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Abstract

Background Effective family planning is associated with substantial benefits, including reductions in maternal
and neonatal mortality due to the avoidance of unintended pregnancies, and contributions to spacing, timing, and
limiting births. However, in Zanzibar, Tanzania, the utilization of modern contraceptive methods is low. This study
therefore aimed to identify barriers to using postpartum family planning among women in Zanzibar.

Methods Five focus group discussions were conducted with 24 women who gave birth in the maternity unit at a
reference hospital in Zanzibar during the first quarter of 2022. The discussions took place in Swahili, were performed
with the assistance of an interview guide, and were audio recorded, transcribed in Swahili, and translated to English.
Data were analysed with qualitative content analysis using an inductive approach.

Results Barriers to using postpartum family planning in Zanzibar could be summarized in three generic categories.
Inadequate knowledge about postpartum family planning is expressed in the subcategories: inadequate knowledge
about contraceptive methods and their mode of action, insufficient quality of family planning services, and belief

in traditional and natural medicine for family planning. Perceived risks of modern contraceptive methods are described
in the subcategories: fear of being harmed, and fear of irregular bleeding. Limited power in one’s own decision about
contraceptive use consist of the subcategories: the need to involve the husband, and opposition and lack of interest
from the husband.

Conclusions The participants’ current knowledge of postpartum family planning was insufficient to either overcome
the fear of side-effects or to understand which side-effects were real and likely to happen. The woman'’s power in her
own decision-making around her sexual reproductive rights is of critical importance. Given the barriers identified in
this study, the findings call for increased knowledge about family planning methods and their mode of action, and
involvement of the husband throughout pregnancy, childbirth, and the postpartum period in postpartum family
planning education and counselling, in Zanzibar and in similar settings.
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Background

Increased access to family planning, including postpar-
tum family planning, is recognized as a critical need if
universal health coverage is to be achieved; that is, hav-
ing the full spectrum of quality health services and access
to sexual and reproductive healthcare [1]. The significant
benefits associated with effective family planning are
clear, with reductions in.

maternal and neonatal mortality due to the avoidance
of unintended pregnancies, and contributions to spac-
ing, timing, and limiting births [2, 3]. When couples are
enabled to plan their future childbirths, girls have a bet-
ter chance of completing their education, which in turn
strengthens the economic security and well-being of their
families [4]. Effective family planning thus helps coun-
tries work toward three of the UN’s Sustainable Devel-
opment Goals (SDG): good health and well-being (SDG
3), quality education for all (SDG 4), and gender equality
(SDG 5) [4, 5].

The annual figure of 111 million unintended pregnan-
cies in low- and middle-income countries reflects an
unmet need for family planning including postpartum
family planning among women. It is a global challenge to
address this need among women who want to avoid preg-
nancy but who are not using any contraceptive method
or who use ineffective traditional contraceptive meth-
ods [6-8]. This also a challenge in sub-Sahara Africa,
were only 55% of the need for family planning is being
met with modern methods [9]. In Tanzania, only 33%
of all married women between 15 and 49 use a modern
contraceptive method, and the unmet need for contra-
ception has stagnated at a level of 22-24% over the past
two decades [10]. A recent study from Tanzania reports
that the median time for resuming sexual activity after
childbirth was 2 months, while the median time for start-
ing contraceptive use was 7 months. The five months
gap means that the women postpartum are at high risk
of getting unintended pregnancies [11]. According to
the latest statistics from 2015 to 2016, Zanzibar, a semi-
autonomous part of Tanzania, has a total fertility rate of
5.1 children per woman and 25.4% of all children were
born within 23 months of the previous childbirth [10].
Maternal mortality is 267 out of 100 000 live childbirths,
and under-5-years mortality is 56 deaths out of 1 000 live
childbirths; newborn death accounts for 50% of the lat-
ter figure. [12]. Currently married women in Tanzania
are more likely to use modern contraceptive methods
(33%) than women in Zanzibar (14%). However, there are
large variations across regions within Zanzibar ranging
from 7 to 29% [10]. Although postpartum family plan-
ning are provided by the government’s health facilities
for free [12], the total demand for general family planning
among married women aged 15-49 in Zanzibar was 51%
in 2016 and the unmet need was 28% [10]. The number
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of postpartum family planning cases seem to be low (12)
and there are to our knowledge no scientific studies con-
ducted to understand the situation and what factors con-
tributing to this trend.

Previous studies conducted in Zanzibar show that
there is a low utilization of modern contraceptive meth-
ods [10, 13, 14]. This study was therefore intended to fill
a knowledge gap regarding specific factors which create
barriers to using postpartum family planning in Zanzibar.
The aim of the study was to explore barriers contribut-
ing to the low utilization of postpartum family planning
by women at a reference hospital in Zanzibar. The results
from this study are presumed to be useful also in similar
settings intending to improve uptake of postpartum fam-
ily planning.

Methods

Study design

A qualitative research design was used, with data col-
lected in focus group discussions (FGDs) [15] among
women who had given birth within 1-3 days previously.
The research questions were: What are the most promi-
nent barriers for use of postpartum family planning in
Zanzibar? What do women in Zanzibar need from family
planning services, and how can those needs be met? The
study was approval from the Zanzibar Health Research
Ethical Committee, Zanzibar Health Research Institute
(ref: ZAHREC/04/PR/FEB/2022/03).

Study setting

The study took place at the maternity clinic at a reference
hospital in Zanzibar. In 2020, 13 584 childbirths were
recorded but only 1.19% of the mothers utilized the fam-
ily planning services at the hospital. Counselling about
postpartum family planning starts during the antenatal
visits and continues during the postnatal care. Atten-
dance at antenatal visits is low, and only 43% of all moth-
ers attend the recommended postnatal visits within 42
days after childbirth in Zanzibar [12].

Participants and recruitment

Women who had recently given birth and were inpa-
tients at the maternity ward during the time of data col-
lection were eligible for this study. The inclusion criteria
were a pregnancy and childbirth without complications,
age above 18 years, and a woman in overall good health.
The recruitment of eligible women was based on a conve-
nience sampling, took place face-to-face in the maternity
ward by a native-speaking midwife. A total of 24 women
participated in the study, including both those who had
given birth vaginally and those who had undergone
caesarean section. Details of their demographic char-
acteristics are given in Table 1. Some women declined
participation because they would have to move from
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Table 1 Demographics of the participants (n=24) Table 2 Examples of the analytical process
n % Meaning unit Code Subcategory Generic
Age (years) category
20-24 3 125 No, | can't put an intra- The woman  The need to Limited
25_99 1 458 uterine contraceptive de-  needs to involve the power
30-34 4 167 vice orimplant in before  involve her husband in one’s
| consult my spouse. He'll - husband own
35-44 5 208 tell me | despise him. You decision
Missing data 1 42 don't know men these about
Number of children days, suddenly he tells contra-
1-2 7 292 you to take your divorce. ceptive
34 13 541 (FGD3) use
5.6 4 167 Yeah! It’s really, it's cancer, The woman  Fear of being Per-
. . because you get an believes that  harmed ceived
Relationship status ) o ) :
implant and it disappears  the implant risks of
In a relationship but not married 1 42 before you plan to remove causes cancer modern
Married 22 91.6 it. Nobody knows where contra-
Widow 1 42 it's going, so it's the source ception
Completed education level of cancer. (FGD1) methods
Primary school (7 years) 4 16.7
Secondary school 16 66.6
University 3 125 contained 3—6 women and lasted for 28—52 min (mean:
Missing data 1 4.2 40 min).
Religion
Islam 22 916 Data analysis processes
Christianity 1 42 The interviews were translated verbatim into English.
Other 1 42 The transcripts were then analysed using the principles of
Ever tried a modern contraceptive method inductive content analysis as described by Elo and Kyngis
Yes 14 583 [16]. First, the text was read several times to make sure
No 9 375 no information was missing and to make sense of the
Missing data 1 4.2 information as a whole. Next, meaning units were iden-

their bed, which they thought might cause discomfort;
others declined due to the need to look after their new-
born; and some declined simply because they were tired
after the childbirth. The number of women who declined
to participate was not calculated.

Data collection methods

Data were collected through five audio recorded FGDs
during the first quarter of 2022. All participants gave
their written consent to participate after having received
verbal and written information about the study, includ-
ing the fact that participation was voluntary and that they
had the right to withdraw at any time without explana-
tion. The FGDs were conducted in a separated room
near the maternity clinic. Age variation and parity were
not considered when constituting the groups. All FGDs
were conducted in Swahili by one of the authors (SS) and
followed an interview guide (Appendix 1). The interview
guide contained an overall question: Given that you just
gave birth, have you considered using any family plan-
ning to delay your next pregnancy? Probing questions
such as Can you explain why? were asked. The interview
guide was piloted with one FGD, which provided rich
content and thus was included in the analysis. Each FGD

tified which answered the research questions (“What are
the most prominent barriers for use of postpartum fam-
ily planning? and “What do the women need from fam-
ily planning services, and how can those needs be met?’).
The meaning units were then compared and sorted into
codes based on similar content, which were thereafter
compared and clustered into generic categories. This
analysis was conducted by KS, in close collaboration with
MB and SS, until full agreement was reached. The final
phase of the analysis involved all authors. Examples of
the analytical process are given in Table 2.

Results

Barriers to using postpartum family planning are pre-
sented in three generic categories, each with two or three
subcategories; see Table 3 for an overview. Quotations
from the five FGDs are labelled 1-5.

Inadequate knowledge about postpartum family planning
Inadequate knowledge about postpartum family planning
methods included three subcategories: inadequate gen-
eral knowledge about contraceptive methods and their
mode of action, insufficient quality family planning ser-
vices, and belief in traditional and natural medicine for
family planning.
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Table 3 Generic categories and subcategories illustrating

barriers to using postpartum family planning

Generic category Subcategory

Inadequate knowledge about Inadequate knowledge about

postpartum family planning contraceptive methods and their
mode of action

Insufficient quality of family plan-
ning services

Belief in traditional and natural
medicine for family planning

Fear of being harmed
Fear of irregular bleeding
The need to involve the husband

Opposition and lack of interest
from the husband

Perceived risks of modern contra-
ceptive methods

Limited power in one's own deci-
sion about contraceptive use

Inadequate knowledge about contraceptive methods and
their mode of action
A prominent barrier to using postpartum family plan-
ning was women’s inadequate knowledge about the dif-
ferent contraceptive methods and their mode of action.
This was reflected by the women’s questions about where
in the body the intrauterine contraceptive device was
placed, how and when it could be removed, whether a
woman could get pregnant with it in place, and so on. The
women did know about the benefits of postpartum family
planning, such as it giving time for the mother to recover
and the baby to grow up healthy, but none of them could
explain the contraceptive methods’ mode of action in the
body. Moreover, limited knowledge about female repro-
ductive health organs and the body was revealed by the
women’s explanations and worries about the implant or
intrauterine contraceptive device getting lost and circu-
lating in the body.

As far as I know, when you use contraception, you
restore your health as well as that of your baby, but I don’t
understand the contraceptive methods. (FGD2)

Insufficient quality of family planning services
Insufficient quality of family planning services was
another barrier to using postpartum family planning.
Low healthcare quality seemed to have contributed to
poor, incomplete, and sometimes incorrect knowledge
about contraception. For example, one explanation from
healthcare professionals for why an implant in the arm
could not be found by palpation was that it had melted
or vanished. The women had experiences with doctors
and other healthcare professionals who did not give them
the clear information they needed to reach understand-
ing. The participants emphasised the need for extended
information from the healthcare facilities about the con-
traceptives’ mode of action and side-effects.

(...) the doctors in the health facilities don’t give you
satisfactory answers. You need more explanation to be
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satisfied with their advice. But their answers are very
brief. (FGDS)

Because of the insufficient quality of family planning
services, there was doubt among the women regarding
whether the contraceptive methods would be effective.
This doubt also came from stories from others, and from
the women’s own experiences, of becoming pregnant
despite using contraceptives. The reasons for this were
either that the woman was already pregnant when she
began using the contraceptive method, or that the intra-
uterine device was not inserted correctly; both of these
were caused by insufficient healthcare quality.

I was thinking about joining the family planning and 1
used the loop method, but I was disappointed. After four
months I found out I was pregnant while using the intra-
uterine device. The next day I went back to the hospi-
tal, actually, I didn’t like his answer. He said that it was
improperly inserted. So disappointed! (FDG1)

The insufficiency of quality family planning services
was also reflected by the fact that few of the women knew
about postpartum family planning services, and that they
could receive these before discharge from the maternity
ward. This resulted in women feeling unprepared and
unable to decide about contraceptive use when it was
offered in the maternity ward.

Belief in traditional and natural medicine for family planning
There was widespread belief in traditional postpartum
family planning methods such as breastfeeding, as well as
traditional medicine. As breastfeeding delayed the return
of menstruation, the women said that they planned to
breastfeed for two years and that they felt that this was
a safe contraceptive method. Breastfeeding was also
described as an accepted method in the Quran.

1 will only use contraception when I have completed two
years of breastfeeding, to keep my baby healthy. (FGD2)

The women expressed strong belief in traditional and
natural medicine and its methods as effective and safe.
They said that they commonly used traditional medi-
cine such as swallowing black seeds and wearing leaves
around the hips for preventing pregnancy, as some
believed these methods to be helpful in avoiding a new
pregnancy.

I use natural remedies, like swallowing black seeds, that
are very helpful. (FGD2)

However, other women who had used these traditional
methods said that they later found themselves pregnant.
Other examples of traditional contraceptive methods
included the calendar method and putting trust in God.
Overall, these contraceptive methods were barriers to
seeing the usefulness of modern contraceptive methods.
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Perceived risks of modern contraceptive methods
Perceived risks from using contraceptives included
two subcategories: fear of being harmed (in general, or
even the risk of becoming infertile) and fear of irregular
bleeding.

Fear of being harmed

The fear of being harmed using contraception was related
to worries about increased weight, increased heart rate,
high blood pressure, genital infections, genital cancer, a
swollen abdomen, and increased vaginal discharge. These
symptoms and illnesses were not always seen as being
clearly the side-effects of contraceptive methods, as the
women were not always sure that their contraceptive
method was causing their symptoms; but the symptoms
created a fear of using the contraceptives. Other women
stated that the risk of getting these symptoms and ill-
nesses depended on each woman’s unique body.

Local discussions are an obstacle that keeps us from tak-
ing contraception. Some people talk about this, and some
people talk about that, from the people who used the fam-
ily planning method. So you're afraid; you feel that you'll
end up being harmed like them. (FGD2)

Another barrier to using postpartum family planning
was the fear of damage to the uterine tissues due to the
influence of mechanical factors, causing difficulty in
becoming pregnant or even infertility. The risk of delay
in conceiving the first pregnancy contributed to this
fear, but so did stories about other women’s experiences
of having trouble conceiving after using contraceptive
methods.

...but most importantly, people who complain a lot say
that using contraception causes the uterus to become soft
and unstable. That’s why many people who use contracep-
tion, after they stop using it and try to conceive, they often
miscarry. (FGD4)

Fear of irregular bleeding
The fear of irregular or heavy bleeding was another bar-
rier to using postpartum family planning. Some women
had stopped using contraception because of irregular
bleeding patterns or absence of menstruation, not know-
ing that some contraceptive methods had that effect.
They said that a regularity in their monthly menstrua-
tion assured them that their body was healthy, while
the absence of it made them worry that they might be
pregnant.

I'm afraid of using contraception, and because I have no
bleeding I won’t know if it will affect me or not. (FGD4)

Limited power in one’s own decision about contraceptive
use

The women’s limited power in making their own deci-
sions about contraceptive use included two subcategories:
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the need to involve the husband, and opposition and lack
of interest from the husband.

The need to involve the husband

Using postpartum family planning meant that the woman
needed to involve her husband and get his permission to
use contraceptives. If she decided on her own to use con-
traceptives, this often led to misunderstandings. In some
cases, the husband could even interpret it as her despis-
ing him because she wanted to avoid a new pregnancy, or
as her being unfaithful to him.

No, I can’t put [an intrauterine contraceptive device
or implant] in before I consult my spouse. He'll tell me I
despise him. You don’t know men these days, suddenly he
tells you to take your divorce. (FGD3)

One woman described a complicated situation where
she wanted to take the decision by herself to protect her
and the children’s health, but because of her dependence
on her husband, she needed to consult him to maintain
peace in the marriage.

For my part, I want to get my tubes tied and never give
birth again. He told me that the decisions you've made,
you haven’t made with me. I told him you see my condi-
tion is not good when I am pregnant, I'm suffering, he said
we'll talk. You really need to involve him, but on the other
hand you must stand up as a woman just to defend your-
self, because you're the only one who's hurting. Because
he'll go for another woman and have another child [with
her]. (FGD3)

Most women planned to live in their parents’ house
after childbirth, and to move back to their husband after
at least 40 days; but in some cases, it could take up to six
months. The reasons they gave for staying with their par-
ents were to get some rest, and to avoid getting pregnant
again. Thus, postpartum family planning was not consid-
ered an urgent matter after childbirth, but was desired
later, when moving back to the husband. One woman
said:

The concern comes when your husband may need you
for sex, so 40 days after giving birth, then you go back to
your husband with your protection. (FGD5)

It was the husband who decided when the woman
moved back to him, as well as whether contraception
should be used.

The women suggested that their husbands should be
invited to the antenatal clinic together with them and
receive education and information about postpartum
family planning. Another suggestion was that the hus-
band should visit his wife at the maternity ward and
jointly discuss postpartum family planning. The women
thought this discussion would be easier if their husbands
had obtained trustworthy information from the health-
care professionals, leading to a better knowledge of the
topic. In addition, an increased presence of the husband
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during and after labour and birth was thought to ease
the couple’s decision-making about postpartum family
planning.

Don’t leave out the father. He should be involved because
he’s the one who stops us from using family planning. He
should be involved in the education about the benefits of
family planning. And then we'll sit together, husband and
wife, to discuss it. (FGD2)

Opposition and lack of interest from the husband
Opposition from the husband included threats of
divorce, which made the women yield to their husbands’
opposition.

When you want to use family planning, your husband
threatens you, so you're afraid, and you don’t make use
of family planning, you give in to your husband’s threats.
(EGD1)

Because some men lacked interest in learning about
and participating in family planning issues in general, it
was difficult for the women to discuss the topic with their
husbands, and to argue if the men were against using
contraception. This situation caused anxiety among the
women about getting pregnant unintentionally. Accord-
ing to the participants, one explanation for men’s opposi-
tion to family planning was that men took pride in having
many children.

Also, these men sitting on the porch, talking to each
other as we women talk to each other. So, someone talking
about how his wife is using family planning and starting
a rumour, or sometimes they feel proud if their wife gives
birth every year. Taking it very easy, and he feels like he’s
better than other men. (FGD4)

Some participants stressed the need to be indepen-
dent in their own decision making to avoid short inter-
val between pregnancies, and for the sake of the baby’s
health. To not involve the husband and instead using con-
traceptive methods behind his back, was a way around a
possible opposition, even though this could lead to nega-
tive consequences within the marriage.

Discussion

This study from Zanzibar revealed several barriers which
kept women from using postpartum family planning.
Inadequate knowledge about postpartum contraceptive
methods along with insufficient quality of family plan-
ning services created barriers, and belief in traditional
and natural medicine was a barrier to seeing the useful-
ness of modern family planning. Perceived risks, and
hearing about risks from other women, created a fear that
contraceptive use would cause harm and irregular bleed-
ing. Another barrier was the woman’s lack of power in
her own decision-making about contraceptive use. These
results mirror the most frequently given reasons for not
using contraception among married women with unmet
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need in Tanzania [17], and are also in line with findings
from other studies performed in low- and middle-income
countries [18—20]. Hindrances to achieving sexual health
and rights, including use of postpartum family planning,
arise from several issues such as gaps in healthcare qual-
ity, as well as from social, cultural, and gender issues [21].

Among the women in the present study, a lack of
knowledge about contraceptive methods and reproduc-
tive health was a barrier to making informed decisions
about what method to use and to understanding the use-
fulness of modern contraceptive methods. Provision of
quality family planning services require skilled healthcare
professionals in combination with appropriate contracep-
tive methods [22]. It can be argued that Zanzibar, like any
other developing country face shortage of essential quali-
fied staff for family planning services. This can explain
that women in this study did not receive necessary infor-
mation about the contraceptives’ mode of action and
side-effects. Unless interventions targeting healthcare
professionals to improve quality and services by expand-
ing contraceptive choices, counselling, and competency,
family planning services will fail to reach out with accu-
rate and understandable information.

That the women lacked knowledge about contraceptive
methods and reproductive health can

also be a consequence of limited sexuality education in
some cultures that makes it more difficult for women and
men to understand reproductive health and contracep-
tive methods [7]. Studies have found that when sexuality
education in reproductive health and rights is accessible
in schools, in out-of-school programs, and in health
facilities, there is a decrease in risky sexual behaviour and
unintended pregnancies [7]. Countries investing in com-
prehensive family planning programs, including sexual-
ity education with adequate information, education, and
communication about family planning, have proven in
the past to be successful, with increased demand and use
of modern contraceptives and decreasing unmet need
[23].

A critical barrier in this study was the fear of being
harmed by side-effects. It was clear that the women did
not always understand if a side-effect they had heard
about was due to contraceptive methods and likely to
happen, or a misconception. It is important to differenti-
ate between real side-effects caused by the contraceptive
methods and diseases or health states such as cancer or
infertility, which are misunderstood as side-effects [19].
The fear of having an ineffective method could be a sign
of mistrust in the healthcare services and in the contra-
ceptive methods, which might be a consequence of insuf-
ficient healthcare quality. This fear can be overcome by
introducing improved routines that aim to assure good
quality, and better education among healthcare profes-
sionals working in family planning. It is therefore of
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high importance that these healthcare professionals give
women and couples comprehensive information about
different contraceptive methods, their modes of action,
and their potential side-effects [17, 21].

This study showed that women in Zanzibar experi-
enced a lack of power in their own decision-making
about family planning. The understanding that the deci-
sion should be taken jointly, or by the husband, shows
that the husband is seen as the main decision-maker
about family planning. This has also been found in other
studies in Sub-Saharan Africa [24—26]. In many countries
in the region, use of family planning is, and traditionally
has been, the husband’s decision. A woman who decides
to use contraceptives on her own is seen as being disre-
spectful and promiscuous and could be suspected of hav-
ing extra-marital affairs [18, 24]. This might explain why
women are unwilling to take family planning decisions on
their own, even though they have the rights and possibil-
ity to do so. However, arguments for the need to change
this presumption of male dominance in decision-making
were raised in this study as well as in previous research
[18, 27], on the basis that women are the ones who suf-
fer the risks of childbearing. Women in our study wanted
to be independent in their own decision making about
using contraceptive methods. This exercise of choice is
described by Karp et al. to act on own preferences and
requires confidence from the woman to initiate the dis-
cussion about family planning, negotiation with the part-
ner and finally the woman’s decision-making [28]. To
support women to reach own preferences it is important
that healthcare professionals in family planning services
take a key role in supporting women’s autonomous deci-
sion making about contraceptive use and should be care-
ful not to undermine women’s confidence [27].

Another important finding in this study was that
male involvement and education was desired from the
women’s perspective. It might seem contradictory that
in order to improve a woman’s power in her decision
making, the husband needs to be involved. In societ-
ies with low gender equality and where men are socially
dominant, men sometimes act as gatekeepers, restrict-
ing women’s access to sexual and reproductive informa-
tion and services; moreover, gender inequality often leads
to poor communication about sexual and reproductive
health [21]. A male-involvement intervention study in
Malawi [29] found that family planning uptake increased
after the provision of tools to have difficult conversations
and the implementation of male education about gender
values in the household and decision-making as well as
the methods and benefits of family planning. Women in
that study felt more respected and involved in decisions
about contraceptive use because of better communica-
tion. They [29] also suggested that an increased presence
of the husband during labour, birth, and the postpartum
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period could ease the couple’s decision-making about
postpartum family planning. This result is supported by
a systematic review [30] which showed that male involve-
ment during pregnancy and the postpartum period was
associated with more benefits, such as an increased use
of maternal health services (measured in terms of num-
ber of antenatal visits), compared to when they were
involved only during labour. Since male opposition in our
study along with others [20] was caused by gender norms
based on lack of interest in contraception and a desire
for many children, counselling and education addressing
these problems are important.

Another interesting finding was that the women did
not intend to live with their husbands during the early
postpartum period. This could be explained both by reli-
gious practice and by the cultural tradition of practising
sexual abstinence [31]. The need for contraceptives when
returning to their husbands might be rooted in a lack of
the possibility to decline sexual activity, as reported for
around 25% of all reproductive-age women living in a
relationship in Sub-Saharan Africa [32]. A previous study
[11] reported that the average time gap between resum-
ing sexual activity and starting to use contraception is 5
months in Tanzania. It can be argued that if healthcare
and society aim to involve men, the discussion about fam-
ily planning could start earlier between each couple and
hence possibly limit the time spent without contracep-
tion and reduce the risk of an unintentional pregnancy.

Methodological considerations

Credibility was established and strengthened by a well-
considered method and the use of FGDs. It can be argued
that individual in depths interviews could have generated
more deep data at an individual level. However, FGDs
create group dynamic and generate rich data [15]. The
interviews were conducted by a native-speaking midwife
to avoid language barriers and to achieve fluidity during
the discussions. The interviewer’s familiarity with the cul-
ture, context, and society enabled her to understand the
participants, and enabled the participants to feel more
familiar with the situation. However, this might have
caused some limitations in data depth. Since the culture
was also rooted within the interviewer, follow-up ques-
tions on the cultural aspects of barriers were sometimes
not asked. Despite this issue, the data collected were rich.
It is worth noting that the findings about barriers to using
postpartum family planning expressed by the women in
this study are context-specific to a referral hospital in
Zanzibar, and not necessarily true across regions in Zan-
zibar. Hence, different countries and settings interpret
these findings with consideration of their own context.
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Conclusions and implications

This study reveals barriers to the use of postpartum fam-
ily planning among women in Zanzibar: lack of knowl-
edge about the methods, fear of side-effects, and limited
power in decision-making about contraceptive use. To
overcome these barriers, both in Zanzibar and in other
settings with similar conditions, there is a need for high-
quality counselling on contraceptive methods and how
they work. This could mitigate fear and misconceptions
about side-effects, and increase the understanding of how
useful these methods are. To enhance women’s ability to
use contraception postpartum and to increase participa-
tion in the decision-making, future family planning pro-
grams should work towards increased male involvement
in family planning education and discussion. In a wider
perspective it is essential to highlight the need for sexu-
ality education and investment in woman’s education, in
general, to enhance gender equality and woman’s agency
to make decisions on their health. Based on the findings
of this study, it is suggested that future research should
focus on the involvement of men in family planning.
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