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Abstract 

Background Uganda has registered an increased investment in family planning (FP) programs, which has contrib-
uted to improvement in knowledge of modern contraceptive methods being nearly universal. However, this has not 
matched the uptake of modern methods or the reduction in the unmet need for FP. This may be explained by the 
different influences which include health workers, family, and friends. Due to the limited uptake of contraceptive 
methods, a program on improving awareness, access to, and uptake of modern contraceptives is being implemented 
in selected regions in Uganda. We, therefore, conducted a formative study to determine the influences on contracep-
tive uptake at the onset of this program.

Methods Using a qualitative study design, we conducted thirty-two focus group discussions and twenty-one in-
depth interviews involving men and women of reproductive age. We also carried out twenty-one key informant inter-
views with people involved in FP service delivery. Data was collected in four districts where implementation of the 
program was to take place. Audio recorders were used to collect data and tools were translated into local languages. 
A codebook was developed, and transcripts were coded in vivo using the computer software Atlas-ti version 7 before 
analysis. Ethical clearance was obtained from institutional review boards and informed consent was sought from all 
participants.

Results From the study, most married people mentioned health workers as their main influence while adolescents 
reported their peers and friends. Religious leaders and mothers-in-law were reported to mainly discourage people 
from taking up modern contraceptive methods. The cultural value attached to having many children influenced 
the contraceptive use decision among people in rural settings. Other influences included a person’s experience and 
housing.

Conclusions Health workers, religious leaders, and mothers determine the uptake of contraceptive services. The 
study recommends the consideration of the role of these influences in the design of FP program interventions as well 
as more involvement of health workers in sensitization of communities about contraceptive methods.
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Background
Uganda has one of Africa’s fastest-growing populations 
with an annual growth rate of 3% and a total fertility rate 
of 5.4 births per woman [1–3]. Uganda’s population is 
largely young, with nearly half being children 0–14 years, 
20.6% aged 15–24 years, 28.6% aged 25–64 years, and 
only 2.7% of the population being 65 years or older [4]. 
Increased use of modern methods of contraceptives is 
an effective way of addressing the effects of unintended 
childbirth and the total fertility rate [5]. With increased 
investment in Family Planning (FP) programs [6], the 
country registered a decline of 27% in total fertility rate 
(TFR) over the last 28 years. The decline in TFR from 7.4 
to 5.4 was mainly observed in the urban settings where an 
increase in contraceptive use and a reduction in maternal 
mortality ratio have also occurred [7, 8].

Knowledge of contraceptives in Uganda is nearly uni-
versal, according to the 2016 Demographic and Health 
Survey (UDHS), with 99% of both men and women hav-
ing heard of at least one modern method of contracep-
tion [9]. However, factors such as median age at sexual 
debut and age at first marriage have been slow to change, 
especially in rural settings. Values for sexual and repro-
ductive health indicators have not matched the set targets 
in Uganda’s FP costed implementation plan 2015–2020 
[10]. Relatedly, modern contraceptive use among married 
women increased by only 9% between 2011 and 2016, 
with a significant unmet need of 28% [7].

The large variations and limited change in modern 
contraceptive indicators have been due to the different 
influences noted by different studies and reports [11–14]. 
Health workers are reported as one of the greatest influ-
ences on contraceptive use. Studies from different parts 
of Africa have noted this category to have an impact on 
people’s use of modern methods since they are respon-
sible to disseminate health information to clients who 
visit health facilities [12, 15, 16]. Religion is another influ-
ence that has been reported and varies by faith. Whereas 
the Roman Catholics strongly preach against use, Angli-
cans advocate for contraceptive use while Moslems are 
divided on the issue [17, 18]. However, a study from Tan-
zania found that irrespective of people’s faith, they still 
used these methods due to their benefits and challenges 
for large families [19]. The behavior of people’s friends 
regarding contraception use is another factor that greatly 
influences the use. Friends and family often behave sim-
ilarly. It has been found that users often influence their 
friends and family to also use these modern methods 
[20].  Given this information, the paper presents find-
ings of influences on contraceptive uptake assessed at the 
start of the program.

Marie Stopes International (MSI) on behalf of the Min-
istry of Health (MoH), is leading a consortium of Family 

Health International FHI360, Population Media Centre 
(PMC), Reach A Hand Uganda (RAHU), and Makerere 
University School of Public Health (MakSPH) to imple-
ment a five-year program titled “Reducing High Fertility 
Rates and Improving Sexual Reproductive Health Out-
comes in Uganda (RISE)”. The RISE program funded by 
UK Aid aims to increase awareness, access to, and uptake 
of high-quality FP services and strengthen the Pub-
lic and Private sector capacity in FP service provision. 
This program was implemented in seven of the eleven 
UDHS 2011 regions in 75 districts. During the first year 
of implementation, a formative study was conducted 
with aim of determining key influences of contraceptive 
uptake in the program areas.

Methods
Design and study area
We used a qualitative study design utilizing a Formative 
Research approach to aid decision-making during the 
planning, design, and production of RISE SBCC inter-
vention materials [21]. Focus group discussions (FGDs), 
Key informant interviews (KIIs), and in-depth interviews 
(IDIs) were conducted with participants of reproductive 
age as the primary intended beneficiaries of RISE SBCC.

Four of the seven regions were selected for this study 
to represent RISE implementation regions. The selection 
of the seven RISE regions was based on an earlier desk 
review that highlighted underserved regions or those 
with poor FP indicators. The regions are Karamoja, East-
ern, East Central (currently divided into Bugisu, Bukede, 
and Teso), Central 1 (currently known as South Buganda), 
Central 2 (currently known as North Buganda), Western 
(currently divided into Bunyoro and Tooro), and West 
Nile. From these, the districts of Moroto in Karamoja, 
Mbale from Eastern (Bugisu) Mubende from Central 2, 
and Kibaale for Western (Bunyoro) were purposively 
selected. Mubende and Kibaale provided a semblance 
of rural districts while Mbale is a semi-urban district. 
Moroto represented areas that are remote with chal-
lenges of FP service delivery and unique cultural settings.

Study methods, selection of study participants, and data 
collection
We conducted 32 FGDs with 259 participants from all 
the districts. Eight FGDs were conducted per district 
each with an average of eight people. The FGDs were dis-
aggregated by age, sex, and marital status, from different 
sub-counties. We had four age categories that included 
15–19, 20–24, 25–34, and 35+. We disaggregated all 
age groups by sex however for 15–19 and 20–24, we fur-
ther categorized them into married and unmarried. We 
selected two categories from each age group making 
a total of eight groups per district. With guidance from 
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the districts, we randomly selected two sub-counties per 
district. The participants were purposively selected using 
the interview group disaggregation criteria. Further par-
ticipant selection was guided by the community leaders 
who were part of the community. Slightly more than half 
(54.8%) of the participants were women. 53% and 41% 
had completed primary or secondary respectively as their 
highest level of education. The median age was 23 years 
for both women and men. Nearly all had formal educa-
tion either at the primary or secondary level with more 
than half being married.

In addition, 21 in-depth interviews with purposively 
selected women, stratified into those who were using any 
modern contraceptive at the time of the study (current 
contraceptive users), those who were not using (non-cur-
rent contraceptive users), and those who had switched 
methods more than once (Switchers). From these catego-
ries, it was anticipated to generate information on why 
people either used, did not use, or had switched from one 
modern method to another. They represented categories 
of intended users required to explore their experience 
with contraceptive use. Half of the participants were con-
traceptive non-users while 8(33.3%) had switched meth-
ods of contraceptive. Nearly all were married and all had 
attained a primary level of education.

Twenty KIIs, 5 per district were conducted with district 
health officials (DHO), health workers (HWs)/service 
providers, village health team (VHT) members, commu-
nity leaders, and Local council leaders (LCs). The sex of 
the KI interviewed was equally distributed. On average, 
women were older than men (50.7 vs. 43.2 years). District 
health team health workers and VHTs each contributed a 
fifth of KII participants and two-fifths were Local Coun-
cils leaders. Nearly all were married and had attained at 
least primary-level education. Details of all conducted 
interviews are seen in Table 1.

Interviews were mainly conducted in the local lan-
guage or the language preferred by the respondent. Spe-
cific interview guides were written to guide each type 
of data collection. The tools were designed to explore 
themes related to the overall study objectives which 
included establishing the attitudes, barriers, key influ-
ences, key sources of information for contraceptive 
uptake, and media consumption habits in the project 

areas. All qualitative data were audio recorded and notes 
were taken. At the end of each field day, these data were 
backed up on the study computer to minimize risks of 
loss. We recruited 16 qualitative experienced research 
assistants who were determined based on the qualitative 
research experience and the commonly spoken language 
in the respective study areas. These were trained on con-
cepts of the areas of the study, study objectives, proce-
dures, tools, use of qualitative software Atlas TI Version 
7, and research ethics and tools pretested. Research assis-
tants worked with VHTs and Local community leaders to 
recruit community participants. Health workers involved 
in family planning provision were selected due to their 
expertise in working with contraceptive clients. Key 
informants included Village health teams and community 
leaders due to their involvement in health activities and 
mobilizing the community to receive services, district 
Health teams since they head health services in the dis-
tricts, Secretary for women, and district health educators 
based on their involvement in family planning activities.

Informed consentwas sought from each study par-
ticipant before we engaged them in participating. Ado-
lescents aged 15-17years who were neither married, 
pregnant nor ever given birth, provided assent alongside 
parental/guardian consent. Adolescents who were preg-
nant or had given birth or married were treated as eman-
cipated minors as per the national ethical guideline [22, 
23].

Data management and analysis
Audio recordings and notes were translated and tran-
scribed. Audio files and transcripts were stored on 
a password-protected hard drive for safety. An ini-
tial codebook was developed after a debriefing meet-
ing from a few transcripts of each category. The codes 
and transcripts were entered into a computer software 
Atlas-ti version 7 for further analysis. Two independent 
qualitative analysts coded the same transcripts using 
the codebook earlier developed. Coded transcripts 
from the two research teams were compared, and the 
text in the different coded transcripts was harmonized. 
Another independent analyst was available in case of 
emerging disagreements. Using thematic latent con-
tent analysis [24], we generated a matrix of code counts 

Table 1 Summary of all interviews conducted per district

Data collection method FGDs IDIs- women only KIIs

Total Number 32 21 20

Number Per district 8 5 5

Participants’ summary Disaggregated by age, sex, and marital 
status. Participants from at least 4 sub-
counties.

Stratified into modern contraceptive 
current users, non-current users, and 
switchers.

District Health Team, Health workers, Vil-
lage health teams, local council leaders, 
and or community leaders.
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and made comparisons between the characteristics 
of the study participants as well as the methods. The 
codes, condensed sub-categories, and categories that 
emerged from the data form sections of the study find-
ings described into priority themes. This paper presents 
findings on the theme of influences.

The analysis was guided by a model as shown in Fig. 1, 
which was adapted from Bronfenbrenner’s socio-ecolog-
ical model (SEM) [25]. This socio-ecological model pos-
tulates that human beings create environments in which 
they live and therefore to understand humans, we need 
to understand society as a whole and the changing envi-
ronment in which they live. The model displays nesting 
circles with the individual at the centre followed by the 
interpersonal, organizational community then public 
policy.

The individual’s knowledge and skills help the person 
to understand more about contraceptive methods hence 
influencing their decision-making. The interpersonal 
level focuses on how people’s relationship with family 
and friends impacts decisions on contraceptive uptake. 
At the organizational level, a person’s decision relating 
to contraceptive method uptake will come from varying 
sectors like religion. In the model, the community level 
relates to cultural values and norms that affect the con-
traceptive methods status of a person. Lastly is public 
policy, the governing body in charge of family planning 

services. They develop guides and laws related to contra-
ceptive uptake [25].

Therefore, from our study analysis, we explored these 
influences at the different levels of SEM as indicated in 
Fig. 1.

Results
Our study results are presented in categories. The major 
categories that emerged from the theme of influences on 
contraceptive use were individual, interpersonal, organi-
zational, and community as indicated in Fig.  2. These 
categories were developed from sub-categories that 
included knowledge, personal experiences, friends and 
peers, Mothers- in law and grandparents, religious lead-
ers, health workers, housing, and cultural values.

Influences on contraceptive uptake
Individual influences
Knowledge about  contraceptive method As seen from 
the first level of SEM, knowledge of contraceptive meth-
ods among people of reproductive age was reported to 
influence the uptake. This came mostly from the Kibaale 
and Moroto districts which are rural or have a scarcity of 
services respectively. A participant from the Kibaale dis-
trict reported having switched to a short-term method 
due to the knowledge she had received about contracep-
tive methods. People involved in contraceptive service 

Fig. 1 Study model as adaptedfrom Bronfenbrenner socio-ecological model
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delivery also mentioned that the knowledge gap about 
contraceptive methods influences people not to seek 
these services.

“I was using capsules, I heard on the radio that cap-
sules are equivalent to injectaplan (meaning Depo-
Provera contraceptive injection), so it helped me to 
know if I want to use short-term methods. I should 
use injectaplan, rather than using a long-term 
method. That’s why am using it.” IDI-contraceptive 
Switcher, Kibaale district

Personal experience Across all age categories, the per-
sonal experiences faced by participants influenced their 
use of contraceptive methods. In Kibaale male partici-
pants reported that women who had faced domestic vio-
lence from their spouses were forced to use contraceptive 
methods.

“………men beat women a lot and if they give birth to 
many children then it is worse. They encouraged my 
wife to go for family planning to avoid fighting with 
me.” FGD_Male_20-24years, Kibaale district

Experience of side effects was raised by male partici-
pants from almost all study districts as an influence for 
none use of modern contraceptive methods. The men 
whose spouses had faced this challenge from previous 
use were afraid of modern methods.

“My wife was using injections and she had nega-
tive effects, she changed to another method and the 
result was even worse. Her stomach started swelling, 
we even thought that she had gotten pregnant. After 
a thorough medical check, she was discovered to be 
free of pregnancy but has abandoned these methods 
because of the side effects that come with it.” FGD_ 
Maleale_35 + year, Mubende district

Nevertheless, positive experiences from expert cli-
ents who had used contraceptive methods for a long 
time acted as role models and cleared the negative 
perceptions.

“Expert clients ……. act as role models to other 
women since they have used these methods for many 
years and sometimes they help to clear out the ste-
reotypes and negative perceptions that people have 
about some of these methods.” KII VHT Moroto.

Interpersonal influencers
Friends and peers Friends and peers influenced the deci-
sions on contraceptive methods uptake as unanimously 
reported during the 20 FGDs, six IDI, and six KII par-
ticipants. Of the FGDs, six were adolescents, and the rest 

Fig. 2 Summary of results
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were of other ages. Discussions held with youth from all 
four districts proposed peers and friends having a big con-
tribution to the decisions they made about contraceptive 
methods. Adolescent males stated that females of their 
age group were the category that was mostly influenced 
by peers and friends to use contraceptive methods. Ado-
lescents from Kibaale who had used contraceptive meth-
ods encouraged their colleagues to use the same methods.

“Family planning methods like the Injectaplan didn’t 
favor my wife. Her friends advised her to use IUD 
(meaning an intrauterine device) or an implant 
(meaning a contraceptive small plastic rod placed 
under the skin of the upper arm) ……… She then 
used the implant but got negative effects, ………” 
FGD_Male_20-24years_Mubende district_.

“Our peers in schools and where we reside who 
have had seminars on the methods and had posi-
tive effects also encourage us to use them too.” FGD_ 
Female _15-19years, Mubende district.

Information about family planning was also shared 
among peers and friends. In Mubende which is predomi-
nately a rural district, adolescents shared information 
related to sexual issues while at school or in their places 
of residence. They acknowledged that people of their age 
lacked information on sexual health and got recommen-
dations from their friends who had used the methods and 
not had side effects.

“At school, we hear from each other, also in the vil-
lage, we do talk to each other about health issues.” 
FGD_Male_15-19years, Mubende district

In contrast, peers in the Moroto district advised each 
other that contraception was not good and that young 
people should give birth to many children like it is in 
their tradition.

“… influence from some friends make family plan-
ning use difficult. …… Her friends may persuade 
her to have another child”. FGD_Married Male_20-
24years, Moroto district

Focus Group Discussions with older participants (20 
years and above) emphasized that peers and friends par-
ticularly influenced contraceptive non-use when they had 
experienced negative effects. Across all districts, it was 
reported that friends of these age groups shared a lot of 
their experience and side effects faced from contracep-
tive use which information created fear among intended 
users.

“Depending on what those that have used it say 
about how bad contraceptives make them feel, they 

have unending periods whereby every week they are 
in their periods. This is the reason I fear it” FGD_
Female_20-24years, Kibaale district

Despite the discouraging information from friends and 
peers of this age group, people in Moroto and Mubende 
who had friends that had successfully used modern con-
traceptive methods with healthier well-spaced, and edu-
cated children positively influenced colleagues to also 
utilize these methods. The friends acted as role models 
who would encourage families that have many children to 
go for contraceptive services as well as switch to alterna-
tive methods in case of undesired effects.

“We also get advice from our friends. For example, I 
have a friend whom I used to admire how she brings 
up her children, with a good plan and nice educa-
tion. When I approached her, she told me that it 
was due to family planning. Honestly, I had to join 
and am now happy too when I space my kids.” FGD_
Female_25-50years, Moroto district

From the IDIs, friends being influencers among users 
was only reported in the Kibaale district. Friends also 
advised families with many children but facing financial 
challenges, to use contraceptives. The influence corre-
sponded to the type used, whether a person used it or not 
as reported by switchers and non-users. The potential 
contraceptive clients were mainly told about side effects 
which made them switch methods or total abandonment 
of use. This submission was further emphasized by KII 
respondents were friends who mainly shared informa-
tion about the negative effects of modern contraceptives 
which caused their colleagues to shun their use.

Parents, mothers- in  law and  grandparents Our data 
from FGDs and KIs showed that parents, mothers-in-law, 
and grandparents are influencers of contraceptive use in 
different ways. Our data from the 32 FGDs in the four dis-
tricts pointed out that parents especially mothers mainly 
encouraged their children to use contraceptives. The par-
ents gave this advice in circumstances where their children 
had husbands who were seen as uncaring, had no land to 
raise children (grandchildren,) and or with economic dif-
ficulties. This was noted mostly from Mbale which was 
an urban study district. In Moroto, it was reported that 
some mothers even take their married children to receive 
contraceptives method after the latter have had many 
children whereas users from Mubende were advised not 
to stop using family planning as a way to avoid suffering.

“Let us say people have just started their marriage, 
the parent (either father or mother) may tell the 
child to start family planning. Since their economic 
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situation is not good, to ensure they start saving, 
a parent can influence their child.” FGD_Female 
_20_24years, Mbale district

In contrast, reports from rural study districts showed 
that some mothers discouraged their married or sexu-
ally active children from using contraceptives stating 
side effects, causing future fertility challenges, and advis-
ing that they instead produce like how their parents gave 
birth to them. Also, parents from small families discour-
aged their children to have few offspring as a way to 
widen the family.

Mothers-in-law and grandparents specifically advised 
their daughters’-in-law not to use modern contraceptive 
methods. In addition, our results show a few mothers-
in-law were reported to even force their sons to tell their 
wives not to use. They mostly wanted the daughters-in-
law to have many children for their sons which led some 
women to use contraceptives stealthily. In Kibaale, a dis-
cussion with women aged 20-24years echoed strongly 
about the threat they got from mothers-in-law some 
threatening to chase them away from the marriage if they 
did not want to give birth. Some in-laws even related 
modern contraceptives use to being promiscuous. Only 
a few FGD respondents reported a positive influence on 
contraceptive use from their in-laws due to the high cost 
of living.

“When you are married and you give birth, you will 
not go on family planning. In case the child grows 
very fast (meaning looks bigger than its actual age), 
the mother-in-law will start pushing you to give 
birth to another child. They want us to add more 
children, so they force the men (meaning husbands) 
to tell us. The men say “don’t you see what mum is 
saying, we need another child” and he keeps on tell-
ing you. …. my mother-in-law said “I will chase you 
away because you do not want to give birth. If you 
are not giving birth leave and I get another one.’ 
FGD_Female _20-24years, Kibaale district.

From Mbale, a nonuser mentioned that some grand-
parents advised their granddaughters to quit contracep-
tive use due to side effects. They recommended the use of 
traditional family planning methods like safe days.

“Mostly, family planning methods are used by edu-
cated people. When we talk to our mothers about 
family planning, they tell us not to associate our-
selves with it as they were able to give birth to us 
without using the methods. And in case you share 
with her any side effects of the methods, they say we 
are to blame for taking up the white man’s methods” 
FGD_Male_20-24years, Mubende district

Organizational influences
Religious leaders As different religious sectors reached 
individuals, they took it upon themselves to either 
encourage or discourage contraceptive use. Both Chris-
tian and Muslim religious leaders were reported to nega-
tively influence the use of modern contraceptive methods, 
especially in rural study districts across all age categories 
for both sexes. The majority of participants from FGDs 
mentioned that religious leaders advise people to continu-
ously give birth as it’s written in the bible and to avoid 
depopulation.

It was further emphasized that faith-based beliefs 
related contraceptive use to intended abortion and 
regarded it as a sin. They preached to their congrega-
tion that those who used contraceptives will be punished 
by God. This message was preached mostly by Catho-
lics, Moslems, some Pentecostals, some Anglicans, and 
other sects. There was a sect that operated in Kibaale 
and Mubende districts that had many followers and 
barred people from using contraceptives. Most preachers 
emphasized the myths and side effects of contraceptives 
as dangers faced by people who use these methods.

“In my religion, you are not allowed to kill. So, if you 
use family planning, they regard you to have killed.” 
FGD_Female_20-24years, Mubende district

Natural methods were the only recommended options 
and lessons on how to use natural methods were given 
during marriage counseling for those soon-to-wed.

“According to religious beliefs, one is not allowed to 
use these methods because they are sin in the Cath-
olic faith but they only encourage natural methods 
like abstinence, use calendar, so some people end up 
not using these methods” FGD_ Female _20-24years, 
Moroto district.

However, male and female FGD participants from 
Mubende mentioned that a few Pentecostal leaders 
advised people to use modern contraception and give 
birth to children they could afford to care for. Similarly, 
in Kibaale a discussion with females of 20-24years stated 
that places of worship hosted people who sensitized the 
congregation about contraceptive use. In addition, a 
quarter of respondents from FGDs mostly in urban study 
areas acknowledged that people appreciate the value of 
using contraceptives compared to the expense of having 
so many children.

“The Pentecostal do not forbid its use. They advise 
us that “you give birth to children that you can be 
able to cater for”. The preacher says that if “you give 
birth to children and fail to cater for them then God 
will punish you for mistreating that child”.” FGD_ 
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Female_35 + years, Mubende district.

Across the IDIs and KIIs, participants equally held this 
view of religious leaders against modern contraceptives 
with the one exception of a contraceptive user who men-
tioned that a Catholic priest had at one time encouraged 
them to uptake family planning methods.

“On Easter, a priest told us that you’re overproduc-
ing, use family planning and educate your children.” 
IDI contraceptives user, Kibaale district

Health workers From all interviews and study areas, 
health workers were reported as influences on people’s 
uptake of contraceptives. However, there was a differ-
ence in how they influenced the different age groups. Age 
groups of 20-34years for men and women reported health 
workers as positive influences since they offered counsel-
ling and advice at health facilities and communities. The 
counselling was often given to women who came for ante-
natal, postnatal, and immunization services especially 
those with many children. Health workers also moved 
into communities to sensitize on contraceptives, provide 
outreach services, and participated in radio talk shows for 
health education as a means of sensitizing the public on 
the available methods and encouraging use.

“We get advice from nurses mostly when we come 
for antenatal services. They tell us that we have to 
use family planning methods available in the hos-
pital after giving birth.” FGD_ Female _25-50years, 
Moroto district

Same reports were given by teenage mothers in the 
Moroto district, with teenage and young fathers report-
ing to have been counselled and asked to go home and 
talk to their spouses to use contraceptives and space their 
children.

In contrast, health workers discouraged unmarried 
adolescents, those not in a union, or those who had never 
given birth from using contraceptives. Adolescents from 
Mbale and Mubende districts reported being denied con-
traceptives by health workers on account of being young. 
Other providers asked for money which the young peo-
ple did not have since the majority are not employed or 
lacked any source of income. Some were reported to be 
rude to these adolescents.

“But health workers ask you “you are still a young 
child, why do you use family planning?” FGD_
Female_20-24years, Mbale district

“Yes. Some health workers are kind however others 
are money minded and charge for every material 
provided by the facility. So, we know these workers 

by face and shun them away when we find them at 
the facility” FGD_Female_15-19years, Mubende dis-
trict

In Mbale, adolescents further revealed feeling stigma-
tized when they were asked by health workers why, they 
were engaging in sexual relationships at a young age. They 
were also asked to be escorted to the health facilities by 
their parents before providing them with contraceptives.

“What makes girls like us fail to go for family plan-
ning is that when you go to the health centre the 
health workers say “eeeh, you have already started 
sexual relations with men? Go home”. So, you do not 
go back again.” FGD_Female_15-19years, Mubende 
district.

“……. if you go with your mum or auntie they will 
work on you but if you go alone, health workers will 
refuse. The health workers will tell you to go back 
and come back with a parent.” FGD_Female_20-
24years, Mbale district.

Participants from IDIs emphasized the role of health 
workers in contraceptive method uptake. It was men-
tioned that persons who sought information from health 
workers after being discouraged by their friends were 
able to take up contraception. They reported having 
received counselling on side effects and options of differ-
ent methods.

“I often hear women mostly the old ones, discussing 
that FP is bad. That if you start using it, you might 
develop some sickness and even die. They say that 
whether they produce ten or twenty children, you 
cannot see them start to use FP methods. It makes 
me feel bad about starting to use FP methods yet I 
would have loved to start using them. …… However, 
health workers have helped me. When health work-
ers tell you something you also trust in it. I never 
trusted in family planning, but now I have started 
using it” IDI User, Mubende district.

Health workers also reportedly routinely urged male 
spouses to encourage their wives to turn up for family 
planning services.

“Health workers do influence a lot to use the family 
planning method. “You just need to talk to your wife 
and tell her what you heard from the health worker. 
“I always go home and share with her the impor-
tance of family planning, she will listen and accept 
it” FGD_Male_15-19years, Moroto district

However, an individual who wasn’t using contracep-
tives in Kibaale, reported that health workers who were 
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not well trained in FP were not able to give comprehen-
sive guidance and biased clients on the contraceptive 
methods to be used.

‘There’s one health worker I inquired from, she/he 
wasn’t that much qualified. He told me that all fam-
ily planning methods are bad. That the good one is 
the condom. But with condoms, you also know men, 
it reaches a time and they refuse.” IDI_Contraceptive 
Nonuser, Kibaale District.

Village health team members influenced the commu-
nity members to take up contraceptive methods as they 
provide information on the contraceptive methods and 
even supplied some like condoms. They were reported 
to be highly influential because they move door-to-door 
and respondents felt gave a personal touch and encour-
aged communities to ask openly about contraceptives. 
However, VHTs were reported to have limited knowledge 
of some contraceptive methods and thus could only offer 
narrow information.

“The VHTs also help us, they do this on a one-on-
one when you visit them. They will give you a range 
of options that you can use. Condoms, injector 
plan, and others but on an individual basis.” FGD_ 
Male_15–19, Mubende district

Housing The sector of housing influenced people’s deci-
sions on contraceptive use. In the Mbale district which was 
more urban, challenges with housing influenced women’s 
use of family planning to reduce family size. Focus group 
participants reported that many property owners were 
not willing to rent their houses for accommodation to 
people with many children. Hence the people not own-
ing houses were forced to use contraceptives so that they 
don’t get chased away from the properties they rented.

“Why people go for family planning including me 
is because you may be renting a house and while 
there, you produce many children. There may come 
a time when the landlord chases you away and yet 
you have nowhere to take them. Nowadays the land-
lords ask you for the number of children you have 
when you go and rent a house”. FGD_Female_25–35, 
Mbale district

Community influences
Culture as indicated in SEM was an influence reported 
within the Karimojong community. The importance of 
many children to this community surpassed the decision 
to use contraceptive methods as reported by male FGD 
participants across all age groups from Moroto district. 
It was mentioned that cultural leaders have a strong voice 

within the community where they emphasize the need of 
many children thus discouraging the use of contracep-
tion. In addition, our results showed that many children 
were equated to wealth and pride., The young people 
were asked to give birth and replace the old generation.

“Long ago, in the years of our grandfathers and 
grandmothers…the order of the day was to produce 
children, the more children you produce, the more 
wealth, the more support and pride you get, so that 
is what we say the cultural aspect.…it is the elders”. 
FGD_ Male _35-49years, Moroto district

The cultural practice of paying dowry for marriage 
encouraged communities to disregard contraceptives as 
the women aimed to give birth to many children. The 
children were to show appreciation to the husband and 
pay back the dowry.

“In Karamoja, once you have finished paying the 
dowry for the woman, it is not allowed for you to 
space children. The wife has to show appreciation by 
giving birth to children as long as the man wants, as 
a way to pay for all the cows he spent on the wife” 
FGD _Male_15–19years, Moroto District.

“Long ago, in the years of our grandfathers and 
grandmothers…the order of the day was to produce 
children, the more children you produce, the more 
wealth, the more support and pride you get, so that 
is what we say the cultural aspect.…it is the elders”. 
FGD_ Male _35-49years, Moroto district.

Further, parents wanted their families to follow their 
lineage hence fathers ask their sons to have 3–4 wives 
and produce many children.

Discussion
The Our study found several influences at the different 
levels of SEM that lead to, or discourage people from 
using contraceptive methods. The most reported positive 
influencers among the married or those in union were 
health workers. Mothers-in-law, grandparents, and, reli-
gious leaders were the main negative influencers. Friends 
and peers were mentioned especially among young peo-
ple. Other influences included people’s knowledge and 
experience with contraceptive methods either influenced 
negatively or positively use. No influence was noted from 
the public policy level of SEM.

The finding of health workers being the major influence 
is not different from what was reported by another study 
in Uganda where men who had discussed modern contra-
ceptive methods with health workers were found to use 
these methods [26]. This may be explained by findings 
from Nigeria and Ghana that reported health workers 
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as the commonest source of family planning informa-
tion [12, 15]. Relatedly, their positioning as healthcare 
givers especially among women of reproductive age dur-
ing antenatal, postnatal, and immunization, allows them 
to sensitize about family planning as part of sexual and 
reproductive health information as recommended by 
WHO [11, 16]. Hence this increases the opportunities for 
health workers to improve the uptake of contraceptive 
methods given the trust people have in them.

Though health workers are held in a high position, 
unmarried adolescents indicated some of these service 
providers to stigmatize them with questions about why 
they are having sex and asking them to be accompanied 
by an adult for permission to receive services. Further-
more, they were denied information and asked for user 
fees for these services yet they were supposed to be 
accessed at no cost. Earlier studies conducted among this 
age group found cost as a limitation to the use of mod-
ern contraceptive methods as well as different forms of 
stigma from health workers [27, 28]. This implies that the 
country will experience an increase in teenage pregnancy, 
unsafe abortion, and adolescent maternal mortality if this 
age group is denied the free contraceptive services. Fur-
thermore, to ensure improvement in contraceptive use, 
strategies to reach this age group should differ from those 
of adults.

Our study findings indicate friends and peers are a 
major influence among young people, not only health 
workers. This is an unusual finding that implies revised 
strategies to advocate and improve use for this age group. 
There is a need to involve young people who are already 
using modern contraceptive methods in the design of FP 
messages and actual method provision. Another surpris-
ing finding was on the housing where people who were 
renting houses to stay in used FP methods since own-
ers did not rent out their houses to people with many 
children.

Both male and female participants mainly from rural 
settings agreed to religion mostly discourages people to 
use modern contraceptive methods. This finding is con-
gruent with other studies conducted in different parts of 
Africa where the Moslem and Christian faith encourage 
the congregations to avoid the involvement in the use of 
artificial methods of controlling the number of children 
a couple brings into the world [19, 29, 30]. However, it’s 
also important to acknowledge that even though the spir-
itual worship messages are negative towards contracep-
tive use, urban residents listen to the preaching but go 
ahead and use these methods since they appreciate the 
benefits. In addition, the ability to provide for the chil-
dren and existing financial constraints are other justifica-
tions for people to use modern contraceptive methods. 
Similarly, qualitative studies conducted in Tanzania and 

Nigeria found that ability to take care and provide for the 
children by those who brought them into this world was 
justification for the use of family planning methods [19, 
31]. Therefore, it’s urged that irrespective of the couple’s 
faith beliefs, adequate reproductive health information 
should be given for informed choice on family planning 
use [31].

Though mothers especially from urban settings encour-
aged their daughters to use family planning methods due 
to economic challenges and bad marriages evidenced by 
gender-based violence, mothers-in-law and grandparents 
were more inclined to traditional customs and norms of 
having many children. In addition, culture was a strong 
influence verbalized in the Moroto district which is 
located in the poorest region of the country. It was ech-
oed that a woman’s role was only giving birth and those 
that resorted to using these methods are often viewed 
as promiscuous. This finding is not different from what 
was reported in Ghana where respondents justified the 
bias of culture as a negative influence on not using mod-
ern methods of family planning [15]. Due to the power 
the mothers’ have over their daughters-in-law, the latter 
are forced to continue having children as a way to ensure 
harmony in family marital relationships.

Though the study did not have any influence at the pub-
lic policy level of SEM, this has been reported to affect 
contraceptive use [32]. Sexual and reproductive policy 
components emphasize the provision of contraceptive 
services as a way to improve the uptake. In Uganda, the 
policy addresses these concerns and ensures the provi-
sion of these services at different health facility levels. 
The existence of such policy components influences 
the attention and availability of these services at health 
facilities whether public or private [33]. However, the 
adolescent health Policy is silent on comprehensive con-
traceptive services for this age group. This may explain 
the finding from our study where health workers did not 
provide contraceptive services to adolescents[34].

The strengths of our study are that it provides a good 
representation of different areas of the country since data 
was collected from rural, urban, and remote underserved 
settings. We also had a good representation of the popu-
lation and marital status concerning contraception. The 
study was limited by accessibility due to participants 
in rural areas due to long travel and challenges with 
transport.

Conclusion
Health workers were the major influences, especially 
among married people or those in a union. Major-
ity of the religious leaders are negative influences of 
contraceptive methods. Adolescent users encouraged 
their colleagues who were sexually active to uptake 
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contraceptives. Older people mainly shared negative 
information that discouraged their peers and friends 
from taking up these modern methods. Mothers-in-law 
and grandparents majorly wanted their children not to 
consider contraceptives. The knowledge people had in 
their personal experiences about contraceptives was 
another influence.

We recommend program implementers identify and 
work with religious leaders who are positive about the 
uptake of modern methods. These can act as change 
agents for their colleagues. In addition, SBCC messages 
should be designed in such a way that they encourage 
people to seek contraceptive information from qualified 
health workers as a way to reduce misinformation from 
peers and friends. Supporting satisfied users by equip-
ping them with correct contraceptive information so 
that they can conduct peer-to-peer counseling. Further-
more, Community outreach activities should emphasize 
changing people’s myths about contraceptive methods. 
Health workers and VHTs with support from program-
mers can conduct FP outreaches in communities with 
limited information access as a way to increase access to 
correct health information. Inter personnel communica-
tion model may be a good strategy where VHTs involved 
in FP activities can have face-to-face interaction with dis-
satisfied users to address their concerns since these cli-
ents share a lot of negative experiences with their peers 
and friends. Implementers of family planning activities 
should pay attention to the training of health workers 
and VHTs as well as changing their attitude towards the 
provision of contraceptive methods to sexually active 
adolescents.

Abbreviations
DHO  District Health Officials
DFID  Department for International Development
FGDs  Focus groupdiscussions
FP  Family Planning
HWs  health workers
IDIs  In-depth interviews
KIIs  Key informantinterviews
LCs  Local council
mCPR  Modern Contraceptive Prevalence Rate
MMR  Maternal Mortality Ratio
MoH  Ministry of Health
RISE  Reducing High Fertility rates and ImprovingSexual Reproductive 

Health Outcomes
SBCC  Social Behavioural Communication Change
SEM  Socio-ecological model
TFR  Total Fertility Rate
UBOS  Uganda Bureau of Statistics
UDHS  Uganda Demographic Health Survey
UNCST  Uganda National Council for Science andTechnology
VHT  Village Health Team

Acknowledgements
This work was made possible by funding from the Foreign, Commonwealth, 
and Development Office (FCDO) of the United Kingdom the “Reducing 
High Fertility Rates and Improving Sexual Reproductive Health Outcomes in 

Uganda” RISE. The grant was awarded to Marie Stopes International in Novem-
ber 2018 (leading a consortium that includes FHI360, Makerere University 
School of Public Health, Population Media Centre, and Reach a Hand Uganda 
– which together implements the programme). We are very grateful for the 
funding.
Special thanks go to Marie Stopes Internationaland Marie Stopes Uganda for 
their great input into the design, preparatory work,and implementation of the 
formative study.
We thank our partners in the consortium, namely,PMC Uganda, Reach a Hand 
Uganda (RAHU), and FHI360. They contributed a lot to thepreparatory work of 
the study.
Last but not least are all our field staff,administration staff, our respondents, 
and all others who helped in one way oranother. Without all this support we 
would not be able to perform.

Authors’ contributions
CN: Data collection Coordination, Conceptualisation, analysis, writing the ini-
tial draft, collating feedback, editing, and review of the final version. LA: Data 
collection lead, Conceptualisation, writing the initial draft, collating feedback, 
editing, and review of the final version.  SS: Validation, investigation, writing 
draft, Review, and editing. AM: Review of manuscript, investigation, and litera-
ture for the manuscript NMT: validation, review of the initial manuscript. FEM: 
Review. RT: validation, investigation, writing draft, Review, and editing. AG: 
Review and editing. CS: Review and administration. CVH:  Validation, investiga-
tion, writing draft, Review, and editing. MN: Validation, investigation, writing 
draft, Review, and editing. PD: Manuscript review and project administra-
tion. The author(s) read and approved the final manuscript.

Funding
This work was supported by the Foreign, Commonwealth, and Development 
Office (FCDO) of the United Kingdom under grant number PO 7891.

Availability of data and materials
The data that support thefindings of this study are available from the cor-
responding author, who is theStudy Coordinator, Makerere University School 
of Public Health, RISE Project, upon reasonable request.

Declarations

Ethics approval and consent to participate
Informed consent was obtained from each study participant before we 
engaged them to participate. The study was approved by the institutional 
review board at the Makerere University School of Public Health and the 
Uganda National Council of Science and Technology (UNCST), protocol num-
ber 683. All methods were conducted in accordance with the guidelines and 
regulations of these approval boards.

Consent for publication
Not applicable.

Competing interests
The authors declare thatthey have no competing interests.

Author details
1 Makerere University School of Public Health New Mulago Hospital Complex, 
P.O. Box 7072, Mulago Hill Road, Kampala, Uganda. 2 Makerere University 
School of Gender and Women studies, P.O. Box 7062, Makerere Hill, Kampala, 
Uganda. 3 Marie Stopes Uganda, Plot 1020 Rose Lane, Kisugu-Muyenga, P.O 
Box 10431, Kampala, Uganda. 4 Marie Stopes International, 1 Conway Street, 
Fitzroy Square, W1T 6LP London, UK. 

Received: 13 April 2022   Accepted: 9 March 2023

References
 1. NPC, State of Uganda Population Report 2018, in Good Governance; A 

Prequisite to Harness the Demographic Dividend for Sustainable Devel-
opment. 2018, National Population Council: Kampala.



Page 12 of 12Namanda et al. BMC Women’s Health          (2023) 23:130 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 2. UBOS, The National Population and Housing census 2014, Main report. 
Kampala: Uganda Bureau of statistics; 2016.

 3. NPC, Harnessing Uganda’s Demographic Dividend: in Evidence From 
National Transfer Accounts. The National Population Council; 2018.

 4. UBOS, The National Population and Housing Census 2014- National 
Analytical Report - Evidence for Planning and Improved Service Delivery. 
Kampala: Uganda Bureau of statistics; 2017.

 5. Ahmed S, et al. Maternal deaths averted by contraceptive use: an analysis 
of 172 countries. The Lancet. 2012;380(9837):111–25.

 6. Sizomu AA, Brucker M, Muwonge M. Family Planning in Uganda: A 
Review of National and District Policies and Budgets. Kampala: Deutsche 
StiftungWeltbevoelkerung; 2014. 48.

 7. UDHS, Uganda Demographic and health Survey 2016 in Key indicators. 
Rockville, Maryland: Uganda Bureau of Statistcs; 2016.

 8. MoH. Uganda Demographic and Health Survey 1988/1989. 8850 Stan-
ford: /vlacro Systems, Inc.; 1989. M.o. Health, Editor.

 9. UBOS and ICF. Uganda Demographic and Health Survey 2016. UBOS and 
ICF: Kampala Uganda and Rockville, Maryland USA; 2017.

 10. MOH, Uganda Family Planning Costed implementation Plan ,2015-2016. 
2014, Ministry of Health: Kampala..

 11. MoH, Health Sector Strategic Plan III in 2010/11-2014/15.  Kampala 
Uganda: Ministry of Health; 2010.

 12. Oluwole E, et al. Factors influencing the uptake of modern family plan-
ning methods among women of reproductive age in a rural community 
in Lagos state. International Journal of Tropical Disease & Health. 2016.

 13. Chege GM. Factors that affect uptake of contraceptives at Garissa Provin-
cial Hospital in Kenya. University of Nairobi; 2013.

 14. Anukriti S, et al. Curse of the Mummy‐ji: the influence of mothers‐in‐law 
on women in India. Am J Agric Econ. 2020;102(5):1328-51.

 15. Eliason S, et al. Determinants of modern family planning use among 
women of reproductive age in the Nkwanta district of Ghana: a case–
control study. Reproductive health. 2014;11(1):65.

 16. WHO. Task shifting to improve access to contraceptive methods. Switzer-
land: Geneva 27; 2013.

 17. Schenker JG. Women’s reproductive health: monotheistic religious per-
spectives. Int J Gynecol Obstet. 2000;70(1):77–86.

 18. Shaikh Sd, Maguire DC.  family planning, Contraception, and Abortion in 
Islam. 2003.

 19. Sundararajan R, et al. How gender and religion impact uptake of family 
planning: results from a qualitative study in Northwestern Tanzania. BMC 
Womens Health. 2019;19(1):99.

 20. Colleran H. Mace R. Social network-and community-level influences on 
contraceptive use: evidence from rural Poland Proceedings of the Royal 
Society B: Biological Sciences. 1807;2015(282):20150398.

 21. Farhikhtah A, et al. Rapid assessment procedures formative research 
approach used to design a mobile-technology enhanced social and 
behavior change communication nutrition strategy in Nigeria (P16-053-
19). Curr Dev Nutr. 2019;3(Supplement_1):p. nzz050. P16-053-19.

 22. Waiswa P, et al. Acceptability of evidence-based neonatal care practices 
in rural Uganda–implications for programming. BMC Pregnancy Child-
birth. 2008;8(1):21.

 23. UNCST, National Guidelines for Research involving Humans as Research 
Participants.  Kampala: Uganda National Council for Science and 
Technology; 2014.

 24. Stemler S. Practical assessment, research & evaluation. Retrieved March, 
2001. 3: p. 2002.

 25. Bronfenbrenner U. Toward an experimental ecology of human develop-
ment. Am Psychol. 1977;32(7):513–31.

 26. Kabagenyi A, et al. Modern contraceptive use among sexually active men 
in Uganda: does discussion with a health worker matter? BMC Public 
Health. 2014;14(1):286.

 27. Eisenberg D, McNicholas C, Peipert JF. Cost as a barrier to long-acting 
reversible contraceptive (LARC) use in adolescents. J Adolesc Health. 
2013;52(4):S59–S63.

 28. Hall KS, et al. Bad girl and unmet family planning need among sub-
saharan african adolescents: the role of sexual and reproductive health 
stigma. Qualitative Res Med Healthc. 2018;2(1):55.

 29. Hallfors DD, et al. ‘I thought if I marry the prophet I would not die’: The 
significance of religious affiliation on marriage. HIV testing, and repro-
ductive health practices among young married women in Zimbabwe 
SAHARA-J: Journal of Social Aspects of HIV/AIDS. 2016;13(1):178–87.

 30. Lunani LL, Abaasa A, Omosa-Manyonyi G. Prevalence and factors associ-
ated with contraceptive use among kenyan women aged 15–49 years. 
AIDS Behav. 2018;22(1):125–30.

 31. OLAITAN OL. Factors influencing the choice of family planning among 
couples in South West Nigeria. Int J Med Med Sci. 2011;3(7):227–32.

 32. Tehrani FR, Farahani FKA, Hashemi M. Factors influencing contraceptive 
use in Tehran. Fam Pract. 2001;18(2):204–8.

 33. MoH. The National Policy Guidelines and Services Standards for sexual 
and Reproductive Health and Rights in National Policy Guidelines for 
sexual and Reproductive Health Services. Ministry of Health: Ministry of 
Health; 2006. p. 103.

 34. MoH. National Adolescent Health Policy for Uganda in National Ado-
lescent Health Policy for Uganda. Ministry of Health: Ministry of Health; 
2004. p. 103.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	A qualitative study of influences on the uptake of contraceptive services among people of reproductive age in Uganda
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Design and study area
	Study methods, selection of study participants, and data collection
	Data management and analysis

	Results
	Influences on contraceptive uptake
	Individual influences
	Knowledge about contraceptive method 
	Personal experience 

	Interpersonal influencers
	Friends and peers 
	Parents, mothers- in law and grandparents 

	Organizational influences
	Religious leaders 
	Health workers 
	Housing 

	Community influences


	Discussion
	Conclusion
	Acknowledgements
	References


