insertion point.

**
Some data suggest injectable contraception may increase HIV risk.
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