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ABSTRACT 

Long-acting reversible contraceptives (LARC) provide effective contraception for an 

extended period, are user independent, safe and therefore important in preventing 

teenage pregnancy. However, the uptake of this contraceptive method remains 

relatively low among adolescents. Family planning clinics provide an opportunity to 

counsel and provide LARC to adolescents. This study was therefore conducted to 

explore the factors that influence the uptake of LARC among adolescents accessing 

family planning services at selected health facilities in Lusaka, Zambia. 

An unmatched case control study was conducted at selected facilities in Lusaka 

between May and November, 2018 and convenient sampling was used. Exit 

interviews using a structured questionnaire were conducted on 75 adolescents who 

had chosen LARC (as cases) and 75 adolescents who had chosen others contraception 

methods (as controls). 

The mean age of participants was 17.73 years (SD ± 1.83). A total number of 

89(59%) had previously used contraceptives and the most commonly used 

contraceptives were male condoms at 78%. Out of these, only 12(13%) had 

previously used LARC. It was found that those participants who had used injectable 

contraceptives previously were about 93% less likely to accept LARC methods (AOR 

0.72; 95% CI 0.006-0.870). It was also found that those who had knowledge about 

LARC methods were more than 90% less likely to choose the LARC method (AOR 

0.077; 95% CI 0.008-0.697).  Other predictors of LARC method use were myths like 

LARC methods being painful. When backward logistic regression model was 

performed, it was found that those participants who felt that LARC methods 

dislodged in the body were more than 80% less likely to accept LARC methods (AOR 

0.183; 0.040-0.839). Socio-demographic factors were found not to be significantly 

with LARC uptake. 

Knowledge on LARC methods and sexual activity positively affect the utilisation of 

LARC among adolescents. Previous use of Injectable contraception and myths and 

misconception surrounding LARC methods negatively impact on LARC utilisation. 

Socio-demographic characteristics and provider-based factors have no significant 

association with LARC uptake among adolescents. 

 

Key words: adolescents, Long-acting reversible contraceptive, family planning. 
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CHAPTER ONE: INTRODUCTION 

1.1 Background 

According to World Health Organization, adolescence is a developmental period of 

age ranging from 10 to 19 years (WHO, 2014).  Long-Acting Reversible 

contraceptives (LARC) are methods of contraception that provide effective 

contraception for an extended period without requiring user action. They comprise 

intrauterine devices and birth control implants (American College of Obstetricians 

and Gynaecologists, 2016). This is an important method in preventing teenage 

pregnancy. In places where LARC has been implemented, like America, an 

associated decline in teenage pregnancy has been noted. A study done in America, the 

CHOICE Project, suggested that if cost was removed and sexually active adolescents 

were offered LARC, a decline in teenage pregnancy could be seen from the current 

(2008) 67.8 to 29.6 per 1000 teenagers (Mestad et al,2010). Another study done in 

England suggested that increased LARC usage among adolescents was significantly 

associated with a decline in teenage pregnancies from 46.6 in 1998 to 30.7 in 2011 

(Connolly, 2014). As a result, these teens who delay pregnancy are able to realize 

their life goals. According to the Department of Health and Human Services, USA 

(2014), teen mothers are less likely to graduate from high school or attain a GED by 

the time they are 30. Further, they are likely to earn on average, $3,500 less per year 

when compared to those who delay childbearing until their 20s. 

In Zambia however, the utilization of this well-known and effective contraception 

remains low among adolescents, standing at 1.0%. This is despite the median age for 

sexual debut stand at 17.4years. This coupled with the high unmet needs for 

contraception, standing at 21%, is a recipe for teenage pregnancy. With a high 

pregnancy rates (standing at 23.3%) unsafe abortions become the recourse. These 

contribute to about 30% to the Maternal Mortality Ratio (MMR) which stands at 

398/100000 live births against a target of 162/100 000 live birth by 2015.This is of 

great concern to the nation as most of these adolescents who contribute to this statistic 

are school going children. (ZDHS, 2014).  The foregoing can be prevented by 

increasing the uptake of LARC among adolescents as seen in other countries. 

Therefore, there is a critical need to understand the factors responsible for this low 

uptake to address the scourge of these preventable deaths among adolescents. 
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Globally, 38 million adolescents aged between 15-19 years are at risk of getting 

pregnant but do not want a child in the next 2years. Furthermore, only 40% are using 

a modern contraceptive method.   Worse still, the utilization of an effective 

contraception (LARC) remains low at 14.4 %. (Trends in Contraceptive Use 

Worldwide 2015). In developing countries, 21 million of girls aged between 15-19 

years become pregnant every year and of these about half are unintended. Despite 

this, the utilization of LARC among this age group has remained below 1%. For 

instance, in Ghana, with the adolescent population of 5.6 million and sexual debut at 

16.7 years, the utilization of IUDs among adolescents aged between 15-19 years is 

around 0.8% (WHO 2016). With this low utilization of an effective contraception, it 

might not be surprising that two thirds of unsafe abortions occur among women aged 

between 15-30 years and almost 14% of unsafe abortions in developing countries 

occur among women aged 20 years or younger (WHO, 2016). This in turn contributes 

significantly to maternal morbidity and mortality. 

ACOG, in 2014 recommended that LARC should be considered first line 

contraceptive for adolescents. Nonetheless, its utilization worldwide has remained 

low. To address this problem among adolescents, factors affecting utilization of 

LARC need to be studied. This study therefore endeavored to explore the factors 

associated with uptake of LARC among adolescents in Lusaka, Zambia. 

1.2 Statement of the Problem 

According to the Demographic Health Survey of 2014, the uptake of LARC among 

adolescents remains low, below one per cent. Based on the findings from the 

CHOICE project, adolescents who used Long-acting reversible contraceptives 

(LARC) were unlikely to experience a pregnancy, live birth or an abortion. In the 

absence of an effective, safe and user independent contraceptives, teenage pregnancy 

increases and with a higher teenage pregnancy rate (currently standing at 1 in every 4 

adolescents), unsafe abortions become the recourse. These contribute to about one 

third of maternal mortality in sub-Saharan region. Where these pregnancies have gone 

beyond the age of viability, the obstetric complications are well known. In places 

where the uptake of LARC among adolescents has improved, a significant reduction 

in teenage pregnancies has been noted and that, teenagers who delayed pregnancy 

where likely to achieve their life goals. Identifying the factors that affect the uptake of 
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LARC among adolescents will help increase its utilisation and a reduction in teenage 

pregnancy. 

1.3 Study Justification 

In Zambia, adolescents make up about a quarter of the country’s population (CSO, 

2010). Currently the country is struggling to control teenage pregnancies and their 

complications. These include school drop-outs, unsafe abortions and obstetric 

complications. For instance, between 2006 and 2013, the Ministry of Education, 

Science, Vocational Training and early Education (MOEVTEE) recorded a total of 

117,588 pregnancies in both basic and secondary school, (MOESVTEE 2013). 

Nonetheless, LARC remains underutilized with poor uptake among adolescents. In 

view of the foregoing, there is need to fully understand why uptake of LARC among 

adolescents remains low. Further, the current ZDHS data which is supposed to 

provide data on this issue does not disaggregate data into districts and it is difficult to 

use it if one is looking at a particular district like Lusaka. The information gained 

from this study will add to the body of knowledge. It will also help in influencing 

policy by Ministry of Health and its aligned ministries. 

1.4 Research Question 

What are the factors that influence the uptake of LARC among adolescents in Lusaka, 

Zambia? 

1.5 Main Objective 

This study endeavoured at exploring the factors that influence the utilisation of LARC 

among adolescents in Lusaka, Zambia. 

1.5.1 Specific Objectives 

1. To determine the magnitude of LARC uptake among adolescents in Lusaka, 

Zambia.  

2. To identify the factors associated with the uptake of LARC among adolescents in 

Lusaka, Zambia. 
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1.6 Organisation of the Dissertation 

        The dissertation is organised as follows:  

Chapter One is entitled Introduction provides the Background of the subject 

matter of: Factors associated with uptake of long acting reversible contraception 

among adolescents accessing family planning services. 

 

Chapter Two is the Literature Review which summarises the relevant global, 

regional and the local literature around the uptake of long acting contraception 

among adolescents. 

  

Chapter Three contains the Methodology. This describes the study design, the 

study site, the target and study population, the inclusion and exclusion criteria, 

sampling strategies and sample size, study procedures and data collection 

techniques, data analysis plan, ethical considerations and the study limitations. 

  

Chapter Four describes the results of the study presented in tables including 

limitation. 

 

Chapter Five is the Discussion that reviews the results and explains their 

significance in the local context and also with respect to previously published 

results from elsewhere.  

 

Chapter Six provides the Conclusions based on the findings and 

Recommendations. 
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CHAPTER TWO: LITERATURE REVIEW 

2.1 Introduction 

Many studies have been done on adolescents and LARC. Most of them have focused 

on the prevalence, knowledge levels, acceptance and factors affecting access.  These 

studies have been done in different settings, including hospitals, schools and 

communities. This literature review will focus on the public awareness of LARC, 

knowledge levels on its benefits and factors affecting its usage among adolescents. 

2.2 Usage of LARC among Adolescents 

Worldwide, the utilization of LARC has been low especially among adolescents who 

need it the most. According to the United Nations Department of Economic and 

Social Affairs, Population Division, Trends in Contraception Use report of 2015, only 

14% of women of the reproductive age were using IUDs and 14.4% were on other 

LARC. It also reported that there was a regional variation in the utilization of 

contraceptives. For instance, Implants and IUDs were more common in Asia and 

North America while the pill and condoms were more common in Asia and Africa. 

A study done in America, looking at the trends in contraceptive use showed that there 

was an increase in utilization of LARC; IUDs from 2.0% to 7.7% while that of 

Implants increased from 0.4% to 0.8% for the period 2007 to 2009 (Finer et al 2012). 

Despite this increase, the utilization still remained below desired levels. 

The picture was not different for African countries. A WHO report of 2016 showed 

that the uptake of IUDs among women aged between 15-19 years was 0.8%. This was 

too low a prevalence considering the important role LARC could play in reducing 

teenage pregnancies. 

Zambia also reflects the same statistics of low utilization of an effective and safe 

contraception method called LARC. According to the DHS report of 2013-14, the 

uptake of IUDs among adolescents was reported as 0.0% while among women aged 

between 20 and 49 years was 0.9%. For Implants the uptake was a bit higher at 1.0% 

for adolescents and 3.2% for women aged between 20 and 49 years. This is still 

considerably low when we look at the high unmet need for contraception. 

 



6 
 

2.3 Knowledge levels on LARC among adolescents 

Knowledge levels of LARC among adolescents remain low in many regions of the 

world. A study done in America in 2006 by Stanwood and Bradley (and quoted by 

Teal et al,2013), in 2006 among women attending prenatal and postnatal care aged 

between 14-24 years showed that only 50% had heard about IUDs while 25% knew 

someone who was using the method. In 2014, a study done in Scotland on knowledge 

of LARC found that women recognized LARC as a medical term and were more 

likely to describe it not collectively but as separate entities as “Implants, coils and 

Injectables”. However, they also associated the method with permanency and as the 

result associated with hysterectomy and sterilization (Okpo et al, 2014). 

In 2007, a study conducted in Kenya on adolescents showed that knowledge on 

Implants increased from 12.5% in 1993 to 63.7% in 2003. This however did not 

translate in increased utilization of the method (Hubacher et al 2007). In Uganda, a 

study done in 2014, showed that knowledge levels for specific LARC methods was 

more than 60%. This included knowledge levels on both preventions of pregnancy 

and site of administration. The knowledge levels however did not commensurate with 

the uptake of LARC (Anguzu et al, 2014). Eke et al in Nigeria conducted study in 

secondary schools on girls’ aged between10-19 years and found that only 17.9% had 

heard of LARC and only 10.6% reported using LARC. This is way too low looking at 

the burden of teenage pregnancies in Africa (Eke et al, 2011). 

According to the ZDHS of 2013-14, the knowledge level among women of 

reproductive age was 60.2% for IUDs and 87% for Implants. The data was however 

not segregated into age groups. Furthermore, the depth of knowledge was not 

assessed. These findings again did not translate into increased utilization of LARC, 

which remained low at 5.1%. Therefore, knowledge gaps exist regarding the depth of 

knowledge such as route of administration and efficacy in preventing pregnancy. 

2.4 Provider-Based Factors affecting LARC uptake 

These include health systems, supply chain management, human resource and health 

facility-based factors. ACOG in 2016 observed that adolescents face unique barriers 

in accessing contraceptive services including concerns about confidentiality and cost. 

The committee further observed that fear of pelvic examination may prevent 

adolescents from seeking contraceptive services. Sexual education also plays an 
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important role as far as seeking contraceptives by adolescents is concerned. Kirby et 

al in 2008 reported that adolescents who participated in comprehensive sexuality 

education were more likely to delay the initiation of sex and had increased demand for 

contraception. A review of literature by Buhling et al (2013) showed that the use of 

Intrauterine Contraception (IUC) which is a type of LARC is influenced by 

government policies on Family Planning, geographical locations, type of health care 

providers, Medico legal environment and cost of IUD in different countries. A study 

by Agha et al in Pakistan, (2011), showed that providers who had received clinical 

training in the last 3 years were more likely to consider women aged 25-29 years and 

women with one delivery as candidates for IUD but were less likely to consider 

women 19 years and younger appropriate IUD candidates. This demonstrates that 

training among providers played a lesser significant role in increasing the uptake of 

LARC among adolescents. However, study in America, showed that barriers to 

obtaining LARC among adolescents included physician knowledge, financial 

constraints and logistical barriers in receiving and effectively using a desired method 

(Secura et al 2010). Another study in rural Uganda had similar findings. It found that 

provider perspectives influencing contraceptive use, including LARC among 

adolescents were mainly competence and level of knowledge among providers. This 

limitation meant that adolescents could not be provided with LARC even when they 

were willing to choose the method (Nalwadda et al 2011). 

Another study in Tanzania, examining barriers to Family Planning at government 

service delivery sites, found that local providers often imposed non-evidence-based 

age restrictions on provisions of contraceptives to youth. The age limit was averaged 

at 14-15 years. (Speizer et al, 2000). 

In Zambia, the picture is not different; a survey by MCDMCH found that health 

Centre level, stock outs are more frequent than at higher levels due to inadequacy of 

supplies and delays in submitting requisition orders at facility and district levels. 

Additionally, though Family Planning (FP) services are free in public sector facilities, 

the limited method mix in the public sector constrains contraceptive use while cost 

remains a barrier in private sector. Scheduling of services could also serve as a barrier 

to FP services especially when hours are limited, and services are not coordinated 

with the provision of other related services that women attend. Inadequate 
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infrastructure might also limit women privacy and confidentiality and therefore act as 

a barrier to accessing FP services (MCDMCH, 2013). 

2.5 Myths and misconceptions surrounding LARC uptake 

These mainly depend on the user much more than the provider or the system. A study 

in America showed that myths were a major factor in utilization. Most adolescents 

believed that LARC caused menstrual abnormalities, ectopic pregnancies, Pelvic 

Inflammatory Disease (PID), infertility, hair loss, osteoporosis, weight gain and 

cancer (Russo et al 2013). Another study done in a rural district in South Africa, a 

community-based study, showed similar results, that LARC uptake is affected by 

myths. These myths were mostly as a result of side effects from the LARC. The study 

further showed that cultural beliefs, peer pressure and lack of education on LARC had 

an impact on LARC utilization (Lebese et al, 2013). 

In Lao, a study among unmarried youths found that factors characteristic to 

adolescents were the major hindrance to utilization LARC. These include poor 

listening skills, problem in understanding advice, unwillingness to engage in open 

discussion and failure to participate in follow ups (Sychareun, 2004). 

In Zambia, studies have also been done to look at the barriers to LARC utilization 

among adolescents. A report by MCDMCH in 2013 found that contraceptives 

methods, notably LARC, suffered from negative myths and false beliefs. For instance, 

some believed that IUDs and Implants travel around the body and become lodged in 

the brain, heart or growing fetus or that fertility will not return after the IUD or the 

Implant is removed. 

From the review of the above literature, it can be seen that some factors affecting 

LARC among adolescents have been identified. Nonetheless, most of the studies done 

in Africa, including Zambia were done in rural areas. It is common knowledge that 

conditions in rural and urban centers are different. It is therefore obvious that the 

factors affecting LARC utilization among adolescents in these two different set up 

could be different. Therefore, knowledge gaps could exist on the factors affecting the 

uptake of LARC among adolescents in urban areas like Lusaka.  
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CHAPTER THREE: METHODOLOGY 

3.1 Study design 

This was an unmatched case-control study with one case for one control (1:1). 

3.2 Setting 

The study was done at selected clinics and first level hospitals in Lusaka, Zambia. 

3.3 Study duration 

Data was collected over a period of 8 months, from March to November 2018. 

3.4 Target population 

All Adolescents accessing family planning services. 

3.5 Study population 

Adolescents accessing family planning services in Lusaka who met eligibility criteria. 

3.6 Eligibility Criteria:  

3.6.1 Inclusion criteria 

Cases: adolescents accessing family planning services at selected health facilities 

in Lusaka      who opted for LARC. 

Controls: adolescents accessing family planning services who opted for other 

methods of contraception. 

3.6.2 Exclusion criteria 

• Adolescents who did not give consent or assent. 

• Adolescents with medical conditions for which LARC is contraindicated 

were excluded. 

3.7 Data Collection Method and Tools 

The recruitment was voluntary and all participants who consented or assented were 

assured of confidentiality and anonymity (Appendix A, B, C). A pretested interviewer 

administered questionnaire was used (Appendix D). Exit interviews were conducted 
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on adolescents aged 15 to 19 years. Participants were recruited from Family Planning 

section of Urban Clinics in Lusaka District. A list of questions to be asked during the 

interview was formulated. Themes reflecting the variables outlined in the table of 

variables above were explored. These were derived from the general and specific 

objectives. The interviews were conducted in the language the participants were 

familiar with. The participants were through a questionnaire administered by a 

research assistant. The responses had predetermined codes. For instance, question 

requiring a response “Yes” or “No” was coded 1 or 2 respectively while the response 

“I do not know” was coded 00. 150 adolescents aged 15 to 19 years who were seeking 

Family Planning services at selected clinics in Lusaka during the study period and 

meeting the eligibility criteria were selected to participate in the study. The 

participants were led through a series of questions. To start with, the number of 

participants choosing LARC and those choosing other methods of contraception were 

documented. Knowledge levels on contraception and LARC in particular were 

determined on both sets of participants. Additionally, their preferred choice of 

contraception and the reason for the choice were explored. Further, barriers to 

accessing LARC were also explored. The data collection tools were first pilot tested 

and amended accordingly before final collection was done. This was to help validate 

the questionnaire and assess the reliability of the data to be collected. 

3.8 Sampling Method 

This was a facility-based study. Convenient sampling was used for both the cases and 

the controls. 

3.9 Sample Size Calculation 

Using the single proportion formula at 95 % confidence level the sample size was 

146. The total number of 150 women were recruited which was slightly above the 

calculated sample size. 

Formula 

N = Z2 x P(1-P) 

d2 

N = cases, N= controls 

Z = Statistic at 95% confidence interval = 1.96 
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P =Expected prevalence = 0.051(ZDHS, 2014) 

d = Acceptable accuracy range = 0.05 

 

The sample size from calculation was 73 cases and 73 controls. 

3.10 Strategy for Analysis 

The results were entered into a data collection sheet but excluded the names of the 

participants. To minimize errors double entry were done, range and consistent checks 

was also done. Statistical analysis was performed using statistical package for social 

sciences (SPSS) version 25 software. Descriptive statistics were presented as 

percentages and means. The chi square was used to study associations between 

categorical variables while student t- test was used for continuous variables. In all 

cases P value of 0.05 was taken to be significant.  

3.11 Ethical Consideration 

Considering that the study population included adolescents who would have not 

attained the age of consent to participate in the study (that is 18 years); assent for 

these participants were obtained in addition to parental or guardian consent (Appendix 

C).Permission to conduct the study was obtained from the District Medical Officer 

(DMO) for Lusaka (Appendix E). Ethical approval was obtained from the University 

of Zambia Biomedical Research Ethics Committee (UNZABREC), Ethical approval 

number- REF 0101-12-17.  

Each participant was informed about the study and invited to participate voluntarily.  

It was explained that the study would contribute to the body of knowledge on LARC 

utilization and also help resolve some problems facing young women and girls on 

accessing this useful contraception method. Further, participants were assured that 

any information shared would remain strictly confidential and that findings of the 

study would not possibly be linked to any individual participant as no names would be 

used. Participants were free to discontinue participation any time after enrolment and 

that such decision would not affect the care they will continue to receive at the 

facility. They were also informed that no financial incentives would be given for 

participation. Eligible and willing participants were requested to sign or fingerprint a 

written consent form prior to participation. Documents used in this study were 

secured and kept in the department under lock and key. 
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3.12 Study Limitations 

1. The study was health facility based and so the results cannot be generalised to 

the rest of the adolescents in the community. The respondents were those who 

were seeking family planning services. 

2. The study did not explore the continuation rates and use of dual methods. 

Concomitant use of LARC methods with barrier contraception provides an 

extra benefit of protection against sexually transmitted infections (STIs). 

3. The study did not segregate LARC methods into its entities of Implants and 

IUCDs. The factors affecting the two individual methods could be different 

since they differ by placement and mode of action. 
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CHAPTER FOUR: RESULTS 

4.1 Socio-demographic characteristics and sexual history of respondents 

A total number of 150 adolescents were recruited in the study. There were 75 in the 

LARC Group and 75 in the non-LARC Group.  The cases and controls were 

unmatched.  

There were more single status among the LARC group compared to the non-LARC 

Group (73.3% vs 64.0%) (Table 1). In terms of education level, 57.3% had attained 

secondary education among the non-LARC group while 62.7% among the LARC 

group had secondary education.  

 

Table 1: Socio-demographics 

  Non-LARC LARC 

 Total N % n % 

Marital Status      

Single 103 48 64.0 55 73.3  
Married 46 26 34.7 20 26.7  
Widowed 1 1 1.3 0 0.0  
      

Residence      

Low Density 25 9 12.0 16 21.3  
Medium Density 88 49 65.3 39 52.0  
High Density 37 17 22.7 20 26.7  
      

Education      

Primary 40 21 28.0 19 25.3  
Secondary 90 43 57.3 47 62.7  
Tertiary 14 5 6.7 9 12.0  
None 6 6 8.0 0 0.0  
      

Occupation      

Employed 6 2 2.7% 4 5.3 

Self employed 66 38 50.7% 28 37.3 

Not employed 78 35 46.7% 43 57.4 
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4.2 Age and sexual debut 

The mean age for the non-LARC group was 17.20 years while that for the LARC was 

17.73 years (Table 2). The mean age at sexual debut for both groups was 15.03 years.  

 

Table 2: Age and sexual debut from selected family planning clinics in Lusaka 

 

Age Parity 

Age First 

Sexual 

Encounter 

Years of 

Sexual 

Activity 

N 

 

150 147 149 149 

Mean 17.47 1.03 15.03 3.09 

Median 18.00 1.00 15.00 2.00 

Std. Deviation 1.989 0.585 1.712 2.508 

Minimum 11 0 10 1 

Maximum 19 3 19 4 

 

4.3 Previous contraceptive use and Level of knowledge among respondents 

In terms of previous contraceptive use (Table 3), 64% of the non-LARC group had 

used contraception before while 54.7% among the LARC group had previously used 

contraception. The commonest used contraception among the non-LARC group were 

condoms and hormonal pills (37.5%) while condoms were used mostly among the 

LARC group (51.2%). The level of knowledge was assessed by rating the responses 

basing on the safety, effectiveness and insertion procedure of LARC methods. Based 

on the scale, 69.3% of the non-LARC group were knowledgeable while 58.7% from 

the LARC group had knowledge on LARC. 
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Table 3: Contraceptive use and knowledge on LARC 

 
 Non LARC LARC 

Total N % n % 

Has used contraceptives before  
    

Yes 89 48 64.0 41 54.7 

No 61 27 36.0 34 45.3 

Has used Pills  
    

Yes 32 18 37.5 14 34.1 

No 57 30 62.5 27 65.9 

Has used Condoms  
    

Yes 39 18 37.5 21 51.2 

No 50 30 62.5 20 48.8 

Has used Implants  
    

Yes 8 4 8.3 4 9.8 

No 81 44 91.7 37 90.2 

Has used Loop  
    

Yes 4 3 6.3 1 2.4 

No 85 45 93.8 40 97.6 

Has used Injectables  
    

Yes 18 14 29.2 4 9.8 

No 71 34 70.8 37 90.2 

Had knowledge of LARC      

Yes 96 52 69.3 44 58.7 

No 54 23 30.7 31 41.3 

 

4.4 Provider-based factors associated with LARC uptake 

On provider-based factors affecting uptake of LARC, tabulated in Table 4, 88% from 

the non-LARC group were happy about the location of the family planning corner 

compared to 97.3% from the LARC group. More than 97% from both groups received 

counselling prior to choosing their preferred contraception. Further information was 

on LARC was given to more than 94% in both groups. Also, more than 96% of 

participants from both groups found the health providers to be friendly. 
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Table 4: Provider-based factors 

 
 Non LARC LARC 

Total N % n % 

Turned away for lack of FP methods  
    

Yes 28 14 20.3 14 25.0 

No 97 55 79.7 42 75.0 

Happy about location of FP Corner  
    

Yes 139 66 88.0 73 97.3 

No 11 9 12.0 2 2.7 

Counselled before choosing FP 

Method 

 
    

Yes 138 65 97.0 73 97.3 

No 4 2 3.0 2 2.7 

Given information on loop  
    

Yes 133 62 95.4 71 94.7 

No 7 3 4.6 4 5.3 

Given information on implants  
    

Yes 134 63 96.9 71 94.7 

No 6 2 3.1 4 5.3 

Health Provider was Friendly  
    

Yes 135 63 96.9 72 96.0 

No 5 2 3.1 3 4.0 

 

4.5 Myths associated with LARC utilisation 

In terms of myths surrounding use of LARC, 72.2% from the non-LARC felt that 

LARC methods dislodge in the body compared to 29.2% from the LARC group 

sharing the same belief (Table 5). About 60% from the non-LARC group believed 

that LARC methods were painful compared to 11.1% from the other group. In the 

non-LARC group, 88.7% felt that LARC was associated with promiscuity while in the 

LARC group 54.9% shared that belief. 
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Table 5: Myths surrounding LARC 

 
 Non LARC LARC 

Total n % N % 

Loops and Implants dislodge in the 

body  
    

Yes 73 52 72.2 21 29.2 

No 71 20 27.8 51 70.8 

Loops and Implants are painful  
    

Yes 51 43 59.7 8 11.1 

No 93 29 40.3 64 88.9 

Loops and Implants cause 

menstrual problems 

 
    

Yes 91 57 79.2 34 46.6 

No 54 15 20.8 39 53.4 

Loops and Implants cause infertility  
    

Yes 47 33 45.8 14 19.2 

No 98 39 54.2 59 80.8 

Loops and Implants lead to ectopic 

pregnancy 

 
    

Yes 44 40 58.8 4 6.0 

No 91 28 41.2 63 94.0 

Loops and Implants are associated 

with promiscuity 

 
    

Yes 102 63 88.7 39 54.9 

No 40 8 11.3 32 45.1 

Loops and Implants can cause 

infections 

 
    

Yes 80 54 75.0 26 36.6 

No 63 18 25.0 45 63.4 

Loops and Implants are only for 

marrieds 

 
    

Yes 20 15 20.5 5 6.7 

No 128 58 79.5 70 93.3 
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4.6 Bivariate analysis of socio-demographic factors and the uptake of LARC 

There was no significant association between socio-demographic factors and the 

uptake of LARC among participants (Table 6). 

Table 6: Socio-demographics and LARC 

 

Non LARC LARC  

N % n % P 

Marital status 

    

0.323 

Single 48 64.0 55 73.3 
 

Married 26 34.7 20 26.7 
 

Widowed 1 1.3 0 0.0 
 

      

Residence 
    

0.188 

Low Density 9 12.0 16 21.3 
 

Medium Density 49 65.3 39 52.0 
 

High Density 17 22.7 20 26.7 
 

      

Education 
    

0.060 

Primary 21 28.0 19 25.3 
 

Secondary 43 57.3 47 62.7 
 

Tertiary 5 6.7 9 12.0 
 

None 6 8.0 0 0.0 
 

      

Occupation 
    

0.223 

Employed 2 2.7 4 5.3 
 

Self employed 38 50.7 28 37.3 
 

Not employed 35 46.7 43 57.3 
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4.7 Bivariate analysis of age, parity and sexual history and uptake of LARC 

There was an association between duration of sexual activity and age of sexual debut 

and uptake of LARC (p<0.001) (Table 7). Participant age and parity had no 

significant association.  

Table 7: Age, parity and sexual history and LARC uptake 

 

 

4.8 Bivariate analysis for contraception use and LARC uptake 

There was a significant association between previous use of injectable contraception 

and uptake of LARC (Table 8). Previous use of other contraceptive methods was not 

associated with uptake of LARC. 

 

 

 

 

N Mean SD 

 
Group Group Group P 

Non 

LARC LARC 

Non 

LARC LARC 

Non 

LARC LARC 

 
Age 75 75 17.20 17.73 2.099 1.848 0.101 

How long has been 

sexually active 

75 74 3.81 2.36 2.953 1.685 <0.001 

Age had sex first 

time 

75 74 14.55 15.51 1.605 1.690 <0.001 

Parity 73 74 1.03 1.03 0.526 0.640 0.997 
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Table 8: Previous contraception use by LARC 

 

Non LARC LARC  

n % n % 

 
Used pill contraceptives before 

    
0.915 

Yes 18 37.5 14 34.1 
 

No 30 62.5 27 65.9 
 

Used condoms before 
    

0.277 

Yes 18 37.5 21 51.2 
 

No 30 62.5 20 48.8 
 

Used implants before 
    

1.000 

Yes 4 8.3 4 9.8 
 

No 44 91.7 37 90.2 
 

Used loop before 
     

Yes 3 6.3 1 2.4 0.725 

No 45 93.8 40 97.6 
 

Used injectable contraceptives 

before 

    
0.045 

Yes 14 29.2 4 9.8 
 

No 34 70.8 37 90.2 
 

 

4.9 Bivariate analysis for provider-based factors and uptake of LARC 

There was no association between service provision and the uptake of LARC (Table 

9). Regarding happiness with the location of the FP Corner, more LARC Group were 

happy compared to the non-LARC Group but did not reach statistical significance 

(97.3% vs. 88.0%, p=0.06). Otherwise the other factors were similar in the two 

groups.  
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Table 9: Provider based factors by LARC 

 
Non LARC LARC  

N % n %  

Was turned away due to 

lack of methods 
    0.680 

Yes 14 20.3 14 25.0  

No 55 79.7 42 75.0  

Happy with location of FP 

Corner 
    0.060 

Yes 66 88.0 73 97.3  

No 9 12.0 2 2.7  

Was counselled before 

choosing method 
    1.000 

Yes 65 97.0 73 97.3  

No 2 3.0 2 2.7  

Was given information on 

Loop 
    1.000 

Yes 62 95.4 71 94.7  

No 3 4.6 4 5.3  

Was given information on 

Implants 
    0.811 

Yes 63 96.9 71 94.7  

No 2 3.1 4 5.3  

Health Provider was 

friendly 
    1.000 

Yes 63 96.9 72 96.0  

No 2 3.1 3 4.0  
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4.10 Bivariate analysis for myths surrounding LARC by uptake of LARC 

Beliefs like loops and implants (LARC) dislodging in the body, causing pain, being 

associated with infertility and menstrual problems were significantly associated with 

LARC uptake (p<0.026) (Table 10). 

Table 10: Myths and misconceptions by LARC 

 Non-LARC LARC  

n % n %  
Dislodge in body 

    
<0.001 

Yes 52 72.2 21 29.2 
 

No 20 27.8 51 70.8 
 

      

Painful 
    

<0.001 

Yes 43 59.7 8 11.1 
 

No 29 40.3 64 88.9 
 

      

Cause menstrual 

problems 

    
<0.001 

Yes 57 79.2 34 46.6 
 

No 15 20.8 39 53.4 
 

      

Cause infertility 
    

0.001 

Yes 33 45.8 14 19.2 
 

No 39 54.2 59 80.8 
 

      

Lead to ectopic 

pregnancy 

    
<0.001 

Yes 40 58.8 4 6.0 
 

No 28 41.2 63 94.0 
 

      

Associated with 

promiscuity 

    
<0.001 

Yes 63 88.7 39 54.9 
 

No 8 11.3 32 45.1 
 

      

Cause infection 
    

0.026 

Yes 54 75.0 26 36.6 
 

No 18 25.0 45 63.4 
 

      

Only for married 

people 

    
0.002 

Yes 15 20.5 5 6.7 
 

No 58 79.5 70 93.3 
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4.11 Multivariate Analysis 

 

The initial multivariate model showed relevant factors associated with LARC use 

(Table 11). The p-value of the adjusted odds ratios (AOR) shows a number >0.05 and 

are subjected to a Backward Elimination Method as shown in the Table 12.   

 

Table 11: Logistic regression model of variables by LARC 

 Coef OR 

95% CI 

p Coef AOR 

95% CI 
P 

value Lower Upper Lower Upper 

Age 0.139 1.150 0.972 1.360 0.104 0.712 2.038 0.819 5.073 0.126 

Residence 
          

Low density 
 

1.511 0.533 4.282 0.437 
 

3.026 0.089 102.955 0.538 

Medium 

density 

 
0.677 0.313 1.463 0.321 

 
1.324 0.090 19.399 0.838 

High 

Density 

(Ref) 

          

Years of 

sexual 

activity 

-0.336 0.715 0.581 0.878 0.001 -0.373 0.688 0.389 1.219 0.200 

Age had sex 

first time 

0.358 1.430 1.159 1.764 0.001 -0.315 0.730 0.281 1.894 0.517 

Has used 

Injectables 

          

Yes 
 

0.263 0.079 0.876 0.030 
 

0.720 0.600 0.870 0.038 

No (Ref) 
          

Has 

knowledge 

          

Yes 
 

0.628 0.320 1.230 0.175 
 

0.077 0.008 0.697 0.023 

No (Ref) 
          

Happy 

about the 

location of 

FP Corner 

          

Yes 
 

4.977 1.038 23.874 0.045 
 

1.000 
   

No (Ref) 
          

LARC 

dislodge in 

body 

          

Yes  0.158 0.077 0.327 <0.001  0.169 0.025 1.129 0.067 

No (Ref)           

LARC are 

painful 

          

Yes  0.084 0.035 0.202 <0.001  0.021 0.001 0.479 0.015 

No (Ref)           
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Table 11: (Continued) Logistic regression model of variables by LARC 

 Coef OR 

95%CI 

p Coef AOR 

 
P 

value Lower Upper Lower Upper 

LARC 

cause 

menstrual 

problems 

          

Yes 
 

0.229 0.110 0.477 0.001 
 

0.284 0.022 3.685 0.336 

No (Ref) 
          

LARC 

cause 

infertility 

          

Yes 
 

0.280 0.133 0.590 <0.001 
 

2.952 0.174 50.227 0.454 

No (Ref) 
          

LARC lead 

to ectopic 

pregnancy 

          

Yes 
 

0.044 0.015 0.136 <0.001 
 

2.053 0.104 40.467 0.636 

No (Ref) 
          

LARC are 

associated 

with 

promiscuity 

          

Yes 
 

0.155 0.065 0.370 <0.001 
 

0.685 0.038 12.329 0.798 

No (Ref) 
          

LARC 

cause 

infection 

          

Yes 
 

0.193 0.094 0.395 <0.001 
 

1.671 0.143 19.579 0.683 

No (Ref) 
          

LARC are 

only for 

married 

          

Yes 
 

0.276 0.095 0.805 0.018 
 

0.689 0.045 10.566 0.789 

No (Ref)           
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Final multivariate analysis model 

A backward elimination method, to remove factors not contributing to the model (e.g. 

age, contraceptive use, knowledge levels and Myth) is presented in Table 12 to show 

which factors contributed to the final model.  

 

From Table 12, it is noted that factors associated with use of LARC were: whether the 

women had used injectables before, had knowledge of the method, did not believe 

LARC dislodged in the body and that LARC were not painful. The converse held for 

the non-LARC users.  

Table 12: Backward logistic regression model of variables by LARC 

 
Coef AOR 

95% CI P-

value Lower Upper 

Age 0.559 1.749 1.024 2.986 0.041 

Has used Injectables 
     

Yes 
 

0.101 0.015 0.668 0.017 

No (Ref) 
     

Has knowledge 
     

Yes 
 

0.135 0.027 0.684 0.016 

No (Ref) 
     

Happy about the 

location of FP 

Corner 

     

Yes 
 

1.000 
   

No (Ref) 
     

LARC dislodge in 

body 

     

Yes 
 

0.183 0.040 0.839 0.029 

No (Ref) 
     

LARC are painful 
     

Yes 
 

0.057 0.011 0.294 0.001 

No (Ref) 
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CHAPTER FIVE: DISCUSSION 

In this study, it was found that the mean age of the participants was 17.47 years. The 

mean age at first sexual encounter was found to be 15.03 (SD ± 1.712) while the mean 

for the years of sexual activity was 3.09 (SD ± 2.508). It was also found that only 12 

out of 89 (who had previously used any form of modern contraceptives) had either 

used IUCDs or Implants before.  Another important finding from the study was that 

knowledge on LARC (p=0.023) and younger age at sexual debut (p<0.001) were the 

positive predictors of LARC uptake among participants. Previous use of injectable 

contraceptives (p=0.041) and misconception like LARC methods being painful 

(p=0.01) had negative influence on the uptake of LARC. The rest of the findings are 

discussed below. 

A total number of 150 participants were recruited in the study. The mean age of 

participants was 17.47 years while the mean number of previous pregnancies reaching 

viability was 1.03 (SD ± 0.588). Among the participants, the youngest age of sexual 

debut was 10 years with the mean sexual debut being 15.03 (SD± 1.712). The 

majority of the participants were from the medium cost residential area (88 out of 

150) with the least number of participants coming from low density residential areas 

(25 out of 150). Only 6 out of 150 participants had not attended any form of education 

while 90 had attended secondary school education. This is different from the 16.20 

years reported by ZDHS report of 2014. The difference could be due to the fact that 

the survey looked at the ages between 25 and 49 years who could not remember 

exactly their age at their first intercourse. The average period in terms of sexual 

activity was more than two years. More than half of the participants had attended 

secondary education and thee majority came from medium density area. However, 

socio-demographic factors were not significantly associated with uptake of LARC. It 

was also found that adolescents who had started sex earlier and had stayed sexually 

active were more likely to choose LARC (p<0.001) when compared to those who had 

delayed sex. When logistic regression was performed, it was found that those who had 

stayed sexually longer were about 30% less likely to choose LARC methods 

(p=0.001; OR 0.715 95%CI 0.58-0.88). However, it was found that those adolescents 

who had earlier sexual debut were about 1.4 times likely to choose LARC methods 

(p=0.001; OR 1.43; 95% CI 1.16-1.76). This could be explained by the fact that these 
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would have tried other methods and were not satisfied. The other explanation could be 

the fact that they had been exposed to LARC methods as they sought contraception 

methods. 

This is consistent with what Dempsey et al found in 2012 when looking at the 

predictors of Long acting reversible contraceptive use among unmarried young adults 

in America. She found that for each year older, a respondent was at the time of sexual 

debut they were 10 percent less likely to be a current user (OR 0.90; 95%CI 0.80-

0.98). In other words, adolescents were more likely to use LARC the earlier their 

sexual debut was. This could be explained by the provider bias in that they are more 

likely to offer LARC methods to those who were more sexually exposed and 

experienced. 

More than half (89 out of 150) of the participants had used at least one contraceptive 

before. It was found that 39 out of 89 (44%) had used male condoms before while 32 

(36%) had used oral contraceptive pills previously. Intrauterine contraceptive device 

utilization (IUCD) remained relatively low at 4 out of 89(4.5%). This was also the 

case for implants with their use being found to be 9 % (8 out of 89). The utilization of 

injectable contraceptives like Depo Provera was relatively higher with 18 out of 89 

reporting previous use of the former. In bivariate analysis, previous use of injectable 

contraceptives was found to be significantly associated with the utilization of LARC 

among participants (p=0.045). However, prior use of loops, implants and male 

condoms was not significantly associated with LARC utilization. In multivariate 

regression model, and when adjusted for age, those adolescents who had used 

injectable contraceptives previously were 28% less likely to choose LARC methods 

(p=0.038 ;AOR 0.72; 95% CI 0.60-0.87). 

This is not in line with what Austad et al (2018) found in a study looking at the 

correlates of Long-acting reversible contraception uptake among rural women in 

Guatemala. He found that prior use of short acting contraceptive methods (p=0.014) 

was significantly associated with the uptake of LARC. In logistic regression model, 

he further found that prior use of any contraceptive method did predict the uptake of 

LARC (OR 3.29; 95% CI 1.67-8.04). The difference could be due to the fact that in 

his study, injectable contraceptives were considered to be part of LARC. The other 

explanation could be that his study was done in a rural set up were LARC methods 
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were not common. A study done in Kenya (Hubacher et al, 2011) looking at the 

factors associated with uptake of subdermal contraception implants in young 

population, found that previous use of any contraceptive method was not associated 

with choice of implants. The difference could be explained by the fact that only 

previous use of two contraceptives (combined oral contraceptives-COCs and Depo 

medroxyprogesterone acetate-DMPA) were considered. Further, this study only 

looked at implants as opposed to both implants and IUCDs (LARC). 

In terms of level of knowledge on LARC methods and based on the scoring system 

used, it was found that 96 out of 150 (64%) participants had satisfactory knowledge 

on LARC. Out of the 96, 44 were from those who had chosen LARC while 52 were 

from the control group. After univariate analysis, it was found that knowledge was not 

significantly associated with LARC uptake (p=0.234). 

This is not consistent with what Anguzu found (Anguzu et al, 2014) when looking at 

the knowledge and attitudes towards LARC among reproductive women in Uganda. 

In his bivariate analysis, it was found that knowledge on LARC was significantly 

associated with current LARC usage. For instance, when knowledge levels were 

assessed in terms of site of administration for IUCDs, it was found that those who 

knew the correct site were 1.5 times more likely to be current LARC users (AOR 

1.52; 95% CI 1.08-2.12). The difference could be explained by the fact that in his 

methodology on assessing the knowledge, a scoring system was not used. The other 

reason could be that knowledge was assessed on both benefits and procedure. This is 

so because if someone knows both the procedure and the its benefits, they are likely to 

choose the method as opposed to that one who merely knows the procedure. In 2016, 

Biani et al in Mexico, in a study examining Adolescents and LARC uptake, also 

found that knowledge on LARC had a positive significant association with its uptake 

among adolescents. This is also consistent with what Dempsey et al found when 

looking at the predictors of LARC use among unmarried young women in 2012. They 

found that respondents with knowledge on LARC methods like IUCDs were six (6) 

times more likely to be current LARC users (OR=6.3, 95% CI 1.4-28.8) even though 

the association was weak basing on the wide confidence interval. 

The provider-based factor explored includes availability of LARC methods, location 

of family planning clinic, counseling services and availability of youth friendly 
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services. The majority of participants had no problem with service provision and more 

than 90% were counseled and provided with information on LARC. About 28 

participants out of 150 (22%) reported having been turned away due to lack of 

contraception methods. Most of the participants (139 out of 150; 93%) were happy 

with the location of the family planning clinic. This can be explained by the 

introduction and availability of youth friendly corners in these facilities. These 

provide the needed privacy and assured confidentiality among this sensitive and 

critical population. It was also found that 134 out of 140 (96%) were given 

information on implants with a similar proportion receiving information on IUCDs 

(133 out of 140; 95%). In both the bivariate analysis and the multivariate regression 

model, provider-based factors like location of family planning clinic (p=0.060) and 

availability of method (p=0.680) were not significantly associated with the uptake of 

LARC among adolescents. 

This was different from the study done by MCDMCH, in 2013 in Zambia looking at 

the barriers to access to contraception among adolescents. In that study, it was shown 

that inadequate infrastructure limited adolescent privacy and confidentiality was a 

provider-based barrier to accessing family planning services including LARC 

methods. Similar findings were reported by Speizer et al (2000) in Tanzania, 

examining barriers to family planning services in government health facilities. He 

found that provider-based factors such as imposing age restrictions on provision of 

contraception, especially LARC methods, largely influenced the uptake of LARC. 

The difference between this study and the other two mentioned above could be due to 

improved infrastructure (by establishing youth friendly corners) and a difference in 

government policies in different countries. 

The common myths and misconceptions surrounding LARC found among 

participants included pain, increased risk of infertility and ectopic pregnancy, 

experience of menstrual abnormalities and LARC being associated with promiscuity. 

Others were implants and devices dislodging in the body and that these methods were 

reserved for married women. About half of participants (73 out 144) felt that loops 

and implants dislodged in the body. Out of the 73, 21 were from the LARC group. 

Fifty-one out of the 144 felt that LARC methods were painful; of these only 8 were 

from the LARC group. Out of the 144 participants, 91(63%) believed that LARC 

methods were associated with menstrual problems. Ninety-one out of 135 believed 
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that loops were associated with increased risk of ectopic pregnancy. More than two-

thirds (102 out of142) felt that LARC methods were for those who were promiscuous. 

Among the LARC group, those who believed in this misconception were more than 

those who did not (39 against 32). This was the only belief that was shared mostly 

among the LARC group compared to other groups. Out of the 143 participants, 80 

believed that loops were linked to infections with 26 coming from the LARC group. 

When asked whether LARC methods were only for the married women, an 

overwhelming response came out in that 128 out of 148(86%) disagreed with the 

assertion. This was the least common belief held among all the participants. From the 

results, it was observed that myths and misconceptions were less common among the 

LARC group compared with the control group. This is consistent with what has been 

observed from most studies. When logistic regression analysis was done, it was found 

that those adolescents who felt that LARC methods caused menstrual problems were 

more than 70% less likely to choose LARC methods(p=0.001 ; OR  0.229 ; 0.11-

0.48). A similar finding was seen for the myth that LARC methods caused 

infertility(p<0.001 ; OR 0.28 ;95%CI 0.13-0.59). 

This is similar to what Russo (2013) found in America. This study examined the 

myths and misconceptions influencing the uptake of LARC among adolescents and 

found that beliefs like LARC causing pain, infections and dislodging in the body were 

important factors as far as LARC uptake was concerned. Lebese, (2013) in a study 

done in South Africa on factors influencing Uptake of LARC among adolescents, also 

reported similar findings.  It is therefore imperative that these myths and 

misconceptions are addressed if the utilization of these safe and effective 

contraception methods is to be increased. 
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CHAPTER SIX: CONCLUSION AND RECOMMENDATIONS 

6.1 Conclusions 

Only 10 per cent of the participants had used implants before while 5 percent had 

used IUCDs. Previous us of injectable contraceptives and years of sexual activity 

negatively affected the uptake of LARC while earlier sexual debut was a predictor for 

LARC uptake. Myths and misconceptions like LARC causing menstrual problems 

and infertility negatively affected the uptake of LARC among adolescents.  

  

6.2 Recommendations 

 

1. There is need for continued sensitisation of adolescents on LARC methods in 

order to dispel the myths and misconceptions. 

2. Improving knowledge levels on LARC methods as well as sharing its benefits 

among adolescents will increase the utilisation of this safe and effective 

contraception. 
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APPENDICES 

Appendix A: Information Sheet 

 

A Research Project Investigating the Uptake of LARC among adolescents 

 

Introduction 

This research on Utilization of Long-Acting Reversible contraceptives (LARC) 

among adolescents is being conducted by Stephen Chibosha, a Master’s Degree 

student in the Department of Obstetrics and Gynaecology as part of the requirements 

for the completion of his studies. LARC is a very important method of contraception 

among adolescents in as much as combating the problem of teenage pregnancy is 

concerned. The research will be of help to the student and also help in removing 

barriers to accessing LARC among adolescents. 

You will be given information and be invited to be part of this research. You do not 

have to decide today whether or not to participate. Prior to deciding, you are free to 

talk to anyone you feel comfortable with about the research. 

 

How much of your time will participation involve? 

One interview lasting no more than half an hour. 

 

Will your participation in the project remain confidential? 

If you agree to take part, your name will not be recorded on the questionnaires and the 

information will not be disclosed to other parties. Your responses to the questions will 

be used for the purpose of this research only and I will not have access to your 

medical records. You can be assured that if you participate in this research, you will 

remain anonymous. 

 

What are the advantages of taking part? 

The results of research will help many adolescents through influencing policy by 

government and other stakeholders. The research will also help you individually as 

some questions you may have on contraception will be answered. 

 

 



37 
 

Are there any consequences of not taking part? 

If you decline not to take part in this research, you will not suffer any consequences 

and will not be treated differently from those who accept afterwards. 

 

Do you have to take part in the study? 

Do not be surprised that you were chosen. We are asking this kind of help from all 

teenagers who are coming for family planning services. Your participation in this 

research is entirely voluntary. You are not obliged to take part. You have been 

approached with a view that you might be interested in taking part and this does not 

mean you have to. If you do not wish to take part, you do not have to give a reason 

and you will not be contacted again. 

Similarly, if you do agree to participate you are free to withdraw at any time during 

the research if you change your mind. 

 

If you are agreeable to taking part in this study, you can sign the consent. 

1.Principal Investigator:  

Dr Stephen Chibosha, 

Department of Obstetrics and Gynaecology, 

University Teaching Hospitals, 

Private Bag RW 1X, 

Lusaka. 

 

Mobile Line: 0977 378866 

 

2.The Chairperson,  

UNZABREC 

Ridgeway campus 

P.O. Box 50110, 

Lusaka. 

Phone: 0211-256067 
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Appendix B: Consent Form Part 2 (Certificate of Consent) 

 I have been requested to participate in a study about the Factors that influence the 

utilization of Long-term Reversible Contraception(LARC) among adolescents in 

Lusaka Zambia. 

I have read the information provided or has been read to me. I had the opportunity to 

ask questions and when I did, they were answered to my satisfactions. I consent 

voluntarily to participate in this research. 

 

Name of Participant: ………………………………………. 

Signature of Participant: ………………………………………. 

(or Thumbprint)   

 

 

 

 

Date: ………………………………………. 

 

I have witnessed the accurate reading of the consent form to the would-be participant 

and the client was given chance to ask questions. I confirm that the Individual has 

consented voluntarily. 

 

 

Name of Witness…………………………………                                                

Signature of Witness………………………………… 

Date………………………………… 
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Appendix C: Consent Form Part 3 (Parental/Guardian Consent) 

To whom it may concern 

I…………………………………………..of……………………………….. 

Do hereby consent to allow my…………………to participate in a study looking at 

the factors that influence the uptake of Long-acting reversible contraceptives among 

adolescents in Lusaka, Zambia. This will take place at selected clinics in Lusaka. 

Should you have any questions or clarifications, please contact me. 

 

Name: ……………………………. 

Signature…………………………. 

Date………………………………. 

Address…………………………… 

Cell……………………………….. 
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Appendix D: Questionnaire 

      Participant ID……………........ 

      Site…………………………… 

      Tick the appropriate options/give a summarized short answer  

 

A. DEMOGRAPHICS 

 

1. Age in years       [       ] 

    

2. Marital status 

a. Single                                                                              [       ] 

b. Married                                                                           [       ] 

c. Widowed                                                                         [       ] 

d. Divorced                                                                [       ] 

 

3. Residential address  

a. Low Density                                                                 [      ]     

b. Medium Density                                                           [      ] 

c. High Density                                                                 [      ] 

 

4. Education level 

a. Primary                                                                         [      ]   

b. Secondary                                                                     [      ] 

c. Tertiary                                                                         [      ] 

d. None                                                                             [      ] 

 

5. Occupation 

a. Employed                                                                      [     ] 

b. Unemployed                                                                 [     ] 

 

6. Religion 

a. Christian (Catholic)                                                        [     ] 

b. Christian ( Others)                                                           [     ] 

c. Hindu                                                                               [     ] 

d. Muslim                                                                             [     ] 

e. Other                                                                                [     ] 

 

7. Do you take alcohol? 

a. Yes                                                                                 [     ] 

b. No                                                                                   [     ] 

 

 

 

 



41 
 

B. REPRODUCTIVE HEALTH INFORMATION 

 

1. How long have you been sexually active                        [         ] years 

 

2. Age at first sexual encounter                                           [         ] 

 

3. Parity                                                                                [         ]  

 

4. If parous, mode of delivery 

 

a. Caesarian section                                                      [          ] 

b. Spontaneous vaginal delivery                                   [          ] 

 

5. HIV status 

a. Negative                                                                    [         ] 

b. Positive                                                                      [         ] 

c. Unknown                [         ] 

6. If positive, are you on treatment? 

a. Yes                                                                            [        ] 

b. No                                                                              [        ] 

 

7. Do you have any of these medical condition? 

a. Diabetes mellitus                                                        [         ] 

b. Cardiac disease                                                           [         ] 

c. Sickle Cell disease                                                     [         ] 

d. Pelvic Inflammatory disease                                      [         ] 

e. Liver disease                                                              [         ] 

 

8.  Are you willing to delay pregnancy? 

a. Yes                                                                            [         ] 

b. No                                                                           [         ] 

                                                                                          

9. Have you ever used any contraceptives? 

a. Yes                                                                   [         ] 

b. No                                                                      [         ]  

                                                                                       

10. If Yes, which one(s)? 

a. Pills                                                                  [         ] 

b. Condoms                                                              [         ] 

c. Implants                                                          [         ]      

d. Loop                                                                         [         ] 

e. Injectable                                                                [         ] 

f. Others                                                                     [         ] 
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C. PREVALENCE OF LARC 

 

1. Which contraceptive methods were available at the clinic? 

a. Implants                                                                    [           ]  

b. Loops                                                                       [           ] 

c. Injectable                                                             [           ] 

d. Condoms                                                               [           ] 

e. Pills                                                                      [           ] 

f. Others                                                                   [           ] 

 

2. Which contraceptive method did you choose? 

a. Implants                                                            [          ] 

b. Loop                                                                 [          ] 

c. Injectable                                                              [          ] 

d. Condoms                                                            [          ] 

e. Pills                                                                      [          ] 

f. Others                                                                       [          ] 

 

D. KNOWLEDGE ON LARC 

 

1. Have you heard about Implants and Loops? 

a. Yes                                                                          [           ] 

b. No                                                                          [           ]  

                                                                                             

2. If yes, from where? 

a. Peer                                                                         [           ] 

b. School                                                                   [           ] 

c. Radio                                                                        [           ] 

d. Television                                                                 [           ] 

e. Internet                                                               [           ] 

f. Health provider                                                  [           ] 

g. Social media                                                          [           ] 

h. Others………………………….. 

                                                                                          

3. Can Loops and Implants effectively prevent pregnancy 

a. Yes                                                                        [           ] 

b. No                                                                           [           ] 

 

4. If yes, for how long? 

a. Loops                                                               [           ] 

b. Implants                                                                [           ] 

c. I do not know                                                        [           ] 

  

5. Are loops safe for adolescents? 

a. Yes                                                                   [           ] 

b. No                                                                      [           ]  
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6. Are implants safe for adolescents? 

a. Yes                                                                 [           ] 

b. No                                                                            [           ] 

 

7. Where is an implant inserted? 

a. Arm                                                                [           ] 

b. Thigh                                                                    [           ] 

c. Other…………………….. 

 

8. Where is a Loop inserted? 

a. Arm                                                                        [          ]  

b. Thigh                                                                       [          ] 

c. Uterus                                                                     [          ] 

d. Others…………………… 

 

9. Can one still get pregnant after an Implant or a loop is removed? 

a. Yes                                                                        [          ] 

b. No                                                              [          ] 

c. I do not know                                               [          ] 

 

10. Where can one access Implants and Loops from? 

a. Health Centre                                                     [          ] 

b. Hospital only                                                      [          ] 

c. Others……………………………… 

 

 

E. PROVIDER BASED FACTORS ASSOCIATED WITH LARC UPTAKE 

 

1. Was privacy provided in the family planning clinic? 

a. Yes                                                                     [          ] 

b. No                                                                    [          ] 

 

2. Did you pay for the service? 

a. Yes                                                                   [          ]  

b. No                                                                            [          ] 

 

3. If so was the cost affordable? 

a. Yes                                                                  [          ] 

b. No                                                                     [      ] 

 

4. Have you ever been turned away because of lack of commodities? 

a. Yes                                                                        [       ] 

b. No                                                                   [         ] 
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5. Are you happy with the location of the family planning corner? 

a. Yes                                                                           [             ] 

b. No                                                                          [             ] 

 

 

6. If no give 

reasons……………………………………………………………. 

……………………………………………………………………………… 

……………………………………………………………………………… 

……………………………………………………………………………… 

……………………………………………………………………………… 

 

7. Did the health provider suggest a contraceptive method to you? 

a. Yes                                                                       [            ] 

b. No                                                                    [            ] 

 

8. If yes, which one? 

……………………………………………………………………………… 

Reason……………………………………………………………………… 

 

9. Where you counselled before choosing a method? 

a. Yes                                                                          [            ] 

b. No                                                                           [            ] 

 

10. If yes, were you given information on  

a. Loop                                                  Yes [         ]        No [         ] 

b. Implants                                            Yes [         ]        No [         ] 

 

11. Did you find the health provider friendly? 

a. Yes                                                                       [           ] 

b. No                                                                      [           ] 

 

F. USER BASED FACTORS 

 

Concerning Loops and Implants 

1.  Dislodge in the body  

a. Yes                                                               [            ] 

b. No                                                                     [            ] 

 

2. Are painful 

a. Yes                                                                  [              ] 

b. No                                                                         [              ] 
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3. Cause menstrual problems 

a. Yes                                                                 [              ] 

b. No                                                           [              ]  

 

4. Cause infertility 

a. Yes                                                                       [            ] 

b. No                                                                        [            ] 

5. Can lead to ectopic pregnancy 

a. Yes                                                                         [            ] 

b. No                                                                         [            ] 

 

6. Associated with promiscuity 

a. Yes                                                                        [            ] 

b. No                                                                             [            ] 

 

7. Can cause infection 

a. Yes                                                                    [            ]  

b. No                                                                        [            ] 

 

8. Are only for married people 

a. Yes                                                                             [             ] 

b. No                                                                            [             ] 

 

9. Would recommend them to your friend? 

a. Yes                                                                          [            ] 

b. No                                                                     [            ] 

  

10. If no, give reasons 

……………………………………………….……………………. 

……………………………………………….……………………. 

……………………………………………….……………………. 

……………………………………………….……………………. 

 

                                                       END 

                                               THANKYOU 
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Appendix E: Approvals 
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