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POPULAR SCIENCE SUMMARY OF THE THESIS 

 

Adolescent girls in refugee camps suffer sexual violence, exploitation, and early or forced 

marriages. Many also get involved in transactional sex due to poverty. Moreover, those who 

are sexually active and wish to delay childbirth are faced with a high unmet need for 

contraception. This has left them at a risk of unwanted pregnancies. As a result, adolescent 

pregnancies are highest among refugees and other humanitarian settings. Pregnancies among 

adolescents are a challenge because of the associated complications, which include pregnancy 

induced hypertension, obstetric fistula, difficult labour, and systemic infections among others. 

These complications are the major cause of death among girls of ages 15 to 19 years globally. 

If we are to reduce the burden of adolescent pregnancy in this population, we need to 

understand the causes of the high unmet need of contraception, and evaluate interventions that 

could bridge this gap. Therefore, the aim of this thesis was to assess modern contraceptive use 

among female refugee adolescents, the prevalence, effect of peer counselling, adherence, and 

the experiences of contraceptive use. 

From the first study, we found that less than 10% of the participants were using a modern 

contraceptive, yet they were sexually active and wanted to delay childbirth. Least likely to use 

modern contraceptives were participants who were married or cohabiting, and those who had 

older partners. The commonest reasons for not using contraceptives were fear of side effects 

and prohibition from the partner. This is evidence of existing gender-power imbalances which 

hinder use of contraception, leaving the girls at a high risk of adolescent pregnancy and 

associated complications.  

The second study highlighted that the use of peers to offer contraceptive counselling to 

adolescents had a greater impact on acceptance of modern contraceptives, compared to routine 

counselling that is provided by nurses from health centres. In addition, participants with 

educated partners were more likely to accept a method compared to those who had less 

educated partners. This further illuminates the role of partners in contraceptive use of female 

refugee adolescents. 

Findings from the third study showed that consistent and continued use of contraceptives was 

very low among female refugee adolescents. Less than 50% of the participants adhered to their 

contraceptives by the end of the six months of follow up. Participants who were using long 

acting reversible contraceptives (LARCs) like intrauterine devices and implants were more 



likely to adhere to contraceptives than those who were using short acting reversible 

contraceptives like the oral contraceptives (pills), condoms and the injectable contraceptives.  

Lastly, the fourth study highlighted the contraceptive experiences of female refugee 

adolescents. The respondents gave accounts of experiencing either support and encouragement, 

or prohibition and discouragement from their close relations towards their decision to use 

contraceptives. The close relations that influenced contraceptive use and decision making were 

peers, partners and parents/guardians, although more precedence was given to the partner. 

Support and encouragement were a result of the benefits of contraception in delaying child 

birth and child spacing, while prohibition and discouragement were based on the 

misconceptions of use, and the prohibitive cultural and social norms that are against adolescents 

getting involved in pre-marital sexual activity. In spite of the prohibition and discouragement, 

some adolescents went ahead and used contraceptives clandestinely. This study also revealed 

that schools and health care institutions played a role in adolescent contraceptive use by 

providing contraceptive information, dispelling misconceptions and offering motivation for 

continued use.  

From the above findings, the significance of partners in adolescent contraceptive use is 

emphasized, and it illuminates the presence of gender-power imbalances in adolescent 

contraceptive use and decision making. We recommend that partners of adolescents are 

involved in future studies aimed at increasing contraceptive use among refugee adolescents. 

We also recommend that peer counselling should be further studied for its cost effectiveness in 

the refugee population. LARCs should be made more available to adolescents because they are 

easier to use and to adhere to.  

 

  



 

 

ABSTRACT 

Background: Adolescent pregnancies have remained high globally, with the highest rates 

occurring in low- and middle-income countries and humanitarian settings. The high adolescent 

pregnancy rates have been attributed to low and inconsistent use of modern contraceptives, 

resulting from limited knowledge on contraception, fear of side effects, and social norms 

among others. The complications associated with adolescent pregnancy and childbirth are the 

leading cause of death among adolescents globally. There is limited knowledge on the causes 

of low and inconsistent use of contraception among female refugee adolescents. This study 

aimed to assess the use of modern contraceptives among female refugee adolescents in northern 

Uganda, prevalence, effect of peer counselling, adherence, and experiences.  

Methods: This was a mixed-methods study employing both quantitative and qualitative 

techniques, carried out in Palabek refugee settlement, northern Uganda. Study I, whose 

objective was to determine the prevalence and factors associated with modern contraceptive 

use, was a cross-sectional study conducted from May to July 2019. It involved 839 female 

refugee adolescents aged 15 to 19 years. Study II, to determine the effect of peer counselling 

on acceptance of modern contraceptives among female refugee adolescents, was a randomized, 

controlled, single-blind, superiority trial with two-parallel groups in a 1:1 allocation ratio. It 

was carried out from May to July 2019 and involved 588 female refugee adolescents aged 15 

to 19 years. Study III had an objective to determine the rates and predictors of adherence to 

modern contraceptives among female refugee adolescents in northern Uganda. This was a 

prospective single cohort study, nested into the randomized controlled trial. It involved 272 

female adolescents aged 15 to 19 years who were new starters of modern contraceptives. They 

were followed up for a period of six months from May 2019 to January 2020, with follow-ups 

done at one, three and six months. Study IV was conducted to explore the contraceptive 

experiences of female refugee adolescents in northern Uganda. It was an explorative qualitative 

study carried out from June to October 2021, among 24 purposively selected adolescents aged 

16 to 19 years who were current or previous users of modern contraceptives.  

Results: The prevalence of modern contraceptive use was 8.7% (95% CI: 7.0 to 10.8), with 

the most commonly used method being the injectable [42.5% (95% CI: 31.5 to 54.3)]. The 

commonest reasons for non-use of contraception were fear of side effects (39.3%), prohibition 

from the partner (16.4%), and the wish to become pregnant (7.0%). The factors associated with 

non-use were being married (OR = 0.11, 95% CI: 0.04 to 0.35, p < 0.001), or cohabiting 

(OR = 0.43, 95% CI: 0.20 to 0.93, p = 0.032) and having an older partner (OR = 0.93, 95% CI: 

0.86 to 0.99, p = 0.046) (Paper I). Peer counselling had a positive effect on acceptance of 



modern contraceptives among adolescents; peer counselled adolescents were 24% more likely 

to accept a contraceptive method than those who received routine counselling (PR: 1.24, 95% 

CI: 1.03 to 1.50, p = 0.023). The only factor identified to be associated with acceptance was 

partner’s education (PR: 1.45, 95% CI: 1.02 to 2.06, p = 0.037 for tertiary versus lower 

education). The most reported reasons for non-acceptance were fear of side effects and partner 

prohibition (Paper II).  Adherence to contraception was low and reduced over time. Only 44% 

of the participants were still using a contraceptive method by the end of the six months follow 

up. Side effects (57.1%) and partner prohibition (23.8%) were the most reported reasons for 

discontinuation. Users of LARCs were more likely to adhere to contraception than the users of 

SARCs (OR: 3.37, 95% CI: 1.914-5.937, p=<0.001) (Paper III). Regarding the experiences of 

contraceptive use, the respondents’ experiences revealed that their close relations significantly 

influenced contraceptive use and decision making. The close relations, which included peers, 

partners, and parents/guardians influenced use by either supporting, discouraging or 

prohibiting contraceptive use, guided by the established social norms. Those who encouraged 

use did so because of their awareness of the benefits of contraception, while those who 

discouraged use did so because of their opinions or misconceptions and cultural norms 

regarding contraception among adolescents. Schools and health care institutions also played a 

role in shaping attitudes and fostering motivation for contraceptive use (Paper IV). 

Conclusion: The use of modern contraceptives among female refugee adolescents was very 

low, leaving the participants vulnerable to adolescent pregnancy and associated complications. 

Participants who were least likely to use contraceptives are those who were married or 

cohabiting and those who had older partners. This is indicative of gender-power imbalances in 

fertility decision making among adolescents. Peer counselling proved effective in increasing 

same-day acceptance of modern contraceptives among the participants. It should therefore be 

included in future interventions to prevent adolescent pregnancy. Adherence to contraception 

was low, especially among participants who were using short-acting reversible contraceptives 

(SARCs). This rendered them more vulnerable to unintended pregnancy. The fear of side 

effects and partner prohibition stood out as the factors that continue to impede contraceptive 

use among refugee adolescents. Future interventions should focus on how to address these 

challenges. The interpersonal relationships of the respondents (peers, partners and parents) and 

institutions like schools and health care greatly influence the use of contraception among the 

respondents. We recommend that they are involved in future interventions to reduce adolescent 

pregnancy.   
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1 INTRODUCTION 

1.1 THE BURDEN OF ADOLESCENT PREGNANCY 

Globally, adolescent pregnancies have remained a challenge with an estimated 15% of all 

young women giving birth before the age of 18 years annually (1). Although there has been a 

reduction in the estimated global adolescent fertility rate of 11.6% over the past 20 years, the 

actual number of adolescent childbirths has not declined. This is due to the fast-growing 

population of young women aged 15-19 years globally (2, 3). In low and middle income 

countries, an estimated 21 million girls aged 15-19 years become pregnant annually, 12 million 

of whom give birth (3, 4).  This accounts for 95% of all adolescent births among girls aged 15-

19 years worldwide (5). Moreover, at least 10 million of all these pregnancies are unintended 

(3). In Uganda predominantly, there has been a slight increase in adolescent pregnancies from 

24% in 2011 to 25% in 2016 (6). Higher rates are recorded in the rural and humanitarian 

settings of Uganda (6). 

1.2 DRIVERS OF ADOLESCENT PREGNANCIES 

The high rates of adolescent pregnancy are attributed to poverty, early or forced marriages, and 

sexual violence (3). For example, an estimated 39% of girls in the least developed countries 

marry before they are 18 years and about 12% before they make 15 years (7, 8). Furthermore, 

there is continued low use of modern contraceptives among sexually active adolescents in low-

income countries (9). The low use of contraception is attributed to lack of adequate information 

on contraception, misconceptions, fear of side effects, limited access to contraception, lack of 

support from partner, family, and community, and prohibitive social norms (10-14). The same 

factors could lead to contraceptive non-adherence and discontinuation amongst the adolescents 

who use the contraceptives. Other factors that contribute to non-adherence and discontinuation 

are poor contraceptive experiences like side effects and stigma, commodity stock-outs, poor 

service quality, and limited contraceptive counselling (15). Adherence rates among non-

refugee adolescents are below 25% (16), with high discontinuation rates of approximately 50% 

in low resource settings (17). Contraceptive experiences are also reported to influence the use 

of contraception among adolescents. Some of the documented experiences include stigma due 

to cultural and social norms (18-20), side effects (18-20), inaccurate contraceptive information 

due to misconceptions (21-23) and partner prohibition (21-23). 
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1.3 THE CONSEQUENCES OF ADOLESCENT PREGNANCIES 

Pregnancies among adolescents are a challenge because of the associated complications. The 

complications, which include obstetric fistula, eclampsia, postpartum hemorrhage, puerperal 

endometritis, premature rupture of membranes and systemic infections, are higher among 

adolescent mothers aged 10 to 19 years than women aged 20 to 24 years (24-28). These 

complications are the largest contributor to death among adolescents of 15 to 19 years globally. 

Furthermore, the babies born to adolescent mothers are at a greater risk of adverse neonatal 

outcomes like preterm birth, low birth weight, poor fetal growth, developmental and 

psychosocial delays, and stillbirth (28-31). However, not all pregnancies among adolescents 

are kept to full term. Some end in abortion. An estimated 5.9 million abortions occur annually 

among adolescents aged 15 to 19 years, 70% of which are unsafe, leaving the girls vulnerable 

to morbidity and mortality (4, 26).  

The social and economic consequences of adolescent pregnancy may include dropping out of 

school, stigma, violence from partner, and rejection from family and friends (3, 32). Dropping 

out of school may have further implications on future employment, which may lead to poverty 

(33). Adolescent pregnancy also exposes young girls to mental health problems like depression 

and anxiety (34). 

1.4 SOLUTIONS TO ADOLESCENT PREGNANCIES 

To successfully reduce adolescent pregnancies, adolescents ought to be availed with 

contraceptive information, methods and services (17). World Health Organisation (WHO) has 

been promoting contraceptive counselling as the core intervention to prevent adolescent 

pregnancy, because it increases contraceptive knowledge, dispels misconceptions and 

addresses the fear of side effects (35-37). Furthermore, contraceptive counselling improves 

user satisfaction with the contraceptive method, which further increases acceptability and 

continuation (38, 39). Several studies have evaluated numerous ways of offering contraceptive 

counselling to adolescents. For example through the use of trained counsellors (40), use of age-

appropriate counselling (41), school-based counselling (42, 43) and peer counselling (44-46). 

However, existing information proves that peer counselling would be of greater effectiveness 

amongst adolescents, because adolescents tend to assign greater priority to their peers and 

easily adopt their behaviors (47, 48).  
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1.5 WHAT UGANDA HAS DONE 

With an aim of reducing adolescent pregnancy, the Ugandan government designed and 

implemented the National Adolescent Health Policy (49) and the Uganda Adolescent Health 

Policy and Service Standards (50), which state that adolescents should be provided with 

adequate information about Adolescent Reproductive Health (ARH) services, so as to promote 

effective use of these services, including contraception. Inasmuch as contraception was 

introduced among adolescents, there has been a low uptake of the services. This has left many 

girls vulnerable to adolescent pregnancy and associated complications. 

Further strategies to improve uptake of contraceptives among adolescents, including refugees, 

were designed and implemented by organisations like UNFPA and UNHCR. The strategies 

included training of health workers in contraceptive counselling for adolescents, increasing 

availability of contraceptive services in health centres, and offering contraception in schools  

(51). In spite of this, contraceptive uptake has remained low. Therefore, understanding the 

drivers of low uptake of contraceptives is crucial if we are to develop strategies to increase 

uptake and sustain use of contraceptives among refugee adolescents in northern Uganda. 
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2 LITERATURE REVIEW 

2.1 MODERN CONTRACEPTIVES 

Modern contraceptives are technological advances designed to overcome the biology of 

conception (52). They include the pill (oral contraceptive), injectable contraceptives, implant, 

contraceptive patch, vaginal ring, intrauterine device (IUD), and female and male condoms, 

vaginal barrier methods (e.g. cervical cap, diaphragm and spermicidal agents), female and male 

sterilization, and emergency contraception (53). Amongst these, the most available and 

commonly used methods in the refugee settings in Uganda are the oral contraceptives, 

injectables, the male condoms, implants, and the copper IUDs (23, 54, 55). The efficacy of 

contraceptive methods is measured as a Pearl Index (PI); the percentage of women who 

experience an unplanned pregnancy during one year of using the method. The PI is usually 

reported for perfect use (as seen in clinical trials) and for typical use (as seen when used in real 

life). The PIs for some of the commonly used methods are shown in table 1. 

Table 1: Pearl Index of different contraceptive methods as typically or perfectly used 

Contraceptive method Typical use (%) Perfect use (%) 

Implant  0.05 0.05 

Copper IUD 0.8 0.6 

Depo-Provera Injectable 6 0.2 

Combined pill and progestin only pill 9 0.3 

Male condom 18 2 

    Modified from Trussel, 2014 (56) 

2.1.1 Short acting reversible contraceptives (SARCs) 

SARCs are contraceptive methods that are user dependent and need to be taken daily, weekly, 

or 1 to 3 monthly. They include oral contraceptives, condoms and injectable contraceptives.  

Oral contraceptives (pill): The pills are available in two forms: the progestin-only pill (POP), 

and the combined oral contraceptive (COC) pill containing both estrogen and progestogen 

hormones, which can be used in cyclic or extended long cycle regimens (36, 57). The 

mechanism of action of mid-dosed POPs and COC is mainly through preventing ovulation with 

additional effects on cervical mucus. The low dose POPs act mainly on the cervical mucus to 

prevent sperm transport and function.  COCs and mid dosed POPs are among the most effective 

contraceptive with high effectiveness of over 99% if correctly and consistently used (36).  
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Male and female condoms: These are barrier methods of contraception that prevent fertilisation 

(36). If used correctly and consistently, the male condom offers 98% effectiveness while the 

female condom offers 90% effectiveness in preventing pregnancy (36, 58). However, the 

typical PI is much higher. 

Injectable contraceptives: There are two main types of injectable contraceptives used 

worldwide. These are: the combined injectable contraceptive (CIC) containing both estrogen 

and progestin given as a one-monthly injection, and the progestin only injectable (POI) given 

as a two- or three-monthly injection. The mechanism of action is prevention of ovulation (59). 

The injectable is a highly effective contraceptive method with an effectiveness of 99.7% with 

correct and consistent use and up to 95% as commonly used (36, 60).  

2.1.2 Long acting reversible contraceptives (LARCs) 

LARCs are methods of contraception which are highly effective in preventing pregnancy for 

an extended period of over a year (61). They are reversible which means that fertility resumes 

as soon as they are removed. They include subdermal contraceptive implants and IUDs. These 

are the most effective methods because they do not depend on one remembering to take or use 

them, which means that perfect and typical use PI is almost the same (62, 63). They are 

recommended for adolescents by the American Academy of Pediatrics (AAP) and the 

American College of Obstetricians and Gynecologists because of their effectiveness (64, 65), 

and because adolescents may be interested in concealing their sexual activity and contraceptive 

use (62). 

Implants: These are small, flexible rods or capsules, the size of a match stick that are placed 

under the skin of the upper arm. They contain progestins, either etonogestrel or levonorgestrel 

(66). They are effective for three or five years depending on the type of implant. The 

mechanism of action is by prevention of ovulation and thickening of the cervical mucus (60). 

The implants are the most effective contraceptive methods available with over 99% efficacy in 

preventing pregnancy (36). 

Intra-uterine devices (IUDs): These are available in two types: the copper containing IUD and 

the levonorgestrel releasing IUD. The IUDs are usually T-shaped plastic devices containing 

copper on the stem (and arm), or a capsule on the stem releasing levonorgestrel inserted 

intrauterine (36). Both the copper and levonorgestrel IUDs are over 99% effective in preventing 

pregnancy (66). The mechanism of action is in preventing fertilization either through the effect 

of copper on the gametes or levonorgestrel on the cervical mucus. The levonorgestrel IUD has 

a strong impact on the endometrium resulting in reduced bleeding. 
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2.2 MODERN CONTRACEPTIVE USE AMONG REFUGEE ADOLESCENTS 

Studies have shown that the use of modern contraceptives among female refugee adolescents 

is very low. A cross sectional study by Ganle and colleagues in 2019 among refugee 

adolescents in Ghana revealed that only 12% of the participants had ever used modern 

contraception (55). A multi-country baseline study conducted by the United Nations High 

Commission for Refugees (UNHCR) together with the Women’s Refugee Commission (WRC) 

in 2011, with an aim of refocusing family planning in refugee settings, found the modern 

contraceptive prevalence rates in selected refugee camps low i.e. 14.6% in Nakivale, Uganda; 

6.8% in Eastleigh, Kenya; 5.1% in Ali Addeh, Somalia; 21.4% in Amman, Jordan; 36.9% in 

Cox Bazzar, Bangladesh and 34.2% in Kualar Lumpur, Malaysia (23, 54). In a study by Tanabe 

and his colleagues in 2017, a review of the UNHCR multi-country study, it was found that 

participants aged 15 to 19 years from all the different refugee settings had a contraceptive 

prevalence rate of 4% for current use and 10.1% for previous use (23). 

2.2.1 Factors associated with modern contraceptive use  

Several factors are reported to influence use of modern contraceptives among female refugee 

adolescents. These include social demographics such as age, marital status, education, 

occupation, parity; social cultural factors like partner’s support; and service delivery factors 

like distance to nearest health facility. 

Age: According to a cross sectional study by Nyarko in 2015, age was found to be associated 

with use of contraceptives among adolescents. This study, carried out to determine the 

prevalence and correlates of contraceptive use among 1037 female adolescents aged 15 to 19 

years in Ghana, found that older adolescents (between 18 and 19 years) were 3.5 times more 

likely to use contraceptives than the younger ones (p<0.001) (67). Another study carried out 

among adolescent girls in Zambia observed that older adolescents were 4 times more likely to 

use contraceptives than the younger ones (p=0.012) (68). 

Marital status: A number of studies have reported a statistically significant association between 

marital status and use of contraception among adolescents. For example; a study among 

adolescents in selected low and middle income countries found that married adolescents were 

less likely to use contraception than their unmarried counterparts (69). Another study by Casey 

and colleagues carried out in 2020 in the Democratic Republic of Cong (DRC) found that 

adolescents who were married were 56% less likely to use contraceptives than those who were 

unmarried (p<0.001) (11). However, the study by Nyarko in 2015 reported otherwise, that 
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married adolescents or those living with their partners were 4.8 times more likely to use 

contraceptives than their counterparts who were not married (p<0.001) (67).  

Education: The highest level of education attained has been reported to be significantly 

associated with use of contraceptives among adolescents. A study by Nyarko found that 

“adolescents who had acquired up to primary or secondary education were 7.4 and 11.5 times 

respectively more likely to use contraceptives than those who had no education (p=0.003 and 

p<0.001 respectively) (67). Another cross sectional study carried out by Ganle in 2016 to 

determine the prevalence of modern contraceptive use among young women in Budumburam 

refugee camp in Ghana found that participants who had attained up to secondary education 

were more likely to use contraceptives than those who had less education (p=0.001) (55). 

Parity: A study by Lule and colleagues reported a statistically significant association between 

adolescent refugee contraceptive use and parity (p=0.005). That is, participants who had a birth 

order of two and below were 23% more likely to use contraceptives than those who had a higher 

birth order (70). 

Partner’s level of education: A case control study by Lule and colleagues carried out in 

Kyangwali refugee settlement in Uganda to establish the determinants of contraceptive 

utilisation among teenage mothers in 2015 found that there was a statistically significant 

association between contraceptive use and partner’s level of education (p<0.000) (70). Teenage 

mothers whose partners had attained education over primary were twice as likely to use 

contraceptives as their counterparts who had less education. 

Partner’s support: Studies have shown that contraceptive use was significantly associated with 

partner’s support in activities like escorting her to the health facility (p=0.039, 95% CI). 

Participants who had support from their partners were almost twice as likely to use 

contraceptives compared to those who had no support from partners (70).  

2.3 CONTRACEPTIVE COUNSELLING FOR ADOLESCENTS 

Contraceptive counselling is the process by which a person who is seeking contraception is 

given information about the available methods, and guided through the selection and use of a 

desired method by a contraceptive provider (71). Contraceptive counselling should include 

information on the pros and cons of each available method, how the method works, correct and 

consistent use of the method, and the side effects of each method to enable informed selection 

of a desired method (72). It should be based on assessment of the client’s needs, their 

preferences, and lifestyle with an aim of supporting decision making (73). With regards to 
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adolescents, contraceptive counselling should be provided in such a way that adolescents feel 

safe and assured of their confidentiality, while respecting their autonomy in decision making 

(72, 74, 75).   

Several contraceptive counselling strategies have been studied to improve contraceptive use 

among adolescents. These include; training of health workers, use of adolescent-friendly spaces 

in health centres, use of outreach services, use of brochures, videos, mobile phones and social 

media, individual face to face counselling, and the use of peer educators (76-78). The use of 

peer educators, sometimes described as peer counselling, has shown effectiveness in improving 

contraceptive use in non-refugee studies.   

2.3.1 Effect of peer counselling on contraception 

Peer counselling is an interactive relationship between persons of the same age group to 

influence positive change (79). During peer counselling, trained peers provide knowledge, 

emotional, social and practical help to fellow peers. 

There is contradicting information regarding the effect of peer counselling on contraceptive 

acceptance among adolescents; some studies reported a positive effect, while some reported no 

significant effect. For example; a cluster randomized trial among schools in England to assess 

the effectiveness of school based peer-led sex education in reducing unintended teenage 

pregnancy. This study found that girls who received peer-led sex education reported 38% less 

pregnancies than their colleagues who received the control, teacher-led sex education (80). The 

other study which reported a positive effect was a before and after intervention study carried 

out in Turkey to determine the effect of a continuing education program that included peer 

counselling on knowledge of sexual and reproductive health indicators. This study found that 

there was an 11.9% increase in contraceptive knowledge after the intervention (p<0.001) (45).  

However, a Randomized Controlled Trial (RCT) by Wilson and colleagues in 2016 evaluated 

the impact of peer counselling on same day desire for LARCs among 110 female adolescents 

attending a family planning clinic in Pennsylvanian. They found that peer counselling did not 

have an effect on same day desire for LARC, although the participants who received peer 

counselling were more likely to report increased knowledge on contraceptives and positive 

change in attitude towards LARC (44). 

 



 

 13 

2.4 ADHERENCE TO MODERN CONTRACEPTIVES  

Adherence is the extent to which a person's behaviour coincides with medical or health advice, 

and in relation to contraception, it refers to the use of a contraceptive method in an ongoing 

and consistent manner as prescribed by a health worker so as to prevent pregnancy (81). 

Therefore, for adherence to be achieved, both continuation and correct use of the contraceptives 

are required. Adherence can also be termed as compliance or consistency. 

Adherence to modern contraceptives among refugee adolescents has not been documented. 

However, studies have reported adherence to contraception among non-refugee adolescents. 

For example; in a retrospective study conducted by Lara-Torre and Schroeder in 2002 to 

determine adolescent compliance with Quick Start oral contraceptive pills among 193 young 

females aged 22 years and below, it was found that 65% of the participants were compliant at 

3 months, and only 35% compliant at 12 months (82).  

Another prospective cohort study by Diserens and colleagues carried out in 2017 to determine 

the contraceptive continuation rates among adolescents in Switzerland reported a contraceptive 

continuation rate of 51.9% among adolescents who had chosen the COC (83). 

In addition, a cross sectional study conducted in 2013, to assess the use of contraceptives in a 

rural area in Ghana, reported that only 22.9% of the participants consistently used their 

contraceptives (16). 

2.4.1 Factors associated with adherence to modern contraceptives  

Several factors have been reported to influence adherence to contraceptives among adolescents. 

These include: age, education, parity, type of modern contraceptive used. 

Age: According to a retrospective study by Clare and Fraser in 2013 to determine contraceptive 

adherence among East Harlem adolescents, it was found that younger adolescents were at 

greater risk of poor adherence with contraception compared to the older adolescents (p=0.008) 

(84). Another prospective study by Raine and colleagues conducted in 2011 to determine 

contraceptive continuation among adolescent girls in California observed that younger 

adolescents were more likely to discontinue from contraceptive use than older adolescents 

(p=0.008) (85).   

Education: The highest level of education attained is mentioned to be associated with 

adherence to contraceptives among adolescents. This is as indicated in a cross-sectional study 

by Muhindo and colleagues to determine the predictors of contraceptive adherence among 
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women seeking family planning at Reproductive Health Uganda, Mityana. They found that 

participants who had primary or no education were 2.5 times less likely to adhere to 

contraceptives than their counterparts who had secondary education (p<0.001) (86). 

Parity: According to a retrospective study by Lara-Torre and Schroeder to determine 

adolescent compliance and side effects with Quick Start oral contraceptive pill, it was reported 

that participants who were nulliparous and nulligravid were more likely to comply or adhere to 

oral contraceptives. (p=0.038 and 0.008 respectively) (82). 

Type of modern contraceptive used: The type of contraceptive used has been mentioned to be 

one of the factors associated with adolescent contraceptive adherence among adolescents. In a 

study by Diserens and colleagues, it was reported that adolescents who were using LARCs 

were more likely to adhere to the contraceptives than those using SARCs (p=0.011) (83).  

Another study by Raine and colleagues also found that adolescents who were using LARCs 

were less likely to discontinue than those who were using SARC methods (p<0.001) (85). In 

addition, a systematic review conducted by Usinger and colleagues in 2016 to determine the 

intrauterine contraception continuation among adolescents and young women reported that, 12 

month continuation was significantly higher among IUD users compared to participants that 

had used other contraceptives (p<0.001) (87). 

2.5 EXPERIENCES OF CONTRACEPTION 

According to previous research, most of the contraceptive experiences shared by adolescents 

were based on affordability and availability, side effects, influence from peers, partners and 

parents, stigma, and motivation to keep using in spite of challenges.  These are further expanded 

on below. 

Availability and accessibility: A systematic review conducted in 2018 by Ivanova and 

colleagues to explore the sexual and reproductive health experiences of refugee, migrant and 

displaced girls in Africa, reported that the respondents experienced challenges with access to 

sexual and reproductive health (SRH) services like contraception because of the long distances 

to the health clinics and the cost of the services (88). In a multi-country study by Tanabe and 

colleagues on family planning among refugees in 2017, most of the adolescent participants 

reported challenges relating to accessibility. They stated that unmarried adolescents were not 

allowed to get contraceptives at the clinics (23). Another study by Okanlawon and colleagues 

in Nigeria to explore the knowledge, perceptions and attitudes of contraceptive use among 
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refugee youths in 2010, reported that the respondents experienced challenges with accessing 

contraceptive services that were only available outside the refugee camp (22). 

Influence from peers, partners and parents: A study by Harrington and colleagues to 

understand the social influences on contraception among adolescents in Kenya in 2021 found 

that some respondents were discouraged by their partners from using contraceptives. One of 

the respondents recounted how she was pressurized by the partner to stop using contraceptives 

because of his worries regarding the side effects (89). In another study by Ontiri and colleagues 

in Kenya, to explore contraceptive use and discontinuation among women in 2021, one of the 

adolescents explained that the husband threatened to beat her up if she continued using 

contraceptives (18). 

Some partners were reported to be of support to the adolescents who were using contraceptives. 

For example, in a study by Kibira and colleagues carried out to explore experiences of women 

using contraceptives in Uganda, some of the adolescents mentioned that their husbands were 

supportive of their contraceptive use, to the point that they would even remind them when to 

go back for refills (19). In the same study by Kibira and colleagues, it was reported that close 

peers were supportive if they had positive experiences with contraception, while others were 

prohibitive if they had had negative experiences with contraceptive use (19).  

Side effects: A study carried out by Bangoura and colleagues in Conakry to explore the 

experiences, preferences, and needs of adolescents for contraceptive use in 2019, reported that 

one of the negative experiences shared by the respondents was the side effects. The respondents 

experienced side effects like weight gain and menstrual problems (90). In another study by 

Ontiri and colleagues to explore contraceptive use and discontinuation among women in Kenya 

in 2021, some of the adolescents experienced side effects like bleeding problems, loss of 

appetite, and a lower sexual drive with the contraceptives they were using (18) 

Stigma from friends and society: In a study by Bangoura and colleagues in Conakry, 

respondents gave accounts of being stigmatized by community members when they found out 

that these girls were using contraceptives. The respondents mentioned that they were 

stigmatized because of the cultural and social norms which prohibit contraception among 

young girls (90). Another study by Harrington in 2021 to understand the social influences on 

contraceptive decision making among adolescents in Kenya, reported that the respondents 

stated that they were being referred to as “spoiled girls” if found using contraception and that 

this left a bad reputation to the families of the girls (89). 
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Motivation to use contraception: From previous studies, some respondents were motivated to 

keep using contraception in spite of the challenges they faced. For example; in the study by 

Harrington and colleagues, one of the participants mentioned that her desire for a bright future 

is what motivated her to keep using contraception despite the challenges she faced (89). 

Another motivation to use contraception mentioned by adolescents was the fear of the 

economic burden that comes with having many children, as reported in a study by Ontiri and 

colleagues in 2021 to explore contraceptive use and discontinuation among women in Kenya. 

Some respondents mentioned that the contraceptives enabled them to prevent unwanted 

pregnancies and plan for a better future, and this was their motivation to keep using amidst the 

challenges they faced (18). 
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3 CONCEPTUAL AND THEORETICAL FRAMEWORK 

3.1.1 Conceptual framework 

The conceptual framework describes the determinants of modern contraceptive use among 

refugee adolescents. The distal determinants which indirectly influence contraceptive use 

include individual/personal factors, interpersonal factors, community and health service related 

factors, while the proximal determinants which directly influence use include deterrents like 

perceived barriers and self efficacy, motivational factors like perceived severity and 

susceptibility, and paths of action like perceived benefits and cues to action. The outcome of 

this thesis was use of modern contraceptives among female refugee adolescents which in the 

long run will lead to reduced adolescent pregnancies. This is as shown in figure 1. 

Scope of this thesis 

This thesis was limited to assessing the individual/personal factors, inter-personal, community 

and health service-related factors affecting use, as well as the deterrents such as the 

determinants of contraceptive use and adherence. The cues to action were studied under peer 

counselling. 
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Figure 1: A conceptual framework showing the determinants of contraceptive use among 

refugee adolescents (Adapted from Eisen et al., 1985 (91)). 
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3.1.2 Theoretical framework 

In this thesis, two theories of health behavior were applied to explain the use of modern 

contraceptives among refugee adolescents from different perspectives. These are; the theory of 

reasoned action (TRA)/theory of planned behavior (TPB) and the health belief model (HBM) 

as explained: 

i) Theory of reasoned action (TRA): This theory was first developed by Martin Fishbein 

and Icek Ajzen in 1967 with an aim of explaining the relationship between attitude and 

behaviour in human actions. That is, predicting how the behaviour of individuals is based 

on their attitude and intentions (92). In relation to this thesis, this means that an adolescent’s 

decision to use modern contraceptives will depend on pre-existing attitude towards modern 

contraceptives and their intention of using them. Adolescents with a negative attitude 

towards modern contraceptives are less likely to use them and vice-versa.  

The theory of reasoned action also points out that attitudes and norms predict the intention 

of behaviour (93). For example, an adolescent’s attitude may lead her towards using 

modern contraceptives but if the norms suggest otherwise, this adolescent may end up not 

using the contraceptives. Therefore, if we are to increase modern contraceptive use among 

refugee adolescents, we need to strengthen a normative belief and an attitude that supports 

modern contraceptive use among refugee adolescents.  

ii) The health belief model (HBM): This is a psychological health behaviour change model, 

developed in the 1950s by social psychologists to explain and predict health-related 

behaviours, particularly in regard to the uptake of health services (94). This model suggests 

that people's beliefs about health problems, perceived benefits of and barriers to action, and 

self-efficacy explain their engagement (or lack of engagement) in those health-promoting 

behaviours. A stimulus, or cue to action, must also be present in order to trigger the health-

promoting behaviour (94). This, in relation to this thesis means, that an adolescent will take 

up a modern contraceptive if she: i) feels that a negative health condition like unwanted 

pregnancy can be avoided, ii) has a positive expectation that by taking the modern 

contraceptives she will avoid the negative condition (unwanted pregnancy) and iii) believes 

that she can take the modern contraceptives successfully (comfortably and with 

confidence). 
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4 RATIONALE 

There is a fast growing refugee population worldwide, currently standing at 26.6 million (95). 

Uganda is hosting the third largest refugee population in the whole world of close to 1.5 million, 

81% of whom are women and children (96). Refugees are a very vulnerable population because 

of the conflict, insecurity and poverty they are faced with. These have left the women and girls 

at a very high risk of sexual violence, exploitation and abuse, early or forced marriages, and 

transactional sex. As a result, adolescent pregnancies are higher among refugees and 

humanitarian settings than anywhere else (97, 98). Adolescent pregnancies aggravate the 

already existing devastating situation in the refugee population and also have a great 

implication on the economy. 

The Uganda Refugees Act, 2006 states that all refugee women and children shall have equal 

opportunities and be accorded the same treatment as the nationals (99), and the Uganda 

Adolescent Health Policy and Service Standards state that adolescents should be provided with 

adequate information about Adolescent Reproductive Health (ARH) services so as to promote 

effective use of these services including contraception (50).  However, a large percentage of 

refugee adolescents continue not to use some of these ARH services like contraception.  

Strategies and innovations to increase uptake and continued use of modern contraceptives 

among female refugee adolescents have been barely studied. There is need for us to devise 

innovative ways to guide decisions on the use of contraception, to promote uptake and 

sustained use. Therefore, information obtained from this thesis will help improve our 

understanding of the use of modern contraceptives, the associated factors, effect of peer 

counselling on acceptance, adherence to use, and the experiences of use among female refugee 

adolescents in northern Uganda. This will help in programming and designing innovative 

strategies to improve contraceptive use, and reduce adolescent pregnancies and associated 

complications among female refugee adolescents in northern Uganda and similar settings. With 

the reduced adolescent pregnancies, there will be better health for adolescent girls, and with 

increased knowledge on contraception, adolescent girls will be more empowered to make their 

own decisions regarding contraception, hence the achievement of gender equality. 
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5 RESEARCH AIMS 

5.1 GENERAL OBJECTIVE 

To determine the use of modern contraceptives among female refugee adolescents in northern 

Uganda: prevalence, effect of peer counselling, adherence and to explore experiences of use. 

5.2 SPECIFIC OBJECTIVES 

i) To determine the prevalence and factors associated with modern contraceptive use 

among female refugee adolescents in northern Uganda. 

 

ii) To determine the effect of peer counselling on same day acceptance of modern 

contraceptives among female refugee adolescents in northern Uganda. 

 

iii) To determine the rates and predictors of adherence to modern contraceptives among 

female refugee adolescents in northern Uganda. 

 

iv) To explore the contraceptive experiences of female refugee adolescents in northern 

Uganda. 
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6 MATERIALS AND METHODS 

6.1 THESIS SETTING 

The studies in this thesis were carried out from Palabek refugee settlement located in the 

northern region of Uganda in Lamwo district (Figure 2). Palabek is the one of the newest 

refugee settlement in Uganda established in April 2017.  It is currently hosting approximately 

60,626 refugees most of whom are from South Sudan (100). Women and children comprise of 

84% of the total population in this refugee settlement (100). 

The settlement is organised into zones, which are further divided into blocks. All the zones and 

blocks have leaders who were our contact persons before entry into the area. Every block has 

a community meeting place where block members usually meet when summoned by their 

leaders for any communication. At our request, block leaders helped to mobilise adolescents 

within their blocks, and asked them to converge at the community meeting point where we met 

them and told them about the study.  

Palabek has four health centres all of which provide contraceptive services at no cost to all 

refugees and the host community. The contraceptive services provided include: contraceptive 

counselling, issuing out condoms and oral contraceptives, inserting and removing IUDs and 

implants, and giving injectable contraceptives. These services are available to adolescents as 

well, regardless of their age or marital status.  

 

 

Figure 2: Map of Uganda showing the thesis site 

Lamwo District 

Lamwo District 

 



 

24 

6.2 STUDY DESIGN 

This thesis used both quantitative and qualitative methods to answer the research questions. 

The quantitative methods were employed in studies I, II and III, while the qualitative methods 

were employed in study IV as summarised in table 2. 

Table 2: Summary of methods 

Study Objective Study design Study population Methods/Tools 

Study/ 

Paper/ I 

To determine the 

prevalence and factors 

associated with modern 

contraceptive use among 

female refugee adolescents 

in northern Uganda 

 

Cross sectional 

 

Adolescents aged 

15-19 years in 

Palabek refugee 

settlement between 

May and July 2019 

 

Structured 

questionnaire 

Study/ 

Paper II 

To determine the effect of 

peer counselling on 

acceptance of modern 

contraceptives among 

female refugee adolescents 

in northern Uganda 

 

Randomised 

controlled trial 

 

Adolescents aged 

15-19 years in 

Palabek refugee 

settlement between 

May and  July 2019 

 

Intervention: 

peer counselling 

Control: Routine 

counselling 

Structured 

questionnaires  

Study/ 

Paper III 

To determine the rates and 

predictors of adherence to 

modern contraceptives 

among female refugee 

adolescents in northern 

Uganda 

 

Prospective 

single cohort 

nested in an 

RCT 

 

Adolescents aged 

15-19 years in 

Palabek refugee 

settlement who 

were new starters of 

modern 

contraceptives 

between May and 

July 2019 and 

followed up for 6 

months till January 

2020.   

 

Structured 

questionnaires 

 

Follow up at 1, 

3, and 6 months 

Study/ 

Paper IV 

To explore the 

contraceptive experiences 

of female refugee 

adolescents in northern 

Uganda 

 

Explorative 

qualitative 

study 

 

Adolescents aged 

16-19 years in 

Palabek refugee 

settlement  with 

varying experiences 

of contraceptive use 

from June to 

October 2021 

 

In-depth 

interviews 
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Recruitment/study flow: The studies in this thesis were interconnected as shown in figure 3. 
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Figure 3: Flow chart of the studies    
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6.3 STUDY POPULATION 

All the studies involved consenting female refugee adolescents aged 15 to 19 years who were 

sexually active or in-union, wanted to delay child birth, and were residing in Palabek refugee 

settlement, northern Uganda at the time of the study. Additional inclusion criteria were: not 

using any modern contraceptive at the time of the study for study II, being a new acceptor of a 

modern contraceptive for study III, and having ever used a modern contraceptive for study IV. 

Participants were excluded from any of the studies if they could not comprehend English, 

Acholi or Arabic, the languages commonly used in the camp. Also excluded from the study 

were participants who were physically or mentally unable to adhere to study procedures.  

6.4 SAMPLING PROCEDURE 

For studies I and III, adolescents were consecutively enrolled into the study. For study II, 

participants were randomly assigned to either the intervention or the control group with the use 

of random numbers. For study IV, respondents were purposively selected to participate in the 

study based on different characteristics like age, marital status, and type of contraceptive used, 

until data saturation, a point at which no new themes were being obtained (101). For studies I, 

II, and III, participant recruitment took place in the communities, at the community meeting 

places of the blocks/zones, where they had been asked to converge by their leaders (the 

mobilisers for the study) at our request. The adolescents were then told about the studies, 

screened for eligibility, and data collected for those who were eligible and consented to 

participate.  

6.5 DATA COLLECTION 

For studies I, II, and III, data was collected using interviewer administered structured 

questionnaires. The interviewers were research assistants who had been trained on all study 

procedures, quality assurance and control, and ethics regarding research among adolescents. 

The research assistants were working as village health team (VHT) members in the refugee 

settlement. The questionnaires used had been pre-tested and piloted. Information obtained 

using the questionnaires included social demographics, sexual and reproductive history, partner 

information, and knowledge and use of modern contraceptives.  

For study II, the intervention was peer counselling, which involved the use of trained peers to 

offer contraceptive counselling to their fellow adolescents. This was done with the aid of a 

standardised contraceptive counselling tool developed by the WHO (102), similar to that used 

by the health professionals at health facilities to offer contraceptive counselling. Peer 

counsellors were three female adolescents who were selected from the study site based on their 
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verbal interaction abilities, leadership skills, and their social and sexual maturity. The Control 

for this study was routine contraceptive counselling which is as given at the health facilities 

within the refugee camp as the standard of care. For this study, the routine counselling was 

done in form of outreach visits to the communities, which are often conducted by the health 

centres, as part of routine care.   

For study III, a contact locator was developed which contained information like the 

participant’s address, telephone numbers and the contact of their ‘significant other’ who was a 

relative, spouse or friend. This was recorded to enhance follow up of the participants. 

Participants were contacted by phone or home visited in the event of a missed appointment. 

The information collected during follow ups included adherence to the contraceptive, 

discontinuation from use, the reason for discontinuation, switching to another contraceptive 

method, method switched to, reasons for the switching, and the experienced side effects. A 

participants was regarded as non-adherent if: i) she was found pregnant at any time, ii) missed 

her appointment for a refill for either oral or injectable contraceptive and iii) missed taking 

three or more oral contraceptives during the month according to the Guttman scale (103). Self-

reported non-adherence was used for the other contraceptive methods. Participants who 

reported pregnant had to undergo an assessment by the research assistants to ascertain whether 

the pregnancy was due to method failure or non-adherence.  

For study IV, data collection took place both in the community and at the health centre 

depending on the respondent’s convenience. Respondents had been approached individually 

by one of the research assistants who informed them about the study a day before, so that they 

could make an appointment for the interview if they were interested in participating in the 

study. Data was collected using individual, face-to-face, in-depth interviews, with the help of 

an interpreter (due to language barrier) and a note taker. The interviews were conducted by RB, 

after receiving training on conducting in-depth interviews. Interview questions, prompts and 

guides with open ended questions, which had been pretested and piloted were used. The 

interview guide included questions on contraceptive decision-making, challenges with access 

and use of contraceptives, and how they dealt with the challenges. These were followed by 

probing questions and follow-up questions where necessary. The interviews were audio 

recorded and transcribed verbatim.  
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6.6 DATA ANALYSIS 

All quantitative data for studies I, II, and III were analysed using STATA version 14.0. 

Continuous variables, if normally distributed, were reported as means and standard deviations, 

and as medians and ranges if skewed. Categorical variables were summarised as percentages 

and proportions.  

For study I, modern contraceptive use was analysed as a categorical variable, with use of 

modern contraceptives coded as “1” and non-use as “0”. Prevalence of modern contraceptive 

use was calculated as a percentage of refugee adolescents currently using any modern 

contraceptive method over the total number of participants in the study. Factors associated 

with modern contraceptive use were assessed using the logistic regression. 

For study II, acceptance of a modern contraceptive method was analysed as a categorical 

variable, with acceptance of a method coded as “1” and non-acceptance as “0”. Percentages of 

acceptors in the two groups were obtained and the Chi-square test used to compare acceptance 

between the two study groups. Factors associated with contraceptive acceptance were 

estimated using the modified poisson regression model due to the high prevalence of 

acceptance. 

For study III, adherence to contraceptives was analysed as a categorical variable, with 

adherence coded as “1” and non-adherence as “0”. Percent adherence at the different follow up 

times was also computed. Factors associated with adherence were estimated using the 

Generalised Estimation Equations (GEE) with the exchangeable correlation matrix, family as 

binomial and the link as logit. Robust standard errors were used in the GEE analysis. Both 

intention to treat (ITT) and per protocol analyses were conducted in order to account for those 

who were lost to follow up. 

During the bivariate analysis for studies I, II and III, all the variables that gave a p-value ≤0.2 

were considered for multivariate analysis, together with other variables which are considered 

of significance according to previous research even though their p-values were greater than 0.2. 

At the multivariate analysis, variables were regarded as statistically significant if they had a p-

value less than 0.05. The significant variables at this stage were tested for interaction by 

forming two-way product terms of the variables. A model involving the product terms was run 

and a chunk test done to assess for presence of interaction. Where necessary, confounding was 

assessed for. A variable was considered a confounder if it caused a greater than or equal to 10% 

change in the measure of association. Odds/prevalence ratios along with their 95% confidence 

intervals were stated. 
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For study IV, collected data transcripts were entered and analyzed in Microsoft Excel, where 

data was sorted and coded. Inductive thematic analysis was used to analyse the data, by 

identifying patterns or themes according to Braun and Clarke, 2006 (104). Initial codes were 

generated, which were later examined to identify themes. Both latent and manifest themes were 

used for this analysis whereby we sought to identify underlying ideas, assumptions and 

ideologies from the data, as well as taking the information as stated by the respondents. The 

generated themes were later reviewed and defined.   

6.7 DATA MANAGEMENT 

Data storage: All data was checked for accuracy, completeness and consistency at the close 

of each day, and any identified errors were corrected immediately. The data was then double 

entered into Epidata (for quantitative data) and backed up on another external device. All stored 

data was password protected and only accessible to authorised personnel. Study related source 

documents for each participant were placed into a study file and kept in a secure cabinet.  

Data quality control:  

Training: All research assistants were trained on all study procedures beforehand by the study 

investigator.  

Reproducibility: Questionnaires were translated to Arabic and Acholi which are the widely 

spoken languages in the camp, and back translated using qualified and competent persons to 

ensure that the meaning was not altered. The questionnaires were also pretested using women 

from the study site to check for feasibility as a data collection tool, and adjustments made where 

necessary. 

Manuals and SOPs: Manuals of Standard Operating Procedures were developed for all study 

related procedures and protocols. The investigator and the research assistants were trained in 

the SOPs and study protocol. Regular meetings and retraining were conducted throughout the 

study in order to maintain standards of data collection. 

6.8 ETHICAL CONSIDERATIONS 

The studies in this thesis involved obtaining confidential information on contraceptive and 

SRH behaviours of female refugee adolescents, a very vulnerable population. The following 

ethical considerations were put into practise to safeguard their confidentiality and autonomy.  

Permission to carry out this study was obtained from Makerere University School of Medicine 

Higher Degrees Research Ethics Committee (REC REF 2018-059), and from Uganda National 
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Council of Science and Technology (SS 4876). Administrative clearance was also obtained 

from the Office of the Prime Minister, Department of Refugees, for permission to carry out 

research among refugees. Some of the data transcripts for paper IV were analysed from 

Sweden, so we obtained additional clearance from the Swedish Ethical Review Authority (ref. 

nr. 2021-06233-01). 

Written informed consent was obtained from all participants before enrolment into the study. 

The consent was obtained after informing the participants of all the study procedures, and the 

benefits and risks of participating in the study. Participants were further informed that their 

participation was completely voluntary, and that they had the right to withdraw from the study 

at any point in time without giving reason, and with no consequences to their withdrawal. 

Parental consent was not sought for participants below 18 years. This was so because the 

National Policy Guidelines and Service Standards for Sexual and Reproductive Health and 

Rights state, that all individuals seeking family planning services are eligible to receive the 

services regardless of their age, and without need for verbal or written consent from parent, 

guardian or spouse, as long as they have received prior education or counselling about the 

contraceptives (105).  

For purposes of confidentiality, participant names or any identifying information was not used, 

but rather, unique identifiers like patient numbers were used for all participants. Furthermore, 

questionnaires and consent forms were kept away from non-research staff and securely locked 

away. Audio recordings were kept separately in password protected computers that only the 

investigator had access to. To further strengthen confidentiality, all interviews were conducted 

in a private place, where conversations could not be over heard.  

A counsellor was available at the health centre to offer free individual counselling to all the 

participants who needed it. The counsellor’s telephone number was also provided to the 

participants who preferred to call. 
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7 RESULTS 

7.1 SUMMARY OF FINDINGS  

The findings from the four studies are summarized in table 3 below. Further details of the 

findings are following after the table. 

Table 3: Summary of findings from the thesis 

Study Objectives Main findings 

Study I To determine the 

prevalence and factors 

associated with 

modern contraceptive 

use among female 

refugee adolescents in 

northern Uganda 

*The prevalence of contraceptive use was 8.6%, yet 

over 70% of the participants did not want to have a 

child soon 

*Reasons for non-use of contraceptives were: fear of 

side effects, partner prohibition and wanted to delay 

child birth 

*Being married/cohabiting and having an older 

partner were the factors associated with non-use of 

modern contraceptives 

Study II To determine the 

effect of peer 

counselling on 

acceptance of modern 

contraceptives among 

female refugee 

adolescents in 

northern Uganda 

*Participants who received peer counselling were 

24% more likely to accept a contraceptive method 

than those who received routine counselling 

*Commonest reasons for non-acceptance in both 

groups were fear of side effects and partner 

prohibition 

*Participants whose partners had acquired up to 

tertiary education were more likely to accept a 

method than those whose partners had less education 

Study III  To determine the rates 

and predictors of 

adherence to modern 

contraceptives among 

female refugee 

adolescents in 

northern Uganda 

*Adherence was generally low and kept reducing 

over time, with 44% adherence at 6 months 

*Reasons for non-adherence were side effects and 

partner prohibition 

*Participants using LARCs were more likely to 

adhere than those who were using SARCs 

Study IV  To explore the 

contraceptive 

experiences of female 

refugee adolescents in 

northern Uganda 

*Peers, partners and parents of the respondents 

played an important role in influencing contraceptive 

use among the respondents 

*Peers who had good experience with contraceptive 

use encouraged the respondents to use contraceptives 

and vice versa 

*Respondents who were married or had ever given 

birth were encouraged by their parents to use 

contraceptives while the unmarried were prohibited 
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7.2 PREVALENCE AND FACTORS ASSOCIATED WITH MODERN 

CONTRACEPTIVE USE (PAPER I)  

A total of 839 female refugee adolescents aged 15 to 19 years were enrolled in this study. The 

mean age of the participants was 18.3 years (SD=0.83). Most of the participants in were either 

married or cohabiting (64.8%), had ever been pregnant (70.4%) with over 73% reporting at 

least one unintended pregnancy as shown in table 4. Most of the participants had ever heard 

about modern contraceptives (90.3%) and most common source was from a health worker 

(67.7%). Majority of the participants knew at least two modern contraceptive methods (82.1%), 

with condoms as the most commonly known method (70.3%). Almost all the participants 

(99.6%) mentioned that the only place where one would get contraceptives was the health 

centre, and over 70% reported that there was no accessible contraceptive source within 30 

minutes’ walk from their homes. 

The prevalence of modern contraceptive use was 8.7% (95% CI: 7.0-10.8). The most 

commonly used methods were the injectables (42.5%) and the implant (35.6%). Most of the 

users had used their contraceptives for only six months or less (59.7%). The commonest 

reasons for non-use of modern contraceptives were fear of side effects (39.3%) and partner 

prohibition (16.4%).  

The factors that were significantly associated with modern contraceptive use at the bivariate 

analysis were age (p = 0.153), number of children alive (p = 0.081), marital status (p = 0.079), 

partner’s age (p = 0.007), and partner’s occupation (p = 0.073). The variables “education” and 

“ever been pregnant” were also included even though their p-values were greater than 0.2, 

because they have been reported to be significantly associated with modern contraceptive use 

among adolescents from previous research. In the multivariate analysis, the variables that were 

significant were being married (aOR = 0.11, 95% CI: 0.04 to 0.35, p < 0.001), cohabiting 

(aOR = 0.43, 95% CI: 0.20 to 0.93, p = 0.032) and having an older partner (aOR = 0.93, 95% 

CI: 0.86 to 0.99, p = 0.046).  These were checked for interaction between each other using the 

chunk test and for confounding with other variables which had been significant at bivariate 

analysis. Nevertheless, there was neither interaction nor confounding. Therefore, the variables 

that were significantly associated with non-use of modern contraceptives were marital status 

and partner’s age. 
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Table 4: Background characteristics of the participants 

Variable Number (N = 839) Percentage (%) 

Age   

15-17  116 13.8 

18-19  723 86.2 

Religion   

Catholic 440 52.4 

Anglican 193 23.0 

Moslem     1   0.1 

Adventist    66   7.9 

Other (Pentecostal, Lutheran, Evangelical church) 139 16.6 

 Ethnicity   

  Acholi 659 78.6 

  Dinka   19   2.2 

  Nuer   18   2.1 

  Lotuho   46   5.5 

  Other (Bari, Shilluk, Luo)   97 11.6 

Education   

None   81   9.7 

Primary 595 70.9 

Secondary 148 17.6 

Tertiary   15   1.8 

Occupation   

Self-employed / Employed   33   3.9 

Unemployed 335 39.9 

Peasant farmer 305 36.4 

Student 166 19.8 

 Marital status   

Single 233 27.8 

Cohabiting 381 44.4 

Married 163 19.4 

Separated/Divorced/Widowed   62   7.4 

Duration in the camp   

≤ 12 months 135 16.1 

> 12 months 704 83.9 

Age at first sex (mean=16, SD = 1.09)   

12 to 15 169 20.1 

16 to 17 537 64.0 

18 to 19 133 15.9 

Ever been pregnant   

Yes 591 70.4 

No 248 29.6 

Partner’s age* (Median= 26, Range=16 to 60)        

16 to 25  281 43.5 

26 to 35 331 51.3 

36 – 60    30   4.6 

Partner’s Education   

None   13   2.0 

Primary 190 29.4 

Secondary 423 65.5 

Tertiary   20   3.1 

Partner’s Occupation   

Self-employed / Employed 193 29.9 

Unemployed 267 41.3 

Peasant farmer 129 20.0 

Student   57   8.8 
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7.3 EFFECT OF PEER COUNSELLING ON ACCEPTANCE OF MODERN 

CONTRACEPTIVES (PAPER II) 

In the randomized controlled trial, 732 female refugee adolescents were assessed for eligibility. 

Only 588 of these were enrolled into the study because 192 could not meet the inclusion criteria 

and 42 declined to participate. Further details of the trial profile are presented in the published 

paper II at the end of the thesis. The 588 were randomized to either peer counselling or routine 

counselling with 294 participants in each arm. Amongst these, some did not receive the 

allocated counselling and some dropped off before outcome assessment.  Therefore, only 516 

were included in the data analysis. 

Most of the background characteristics were equally distributed in the two study groups. The 

outcome variables that differed in the two groups were acceptance of a modern contraceptive 

method and reasons for non-acceptance. Acceptance of modern contraceptives was more in the 

intervention group compared to the control group (58.5% vs 49.6%). Fear of side effects was 

the commonest reason for non-acceptance of a method in the routine counselling group, while 

lack of time was the commonest reason for non-acceptance in the peer counselled group (table 

5). 

Participants who received peer counselling were 24% more likely to accept a contraceptive 

method than those who received routine counselling (PR=1.24, 95% CI: 1.03 to 1.50, p=0.023). 

The other factor that was significantly associated with same day acceptance of a contraceptive 

method was partner’s education (PR=1.45, 95% CI: 1.02 to 2.06, p=0.037); participants whose 

partners had acquired tertiary education were 45% more likely to accept a contraceptive method 

than those whose partners had less education.  

Table 5: Primary and secondary outcomes by study group 

Outcome N  Peer counselling  Routine counselling p-value 

Same day acceptance of a modern 

contraceptive 

    

 

Yes 279 151 (58.5) 128 (49.6)  

No 237 107 (41.5) 130 (50.4)  0.013 

Change in willingness to accept a 

contraceptive method 

    

Positive change 112   55 (21.3)   57 (22.1)  

Negative change   15     7 (  2.7)     8 (  3.1)  

No change  389 196 (76.0) 193 (74.8) 0.933 

Reasons for non-acceptance     

Infrequent sex     3     2 (  1.9)     1 (  0.7)  

Cultural/religious prohibition   43   17 (15.9)   26 (20.0)  

Partner prohibition   52   29 (27.1)   23 (17.7)  

Fear of side effects   81   25 (23.4)   56 (43.1)  

Lack of knowledge     9     1 (  0.9)     8 (  6.2)  

No time to go to health centre   49   33 (30.8)   16 (12.3) <0.001 
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7.4 ADHERENCE TO MODERN CONTRACEPTIVES (PAPER III) 

A total of 272 new starters of modern contraceptives were enrolled into this prospective cohort 

study nested within the RCT. Most of the participants were older adolescents aged 18 to 19 

years (86.8%), had attained up to primary as their highest level of education (73.5%), were 

cohabiting (46.0%), and had ever been pregnant (67.3%).  The injectable was the most 

commonly used contraceptive method at baseline (45.6%), followed by the implant (31.3%).  

Adherence to modern contraceptives among the participants was generally low and kept 

reducing over time, with only 44.7% having adhered for the six months of the study. Some of 

the participants (6.3%) switched from one contraceptive to another due to side effects, and 

convenience of use. Another 8.8% of the participants discontinued use of contraception 

because of side effects (57.1%), partner prohibition (23.8%) and the wish to have a child 

(19.1%). Moreover, 13 (5.2%) of the participants were found pregnant at the end of the 6 

months of the study, and the pregnancies were ascertained to be a result of non-adherence or 

discontinuation, and not method failure. A considerable number of participants (44.0%) were 

lost to follow up. However, there was no difference in social demographics between those who 

were lost to follow up and those who completed the study as shown in table 6. 

The factors that were associated with adherence to modern contraceptives were type of 

contraceptive and duration of use; participants who were using LARCs were more likely to 

adhere to their contraceptives than those who used SARCs (aOR: 3.37, 95% CI: 1.914 to 5.937, 

P<0.001). In addition, participants were less likely to adhere at 3 months (aOR: 0.12, 95%CI: 

0.067 to 0.203, p<0.001) and 6 months (aOR: 0.03, 95% CI: 0.019 to 0.063, p<0.001) compared 

to one month. 

Additional analyses were conducted which included per protocol analysis and sensitivity 

analysis. These showed similar findings to those obtained from the intention to treat analysis. 

Details of these additional analyses can be found in the appended paper III. 
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Table 6: Baseline characteristics of participants who were lost to follow up compared to 

those who completed the study  

Variable Completed follow 

up (n=159) 

Lost to follow up 

(n=113) 

P-value 

Age in years   0.778 

15-17   20 (12.8%)   16 (14.2%)  

18-19 139 (87.4%)   97 (85.8%)  

Education   0.261 

None     8 (  5.0%)     9 (  7.9%)  

Primary 120 (75.5%)   80 (70.8%)  

Secondary   28 (17.6%)   22 (19.5%)  

Vocational training     3 (  1.9%)     2 (  1.8%)  

Marital status   0.311 

Single   44 (27.7%)   36 (31.9%)  

Cohabiting   73 (45.9%)   52 (46.1%)  

Married   33 (20.8%)   17 (15.0%)  

Divorced/separated     9 (  5.6%)     8 (  7.0%)  

Ever been pregnant   0.535 

Yes 108 (67.9%)   75 (66.4%)  

No   51 (32.1%)   38 (33.6%)  

Type of counselling   0.438 

Peer counselling   88 (55.3%)   59 (52.2%)  

Routine counselling   71 (44.7%)   54 (47.8%)  

Type of contraceptive   0.063 

Condom     7 (  4.4%)   12 (10.6%)  

Oral contraceptive   21 (13.2%)   21 (18.6%)  

Injectable   77 (48.4%)   47 (41.6%)  

LARC   54 (34.0%)   33 (29.2%)  

Partner’s age   0.746 

18 to 25   56 (35.2%)   40 (35.4%)  

26 to 35   58 (36.5%)   36 (31.9%)  

36 to 60     7 (  4.4%)     5 (  4.4%)  
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7.5 CONTRACEPTIVE EXPERIENCES OF ADOLESCENTS (PAPER IV) 

In this explorative qualitative study, 24 in-depth interviews were conducted among adolescents 

who had varying experiences with use of modern contraceptives. Most of the respondents 

(63%) were older adolescents aged 18 to 19 years, had primary education as their highest level 

of education (83.3%), and were currently using a modern contraceptive (70.8%), as shown in 

table 7. 

Table 7: Characteristics of the respondents 

Characteristics Number (n=24) Percentage (%) 

Age   

16   4 16.7 

17   5 20.8 

18   3 12.5 

19 12 50.0 

Education   

Primary 20 83.3 

Secondary   4 16.7 

Years in the camp   

1.5-2 years   2   8.3 

3-4 years 22 91.7 

Marital status   

Unmarried 13 54.2 

Married   9 37.5 

Separated   2   8.3 

Parity   

0-1 21 87.5 

2-3   3 12.5 

Contraceptive use   

Currently using 17 70.8 

No current use   7 29.2 

 

The findings were summarized into one overarching theme and two sub themes. The 

overarching theme is, “Contraceptive influence as reflections and reinforcement of established 

social norms”. The sub-themes were: i) The role of interpersonal relationships in contraceptive 

use: support, discouragement and prohibition, and ii) The role of institutions in contraceptive 

use: shaping attitudes and fostering motivation (figure 4).  
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Figure 4: Figure showing theme, sub-themes and corresponding codes 

7.5.1 Theme: Contraceptive influence as reflections and reinforcement of established 

social norms 

The main theme explains how the social norms within the community guide the contraceptive 

decisions made by adolescents, and their key influencers like peers, partners and 

parents/guardians. Information obtained from the respondents confirmed that according to the 

social norms in the community, it is prohibited for young girls to get involved in pre-marital 

sexual activity, and therefore should not use contraceptives. This norm dictated whether peers, 

partners or parents would support, discourage or prohibit use of contraceptives among the 

respondents. However, in spite of the norms, some respondents went ahead and used 

contraceptives because of the perceived benefits. Some of these respondents suffered stigma 

and abuse from the community members who found out that they were using contraceptives.   

 

 

Role of interpersonal relationships in 

contraceptive use: support, 

discouragement and prohibition 

Role of institutions in contraceptive use: 

shaping attitudes and fostering 

motivation 

Contraceptive influence as reflections 

and reinforcement of established 

social norms 

Codes: 

*Peer influence on use 

*Partner influence on use 

*Parental/guardian’s 

influence on use 

*Misconceptions 

*Stigma and how to deal 

with it 

*Dealing with prohibition 

Codes: 

*Institutions’ influence on 

use of contraceptives 

*Dealing with side effects 

*Availability of 

contraceptive methods 

*Accessibility of 

contraceptive service 

*Motivators for continued 

use 
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7.5.2 Sub-theme I: Role of interpersonal relationships in contraceptive use: support, 

discouragement and prohibition 

Interpersonal relationships of the respondents like peers, partners and parents/guardians greatly 

influenced contraceptive decision making and use among the respondents. These close 

relations either supported, discouraged or prohibited use. Those who encouraged use did so 

because of the perceived benefits while the discouragement and prohibition reflected the 

established social norms in the camp and the wider community.  

According to the respondents, some peers supported use while others discouraged and 

stigmatized those who were using contraceptives. Respondents relayed that the peers who 

encouraged them to use contraceptives did so because of the benefits of contraception like 

delaying child birth, child spacing and better planning for the future. This served to enable them 

to continue with and complete their education, and get good sources of income to take care of 

themselves and their children. The peers who discouraged the respondents from using 

contraceptives did so because of the misconceptions about contraceptives, that when they use 

contraceptives they will become barren and never have a child again, or that they will produce 

a child with physical impairments like blindness or lameness. Other peers stigmatized the 

respondents for using contraceptives based on the norms that prohibit pre-marital sexual 

activity and contraception as shown in the quote below; 

My friends who found out, they abused me and told me that I am going to suffer in future. 

That I will suffer looking for a child and I won’t get any. If I am lucky enough to produce, 

the child will have a big head or will be lame (R21, 16 years, parity 0, current user). 

Concerning the partners, the respondents shared that some partners encouraged and supported 

contraceptive use while others prohibited them. Respondents who were still in school together 

with their partners received encouragement and support from the partners to use contraceptives 

so that they could first complete their education. Multiparous respondents were also 

encouraged by their partner to use contraceptives so as to space their children. According to 

some respondents, partners prohibited contraceptive use because of fear of side effects and 

misconceptions. However, some respondents decided to use contraceptives clandestinely after 

they had been prohibited by their partners. One of the respondents narrated: 

But for me, my partner said family planning is not good, that some time to come may be 

I will deliver a child who is lame, and disabled. So he refused and was very annoyed. 

That is why I decided to go and remove the implant, because, that implant, whenever I’m 

with him, he sees it and he finds out. Now, with this injectable he does not even know that 

I am using it (R5, 19 years, parity 1, current user). 
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Respondents also spoke of parents and guardians as key influential people in contraceptive 

decision making. Married respondents with children were encouraged by their parents to use 

contraceptives so as to space their children, while those who were unmarried were prohibited 

by their parents because it would promote pre-marital sexual activity. However, some of the 

unmarried respondents went ahead and used contraceptives clandestinely without informing 

their parents because they knew that the parents would not allow them as indicated below: 

No, I did not tell them (my parents). Because I don’t think she (my mother) will agree. So 

I decided not to tell her. She does not want to see me with any man. I don’t want her to 

know that I have someone (R12, 18 years, parity 0, current user). 

7.5.3 Sub-theme II: Role of institutions in contraceptive use: shaping attitudes and 

fostering motivation 

According to the respondents’ accounts, schools and health care institutions played an 

important role in shaping attitudes and fostering motivation for continued use of contraceptives 

among the participants. Most of the respondents said that they obtained contraceptive 

information from schools and health care institutions.  Teachers in schools always advised the 

respondents against the dangers of adolescent pregnancy and that contraception would help 

them avoid unwanted pregnancy. One of the respondents shared her experience: 

I had heard about it from school. Teachers used to tell us that we should not go for 

marriage when we are still young. If you have a boyfriend or a lover you just go with 

him, you talk, you go to the health centre so that they help you and you will be able to 

continue with your school (R18, 19 years, parity 1, current user). 

The main role of health care institutions in adolescent contraception was, according to the 

respondents, offering contraceptive counselling, dispelling misconceptions, and providing 

contraceptives to those in need of them. Respondents mentioned that the nurses at the health 

centres were very supportive of the decision to use contraceptives, welcomed them very well, 

and offered them remedy in case of side effects.  One of the respondents narrated that even 

though she experienced a few side effects, she knew that it was normal because of the 

information she received at the health centre, as illustrated in the quote below: 

When I got this family planning, I stayed like 3 months without seeing my period. Then 

in June, I got the period. But now, up to today, I have never got it again, but I am not 

feeling any pain, and I am not worried because they told me at the health centre that I 

will get some of these side effects when I use family planning. (T14, 17 years, parity 

1, current user). 
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8 DISCUSSION 

This thesis aimed to assess the use of modern contraceptives among female refugee adolescents 

in northern Uganda. It focusses on prevalence, effect of peer counselling, adherence and 

experiences of contraceptive use. The findings indicate that contraceptive use was generally 

low, despite the fact that many of them did not want to get pregnant. Adolescents who were 

married or cohabiting, and those with older partners were less likely to use contraceptives 

(Paper I). In addition, peer counselling proved effective in increasing acceptance of modern 

contraceptives among the participants, although those with more educated partners were more 

likely to accept a method than those whose partners were less educated (Paper II). Generally, 

adherence to modern contraceptives was low and reduced over time. Participants who were 

using LARCs were more likely to adhere to their contraceptives than those who were using 

SARCs (Paper III). Finally, interpersonal relationships (peers, partners and parents/guardians) 

of the respondents, together with institutions like schools and health care played a significant 

role in influencing contraceptive use and decision making among female refugee adolescents 

(Paper IV).     

8.1 GENDER-POWER IMBALANCE; A HINDRANCE TO MODERN 

CONTRACEPTIVE USE AMONG ADOLESCENTS 

Gender-power imbalance is a state in which women are accorded less power than men in the 

family and society, and are expected to be subservient to men as in patriarchal societies (106). 

This leaves women with a lower negotiating power in several aspects, including their sexual 

and reproductive health and rights (SRHR). The negotiating power is much lower among 

female adolescents in patriarchal societies compared to adult women as explained by the theory 

of gender and power (107). The findings below illuminate gender-power imbalance as a 

hindrance to modern contraceptive use among the participants. 

According to the findings from this thesis, a very low use of modern contraceptives was 

recorded, yet most of the participants wanted to delay child birth. The contraceptive prevalence 

rate is much lower than that in the general population in Uganda of over 30% (108-110). This 

low contraceptive use, also reported in other studies among refugee adolescents (23, 55, 111-

113), was attributed to fear of side effects and partner prohibition (22, 23, 110, 114). Partner 

prohibition highlights gender-power imbalance within this community.  

Furthermore, being married/cohabiting and having an older partner were significantly 

associated with non-use of modern contraceptives, as observed in this thesis. A similar 

observation was reported by Guttmacher institute in a study to determine patterns of 
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contraceptive use with teenagers’ first sexual relationships (115). The association further points 

to gender-power imbalance, that adolescents with older partners could have been prohibited by 

their partners from using contraceptives. Gender-power imbalances are exacerbated by an 

increase in the age differences between couples (116, 117). Partner prohibition is mentioned to 

be a result of not only male dominance, but also inadequate knowledge on contraceptives, 

perceived side effects of the contraceptives, and a desire for large families for prestige (118-

120).  

8.2 PEER COUNSELLING INCREASES ACCEPTANCE OF MODERN 

CONTRACEPTIVES  

Findings from this study confirm that peer counselling is beneficial in increasing the use of 

modern contraceptives among female refugee adolescents. Acceptance of a modern 

contraceptive method was 24% higher in the peer counselled group than in the routine 

counselled group. Similar studies have reported benefits of peer counselling for contraception 

among adolescents in increasing contraceptive knowledge (44, 45), and in reducing adolescent 

pregnancies (80). Available knowledge on influence of peers in adolescence has shown that 

adolescents ascribe greater importance to the behaviors and norms of their peers, and easily 

adopt their behaviors to fit in (8, 47, 121, 122).  

Partner’s education was the only factor found to be significantly associated with acceptance of 

modern contraceptives among the participants. Participants whose partners had acquired up to 

tertiary education were more likely to accept a method than those whose partners had less 

education. This finding can be affirmed by studies which found that highly educated men with 

secondary education or more easily took up and relied on contraception than those who had 

less education (123-126). This association can be explained by the fact that educated partners 

will offer more support to their partners in several sexual and reproductive issues including 

contraception (119, 127, 128). This further points to the role of partners in contraceptive use 

among refugee adolescents. 

8.3 BETTER ADHERENCE WITH LARCMETHODS THAN WITH SARC 

METHODS 

Only less than half of the participants had adhered to their contraceptives by the end of the six 

months of the study. Similar findings of low adherence have been reported by other studies 

among adolescents (16, 83, 85, 129, 130). The commonest reasons for poor adherence and 

discontinuation were side effects and partner prohibition which are reported by other studies as 

well (17, 82, 83, 85). LARC users were more likely to adhere to contraceptives than SARC 

users. This is in correspondence with findings from other studies assessing adherence to 
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contraceptives among adolescents (83, 85, 87, 130). This can be explained by the fact that 

LARCs are not dependent on user behavior which makes it easier to use them. LARCs are also 

convenient to use, have lower failure rates, less side effects and hence a higher user satisfaction 

rate (131-136). All these attributes contribute to the higher adherence rates among LARC users. 

8.4 INTERPERSONAL RELATIONSHIPS INFLUENCE CONTRACEPTIVE USE 

AND DECISION MAKING OF RESPONDENTS 

In this study to explore the contraceptive experiences of female refugee adolescents in northern 

Uganda, we found that close relations of the participants like their peers, partners, and parents 

influenced contraceptive use among the participants.  

According to the respondents’ accounts, peer influence stood out in their use of contraception. 

Peers who had had a good experience using contraception encouraged the respondents to use 

contraception, and the peers who had had a bad experience discouraged the respondents from 

use. Other peers simply discouraged use because of misconceptions. These findings are in line 

with those from other studies (137-139) where peer influence significantly affected 

contraceptive use and decision making. This can be explained by the assertion that adolescents 

assign more priority to and easily take up behaviors of their peers compared to other ages (121).  

Most of the respondents revealed that their partners were supportive of their decision to use 

contraception except for a few whose partners were prohibitive. Partner prohibition has stood 

out in several studies as a barrier to contraceptive use among adolescents, citing that 

respondents who had older partners were more likely to prohibit contraception (22, 23, 137, 

140). Partner prohibition was attributed to fear of side effects, misconceptions, desire to have 

a child, and male dominance as reported in other studies (118, 141). 

From the respondents’ information, we noticed that parents whose daughters were already 

married encouraged them to use contraception. This was so because of the benefits of 

contraception in child spacing, and the freedom (both physical and financial) that comes with 

having less children. This has been highlighted by similar studies among adolescents (138, 

142). Some parents discouraged contraception, especially among adolescents who were not 

married.  This finding has been reported in another qualitative study among adolescents in 

Malawi (143).  Parental discouragement is attributed to the cultural norms that are against 

involvement of young unmarried girls in sexual activity. The role of cultural norms in 

contraceptive use among adolescents has been highlighted in other studies as well (23, 144-

146). Adolescents who went against these norms and used contraception were often 
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stigmatized by their peers and community at large. Similar findings have been reported by other 

studies among adolescents (140, 144, 147).  

8.5 INSTITUTIONS SHAPING ATTITUDES AND FOSTERING MOTIVATION 

FOR CONTRACEPTIVE USE  

Schools and health care institutions played a significant role in shaping attitudes and fostering 

motivation for continued use of contraception among the participants. These contributed 

mainly through offering accurate contraceptive information to the respondents. These should 

be further encouraged and supported.  

Health care institutions played the largest role in contraception among the respondents. These 

not only provided contraceptive methods and counselling, but also supported the respondents, 

dispelled misconceptions, and provided aid in case of side effects. The role of the health care 

institutions has been reported in previous studies among women in Uganda where this also 

stood out as a main theme (19). Strengthening the health care to better support adolescent 

services would be of great importance. 

The commonly reported barriers or challenges for use cited by the respondents were side 

effects, prohibition form partners, stigma and distance to health care. These challenges have 

been reported in other qualitative studies among adolescents (90, 148) and other non-adolescent 

studies in Uganda (19), Kenya (18) and Pakistan (20). In spite of the challenges faced by the 

respondents, they were highly motivated to continue using contraception. This is so because 

the perceived benefits of contraception out-weighed the challenges they faced. This motivation 

to keep using has been reported by other studies (18, 19). 

8.6 METHODOLOGICAL CONSIDERATIONS 

This thesis used both quantitative and qualitative techniques to understand the use of modern 

contraceptives among female refugee adolescents in northern Uganda. Below, we highlight the 

strengths and limitations of the studies included in this thesis. 

Strengths of the studies 

Large/adequate sample size: Studies I and II used sample sizes that were adequate according 

to the sample size estimation. This gave the studies a power high enough to answer the research 

questions and to seek for necessary associations between the variables.  

Use of standardised approaches: All the studies in this thesis used standardised approaches to 

obtain information from the participants. All study tools had been pre-tested and piloted to 

ensure that they are applicable to obtain the necessary information. The tools had also been 
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translated to languages that the adolescents could understand and, back-translated by qualified 

and competent persons to ensure that the meaning was not altered. These procedures were 

carried out to minimize potential misclassification bias. Use of standardized approaches further 

increases the repeatability and replicability of our study findings. 

Randomization and blinding: Study II used random assignment of participants to either the 

intervention or control groups. Randomisation ensures that all characteristics are equally 

distributed between the groups, hence eliminating selection bias. Furthermore, the outcome 

assessor was blinded to minimize performance or assessment bias. 

Study limitations 

Generalizability: Studies I and III used consecutive sampling to recruit participants into the 

studies. Consecutive sampling is non-random which reduces the representativeness of the 

sample, making the results less generalizable. However, this limitation was minimized by 

obtaining the study sample from all parts of the refugee settlement. In addition, study IV may 

not be generalizable to all adolescents because most of the respondents were older adolescents 

aged 18 to 19 years. This was so because the younger adolescents usually prefer not to 

participate in such studies for fear of being judged that they are sexually active. 

Social desirability bias: This thesis sought to obtain private, sensitive and confidential 

information from the participants. This subjected it to social desirability bias whereby 

participants may choose to not tell the truth, but to give responses that are more socially 

acceptable to avoid being judged (149). However, this was minimized by conducting 

interviews in a private and friendly environment where conversations could not be over heard, 

and by assuring participants that their confidentiality will be maintained through using number 

codes instead of their names. 

Attrition bias: This occurs when participants are disproportionately lost from the study groups 

(150). In studies and II and III, some participants were not included in data analysis because 

they were lost to follow up. This could have led to under-estimation of the study outcomes, and 

failure to detect associations which could have otherwise been present. However, we carried 

out extra-analyses to confirm that those who were lost to follow up were not different from 

those who were involved in the analysis. 

Short follow up time: Study III followed up participants for only six months. This follow up 

period may have been inadequate for us to obtain adequate information on participants’ 

adherence to LARC methods.  
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9 CONCLUSIONS 

This thesis assessed modern contraceptive use among female refugee adolescents: the 

prevalence, the effect of peer counselling, adherence, and experiences of contraceptive use.  

Use of modern contraceptives was low, with less than a tenth of the participants using a 

contraceptive method, and yet they were all sexually active with no desire to have a child soon. 

This left them vulnerable to unplanned adolescent pregnancy and associated complications. 

The commonest reasons for non-use of contraceptives were fear of side effects and partner 

prohibition. Participants who were married or cohabiting, and those with older partners were 

less likely to use a contraceptive method. This implies a gender-power imbalance in adolescent 

decision making, which exposes the girls to sexual and reproductive health challenges. 

Peer counselling had a positive effect on acceptance of modern contraceptives. Participants 

who received peer counselling were more likely to accept a method than those who received 

routine counselling. More likely to accept a method were participants whose partners had 

attained more than secondary education compared to those whose partners had less education.  

Adherence to modern contraceptives was generally low, with less than half adhering by the 

sixth month. This left many participants at a high risk of unplanned pregnancy. The commonest 

reasons for non-adherence were side effects and partner prohibition. Participants who were 

using LARC methods were more likely to adhere than those who were using SARC methods.  

Use of contraceptives among the respondents was influenced by peers, partners and 

parents/guardians, and institutions like schools and health care. These either supported, 

discouraged or prohibited use of contraceptives. Support, discouragement and prohibition were 

reflective of the established social norms. Support and encouragement were mainly given to 

married and multiparous adolescents based on the benefits of contraceptives in child spacing. 

Discouragement and prohibition were a result of contraceptive misconceptions that were 

intertwined with traditional social norms, that adolescents should not be involved in pre-marital 

sexual activity.  

Schools and health care institutions’ role was to provide contraceptive information and to 

dispell misconceptions. Information obtained from these institutions was highly regarded, to 

the extent that respondents who had been discouraged or prohibited by peers, partners and 

parents/guardians, went ahead and used the contraceptives, sometimes clandestinely. This is so 

because the information they received at the institutions gave them assurance that the benefits 

of using contraceptives outweighed the risks of non-use. 
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10 POINTS OF PERSPECTIVE 

The information obtained from this thesis could be used to inform decision making towards 

increasing contraceptive use among refugee adolescents. In the long run, this will help to reduce 

adolescent pregnancy and associated complications especially in the humanitarian setting. This 

will play an important role towards the achievement of the Sustainable Development Goals 

(SDGs) 3 and 5, to ensure healthy lives and promote well-being for all at all ages, and to achieve 

gender equality and empower all women and girls respectively. Below are the 

recommendations from this study: 

10.1 FOR POLICY AND PRACTICE 

There is need to improve refugee adolescents’ access to high quality sexual and reproductive 

health care thereby increasing knowledge dissemination on contraceptive use, addressing the 

fear of side effects, improving availability of contraceptive methods and services, and 

providing more adolescent friendly contraceptive counselling techniques.  

Peer counselling has proven effective in increasing acceptance of modern contraceptives 

among female refugee adolescents. It should therefore be rolled out in health centres and other 

places that provide contraceptive services. This will in the long run help to reduce unwanted 

adolescent pregnancies and associated complications. 

LARC methods are easier to adhere to than SARC methods. Therefore, they should be made 

more available especially for refugee adolescents. Further sensitization of the public including 

health care workers and adolescents should be done regarding the effectiveness and ease of use 

of LARC methods, so as to increase the use of these methods. 

Peers, partners and parents/guardians of refugee adolescents should be further sensitized of the 

dangers of adolescent pregnancy, and the importance of contraception in preventing these 

pregnancies. This is so because of the key role they play in influencing adolescent decision 

making especially with regards to their sexual and reproductive health. 

Schools and health care institutions play an important role in providing contraceptive 

information to adolescents. We recommend that they are strengthened to better provide this 

information on an even larger scale, not only to adolescents, but also within the community. 

This should be done with an aim of dispelling misconceptions and reducing contraceptive 

stigma in the community. 
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10.2 FOR RESEARCH 

Interventions that will address the challenge of gender-power imbalances especially among 

refugee adolescents should be further studied and implemented. This will help to shape 

decision making among adolescents, and enable them to make their own decisions especially 

with regards to their SRHR. 

There is need for more research that involves partners of adolescents, so as to better understand 

the importance of partner support and their role in contraceptive decision making especially 

among refugee adolescents. 

Further studies are necessary to examine the cost effectiveness and feasibility of peer 

counselling, so that it can be rolled out to increase contraceptive use among female refugee 

adolescents. 

Peers, partners and parents/guardians play a very important role in adolescent contraceptive 

decision making. Future research aimed at increasing adolescent contraceptive use should aim 

at engaging these persons so as to better understand their stance and how they can help improve 

adolescents’ lives with regards to their SRHR. 
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