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Definition of Concepts 

• Maternal mortality rate (MMR): refers to the annual number of female deaths per 

100,000 live births, from any cause related to or aggravated by pregnancy or its 

management (excluding accidental or incidental causes). 

• Contraceptive prevalence rate (CPR): refers to the percentage of women of 

reproductive age who are currently using, or whose sexual partner is currently using, at 

least one contraceptive method, regardless of the method used. It is reported for women 

aged 15 to 49 who are married or in a union. 

• Family planning: refers to the practice of controlling the number of children one has 

and the intervals between their births, particularly by means of contraception or 

voluntary sterilization. 

• Termination of pregnancy/abortion: refers to the deliberate termination of a human 

pregnancy. 

• HIV and AIDS: Acquired immunodeficiency syndrome (AIDS) is a chronic, 

potentially life-threatening condition caused by the human immunodeficiency virus 

(HIV). By damaging your immune system, HIV interferes with the body's ability to 

fight the organisms that cause disease, and it is a sexually transmitted infection (STI). 
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Abstract 

Background 

Access to safe and effective contraceptive methods is one of the cornerstones of reproductive 

health, worldwide. However, the degree to which women manage various aspects of their 

sexual lives, including the prevention of unplanned or unwanted pregnancies, infant and 

maternal mortality, and exposure to HIV and AIDS, continues to raise questions relating to 

health promotion concerns. Despite the implementation of various government interventions, 

unplanned pregnancies, termination of pregnancies, and maternal mortality remain relatively 

high in South Africa. While HIV infection has been well documented in South Africa, the risky 

sexual behaviour of South Africans remains a concern. The aim of this study was to examine 

the factors that influence contraceptive use and sexual behaviour among women of 

reproductive age in Umlazi Township, KwaZulu-Natal Province, South Africa. The specific 

research objectives were as follows: 

1. To map evidence on factors influencing contraceptive use and sexual behaviour in 

South Africa through a systematic scoping review. 

2. To determine the proportion of women of reproductive age using contraceptives in 

Umlazi Township, KwaZulu-Natal, South Africa.  

3. To examine women’s knowledge of different contraceptive methods in Umlazi 

Township, KwaZulu-Natal province, South Africa.  

4. To determine contraceptive methods used by women in Umlazi Township, KwaZulu-

Natal province, South Africa. 

5. To identify factors influencing contraceptive use and sexual behaviour among women 

of reproductive age in Umlazi Township, both from a user and provider perspective. 

6.  To explore the experiences of women of reproductive age regarding contraceptive use 

and risky sexual behaviours in Umlazi Township, South Africa. 

Methods 

The was a mixed-methods study, which utilised primary level data to answer objectives two to 

six. A systematic scoping review was conducted to address the first study objective. The study 

was conducted in a clinic-based setting among women of reproductive age in Umlazi Township 

under eThekwini Municipality in KwaZulu-Natal. The healthcare providers from the selected 

clinics and women of reproductive age attending the selected facilities, participated in the 

study. For quantitative study, data were collected through a structured questionnaire, coded and 



xiii | P a g e  
 

entered into Epi data manager (version 4.6). Stata version 15 was used to conduct quantitative 

data analysis. Multivariable logistic regression model was used to assess the level of the 

association between the predictor and outcome variables and the p-value < 0.05 was considered 

statistically significant. For qualitative study, women from four primary health care facilities 

were recruited through a combination of convenience and criterion-based sampling techniques. 

Using NVivo version 11, two skilled researchers independently conducted thematic data 

analysis, as a mechanism for quality assurance, before the results were collated and reconciled. 

Results 

Overall, 471 eligible women and 35 healthcare workers participated in the quantitative study. 

Fifteen women participated in the qualitative study. The quantitative study found that more 

than half (51.8%) of the women were aged 18–24 years, and only a handful (18.3%) had a 

tertiary qualification. The majority were single (89.0%) and unemployed participants 

accounted for 54.0% of the total sample. This study found that women who had talked about 

condoms with their partner/s in the past 12 months were more likely (p=< 0.0001) to have used 

condoms during their last sexual intercourse. Older women (aged 35-49 years) were more 

likely (p=0.035) to have used a condom during their last sexual encounter, compared to their 

younger counterparts. However, women who were exposed to physical partner violence (hitting 

and/or slapping), those who had been diagnosed with HIV and those whose sexual partners 

were diagnosed with HIV, did not show a significant association with condom use at last sex. 

This study showed a high proportion (84.1%) of women using contraception in the sample. 

This study further indicated that women with a secondary level of education (p=0.053) or a 

tertiary level of education (p=0.040), were more likely to use contraceptive methods compared 

to women with a lower education status. Older women aged 25-49 years who experienced 

pregnancy, whether planned (p=0.038) or unplanned (p=0.001), were more likely to use a 

contraceptive method. Furthermore, more than a third of healthcare providers (37.1%) were 

unsure whether modern contraceptives cause users to become promiscuous, and more than half 

(57%) had negative attitudes toward adolescent girls exploring contraceptive methods. Poor 

working conditions, long queues, and contraceptive stock-outs were cited by health care 

providers as deterrents to providing quality sexual behaviour counselling and modern 

contraceptive education to users. The qualitative study found that women were concerned about 

unpleasant contraceptive side effects such as prolonged or irregular menstrual periods, 

bleeding, weight gain, and/or severe pains. Some women stopped using their preferred 

contraceptive method or opted for a different contraceptive method due to undesirable side 
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effects and/or contraceptive stock outs. Women also raised concerns that they were not 

adequately counselled or informed on the use or potential negative effects of various 

contraceptive methods available at health care facilities. Furthermore, perceived negative 

attitudes towards young women by health care providers, long waiting times and concerns over 

contraceptive efficacy, contributed to reduced contraceptive uptake. 

Conclusion 

This study adds to our knowledge of women's concerns and issues related to contraception 

access and use in Umlazi Township, KwaZulu-Natal. This study found that numerous factors 

influence contraceptive use and sexual behaviour. The amount to which women engage in 

unprotected sexual activities highlights the urgent need for a comprehensive, integrative, and 

adaptive educational approach to altering women's sexual behaviours. It is vital to make 

concerted educational efforts to eliminate existing hurdles that prevent young women from 

using contraception. Family planning strategies tailored to the needs of different groups of 

women should be targeted, including prioritising education opportunities, given the many 

benefits associated with these. The availability of comprehensive counselling services to 

support women who are experiencing short-term side effects is critical in order to ensure that 

they are able to cope with side effects or switch to a different method rather than completely 

discontinuing contraceptive use in order to avoid unintended pregnancy. 

Keywords 

Contraceptive use, family planning, sexual behaviour, pregnancy, termination of pregnancy, 

STD/STI, HIV and AIDS, maternal mortality. 



Chapter One: Introduction 

Background 

Preventing unplanned pregnancy remains an important part of the agenda towards improving 

reproductive health outcomes among women, globally. There is an increasing number of 

sexually active women who desire to regulate or limit their number of births, with the use of 

contraception being one the important tools at their disposal (1, 2). Sexually active women can 

achieve their childbearing preferences by limiting or spacing the number of children, through 

using effective contraceptive methods to prevent unplanned pregnancies (1). In recent years, 

the international community has doubled its efforts to provide contraception information and 

services to millions of women and adolescent girls who require them (3, 4). Furthermore, global 

policymakers and activists have placed a particular emphasis on increasing universal access to 

contraceptive use among sexually active women, including adolescent girls and young women. 

Empirical data suggests that a large proportion of sexually active women are at risk of 

experiencing unplanned pregnancy, due to a lack or inconsistent contraceptive use (5, 6).  

 

Notably, there are marked differences between an unplanned and an unwanted pregnancy, with 

these two types of pregnancies likely to have different outcomes. An unplanned pregnancy is 

one that is not desired at that specific time (it may have occurred earlier than desired), and it is 

usually referred to as a mistimed pregnancy, whereas unwanted pregnancy can be defined as 

one which is not desired at all (7). In South Africa, only 46% of births occurring within a five-

year period preceding the SADHS 2016, were wanted at the conception time, while 34% and 

20%, respectively, were mistimed and unwanted (8). Domestic and sexual violence have been 

reported as amongst the key risk factors for unwanted pregnancy (9-11), whereas both 

mistimed and unwanted pregnancies have reportedly been associated with being young (under 

the age of 20 years) and being single (12). Ordinarily, unwanted pregnancies are more likely 

to have negative repercussions, given their high likelihood of ending in termination of 

pregnancy (ToP) (13). Nevertheless, unplanned pregnancy, whether mistimed or unwanted, has 

been linked to negative consequences, especially among young women, including school 

dropouts and economic difficulties (14-16).  
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The consistent and correct use of contraceptives is pivotal, and provides numerous advantages 

for women of reproductive age and for society, including: preventing unplanned pregnancies, 

empowering women to make fertility decisions, economic advancement, reduced mother and 

infant morbidity and mortality, reducing the number of HIV-infected babies, improving health 

outcomes of young women, and reducing social and economic costs related to early pregnancy 

(17-22). Investing in family planning services and improving universal access to contraceptive 

use, enables women to control their reproductive health (23). Delaying childbearing is 

important for  ensuring that women’s chances of improving educational opportunities are 

attained, which in turn, improves the prospects for better work opportunities, financial 

independence, empowerment through independent decision-making, as well as lowering the 

risks related to experiencing early pregnancy (20, 24).  

 

Unplanned pregnancies are a global health concern, with over 12 million girls aged 15-19 years 

becoming pregnant each year in developing countries, with an estimated 777 000 girls under 

15 years giving birth (25, 26). Adolescent girls account for more than 10 million unplanned 

pregnancies in developing countries (25). At least 842 million women of reproductive age (15-

49) use contraception, globally, and a further 270 million have an unmet need for contraception 

(27, 28). The injectables contraceptive use is predominantly the most used method of 

contraception in many settings in the Sub-Saharan African (SSA) region (29, 30). However, 

the unmet need for contraceptive use remains high among women of reproductive age in Africa 

(31).  

 

While the global adolescent birth rate fell from 65 births per 1000 women in 1990 to 47 births 

per 1000 women in 2015, the global adolescent population is rapidly growing and the number 

pregnancies in this age group is also projected to rise by 2030, with the African region seeing 

the largest increases (32). In low-income settings, approximately half of pregnancies occurring 

among adolescent girls aged 15-19 years are unplanned, with more than half of these being 

terminated, most of which being illegally terminated (25). Among adolescent girls (15-19 

years), four million out of 5.6 million terminations of pregnancy occurring each year, are 

unsafe, contributing to morbidity, maternal mortality, and long-term health challenges (25). In 

low and middle-income countries (LMICs), pregnancy and childbirth are the major causes of 

deaths among young girls aged 15-19 years (33). Preventing unplanned pregnancies by 
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increasing contraceptive use is key to reducing maternal mortality among women (34, 35). In 

fact, reproductive and sexual health issues account for a significant percentage of the global 

burden of disease, globally (36). 

 

Contraceptive use among women in Sub-Saharan Africa, including South Africa, has risen in 

accordance with worldwide trends since the 1980s (3, 4). In 2001, the South African 

government published the National Contraception Policy Guidelines, emphasizing the right of 

women to choose and use a contraceptive method of choice, and the need for high-quality 

family planning services (8). In 2012, the National Contraception and Fertility Planning Policy 

and Service Delivery Guidelines, as well as the National Contraceptive Clinical Guidelines, 

were updated as part of the National Contraception and Fertility Planning Policy and Service 

Delivery Guidelines (37). The amended guidelines put emphasis on the need for providing a 

variety of contraceptive methods, in conjunction with other relevant sexual and reproductive 

health services in the public health sector. These guidelines also asserted that women seeking 

contraception should have access to accurate and unbiased information about all available 

contraceptive methods, in order to help them make informed decisions about the contraceptive 

methods of choice (37). The implementation of these guidelines paved the way for any woman 

aged 12 years and older to use a contraceptive method of choice. Anyone over the age of 12 

years has the legal right to access and use contraception without the approval of their parents, 

in South Africa (38). However, providing contraception in schools requires the specific 

authorization of individual school governing bodies (39), some of which may not be amenable 

to an idea of this age group being granted contraceptive freedom.  

 

A number of contraceptive methods in South Africa are expected to be freely available for use 

by clients seeking contraception at public health care facilities, as stipulated in national 

guidelines: female sterilisation (tubal ligation), male sterilisation (vasectomy), levonorgestrel 

releasing intrauterine system (LNG-IUS), copper intrauterine contraceptive device (IUCD), 

progestogen-only injectables (Depo - 3-month and 2-month), low-dose combined-oral 

contraceptive pills, progestogen-only pills, emergency contraceptive pills, male condoms, 

female condoms, and depot medroxyprogesterone acetate (DMPA), and since 2014, subdermal 

implants (8, 40). Adoption of implants in South Africa began on a promising note, but has since 

slowed down after its debut in 2014, with concerns about potential side effects and a lack of 
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health-care provider training, cited as important contributing factors to providers' and 

communities' negative attitudes toward implants (41-43). 

 

In South Africa, family planning programs have done well in improving awareness of family 

planning methods among potential users:  nearly every woman and man between the ages of 

15 and 49 years has heard of at least one form of contraception (8). Similarly, the results of the 

study conducted by Maharaj and Cleland in KwaZulu-Natal, found that almost all men and 

women participating in their study could identify at least one contraceptive method (44); this 

trend was consistent with  the findings of the 1998 South African Demographic and Health 

Survey (45). The male condom (known by 98% of women and 99% of men), injectables (96% 

of women and 79% of men), contraceptive pills (94% of women and 79% of men), and the 

female condom (93% of women and 85% of men), are the most popular methods of 

contraception among women and men, with 84% and 50% of women and men, respectively, 

reporting to have heard about implants (8, 44). All these contraceptive methods, if used 

correctly and consistently, are effective in preventing unplanned pregnancies. The long-acting 

reversible contraception (LARC) methods and intrauterine devices (IUD), are also effective, 

although knowledge about these contraceptive methods remains relatively low, even among 

health care providers (46).  

 

Despite the high levels of knowledge of contraceptive methods, the rate at which these 

contraceptive methods are used is not commensurate with that knowledge (47). In South Africa, 

the contraceptive prevalence rate (CPR) among sexually active women is 60%, whereas the 

CPR among married women is 55% (8). Among sexually active women, the CPR has remained 

stable when comparing 1998 (59%) and 2016 (60%), despite them being widely and freely 

available in public health care facilities (8). The 2016 South African Demographic and Health 

Survey (SA DHS) Report showed a CPR of 65% among sexually active women in KwaZulu-

Natal (KZN) (8). South African CPR appeared to be far lower than its other upper-middle-

income country counterparts, such as Mexico (72%), Russia (79%), and Brazil (80%) (48). 

Modern contraceptive methods are the most widely used ones, accounting for 99% among 

women using contraception, with 80% of all users obtaining their methods from public health 

care facilities (8, 44). The injectables account for the most commonly used contraceptive 
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methods in South Africa (8, 49, 50), followed by male condoms and contraceptive pills, largely 

due to convenience (8, 49).  

 

Studies have shown that at least 29% of contraceptive users, discontinue using contraception 

within a year of starting to use one of these methods (8, 51). There has also been some reports 

of injectable contraceptive methods discontinuation and inconsistent use, among some users 

(52, 53). The discontinuation rate among women using DMPA and those using implants is also 

high, and this could also be related to health concerns, including side effects (52). Some women 

discontinue using contraceptives or switch to a different method, due to a lack of quality 

services provided or stock-outs of preferred methods in public health care facilities (40, 51). 

Furthermore, a substantial number of women have cited side effects (28%) as the primary 

reason for discontinuation of contraceptive use, followed by the intention to become pregnant 

(19%), and opting for a better and more effective method (11%) (8). Missed clinic visit 

appointments are common in public health care facilities in South Africa, with more than half 

of women using injectable contraceptives reported to have missed their appointments for re-

injection, resulting in inconsistent use, given the temporal period of contraceptive non-use (49).  

 

The demand for contraception among women is relatively high in South Africa. Among women 

aged 15-49 years who are in union, the desire for contraceptive use to space or limit births is 

70%, while the demand for contraception is 78% among sexually active women (8). In 

KwaZulu-Natal, the demand for contraception is 69% among in-union women and 86% among 

sexually active women (8). However, at least 15% of women who are in union have an unmet 

need for contraception to prevent unplanned pregnancy, while the unmet need is 19% for 

sexually active women (8). In KwaZulu-Natal, the unmet need for contraception among in-

union and sexually active women is 18% and 21%, respectively (8). A woman has an unmet 

need for contraception when she is of reproductive age, sexually active (regardless of the 

marital status), fertile and is not taking contraception, but does not desire to have a child (54). 

Among women of reproductive age not using contraception, 59% among those in-union were 

not planning to use contraception in the near future (71% of these had no children), compared 

to 36% who were intending to use contraception, and 6% were not sure (8).  

 



6 | P a g e  
 

Emergency contraceptives (EC) are common in South Africa. Emergency contraception is the 

only form of hormonal contraception that can prevent getting pregnant, after unprotected sexual 

intercourse has occurred, as it delays or inhibits ovulation and interferes with corpus luteum 

maturation (55). EC is effective in preventing unplanned pregnancy by 75-99% if taken within 

set timelines of sexual intercourse, which is usually within five days (56). Therefore, if used 

correctly, EC would contribute to reducing unplanned pregnancies, as well as the number of 

both legal and illegal termination of pregnancies (57). The time spent on counselling is low for 

women accessing EC, making it unique and appealing to women engaging in unprotected 

sexual intercourse, and assisting them to fulfil their reproductive intentions (58). However, the 

effectiveness of the EC depends on one’s awareness, knowledge, and correct use, given some 

women have reported side effects, including nausea and vomiting (59, 60).  

 

The awareness of EC is reportedly low in some rural settings in South Africa, with as low as 

17% of women reporting knowledge of this contraceptive method (57, 61-64). However, a 

study conducted in Western Cape province showed high levels of EC knowledge among 

women with a high level of education (61), suggesting that urban settings and high education 

levels may be predictors of high EC knowledge. While EC is freely available in public health 

care facilities in South Africa (57), most women who use EC would purchase it from private 

facilities, including pharmacies (61). This implies a lack of knowledge about the availability 

of EC at public health care clinics, or the many existing barriers deterring women from 

accessing reproductive health care services, including stigma and negative attitudes from health 

care providers (61, 65). Some health care providers expressed concerns that EC might 

discourage the use and compliance of long-term contraception, and that using EC may promote 

promiscuity, repeat use, and an increased chance of getting infected with HIV and other 

sexually transmitted infections (60, 66, 67).  

 

In a context of high rates of HIV prevalence, there has been concerns about hormonal 

contraceptive use and the possibility for increased risk of HIV acquisition. According to several 

research investigating the impact of contraceptive use on HIV infection in women, injectable 

contraception, particularly DMPA, is connected to an increased risk of HIV infection in women 

(68-72). As a result, the WHO recommends that women who are at high risk of contracting 

HIV and use progestogen-only injectables use condoms and other prevention measures at all 
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times (73). However, research on the relationship between HIV infection and the use of 

hormonal contraception has produced inconsistent results (74-78), and others have significant 

methodological flaws. Women who used DMPA had a twice-as-high risk of contracting HIV, 

according to studies conducted in various contexts (76, 79), as well as among young women 

(71). Another study reported that women who used injectable hormonal contraceptives had a 

slightly higher risk of contracting HIV, however,  this link was not statistically significant (80). 

The Evidence for Contraceptive Options and HIV Outcomes (ECHO) Trial, a large multicenter, 

randomized trial comparing HIV incidence between users of DMPA, copper IUD (Cu-IUD), 

and a levonorgesterel implant, was conducted in Eswatini, Kenya, South Africa, and Zambia, 

designed to address whether there is an increased risk of HIV acquisition when comparing 

women using DMPA with Cu-IUD, DMPA with levonorgestrel implant, and Cu-IUD with 

levonorgesterel implant. The findings of this trial indicated that no significant difference in 

HIV risk was identified between the treatments evaluated (DMPA-IM every three months, a 

copper IUD, or an LNG implant), with all contraceptive methods shown to be safe and highly 

effective (78). The findings justify the use of these contraceptive methods in areas where HIV 

is prevalent. Even among HIV-positive women on antiretroviral medication, hormonal 

contraceptives have been shown to be helpful in avoiding unintended pregnancies (81).  

 

Problem Statement 

Ensuring that women of reproductive age have universal access to all contraceptive methods, 

is empowering and enhances their decision-making abilities with respect to their personal 

reproductive choices. It is also critical to the fulfilment of their sexual and reproductive health 

rights towards promoting gender equality. The global Agenda for Sustainable Development 

prioritizes universal access to sexual and reproductive health services and rights, including 

family planning, by 2030, with a view to ensure excellent health and promote wellbeing at all 

ages, in order to achieve gender equality and empower all women and girls (82). South Africa 

and the KwaZulu-Natal province continue to experience a high incidence of teenage pregnancy, 

despite the intervention strategies that have been put in place.  

 

The 2016 South African Demographic and Health Survey revealed that the country has been 

stagnant with regards to improving the contraceptive prevalence rate (in 2016, 60% sexually 

active women vs 61% sexually active women in 1998), despite the continuous demand for 
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contraception (8). These rates also remain substantially lower that the set target for the financial 

year 2021/2022 (74%) (83). Despite the many complications, risks, and harmful outcomes for 

both new-borns and their mothers related to childbearing at a young age, 16% of young women 

aged 15-19 years, experience teenage pregnancy in South Africa. Complications and risks 

involved include higher rates of neonatal mortality, preterm birth, low birth weight, and 

maternal mortality (8). Risky sexual behaviours and early sexual debut among women, have 

been a concern for many years in South Africa, generally, and in KZN in particular. Risky 

sexual behaviours among women of reproductive age, including having sexual intercourse 

under the influence of alcohol or drugs, inconsistent condom use, and having multiple sexual 

partners, are common and contribute to unplanned pregnancy, as well sexually transmitted 

diseases (84). Importantly, the proportion of young women who have begun child bearing at 

age 15-19 years has not changed, with 16% in 2016, compared to 1998 (8). South Africa 

reported 536 pregnancy-related deaths per 100 000 live births during the 7-year period before 

the SADHS 2016 (8). Similarly, the unmet need for contraceptive use among sexually active 

women is as high as 19% and 21% in South Africa and KwaZulu-Natal, respectively (8). This 

is suggestive of the need for concerted efforts to examine and address the factors deterring 

women from accessing and consistently using contraceptive methods.  

 

In the financial year 2016/2017, more than 100 000 cases of terminations of pregnancy were 

reported in designated facilities in South Africa, with the KwaZulu-Natal province alone 

recording more than 15 000 cases (85). South Africa and the KZN province have seen a 

growing trend in the recorded number of terminations of pregnancy in designated facilities, 

from 2014/2015 (SA: 88 807, KZN: 9 564), to 2016/2017 (SA: 105 358, KZN: 15 714) (85). 

However, due to high unplanned and unwanted pregnancy levels, and the continuous barriers 

and stigma associated with accessing legal terminations of pregnancy in designated facilities, 

more women turn to unsafe and illegal termination of pregnancies, neglecting the risks 

associated with such activities (86, 87). Illegal terminations of pregnancy contribute to the high 

maternal morbidity and mortality rates in South Africa (88). 

 
The South African government spent ZAR 1.64 billion on contraception in 2018 (89), which 

is testament to governments efforts to improving contraceptive use and promoting sexual 

behaviour in the country; hence the study investigating factors influencing contraceptive use 

and sexual behaviour in KwaZulu-Natal, is both timely and appropriate. 
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Rationale 

Understanding the factors that influence contraceptive use and sexual behaviour among women 

of reproductive age, is critical to improving contraceptive use, ensuring effective family 

planning interventions, and influencing sexual behaviour, especially in light of the high rates 

of unplanned pregnancy, termination of pregnancy and other risks. These risks are mainly 

associated with stigma, high morbidity and mortality, as well as sexually transmitted infections. 

Not only does unplanned pregnancy pose a health risk among pregnant women and their babies, 

it also has many negative consequences, especially among young women; these include the 

risks of school dropouts, unemployment, negative economic consequences, and subsequently, 

poverty (15, 16, 90). Therefore, it is important to investigate these influential factors from the 

contraceptive users’ and providers’ perspectives, to recommend targeted interventions towards 

improving health outcomes among women. Universal contraception and improved sexual 

behaviour have become a key priority for the South African government. Furthermore, much 

of the research on contraceptive use has been generalized to all women, or among younger 

women, with little comparative analysis between younger and older women, to account for the 

role of age in contraceptive use. This is crucial for tailoring the interventions in South Africa. 

Therefore, the results of this study make an important contribution in the field of contraception. 

 

Research Aim 

The aim of this study was to examine the factors that influence contraceptive use and sexual 

behaviour, among women of reproductive age in Umlazi Township, KwaZulu-Natal province, 

South Africa. 

 

Research Question 

What are the factors influencing contraceptive use and sexual behaviour among women of 

reproductive age in Umlazi Township, KwaZulu-Natal province? 

 

Research Objectives 

1. To map evidence on factors influencing contraceptive use and sexual behaviour in 

South Africa through a systematic scoping review. 



10 | P a g e  
 

2. To determine the proportion of women of reproductive age using contraceptives in 

Umlazi Township, KwaZulu-Natal, South Africa.  

3. To examine women’s knowledge of different contraceptive methods in Umlazi 

Township, KwaZulu-Natal province, South Africa.  

4. To determine contraceptive methods used by women in Umlazi Township, KwaZulu-

Natal province, South Africa. 

5. To identify factors influencing contraceptive use and sexual behaviour among women 

of reproductive age in Umlazi Township, both from a user and provider perspective. 

6.  To explore the experiences of women of reproductive age regarding contraceptive use 

and risky sexual behaviours in Umlazi Township, South Africa. 

 

Significance of the Study 

Conducting this study was important to better understand risky sexual behaviours and 

exposures, as well as the factors enabling and deterring women from accessing and using 

contraceptive methods in Umlazi Township, KwaZulu-Natal province, South Africa. The 

results of this study are useful, and highlight important gaps for reproductive and sexual health 

programmes designed for women of reproductive age in the province. This study makes an 

important contribution to the field of contraception, especially given the contradictory findings 

reported in various studies conducted elsewhere in the world. 

 

Thesis Outline  

Chapter One: Introduction. This chapter provides background information pertaining to 

contraceptive use and sexual behaviour among women of reproductive age. The chapter also 

discusses the rationale and the significance of this study, as well as describing the research aim 

and objectives. 

 

Chapter Two: Literature review. This chapter includes searching, evaluating and narrating 

available literature on contraceptive use and sexual behaviour, among women of reproductive 

age in South Africa and similar settings. This chapter also provides detailed information on the 

theoretical framework guiding this study. 
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Chapter Three: Systematic scoping review. This chapter builds on the narrative literature 

review presented in Chapter Two, and reports on the scoping review of existing evidence on 

this topic. This review aims to create a better understanding of the existing research evidence 

on the factors influencing contraceptive use and sexual behaviours, among women of 

reproductive age in South Africa. This chapter addresses objective one of the overall study. 

The systematic scoping review protocol, and the actual systematic scoping review manuscript 

constituting this chapter, were both published in Medicine journal, as follows:  

• Hlongwa M, Mashamba-Thompson T, Makhunga S & Hlongwana K. Evidence on factors 

influencing contraceptive use and sexual behavior among women in South Africa: A 

scoping review. Medicine. 2020. 99(12): e19490. https://doi: 

10.1097/MD.0000000000019490 

 

• Hlongwa M, Mashamba-Thompson T, Hlongwana K. Evidence on factors influencing 

contraceptive use and sexual behavior in South Africa: A systematic scoping review 

protocol. Medicine. 2018;97(52). https://doi: 10.1097/MD.0000000000013774  

 

Chapter Four: Overall methodology. This chapter provides detailed information on the study 

setting, design, population, as well as the sample size, including the description of the study 

variables. The chapter further elaborates on techniques used to manage and analyse the data. 

The last section of the chapter highlights ethical considerations that underpin the study. 

 

Chapter Five: First primary manuscript. This chapter investigates factors associated with 

modern contraceptive use, with a focus on whether these factors differed by age group; 

however, all the women were within the reproductive age band and were attending public 

health clinics in Umlazi Township, KwaZulu-Natal province, South Africa. This study also 

determines the proportion of women using contraception, as well as the knowledge and use of 

contraception by method type, among women of reproductive age in the study setting. The 

manuscript has since been published by the Women’s Health journal. This chapter addresses 

objectives two, three and four.  
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• Hlongwa M, Chester Kalinda, Karl Peltzer, Khumbulani Hlongwana. Factors associated 

with modern contraceptive use: a comparative analysis between younger and older women 

in Umlazi Township, KwaZulu-Natal, South Africa. Women’s Health. 2021; 17(1-9). 

https://doi: 10.1177/17455065211060641  

 

Chapter Six: Second primary manuscript. This chapter investigates the predictors of risky 

sexual behaviours among women of reproductive age in a highly HIV-burdened township in 

KwaZulu-Natal, South Africa. This study has been peer-reviewed and published in the BMC 

Infectious Diseases journal. This chapter addresses the first part of objective five. 

• Hlongwa M, Peltzer K, Hlongwana K. Risky sexual behaviours among women of 

reproductive age in a high HIV burdened township in KwaZulu-Natal, South Africa. BMC 

Infectious Diseases. 2020 Dec;20(1):1-9. https://doi.org/10.1186/s12879-020-05302-1 

 

Chapter Seven: Third primary manuscript. This chapter assesses the knowledge and 

perceptions of health care providers, regarding the use of modern contraceptives among 

adolescent girls in Umlazi Township, KwaZulu-Natal province, South Africa. This study has 

been peer reviewed and published in The Pan African Medical Journal. This chapter addresses 

the second part of objective five. 

• Hlongwa M, Tlou B, Hlongwana K. Healthcare providers' knowledge and perceptions 

regarding the use of modern contraceptives among adolescent girls in Umlazi Township, 

KwaZulu-Natal province, South Africa. The Pan African Medical Journal. 2021;38. 

https://doi.org/10.11604/pamj.2021.38.124.20771 

 

Chapter Eight: Fourth primary manuscript. This chapter explores the experiences of women 

of reproductive age regarding contraceptive use and risky sexual behaviours in Umlazi 

Township, South Africa. This manuscript was undergoing peer-review by an international 

academic journal at the time of submission of this thesis. This chapter addresses objective six. 

 

Chapter Nine: Integrative synthesis. This chapter synthesizes the main findings from a set of 

different research outputs, aimed at addressing this study’s overall objectives. This chapter also 

discusses the implications of this study’s findings for practice and future research. 
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Chapter Two: Literature Review 

Introduction 

Despite decades of concerted efforts to assure contraception availability globally and locally, 

women in South Africa, particularly in KwaZulu-Natal, continue to face barriers to receiving 

their contraceptive methods of choice. The socio-ecological model (SEM), is best placed to 

help understand the challenges pertaining to contraceptive use at individual, interpersonal, 

community, and healthcare system levels, including intricate factors affecting women's sexual 

behaviour and contraceptive use (1). This chapter examines how age, education level, marital 

status, male dominance, and place of residence influence contraceptive use and sexual 

behaviour in women. 

 

The global context of unplanned pregnancy 

Globally, about 16 million girls aged 15-19 years give birth annually, with the majority of these 

births occurring in low and middle-income countries (LMICs) (2). The rates of unplanned 

pregnancy remain high in Sub-Saharan Africa (SSA), and South Africa (SA) alike; this is 

despite millions of sexually active women wanting to delay childbearing or plan the spacing of 

their pregnancies, in order to create time for focusing on education or employment 

opportunities (3). Adolescent girls and young women remain the most vulnerable to high-

unplanned pregnancy, as experienced in Sub-Saharan Africa, where an estimated 45% of 

pregnancies among adolescent girls aged 15–19 years are reportedly unplanned (4). In South 

Africa, despite contraception being made freely available in public healthcare facilities, it is 

estimated that more than two-thirds of all pregnancies are unplanned, with adolescent girls and 

young women accounting for the highest proportion of unplanned pregnancies (5-9), compared 

to older women (10). Unplanned pregnancies are most common among young and unmarried 

women in South Africa, and KwaZulu-Natal in particular, with HIV diagnosis at the time of 

booking being reportedly significantly associated with unplanned pregnancy among women 

(9-11). In 2012, a prospective cohort study conducted in South Africa showed that 62% of 

women living with HIV experienced an unplanned pregnancy, with half of these pregnancies 

ending in termination (12). 

 

A number of factors deter women from accessing contraceptive methods, thereby making them 

vulnerable to unplanned pregnancy. The rate of unprotected sexual encounters, early sexual 
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debut, as well as inconsistent or incorrect condom use among young women, is high in Sub-

Saharan Africa, and in South Africa, despite the high HIV prevalence rates (9, 13, 14). 

Furthermore, the high rates of unplanned pregnancy among young women occur from unstable 

relationships, with many young women being vulnerable to sexual assault, as well as engaging 

in risky sexual behaviours, including intergenerational sex (6, 15-18). Some older men often 

use financial resources to attract or influence young and unemployed women for transactional 

sex (16). Young women are susceptible to discontinuation of contraception, contraceptive 

failure, irregular use of contraception, unavailability of preferred contraception, and lack of 

knowledge or inconsistent use of emergency contraception, which have been reported to be 

among the reasons exposing women to high rates of unplanned pregnancy (12-14, 19). There 

has also been reports of misconceptions regarding the immediate and long-term side effects 

affecting health and future prospects for childbearing, resulting from using contraception (3, 

20).  

 

The interplay between unplanned pregnancy and termination of pregnancy  

Women who experience an unplanned pregnancy are more likely to terminate the pregnancy 

due to stigma and economic difficulties, some of whom rely on unsafe or illegal termination of 

pregnancy (TOP) services (21, 22). Termination of pregnancy remains a common practice 

among women who have experienced an unplanned pregnancy, despite the stigma, negative 

perceptions and judgements associated with it (23). In South Africa, the Choice of Termination 

of Pregnancy Act (CTOPA) was made public in 1996, and amended in 2008 (24), with a view 

to recognise the reproductive health rights of women. The aim of the act is to reduce maternal 

mortality from illegal termination of pregnancies, and permits pregnant women to terminate 

their pregnancy legally (24).  

 

Following the CTOPA, the number of TOP among pregnant women has sharply increased, 

however, the rates of illegal TOP remain high (22). Despite the high rates of unplanned 

pregnancies and the increasing demand for legal TOP services, pregnant women are unable to 

readily access these services (25). Many women continue to face barriers deterring them from 

accessing legal termination of pregnancy services in public health care clinics, including 

resistance to providing TOP from health care providers, stigma, and lack of resources, 

particularly in limited-resource settings (23, 26-28). The stigma associated with TOP is even 

worse among pregnant women diagnosed with HIV (29). Due to fear and stigma associated 
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with TOP, these women often do not seek TOP-related health care services early enough to 

circumvent complication, for fear of being judged; this phenomenon attributes to the increased 

risks of morbidity and mortality rates (23, 30, 31).  

 

Mortality rates among pregnant women 

Maternal mortality remains unacceptably high in South Africa, and in KwaZulu-Natal. In South 

Africa, the mortality ratio related to pregnancy was 536 pregnancy-related deaths per 100 000 

live births, during the 7-year period prior to the SADHS 2016 (32). For every 1 000 live births, 

about five women died during pregnancy, or within two months after childbirth (32). However, 

the National Development Plan aims to reduce the maternal mortality ratio to less than 100 per 

100 000 live births by 2030 (33). It is important, however, to note that maternal mortality 

rate/ratio is not the same as the pregnancy-related mortality ratio. The maternal mortality rate 

refers to the number of maternal deaths per 1,000 women aged 15-49 years; the maternal 

mortality ratio refers to the number of maternal deaths per 100,000 live births, whereas the 

pregnancy-related mortality ratio refers to the number of pregnancy-related deaths per 100,000 

live births (33). In South Africa, institutional maternal mortality has decreased steadily over 

the last three triennia (2010-2019), from 320 per 100,000 live births to 120 per 100,000 live 

births, according to the Saving Mothers Report 2017/19.  

 

There has been progress made towards reducing maternal mortality, including an increase in 

deliveries in health care facilities from 83% in 1998 to 97% in 2016; despite that, the rates at 

which pregnant women continue to die from maternal-related complications, including unsafe 

and illegal TOP services, is high (32, 34). According to the World Health Organization (WHO), 

more than 20 million unsafe TOPs occur annually worldwide and many of these contribute to 

the high maternal morbidity and mortality rates (35). About three out of four TOPs occurring 

in Africa are unsafe (36). The Sustainable Development Goals (SDGs) introduced in 2016 were 

designed to build on the progress made in Goal 5 of the Millennium Development Goals 

(MDGs), which aimed to decrease the maternal mortality ratio by 75% from 1990 to 2015 (37). 

The SDGs emphasize the importance of universal access to sexual and reproductive health care 

services among women, to reduce the high rates of maternal deaths (38).  
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Globally, more than 30% of maternal deaths associated with unsafe TOP could be prevented 

by improving access to TOP services, responding to unmet family planning needs, and 

addressing the factors deterring women from accessing contraception (39, 40). In South Africa, 

women seeking TOP services in public health care clinics face various barriers, including 

community stigma, negative attitudes by health care providers, shortages of health care 

providers and resources, and lack of programmes aimed at supporting health care providers; 

these factors deter them from accessing safe TOP (41, 42). Factors affecting contraceptive use 

and sexual behaviour in South Africa are multifaceted and multi-layered, and can be best 

understood through the Socio-Ecological Model (SEM). SEM asserts that circumstances at 

intrapersonal, interpersonal, community, and societal levels have impact on human behaviour.  

 

The importance of age on contraceptive use 

Age is an important factor of contraceptive use in South Africa, and KwaZulu-Natal province 

is no exception. Despite contraceptive methods being widely available in South Africa, 

adolescent girls and young women continue to face several barriers to accessing and using 

them. The unmet need for contraception among young women aged 15-19 years and 20-24 

years is high, consisting of 31% and 28%, respectively, compared to that of older women, 

which ranges from 14-18% (32). Due to their risky sexual and reproductive health behaviours, 

young women aged 15–24 years have an increased risk of negative health and socioeconomic 

outcomes (43). However, restrictions on access and provision of contemporary contraceptives 

based on age, are another major issue for sexually active young women who want to postpone 

their first pregnancy (44).  

 

Furthermore, teenage girls who are still attending school, face several additional barriers to 

accessing contraception, including unfavourable clinic operating times and negative attitudes 

from health care providers, when they seek contraceptives in clinics (45). Some health care 

providers are often hesitant to give contraceptives to adolescent girls, assuming that making 

contraceptives easily available to young women, encourages them to engage in sexual activities 

(46, 47). Therefore, to avoid consequences of early pregnancy, including school dropouts and 

poverty, access to contraceptives among young women are limited (46).  
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Stigma and negative attitudes towards young women accessing contraceptives, are common in 

South Africa and in KwaZulu-Natal (48). There is sufficient evidence suggesting that 

inconsistent contraceptive use among women with an early sexual debut, is linked to 

inadequate knowledge of available contraceptives, and stigma associated with accessing 

contraceptives at a young age (48, 49). Furthermore, early sexual debut (14 years and younger) 

has been reported as a strong predictor for inconsistent contraceptive use among women, even 

at later stages of sexual life in South Africa (50, 51).  

 

The importance of education on contraceptive use 

Education plays an important role in ensuring that individuals make decisions informed by 

relevant information. Empowering women through education is widely recognised as vital 

toward improving contraceptive use among them (52, 53). Women who are educationally 

empowered are more likely to be economically active, and have access to healthcare and 

reproductive health information; these enable them to shape their decisions, have easier access 

to health care services, exercise autonomy in decision-making, plan their pregnancies, and want 

fewer babies (52, 53). An increased level of education has also been reported to help individuals 

develop sentiments of self-confidence and self-worth, which are critical for improving health 

behaviours and health-seeking behaviours for the first time (54). The inverse is rather true 

among women who have no formal education, given that many are economically 

disadvantaged, and are less likely to make informed contraception decisions, which in turn, 

negatively influences their reproductive health goals (52). 

 

A high level of education is associated with improved chances of employment as well as 

socioeconomic status, compared to those who have a lower education level. Similarly,  

employed women are more likely to be associated with contraceptive use (52, 55). Women 

with a higher socioeconomic status are better able to manage their sexual and reproductive 

health than those with a lower socioeconomic status (56). Contraceptive use is high among 

young women residing in wealthier communities compared to those from poor settings (56, 

57). The higher odds of contraceptive use among women with high socioeconomic status, is 

linked to better access to sexual and reproductive health information, and autonomy in 

decision-making regarding contraception (52, 53). 
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In a study in South Africa, the use of modern contraceptive methods among sexually active 

women, increased with an increase in the level of education, from 44% among women with no 

education, to 62% among women with a secondary level of education (32). Other studies also 

showed a high likelihood of contraceptive use among women who had obtained higher levels 

of education, compared to those whose level of education was low (56, 57). The likelihood of 

contraceptive use among adolescent girls with a secondary level of education was three times 

higher than those with no education, clearly demonstrating the pivotal role played by educating 

a girl child in order to promote decision-making capacity and contraceptive use, even in 

resource-limited settings (56). 

 

The influence of marital status on contraceptive use  

Marriage among young women is common in SSA (58). Evidence suggests that marital status 

largely influences the differences in reproductive health behaviours and the uptake of 

contraception among women (59, 60). In most traditional settings, marital status plays a major 

role in guiding women’s sexual behaviours and contraceptive use. Unplanned pregnancy was 

reportedly four times more likely among single women than for their married counterparts, a 

phenomenon that was not surprising given that discussions regarding pregnancy are more likely 

to occur among married couples (9). 

 

Furthermore, a study conducted in 73 low and middle-income countries, including South 

Africa, found that contraceptive prevalence among young women who were married with no 

children was low, compared to married women with children (59). Young women who are 

cohabitating are also more likely to use contraceptives compared to young women who are 

married (56). However, married women often have low decision-making powers and subdue 

themselves to social norms, resulting in low or inconsistent contraceptive use among them, 

thereby negating their desire to delay or intentionally space pregnancy (59).  Married young 

women are frequently pressured by their husbands, in-laws and/or community, to have a child 

shortly after getting married, thereby disempowering them from making their own decisions 

on whether or not to use contraceptives to delay pregnancy (59, 61, 62).  
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Male dominance over women and its impact on contraceptive use 

Male dominance in sexual and reproductive decision-making has been reported in several 

studies in South Africa and elsewhere in the world (63-68). Owing its origins to a patriarchal 

system, men in South Africa continue to wield a great deal of control over women, even though 

communication is often viewed as crucial to collaborative decision-making, especially on 

matters of safer and better sexual practices (66, 69). As such, an intimate male partner plays an 

important role in influencing contraceptive use among women (70-72). However, women’s 

disempowerment is fuelled by patriarchal cultural norms, which have a detrimental impact on 

women’s sexual behaviour, fertility desires, and family planning needs (67, 73-75). Patriarchal 

cultural norms give more power to men to make decisions, not only for themselves, but also 

for their loved ones; this includes decisions relating to family planning, encompassing macro-

level economical, as well as micro-level everyday factors, thus disempowering women from 

making their own decisions regarding contraceptive use and sexual behaviours (71, 76, 77).  

 

Male partners’ personal beliefs, limited understanding of contraception, myths, 

misconceptions, marital status, preference for larger families or physical abuse, can have a 

detrimental impact on family planning, resulting in the discontinuation of contraceptive use, 

and/or exposing women to unplanned pregnancy (67, 74, 78, 79). However, when male partners 

are part of the decision not to have any more children, the likelihood of women taking 

contraceptive becomes three-fold higher (80). Clearly, male partners can also positively 

influence contraceptive use and sexual behaviours, by sharing the responsibility for correct and 

consistent contraceptive use, and giving social support to their sexual partners (78). Currently, 

contraceptive use is the responsibility of women, with women who have the capacity to make 

their own sexual and reproductive health decisions being more likely to use contraceptives, 

compared to those who are disempowered (56, 66, 81).   

 

Place of residence and contraceptive use 

Place of residence has been shown to be an important variable influencing contraceptive use in 

South Africa and in KwaZulu-Natal (16, 74). Women residing in rural areas are less likely to 

use contraceptive methods compared to their urban dweller counterparts (16). Women residing 

in rural areas with no formal education, are likely to lack important knowledge on accessibility 
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and awareness, regarding the availability and use of contraceptive methods from their local 

clinics (16). In a study including data from 32 countries, involving South Africa, the authors 

found that adolescent girls residing in urban areas were significantly more likely to use 

contraceptive methods compared to their counterparts residing in rural areas (56).  

 

Limited access to health care services in rural areas, as well as socio-economic and cultural 

disparities between these settings, may provide a plausible explanation for the differences in 

contraceptive use between women residing in urban areas versus those residing in rural areas 

(82). In SSA, people living in urban areas have better access to reproductive health care 

information, health care services, and resources aimed at improving quality of services 

provided to individuals (83). Urban-rural inequalities regarding the provision of health care 

services, including family planning, continue to be reported in SSA (56). 

 

Theoretical Framework 

This study is underpinned by the Socio-Ecological Model (SEM) (Figure 2.1), which 

recognizes that human behaviour is influenced by a variety of circumstances at intrapersonal, 

interpersonal, community, and societal levels (1). At an intrapersonal level, the SEM 

framework asserts that age, education, income, and personal knowledge influence individual 

behaviour. The second level indicates that interpersonal relationships such as peers, partners, 

and family members influence an individual’s behaviour and contribute to one’s experience. 

The third level indicates that community-level factors such as neighbourhoods, workplaces, 

and schools embody likely sources of influence. The fourth level indicates that organizational 

systems, social and cultural norms, rules, guidelines, and policies compel individual to behave 

in a certain way.  The SEM was used in this study to gain a holistic understanding of factors 

influencing contraceptive use and sexual behaviours among women of reproductive age in 

Umlazi Township. The model was adapted to demonstrate health care services related factors 

specific to this study. The SEM is well established in public health and has been used in several 

similar studies in SSA and globally (84-88).   
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Source: Centers for Disease Control and Prevention (2013) 

Figure 2.1: Adapted Socio-Ecological Model: Framework for Disease Prevention. 

 

Conclusion 

Although contraceptive use and sexual behaviour are not new concepts, they are as relevant as 

they were a few decades ago, especially since challenges related to reproductive health remain 

pervasive, not only in South Africa, but throughout the SSA region as well. The level of 

contraceptive use among women of reproductive health remains low, resulting in numerous 

detrimental consequences, especially because the rate of young women who terminate 

pregnancy using illegal providers remains relatively high. Therefore, it is important that women 

are educated and supported, including through addressing structural and personal barriers 

deterring them from accessing and using contraceptive methods, and improving sexual 

behaviour. 
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Chapter Three: Systematic Scoping Review 

This Chapter builds on the narrative literature review presented in Chapter Two and reports on 

the scoping review of existing evidence on this topic. This review aimed to create a better 

understanding of the existing research evidence on the factors influencing contraceptive use 

and sexual behaviours among women of reproductive age in South Africa. We firstly published 

a scoping review protocol, which served as a roadmap for conducting the actual scoping 

review. Both the scoping review protocol and the actual scoping review were published in peer-

reviewed international academic journals. Chapter three addressed Objective one of the overall 

study. 
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Chapter Four: Overall Methodology 

This chapter begins by reiterating the aim, objectives, and the research hypothesis, and 

subsequently provides detailed information on the study setting, study design, study 

population, as well as the sample size and description of the study variables. The chapter further 

elaborates on techniques used to manage and analyse the data. The last section of the chapter 

highlights ethical issues pertaining to the study. 

 

Firstly, the aim of the study was to examine the factors that influence contraceptive use and 

sexual behaviour among women of reproductive age in Umlazi Township, KwaZulu-Natal 

province, South Africa, both from a user (women of reproductive age visiting selected 

healthcare facilities for any services during data collection period) and provider perspectives 

(nurses working in the selected health facilities). To achieve this aim, the study set the 

following objectives: 

1. To map evidence on factors influencing contraceptive use and sexual behaviour in 

South Africa through a systematic scoping review. 

2. To determine the proportion of women of reproductive age using contraceptives in 

Umlazi Township, KwaZulu-Natal, South Africa.  

3. To examine women’s knowledge of different contraceptive methods in Umlazi 

Township, KwaZulu-Natal province, South Africa.  

4. To determine contraceptive methods used by women in Umlazi Township, KwaZulu-

Natal province, South Africa. 

5. To identify factors influencing contraceptive use and sexual behaviour among women 

of reproductive age in Umlazi Township, both from a user and provider perspective. 

6.  To explore the experiences of women of reproductive age regarding contraceptive use 

and risky sexual behaviours in Umlazi Township, South Africa. 

 

Research Hypothesis 

Using the adapted Socio-Ecological Model (SEM), this study hypothesised that multilevel 

factors at intrapersonal, interpersonal, community and societal levels (1), are influencing 

factors linked to contraceptive use and sexual behaviour, among women of reproductive in 

Umlazi Township, KwaZulu-Natal, South Africa. 
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Study Setting  

The study was conducted in Umlazi Township, which is the second most populated township 

in South Africa, with an estimated population of more than half a million (1). The township 

falls under the eThekwini Metro, which has the highest HIV prevalence in South Africa (2). 

Umlazi Township is located in the south-west of the city of Durban, on the east coast 

of KwaZulu-Natal province. The Umlazi Township is the most densely populated part of the 

South Service Area, with the township being the second most densely populated township in 

the country, where 16% of the eThekwini Municipality’s population resides (2). The township 

has only one hospital (Prince Mshiyeni Memorial Hospital), and ten primary health facilities, 

with no community health centre or district hospital. The KwaZulu-Natal province is located 

in the south-eastern part of South Africa. KwaZulu-Natal is the second most populated 

province in South Africa, with 10.27 million people, and contributes to more than 19% of the 

country’s population (3). The province has a higher illiteracy rate (21.8%) than the national 

rate (19.1%) for persons aged 15 years and older (1). The population is predominantly poor, 

utilising public health services, with an unemployment rate of over 30% in the last quarter of 

2020 (4).  

 

Study Design 

A mixed methods approach was used to conduct this study, which included data collection 

through quantitative and qualitative methods. Quantitative data was collected from November 

2018 to April 2019, with a qualitative component conducted in October 2021. Objectives two 

to five were addressed through quantitative research methods, employing an analytic cross-

sectional design. In this design, standardised questionnaires were distributed to participants. 

Objective six was addressed through the use of an exploratory qualitative design, in which in-

depth interviews were conducted with the participants. The qualitative study sought to elicit 

rich data in order to gain an in-depth understanding of women’s experiences of contraceptive 

use.  

 

Study population 

The population for this study included women of reproductive age (18-49 years) residing in 

Umlazi Township, which is part of eThekwini Metro in KwaZulu-Natal province. Women who 

participated in the study were identified using the following inclusion and exclusion criteria: 
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Inclusion criteria 

• Sexually active women of reproductive age (18-49 years) attending Primary 

Healthcare Centres (i.e. clinics). 

• Women residing in Umlazi Township and visiting the health care facilities for any 

services rendered, at the time of data collection. 

• Healthcare providers (i.e. nurses) in the respective clinics. 

 

Exclusion criteria 

• Women aged younger than 18 years at the time of data collection. 

• Women aged 50 years and older at the time of data collection. 

• Pregnant women at the time of data collection. 

• Sexually inactive women. 

• Men of all age groups. 

• Women residing outside Umlazi Township. 

 

Recruitment strategy 

Study participants were enrolled into the study by the two research assistants. The research 

assistants were recruited and trained by the principal investigator. Part of the training package 

involved thorough focus on improving research assistants’ knowledge and skills, to ensure a 

professional approach towards study participants and an informed consent process. The 

training ran for the duration of two days. Upon entering the facility’s premises, the research 

assistants introduced themselves to the facility management and staff, who all had been 

informed about the study by the principal investigator. They also re-iterated the purpose of the 

study and its procedures. The research assistants then stationed themselves next to the facility’s 

exit point to approach and enrol eligible participants to the study, after the services had been 

rendered by the facility.  These participants were recruited at the public health clinics regardless 

of the service they presented themselves for at the facility. 
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Sampling 

Umlazi has ten public clinics and one public hospital. All ten public health clinics in Umlazi 

participated in the study. The overall sample size was 471 for women of reproductive age 

(patients). A sample size of 300 was required to estimate the proportion of women using 

contraception in Umlazi Township to within 8%, with a probability of 95%, and assuming 50% 

prevalence. To adjust for the clustering effect of a clinic, a design effect of 1.25 was included. 

The minimum final sample required for this study was therefore 375 for women respondents. 

However, 471 women participated in the overall study, from the 530 women who were 

approached, resulting in a 89% response rate. The sample proportional to size (SPS) was used 

to ensure that sample sizes varied, and was reflective of patient volume for each health facility. 

A convenience sampling technique was used to enrol women attending the clinic on each day 

of the week during the data collection period, for example, family planning, HIV related 

consultation, child health services, or any other.  

 

With regards to the sampling of healthcare workers, 35 nurses working in the ten clinics were 

included in the study. All healthcare providers (i.e. professional nurses and enrolled nurses) 

were approached for participation, irrespective of their rank. The study participants were only 

approached for participation, after services had been rendered by the clinic for the day. Nurses 

were only approached when the clinics were quieter in the afternoons. This study was 

conducted during the normal clinic operating hours, between Monday and Friday. The 

criterion-based sampling technique was used to identify participants for the qualitative study 

component, which explored their experiences of contraceptive use and sexual behaviour.  

 

Data Collection Instruments 

Questionnaire design 

Consultations with academics were conducted by the principal investigator to ensure the data 

collection tools (questionnaires) were well designed, easily understood, and collected relevant 

information on contraceptive use and sexual behaviour. While the four quality dimensions such 

as accuracy, relevance, interpretability, and coherence were employed to determine the 

questionnaire development, questionnaires were also translated into local language and 

questions were conducted in both English and IsiZulu, the languages commonly spoken by 

local people residing in Umlazi. Questionnaires collected data on the following variables. 
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This variable aimed to determine the level of education attained by the participants. Three 

categories were assigned to this variable and were coded as: 1=primary; 2=secondary; 

3=tertiary. Primary was used as the reference category. 

Contraceptive use variables  

a. Contraceptive method mostly familiar with 

This variable aimed to determine which contraceptive method the participants were mostly 

familiar with. Thirteen categories were assigned to this variable and were coded as: 1=Pill; 

2=IUD; 3=Injectable; 4=diaphragm/foam/jelly; 5=condom; 6=female sterilisation; 7=male 

sterilisation; 8=calendar/rhythm; 9=withdrawal; 10=traditional herbs/remedies; 

11=abstinence; 12=Other (specify); 13=None. 

b. Contraceptive method currently using 

This variable aimed to determine the contraceptive method currently being used by the 

participants. Thirteen categories were assigned to this variable and were coded as: 1=Pill; 

2=IUD; 3=Injectable; 4=diaphragm/foam/jelly; 5=condom; 6=female sterilisation; 7=male 

sterilisation; 8=calendar/rhythm; 9=withdrawal; 10=traditional herbs/remedies; 

11=abstinence; 12=Other (specify); 13=None. 

Sexual behaviour variables  

a. Age at first sex 

This variable aimed to determine the age at which the participant started to have sexual 

intercourse. Two categories were assigned to this variable and were coded as: 1=12-17 

years; 2=18-24 years. Age group 12-17 years was used as the reference category. 

b. Diagnosed with STI in the 12 months 

This variable aimed to determine whether participants were diagnosed with an STI within 

a 12 month period prior to the study. Two categories were assigned to this variable and 

coded as: 1=no; 2=yes. Category ‘no’ was used as the reference category.  

c. Sex under the influence of alcohol 
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This variable aimed to determine whether participants had sexual intercourse under the 

influence of alcohol within the three months preceding the study. Two categories were 

assigned to this variable and coded as: 1=never; 2=once or more. Category ‘once or more’ 

was used as the reference category. 

d. Talked about condom with partner in the past 12 months 

This variable aimed to determine whether participants talked about condoms with their 

partner/s in the 12 months preceding this study. Two categories were assigned to this 

variable and coded as: 1=no; 2=yes. Category ‘no’ was used as the reference category.  

e. Condom use in last sex 

This variable aimed to determine whether participants used a condom with their sexual 

partner during their last sexual intercourse. Two categories were assigned to this variable 

and coded as: 1=no; 2=yes. Category ‘no’ was used as the reference category.  

f. Ever been pregnant 

This variable aimed to determine whether participants had ever been pregnant prior to this 

study. Two categories were assigned to this variable and coded as: 1=no, 2=yes. Category 

‘no’ was used as the reference category. 

g. Ever terminated pregnancy 

This variable aimed to determine whether any participants had terminated a pregnancy prior to 

this study. Two categories were assigned to this variable and coded as: 1=no; 2=yes. Category 

‘no’ was used as the reference category. 

 Male partner variables 

a. Number of sexual partners   

This variable aimed to determine the number of sexual partners participants had had within 

three months preceding this study. Three categories were assigned to this variable and 

coded as: 0=none; 1=one; 2=more than one. Category ‘none’ was used as the reference 

category. 
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b. Employment status of partner 

This variable aimed to determine the employment status of the participant’s partner. Two 

categories were assigned to this variable and coded as: 1=no; 2=yes. Category ‘no’ was 

used as the reference category. 

c. HIV status of sexual partner 

This variable aimed to determine the HIV status of the participant’s sexual partner. Three 

categories were assigned to this variable and coded as: 1=negative; 2=positive; 3=do not 

know. Category ‘do not know’ was used as a reference category.  

d. Diagnosed with HIV 

This variable aimed to determine the HIV status of the participants. Two categories were 

assigned to this variable and coded as: 1=no; 2=yes. Category ‘no’ was used as the 

reference category. 

e. Experienced hitting/slapping by partner 

This variable aimed to determine whether the participants experienced hitting or slapping 

by their partner. Three categories were assigned to this variable and coded as: 1=agree; 

2=neutral; 3=disagree. ‘Neutral’ was used as the reference category. 

f. Partner has control over sex 

This variable aimed to determine whether the participant’s partner has control over sexual 

intercourse. Three categories were assigned to this variable and coded as: 1=agree; 

2=neutral; 3=disagree. ‘Neutral’ was used as the reference category. 

 

 

 

g. Partner has control over condom use 
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This variable aimed to determine whether the participant’s partner has control over condom 

use. Three categories were assigned to this variable and coded as: 1=agree; 2=neutral; 

3=disagree. ‘Neutral’ was used as a reference category. 

 

Data quality  

A series of quality assurance processes were implemented to ensure that data quality was not 

compromised, but preserved. These quality assurance processes were inclusive of data 

validation, data cleaning, and questionnaire verification, as well as ensuring that questionnaires 

were tested for consistency and edited where necessary. Daily administered questionnaires 

were checked by the principal investigator to ensure quality assurance of collected data and 

completeness of questionnaires. Inconsistencies and errors with questionnaires were flagged at 

regular quality control meetings with research assistants, and were corrected accordingly. In 

terms of the exploratory qualitative design, all interviews were audio-recorded (with 

participants’ permission), and hand-written field notes were taken during the interviews. 

Interviews were conducted in a local language, transcribed and translated from verbatim 

transcripts into the English language. Participants’ quotes were directly retrieved from the 

audio recordings and triangulated between the two researchers. To minimise any bias and 

inconsistencies during the data collection period, data collection instruments were pretested 

with at least five (qualitative) and ten (quantitative) participants who were not part of the actual 

sample. Regular meetings were held with research assistants to discuss any challenges arising 

during fieldwork, lessons learned, and to ensure that the whole research process was well 

understood and followed. 

 

Data analysis  

Data was analysed with the support of the University of KwaZulu-Natal’s experienced 

biostatistician. The collected data was entered into Epi Info database and exported to Stata for 

analysis. Data cleaning was conducted before analysis was carried out to minimise 

discrepancies. Stata version 15 was used for the analysis of both dependent and independent 

variables of this study’s objectives two to five. The analysis was carried out in three phases, 

namely: univariate, bivariate, and multivariate.  
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The univariate analysis was the first level of analysis we performed. This was conducted in the 

form of descriptive statistics of the dependent variable and each independent variable. While 

in this phase, a description of the background characteristics of this study’s participants was 

carried out in the form of summaries, in which patterns between variables were discussed. The 

frequency distribution and cross tabulations of each independent and dependent variable, was 

also carried out for categorical data. Frequency distributions of continuous variables was tested 

for normality using the Shapiro-Wilks test. Means (SD) or medians (IQR) were used as 

appropriate. 

 

The second phase comprised of bivariate analysis, in which a binary logistic regression model 

was applied. In this model, the probability of the association between the dependent variable 

and each independent variable was estimated. To verify and confirm the level of significance 

between each independent variable and a dependent variable, a Pearson Chi square (X2) test 

was employed. Factors associated with contraceptive use were identified a priori and by using 

Chi square tests. A stratified, cluster analysis was used for statistical testing. 

 

The third and final phase comprised of a multivariate analysis, in which a multivariable logistic 

regression model was applied. Before performing the full logistic regression model, a pairwise 

correlation test was conducted to test for correlations between independent variables in the 

collected data. The pairwise correlation test is used to assess whether correlations between 

independent variables are high or low. When or if the correlations between the independent 

variables are high, multicollinearity is said to occur and this affects the interpretation of results. 

Therefore, it is recommended to conduct such a test before a full logistic regression model is 

applied. Although minor multicollinearity may be accepted, severe multicollinearity is likely 

to make estimates sensitive, even to moderate variations in the model, due to the increase in 

the variance of coefficient estimates, which results in coefficients being unstable and difficult 

to interpret (5). 

The formula we used in the logistic regression model was as follows (6): 

Li = α + β1X1i + β2X2i + …+ βkXki  

The above formula can be explained as follows, where: 
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• Li =dependent variable 

• α = constant 

• βk = regression coefficients 

• X = independent variables 

Source: Freedman (2009) 

The benefit of using the logistic regression model is that it does not assume a linear relationship 

between predictor and outcome variables, while it overcomes the limitations of a linear 

regression model, when the dependent variable is dichotomous (7).  

 

The odds ratios (OR) were used to interpret the probability of the associations between the 

variables tested in this study and the p-value < 0.05, which was considered statistically 

significant. The adjusted and un-adjusted odds ratios were used to explain the probability of 

contraceptive use and sexual behaviour in KwaZulu-Natal province. These were displayed on 

the models alongside p-values to show the level of significance among variables. Data was 

analysed twice, excluding missing data, and then again including missing data. However, there 

were no differences in significant factors, but only minor differences in the p-values.  Missing 

values differed by question and varied by around 10-13%. 

 

Qualitative data was analysed by initially transcribing and translating data from IsiZulu to 

English. Two independent researchers (the principal investigator and a research assistant) 

conducted data translation and transcription to ensure rigor was achieved. Using NVivo version 

11, two independent researchers conducted iterative thematic data analysis, as a means to 

achieve analyst triangulation, an important criterion for ensuring quality in qualitative research. 

The analysis was guided by Ritchie and Spencer’s framework (8). The framework outlines the 

following stages for conducting qualitative data analysis: (a) familiarisation with the data 

through reading all the transcripts and listening to the audio recordings; (b) generating initial 

codes using an open coding method, where each segment of data relevant to this study’s 

research objective, was coded; (c) development of a thematic framework extracting key themes 

from the coded data; (d) application of the thematic framework to all the data; (e) charting of 

the data, enabling systematic comparisons between data sets; (f) analysis of the charts for 

patterns and associations between and within each unit of analysis. The outcome of coding was 
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verified, cross-checked, and discussed between the principal investigator and the research 

assistant. This process involved thorough discussions on the coding outcome and whether the 

research question was answered. 

 

Dissemination 

Findings of the scoping review and articles arising from primary study have been disseminated 

through oral and poster presentations at conferences. Articles have been published in peer-

reviewed journal platforms. This thesis will also be accessible on the University of KwaZulu-

Natal’s online library. A feedback report (in the form of summary of results) will be submitted 

to the participating facilities, the directorate which approved the study, and also the district 

under which the study was conducted.  

 

Study limitations 

This study has important limitations to note, including the fact that it was not able to establish 

a cause-effect relationship due to the cross-sectional nature of its design. Some study 

participants may have been biased while responding to the questions, if they perceived the 

research assistant to be a healthcare provider, who may either influence the service or judge 

them based on their responses. The study was confined to the limited number of clinics, which 

may have resulted in the findings not being generalizable to the general population of the 

province of KwaZulu-Natal specifically, and the country generally. The high proportion of 

women using contraception in the sample could suggest that more women were enrolled during 

the family planning days. This may have resulted in an overestimation of the proportion of 

women using contraceptives. Given that this study focused on women attending public health 

care facilities, women who do not frequently use public health care clinics may have been 

excluded, hence their insights would be missing. 

 

Measures to reduce bias 

To reduce participants’ selection bias, research assistants were stationed by the gate, to ensure 

that women from different clinic settings were approached and recruited into the study. Data 

was collected during the official operating hours for participating health care facilities. Study 

participants were enrolled into the study, guided by the inclusion criteria. For qualitative study, 
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the COREQ checklist was used to ensure that the study adhered to quality standards for 

reporting qualitative study findings (9). 

 

Ethical considerations  

Ethical approval to conduct this study was obtained from the Biomedical Research Ethical 

Committee at the University of KwaZulu-Natal. The EThekwini District’s Ethical Review 

Committee and the National Health Research Database also provided ethics approvals and 

permission to conduct the study. The study was only conducted upon receipt of such ethical 

approval. To ensure confidentiality of respondents, no personal identifiers were captured in the 

questionnaires. Likewise, a written informed consent was obtained from the study participants 

prior to their enrolment. The principal investigator and research assistants went through the 

informed consent with the participants in their language of choice. The study adhered to sound 

ethical standards, including confidentiality, voluntariness of participation, and full disclosure 

of the research process. The collected data is stored in a safe and secure place by the University 

of KwaZulu-Natal and will be destroyed five years post the completion of the study. All the 

above-mentioned ethical considerations were explained to the study participant by the trained 

research assistants. 

 

Objective one was achieved through a systematic scoping review.  

A scoping review guided by Arksey and O’Malley’s framework was conducted in 2019. 

Potential articles were searched for from the following databases: PubMed/MEDLINE, 

American Doctoral Dissertations via EBSCO host, Union Catalogue of Theses and 

Dissertations (UCTD) and SA ePublications via SABINET Online and World Cat 

Dissertations, Theses via OCLC and Google Scholar. Studies published from January 1990 to 

March 2018 were included. The Population, Concept, and Context (PCC) framework and the 

PRISMA chart were used to report the screening of results. The Mixed Method Appraisal Tool 

(MMAT) version 11 and ACCODS tools were adopted to determine the quality of the included 

studies. Guidelines from the PRISMA extension for scoping reviews (PRISMA-ScR): checklist 

and explanation were also followed. 

Inclusion criteria 

• Studies presenting evidence published between January 1990 and March 2018. 
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• Studies presenting evidence that were published in SA. 

• Studies presenting evidence on women aged 15 to 49 years. 

• Studies presenting evidence on contraceptive use. 

• Studies presenting evidence on sexual behaviour. 

Exclusion criteria 

• Studies published before 1990. 

• Studies with no evidence on contraceptive use or sexual behaviour. 

 

Data synthesis 

Content analysis of the extracted data was conducted from the included articles. The review 

initially compared explanatory variables for contraceptive use and sexual behaviour across all 

included quantitative studies, and how often these variables were found to represent a 

significant determinant. Qualitative data was arranged in the form of the main themes identified 

and explored across the included qualitative studies. For reporting results, the pathways 

paradigm proposed by Shaikh et al (2010) was used to distinguish between different levels of 

predictor variables (10). Individual level (i.e., woman as a user), partner level, couple level, 

household and community level, and healthcare service level are all examined in this paradigm. 

The Mixed Method Appraisal Tool (MMAT) version 11 and ACCODS tools were used to 

determine the quality of the included studies (11, 12). 
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Chapter Five: First Primary Manuscript 

This chapter addressed three objectives, namely: two, three and four. This chapter investigated 

factors associated with modern contraceptive use among women of reproductive age, with a 

focus on whether these factors differ by age-group among younger and older women of 

reproductive age attending public health clinics in Umlazi Township, KwaZulu-Natal province, 

South Africa. This study also determined the proportion of women of reproductive age using 

contraceptives and knowledge and use of different contraceptive methods among women of 

reproductive age in Umlazi Township, KwaZulu-Natal, South Africa. This study has been peer-

reviewed and published in an international academic journal. 
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Chapter Six: Second Primary Manuscript 

This Chapter addressed the first part of objective five. This study investigated the predictors of 

risky sexual behaviours among women of reproductive age in a high HIV burdened township 

in KwaZulu-Natal, South Africa. This study has been peer-reviewed and published in an 

international academic journal. 
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Chapter Seven: Third Primary Manuscript 

This Chapter addressed the second part of objective five. This study assessed knowledge and 

perceptions of healthcare providers regarding the use of modern contraceptives among 

adolescent girls in Umlazi Township, KwaZulu-Natal province, South Africa. This study has 

been peer-reviewed and published in an international academic journal. 
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Chapter Eight: Fourth Primary Manuscript 

This Chapter addresses objective six of the study. This chapter explores perceptions and 

experiences regarding contraceptive use and risky sexual behaviours among women of 

reproductive age in Umlazi Township, South Africa. This manuscript was undergoing peer-

review by an international academic journal at the time of submission of this thesis.  
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Abstract 

Introduction 

Over the past decade, significant gains in improving the uptake of contraceptives by women of 

reproductive age, have been made in Sub-Saharan Africa (SSA). However, the number of 

unplanned pregnancies remain high in the SSA region, a phenomenon that is also pervasive in 

South Africa generally, and in KwaZulu-Natal in particular. Using qualitative methods, this 

study explored the experiences of women of reproductive age in the use of contraceptives, in 

relation to their sexual behaviour in KwaZulu-Natal, South Africa. 

Methods 

In October 2021, we conducted a qualitative study at Umlazi Township in KwaZulu-Natal 

through face-to-face in-depth interviews, exploring how women of reproductive age 

experienced contraceptives in relation to their sexual behaviour. Fifteen women from four 

primary health care facilities were recruited through a combination of convenience and 

criterion-based sampling techniques. Using NVivo version 11, two skilled researchers 

independently conducted thematic data analysis, as a mechanism for quality assurance, before 

the results were collated and reconciled.  

Results  

The study included 15 female participants, aged between 18 and 35 years, of whom two-thirds 

were aged 18-24 years. This study found that women were concerned about unpleasant 

contraceptive side effects such as prolonged or irregular menstrual periods, bleeding, weight 

gain, and/or severe pains. Some women stopped using their preferred contraceptive method or 

opted for a different contraceptive method due to undesirable side effects and/or contraceptive 

stock outs. Women also stated that they were not adequately counselled or informed on the use 

or potential negative effects of various contraceptive methods available at health care facilities. 

The following key themes emerged from the analysis, namely: early sexual debut and 

unplanned pregnancy; concerns over contraceptives’ efficacy and side effects; contraceptive 

methods’ stock-outs, inconsistent or incorrect use of contraceptive methods; inadequate 

counselling on contraceptive methods; misconceptions about contraception; risky sexual 

behaviours. 
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Conclusion 

Our findings revealed that the uptake of contraceptives is affected by multiple factors, hence 

approaches to address the issues raised, are required. Interventions aimed at reducing 

contraceptive stock outs are required to ensure that women are empowered to choose 

contraception based on their own preference, convenience, and/or experience. A variety of 

contraceptive methods should always be available at local public health care facilities. It is 

imperative that counselling on contraceptive methods’ side effects be improved, to ensure that 

women have freedom to make informed decisions about their preferred method, proper 

management of side effects, and to assist them with method switching as needed, instead of 

discontinuation. Innovative approaches, such as internet-based sources of information, text 

message reminders, and brochures are needed to improve women’s comprehension of how 

contraceptive methods work.  

 

Keywords: Women, perceptions, experiences, contraceptive use, sexual behaviour, KwaZulu-

Natal, South Africa 
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Introduction 

Despite the notable improvements in the uptake of contraceptives by women of reproductive 

age globally, the Sub-Saharan African (SSA) region continues to record a high proportion of 

women who experience unplanned pregnancies every year (1). In SSA, unmet contraception 

needs for women of reproductive age continue to be a public health concern, with a substantial 

number of these women being unable to access and use their preferred methods of 

contraception, which jeopardizes their desire to circumvent unplanned pregnancies (2). In the 

context of this study, an unmet need for contraception is defined as an inconsistent or incorrect 

use of a contraceptive method by a sexually active woman of reproductive age, for preventing 

unwanted pregnancy (3, 4). The rate of unmet needs for contraceptive use is more than 20% 

among sexually active women in SSA (5, 6). 

 

Contraception is one of the most important public health interventions which respond to sexual 

and reproductive health needs of women, thereby enabling them to plan their pregnancies and 

decide on the number of children they desire (7). The consistent and correct use of 

contraception has far-reaching benefits to both individuals and societies, including the 

reduction of pregnancy-related morbidity and mortality, termination of pregnancies (ToPs), 

improving educational opportunities, and empowerment of women (8, 9). Furthermore, 

contraceptive use positively affects the overall health of women of reproductive health, as it 

empowers them to autonomously make decisions regarding their own sexual and reproductive 

health (10, 11). Studies have shown that empowered and educated women are more likely to 

make informed decisions about the use of contraception (12, 13).  

 

The 2016 Demographic and Health Survey report showed that 55% and 60% of married women 

and sexually active women, respectively, used contraceptives in South Africa (3). At least 15% 

of women who are in-union, have an unmet need for contraception to prevent unplanned 

pregnancy in the country, and the figure is slightly higher (19%) for sexually active women; 

meanwhile, KwaZulu-Natal (KZN) accounts for 18% and 21% of the national figures, 

respectively, among in-union and sexually active women (3). In South Africa, more than 100 

000 terminations of pregnancy were reported in designated facilities in the 2016/2017 financial 

year, with KZN accounting for 15% of these (14).  Most ToPs are conducted illegally, 

contributing to high maternal morbidity and mortality rates (9, 15, 16). High rates of unplanned 
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pregnancy have also been reported among women diagnosed with HIV in South Africa (17). 

Risky sexual behaviours are also common among young women in this country, as well as in 

KZN, including early sexual debut (below 15 years), sex under the influence of alcohol or 

drugs, multiple sexual partners, and inconsistent condom use, all of which contribute to high 

levels of unplanned pregnancy and sexually transmitted diseases, including HIV (18-23).  

 

Factors contributing to high rates of unplanned pregnancy in limited resource settings, 

including South Africa, are well documented.  Insufficient knowledge of contraception, gender 

inequality, intimate partner violence, poverty, and inconsistent and incorrect use of 

contraception, are some of the factors (1, 24, 25). Low levels of contraceptive use have been 

associated with age, low education level and low socioeconomic status, limited knowledge and 

inaccessibility of contraceptive methods, and resource-limited rural residential settings (20, 26-

28). Health system challenges, including contraception stock-outs, long waiting times, and 

negative attitudes displayed by some health care providers, have also been reported to deter 

women, especially young women, from accessing contraceptive services from health care 

facilities, thereby contributing to low or inconsistent uptake of contraceptives (29, 30). 

 

Despite these challenges, the South African government has demonstrated commitment to 

ensuring universal access to contraception by women of reproductive age. However, 

contraceptive use in this age group remains low in the country, and in KZN in particular. The 

use of qualitative methods to explore women’s experiences of contraceptives will deepen our 

understanding of this phenomenon; this will in turn guide the development and/or the 

strengthening of interventions aimed at improving contraceptive use among women of 

reproductive health in KwaZulu-Natal, and other comparable resource-limited settings.  

 

Methods 

Study setting 

Umlazi, a township populated with more than half a million people, is located in the province 

of KZN (31) and is part of the EThekwini Metro, which has the largest number of people on 

lifelong anteretroviral therapy (ART) in the province (32). Umlazi has 10 public health care 
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clinics and one public health hospital. Four public health care clinics, spread across various 

parts of Umlazi, participated in the study.  

Study design 

We explored women’s experiences of contraceptives in relation to their sexual behaviour, using 

an exploratory descriptive qualitative study design (33). We generated data in October 2021, 

through face-to-face in-depth interviews with women of reproductive age accessing health care 

services, from four facilities in Umlazi.  

Sampling 

We employed a combination of convenience and criterion-based sampling strategies, to 

identify potentially eligible women from four primary heath care facilities in Umlazi Township, 

KZN. We used convenience sampling in the sense that we had no prior knowledge of the 

information richness of our participants, but conveniently recruited from those women who 

presented themselves to the participating health facilities, during the period of data collection. 

After conveniently identifying the potentially eligible women, we drew from criterion-based 

sampling techniques, by screening whether woment were or not: (a) of reproductive age (18–

49 years); (b) residing in Umlazi Township; (c) sexually active (women who had sexual 

intercourse within three months preceding data collection); and (d) using contraception or had 

used contraception within three months preceding data collection. Women who were outside 

the age brackets (18-49 years), pregnant, or sexually inactive, were excluded from the study. 

Interviews were conducted after services had been rendered by the facility.  

Data collection tool 

We developed an in-depth interview guide in the English language and then translated it into 

IsiZulu, which is the dominant language used in Umlazi. A female research assistant with a 

track record of conducting interviews and qualitative research, generally, was recruited and 

provided with refresher training prior to collecting data. The research assistant was fluent in 

both English and IsiZulu languages. Interviews were audio-recorded (with participants’ 

permission). To minimize any inconsistencies during the data collection period, the interview 

guide was pre-tested with five participants who did not form part of the study.  
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Data collection 

Data was collected iteratively to ensure that researchers engaged with preliminary data analysis 

of the information collected, learn emerging themes, identify gaps in the data, and adapt the 

data collection process for subsequent interviews. Each interview lasted for 30 to 60 minutes. 

Data saturation was reached at 15 interviews. At least five potential participants refused to 

participate in the study when they were approached. The lead author held regular debriefing 

meetings with the research assistant to discuss field experiences, challenges, emergent issues, 

lessons learned, and how she affected and/or was affected by the interviews. The scope of 

inquiry of the interviews focused on four key components of contraception, namely: (i) 

awareness about different contraceptive methods, (ii) access (availability/stock-outs of 

preferred contraceptive methods, counselling), (iii) uptake (key considerations in deciding 

whether or not to start using contraception), and (iv) adherence/continuation (key 

considerations in deciding whether or not to continue or discontinue using contraception, 

including side effects, violence, stigma, discrimination, judgements). 

Data analysis 

Using NVivo version 11, two researchers independently conducted the analysis from data 

coding to the development of themes, and this was done iteratively, guided by Richie and 

Spencer’s framework (34). The framework outlines the following stages for conducting 

qualitative data analysis: (a) familiarisation with the data through reading all the transcripts and 

listening to the audio recordings; (b) generating initial codes using an open coding method, 

where each segment of data relevant to this study’s research objective was coded; (c) 

development of a thematic framework extracting key themes from the coded data; (d) 

application of the thematic framework to all the data; (e) charting of the data, enabling 

systematic comparisons between data sets; and (f) analysis of the charts for patterns and 

associations between and within each unit of analysis.  

Data quality 

To ensure rigor and accuracy, comparative data analysis was conducted by two skilled 

researchers, who independently read all the transcripts to gain an understanding of the content 

and scope of data collected, prior to data coding. The outcome of coding was verified, cross-

checked, and thoroughly discussed between the two members, to ensure that the research 

question was answered. We used the COREQ checklist to ensure that the study adhered to 

quality standards for reporting qualitative study findings (35). 
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Ethical considerations 

Ethical approval and gatekeeper permission were obtained from the University of KwaZulu-

Natal (UKZN) Biomedical Research Ethical Committee (BREC) (Ref No: BE424/18) and the 

Department of Health’s National Health Research Database (NHRD) (Ref No: 

KZ_2018009_013), respectively. The EThekwini District’s Ethical Review Committee also 

approved the study. The study was also supported by the participating health facilities. All 

participants who volunteered to participate in the study signed an informed consent form prior 

to their participation. The privacy and confidentiality of participants were protected. 

 

Results 

Background characteristics of study participants 

The study included 15 women, aged between 18 and 35 years, with a median age of 23 years.  

All participants were Black African women, with more than two-thirds (n=10) aged 18-24 

years. The majority (n=12) had attained a secondary level of education and nearly half (n=7) 

were unemployed. Almost all participants (n=14) were not married.  

 

Table 1: Demographic characteristics of participants, Umlazi Township, KwaZulu-

Natal, South Africa, 2021 

Characteristic Participants n=15 

Age (years) 18-49 

   Median (IQR) 23 (19-26) 

Age categories, n (%)  
   18-24 years 10 (67) 

   25-49 years 5 (33) 

Population group, n (%)  
   Black African 15 (100) 

Level of education, n (%)  
Secondary 12 (80) 

Tertiary 3 (20) 

Employment status, n (%)  
   Unemployed 7 (47) 

   Employed 4 (27) 

   Studying 4 (27) 

Marital status, n (%)  
Not married 14 (93) 

Married 1 (7) 
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Key themes  

The following key themes emerged from the analysis: early sexual debut and unplanned 

pregnancy; concerns over contraceptives efficacy and side effects; contraceptive methods’ 

stock-outs, inconsistent or incorrect use of contraceptive methods; inadequate counselling on 

contraceptive methods; misconceptions about contraception; and risky sexual behaviours. 

 

Early sexual debut and fear of unplanned pregnancy 

Most participants reported that they started to use contraceptive methods at a young age, and 

they attributed their decisions to an early sexual debut. Some participants’ use of contraceptives 

dated back to their schooling days and the main motivator was pregnancy avoidance.  

“For me to decide using contraception, I was seeing that I was still young and I was still 

attending school. I was also thinking for my mom that she’s working this side and having a 

baby while studying was not right. So I decided that since I’m having sex, I should decide 

that instead I should then use contraception”. (24-year-old, unemployed, with secondary-

level education) 

 

“I was 17 years at the time and I started using contraception. I was starting to have sex then 

I used contraception”. (19-year-old, unemployed, with tertiary-level education) 

 

“No, the first time I had sex, I was still young. I was 15 years old”. (29-year-old, employed, 

with secondary-level education) 

 

Due to an early sexual debut, some women reported being surprised by their first unplanned 

pregnancy, which occurred while they were very young. Becoming pregnant after the first time 

having sexual intercourse was particularly surprising for them, as they thought pregnancy 

occurs after several sexual encounters. 

“Even with this first birth, it was a big mistake. I did not plan to have a child. It was my first 

time having sex. I didn’t even know I was pregnant. My mother is the one who noticed…. I 

couldn’t believe it…. It was my first time having sex, I had not planned to get pregnant. Even 

my boyfriend had not planned it. He was also surprised”. (18-year-old studying at secondary-

level education) 
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I didn’t plan to get pregnant. That mistake happened when I did not use a protection. 

And then I got a child. I started having sex when I was doing grade 12”. (20-year-old, 

unemployed, with secondary-level education) 

 

 

One woman indicated that she experienced unplanned pregnancy while she was actively using 

a contraceptive method, and the health care providers responded by saying that the injectable 

contraceptive method is not 100% effective.  

 

“Let me see, 2018 I did use the injection. I used the injection throughout 2018. I was 

active on injection because I didn’t want another child. And then I got pregnant while 

I was using the injection. And the nurse said that the injection is not 100% effective… 

I asked them, how, it’s not 100% then why are we using it? The nurse just said that the 

injection is not 100% protective. I was using contraception when I got pregnant. I didn’t plan 

to have a child”. (23-year-old, unemployed, with secondary-level education) 

 

Concerns over contraceptives’ efficacy and their side effects 

Concerns over the effectiveness of using contraceptive methods were raised, with some women 

reporting that they do not trust that the contraceptives are effective enough to prevent someone 

from getting an unplanned pregnancy.  

“Yoh ehm, I think that because there’s many different contraceptive methods, what I know 

about the injection is that it reduces chances of getting pregnant. But it is not 100% 

accurate…. I will continue using a condom because I know that the injection is not 100% 

sure.” (18-year-old studying at secondary-level education) 

 

“Even pills, I’m scared of them. I got pregnant while I had used the morning after pills. I 

don’t trust the pills”. (26-year-old, unemployed, with secondary-level education) 

 

In addition to contraceptive mistrust, there were reports of unpleasant contraceptive side effects 

from some of the participants. The most common side effect reported by the participants, was 

prolonged menstrual periods resulting from using injectable contraceptives.  

“The injection made me have prolonged periods than usual. I usual go on periods for three 

days, but after taking the injection my periods would last for seven days… I was tired of 

being on periods all the time. My periods lasted longer than usual. I’d keep having periods. 

Then it would stop eventually, but then again the following months when it’s time for my 
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periods, they would last longer… The next month, same thing”. (19-year-old, unemployed, 

with tertiary-level education) 

 

“I went on a prolonged menstrual cycle, my periods started from the 2nd to the 12th August… I 

don’t know what is going on, I don’t know…But the injection didn’t treat me well. I had 

started with the two months injection. But I stopped using the two months injection because it 

would make me go on periods at any time. It made me bleed at any time”. (19-year-old 

studying at secondary-level education) 

 

Some women indicated that using the injectable contraceptives made them bleed heavily, or 

that the injectable interfered with their menstrual cycle, and resulted in inconsistent menstrual 

periods. 

She [nurse] had given me the 3 months injection. The three months injection was making me 

bleed a lot. My bleeding couldn’t stop. Then I did some research and asked from others and 

they said that it happens that the injection would not respond well on your body”. (20-year-

old, unemployed, with secondary-level education) 

 

“It was not treating me well. It would make me go on periods at least twice in one month. I 

would go on periods for three or four days but twice a month. In the beginning it treated me 

well. Then it changed later on”. (25-year-old, employed, with secondary-level education) 

 

Women reported that using contraception contributed to changes in their appetite for food, 

thereby affecting their weight. Some experienced weight gain and others lost weight.  

“I would eat a lot. I would eat every now and then. And if I wanted food, I really wanted 

food, like someone who’s pregnant”. (20-year-old, unemployed, with secondary-level 

education) 

 

“…when I started with the contraceptives, I gained a lot of weight and I was oily, like 

my face was messed up so I stopped and then after a year I went back [re-started 

contraception]…”. (22-year-old, employed, with secondary-level education) 

 

“I started by using the three months injection, but it made me lose weight so bad, then I 

switched from it to the two months injection”. (25-year-old, employed, with secondary-level 

education) 
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Some women indicated that they experienced severe pains, as a result of using the injectable 

contraceptive method. 

“No, but I’ve used injection before and the injection didn’t treat me well. I always had 

problems in my bladder and I decided to stop using it. I would have unusual pains, which is 

something I had never experienced before I started using contraception”. (27-year-old, 

unemployed, with secondary-level education) 

 

Participants’ reactions to side effects 

Some participants reacted to side effects by simply discontinuing contraception. 

“The injection made me have [more] extended periods than usual… So I didn’t even ask, I 

just decided to stop using contraception. In fact, that’s when I stopped using contraception. I 

stopped using contraception last year or last-of-last year”. (19-year-old, unemployed, with 

tertiary-level education) 

 

“At the clinic they told me there’s this kind of injection and I should try it. But I then stopped 

it when I experienced these side effects. I would also get sick. I was supposed to go on 

periods. But because of the injection I wouldn’t go on periods. I stopped it”. (27-year-old, 

unemployed, with secondary-level education) 

 

Others reacted to side effects by simply switching to a different contraceptive method. 

“Then I came back and told the nurse about the side effects I was experiencing while using 

that injection. I then asked her to switch me to a different method. And then she switched me 

to a two-months injection”. (20-year-old, unemployed, with secondary-level education) 

 

“I told them that I’d like to switch from using this contraception because I had started using 

the pills for a short while. So I knew how they worked. Then I asked them to change me to the 

pills. Now I only go on periods once a month”. (35-year-old, unemployed, with tertiary-level 

education) 

 

Stock-outs of preferred contraceptive methods and participants’ reactions 

Participants reported stock-outs of their preferred contraceptive methods as a pervasive 

challenge in the health care facilities.  

“Yes, even last week they said they were out of stock, especially the three months injection, 

they only had the two month’s one”. (18-year-old studying at secondary-level education) 
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“…sometimes you come here and find that injection is not available… I don’t know what can 

they do to improve the situation. I sometimes ask nurses why they don’t have the injections 

and they say that it is the department that is not delivering them”. (20-year-old, unemployed, 

with secondary-level education) 

 

One participant saw Implanon as a potential solution to the challenge of stock-outs, as this 

method does not require her to make regular visits to the facility for contraceptive purposes.  

“…so, I’m considering using it [Implanon] because the injection is sometimes not available 

at the clinic. And they said at the clinic that if the injections are finished again, they don’t 

know when it will be available again...”. (23-year-old, unemployed, with secondary-level 

education) 

 

“When I got to this clinic, I was told that injectable contraceptive methods is no longer 

available. They told me that there is the implant contraceptive method. But I’m scared of 

implant. I ended up stopping using contraception because I was scared of using the implant. 

I’m still going to think about the implant but it is scary…I came [to the clinic] on September 

15, and I asked for implant and they said that I should come back another day….They do tell 

you that it’s not that they don’t offer it, it’s just out of stock, you should come back”. (24-

year-old, unemployed, with secondary-level education) 

 

Changing to an alternative contraception method was one of the options pursued by some 

participants whenever they were unable to receive their preferred contraceptive method, while 

others opted to wait for their preferred contraception. Those who opted to wait for their 

contraception of choice, had to modify their lifestyle during the period of being not protected 

by contraception. 

“I continued using the three months injection. But it would happen that sometimes they would 

not have it at the clinic. Then I would be switched to the two months injection”. (20-year-old, 

unemployed, with secondary-level education) 

 

“I decided to stop. I didn’t take them. I stopped using contraceptives. My date was on the 12th  

September. I came here and I was told that the injection is not available. Then, again I came 

back on the 18th September. And they told me again that the injection is not available. Then I 

waited. Then I received a message from my friend who told me that she was at the clinic and 

that the injection is now available. I think it was last week. Then I came back and took the 

injection”. (20-year-old, unemployed, with secondary-level education) 
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“For me I don’t want to use something else when I’m still going to use the implant. I don’t 

want too many in my body. At least if I use one. I should not mix. I should just be patient for 

the implant. I should be able to control myself. For now, I’m trying to avoid having sex, since 

August”. (24-year-old unemployed, with secondary-level education) 

 

The contraception stock-out has far-reaching implications on women of reproductive age, as it 

does not only make them vulnerable to unplanned pregnancies, but also causes emotional 

discomfort.  

“During that time the injection is not available, you are not comfortable. You are scared. It is 

hard when the injection is not available”. (20-year-old, unemployed, with secondary-level 

education) 

 

Others were discouraged to continue using contraception due to stock-outs. 

“You’ll end up getting discouraged if you don’t get the contraceptive methods you need. All 

they need to do is to ensure that the preferred contraceptive methods are always available”. 

(35-year-old, employed, with tertiary-level education) 

 

Inconsistent or incorrect use of contraceptive methods 

Participants indicated that they sometimes could not consistently use contraceptives, as some 

of them missed their re-injection appointments. This resulted in them experiencing an 

unplanned pregnancy. 

“…When my re-injection date had passed, as I was taking a break, so that my blood will flow 

and the side effects would stop, I then got pregnant. I had planned to wait for a month. Then I 

would start the following month. It was stupid I don’t know how [laughs]. And then during 

that period I became pregnant. It just happened so quickly. I couldn’t believe it. I couldn’t 

believe that I was really pregnant”. (23-year-old, unemployed, with secondary-level 

education) 

 

“I do have a child. I didn’t stop using contraception, but I got the child after I skipped my 

date for re-injection. It just happened that I got pregnant”. (25-year-old, employed, with 

secondary-level education) 

 

Most participants showed less preference for the contraceptive pills, fearing that they would 

not be able to maintain or use them consistently or correctly.  
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“…what made me stop using them [contraceptive pills] is because I used to miss them 

because you have to take them at the same time daily, I stopped taking them… I stopped using 

them because I kept missing the time whereas you are supposed to take them at the same 

time”. (19-year-old studying at secondary-level education) 

 

“I’ve never used something else. I’ve only used the injection. Because I cannot use the pills 

because I would forget them. I forget the pills I cannot use them”. (23-year-old, unemployed, 

with secondary-level education) 

 

Some participants reported instances where health care providers either inserted the implant 

incorrectly, or inserted it into a pregnant woman, as they hardly ever checked a woman’s 

pregnancy status before inserting the implant. 

“…and I also got pregnant while the implant was inserted in me… Maybe they inserted it 

while I was already pregnant. They didn’t check my pregnancy status. They didn’t run 

pregnancy tests. They just inserted it”. (19-year-old studying at secondary-level education) 

 

“I had pregnancy symptoms. I would vomit. I would experience things that I didn’t 

understand. Then I went back to the clinic and I was told that the implant was not inserted 

correctly. Then they started telling me about the possible risks since I am already pregnant. 

That I might get a miscarriage. And I did get a miscarriage. I don’t know if that’s what 

caused the miscarriage. After they removed the implant, I had already lost hope because I 

was bleeding”. (19-year-old studying at secondary-level education) 

 

Lack of counselling on contraceptive methods  

Participants indicated that they were not counselled or given information regarding the use of, 

and the possible side effects, of various contraceptive methods offered at health care facilities. 

“…the nurse did not explain anything to me. She did not tell me how it works. I do have some 

questions about using contraception. I want to ask that since they are different, there’s one 

for three months and another one for two months – what’s the difference between them? 

That’s all I want to ask”. (18-year-old studying at secondary-level education) 

 

“She didn’t even ask me which method I wanted to use or what. She didn’t and I couldn’t ask 

questions. I didn’t even know which injection she was giving to me [after giving birth at the 

hospital]. She didn’t say anything. She just calls your name and then gives you the 

injection….. It got me confused. Because I wanted to use a different method. But I only 

realized what they had given me when I was reading the card because it was written there. 
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And there was nothing I could still do”. (20-year-old, unemployed, with secondary-level 

education) 

 

“…there was no opportunity because in the room we were getting injections from, we were 

many so there was no space for discussing or asking questions. So you’d get the injection and 

go home. You didn’t have time to discuss things or ask questions”. (24-year-old, unemployed, 

with secondary-level education) 

 

Misconceptions about contraception 

Some participants raised concerns about the possibility of contraception impairing future 

fertility, with others preferring to wait until they got their first child before using contraceptive 

method. 

 

“…but the very first time I heard about contraception, I was told by my mother who asked me 

to use contraception, so that I won’t get pregnant. I hadn’t had a child at that time. But I 

refused because I heard people saying that if you use contraception when you haven’t had a 

child, it happens that you might not be able to conceive. So I didn’t use contraception. I only 

started using contraception after getting a baby. I have one child”. (20-year-old, 

unemployed, with secondary-level education) 

 

“I only used it for a short period because I was told that it’s dangerous to use the injection 

when you don’t have a child because it completely prevents you from getting pregnant in 

future….”. (25-year-old, employed, with secondary-level education) 

 

“I do have questions. I have many questions. Because even now I am concerned. Some people 

do say that the injection makes you infertile even after you have stopped using it. You won’t 

go on periods. Now that it’s been months without seeing my periods, I’m scared”. (19-year-

old, unemployed, with secondary-level education) 

 

Spontaneity of sexual activities 

Some women reported that they engaged in spontaneity of sex, whereby they find themselves 

engaging in unprotected sex without any anticipation or preparation, some of which resulted in 

sexually transmitted infections. 



117 | P a g e  
 

“That’s where the mistake was [laughs]. We didn’t use a condom. When I was visiting him, I 

hadn’t planned to have sex with him. It just happened. I just gave him one round”. (18-year-

old studying at secondary-level education) 

 

“I just went to check for HIV. I already knew that I was running (promiscuous). I didn’t get 

sick or anything. And they told me that I am HIV positive… things just got too fast. I was even 

shocked that how did it happen that I would have sex with someone so quick. It was like there 

was something that said that I want to teach you a lesson. Condom is really important”. (26-

year-old, unemployed, with secondary-level education) 

 

“That has happened… Sometimes we run out of condoms. Sometimes it’s there and it just 

happens that we don’t use it… I came to the clinic and I was told that I have drop…My 

partner also came to check and found that he also had it…”. (23-year-old, unemployed, with 

secondary-level education) 

 

Discussion 

Understanding the disparities in contraceptive use in South Africa, requires a thorough 

investigation of factors contributing to contraceptive uptake and discontinuation. In this 

country, the use of contraception is often limited to a few methods, such as the injectable, oral 

contraceptive pills, and condoms (3). Availability of contraceptive methods at primary health 

care facilities varies, with injectable, oral contraceptive pills, and condoms being the most 

common, despite the stock-outs and side effects being regularly reported.  

 

In this study, we adopted a qualitative approach to exploring women’s experiences of 

contraceptive use, in relation to their sexual behaviour in KwaZulu-Natal, South Africa. Our 

study participants shared crucial insights for understanding the challenges women face, when 

accessing and using contraceptive methods in Umlazi Township, KZN. Our results show that 

concerns over contraceptives’ efficacy, contraceptive method side effects, contraceptive 

methods’ stock-outs, and lack of counselling on contraceptive methods, affect the uptake of 

contraceptives in the study setting, and this may have some relevance for other comparable 

settings.   
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Side effects play an important role in a woman’s decision as to whether to continue or 

discontinue using contraception, as has been reported in other studies (36, 37). Similar to our 

study, prolonged or irregular menstrual cycle patterns have also been reported as one of the 

most common side effects that influence women to discontinue contraceptive use (37-39). Both 

the injectable users and implant users have concerns about bleeding side effects, which are 

known to have contributed to discontinuation of contraception in similar settings (37). 

Contraceptive discontinuation has dire implications, including unplanned pregnancy. 

Therefore, women should be empowered to avoid unplanned pregnancies, by identifying 

alternative contraceptive methods that meet their individual needs.  

 

There has been concern about the growing number of women who return to clinics for implant 

removal, only after a few months of insertion, due to changes in bleeding patterns or excessive 

bleeding (38, 40, 41). Side effects, notably prolonged or irregular bleeding, have also been 

reported by health care providers as the most common reason for early Implanon 

discontinuation (38). In addition to this, other factors have been reported to influence women 

to remove the implant, including incorrect positioning and low quality of care (42-44). 

Incorrect positioning of the implant was also reported in this study as an important factor for 

its discontinuation. The implant protects against pregnancy for up to three years before it needs 

to be replaced, and this reduces frequent clinic visits among users (45). The growing number 

of women removing the implant given the side effects, suggests the need for pre-insertion 

counselling, proper management, and empowerment of women through information regarding 

alternative contraceptive options for better decision-making (41).  

 

Contraceptive stock-outs occur when one or more contraceptive methods are not available at a 

health care facility that routinely provides that method. Contraception stock-outs are one of the 

main factors contributing to contraceptive switching and discontinuation among women (46, 

47). Contraceptive methods should be available at all levels of health care, but not all health 

care facilities offer the full mix of modern contraceptive methods. Women have different 

contraceptive method preferences and experiences, therefore, a wide variety of contraceptive 

methods should always be available; this ensures that women are empowered to choose 

contraception based on their own preference, convenience, and/or experience. Given the high 

rates of contraceptive method stock-outs in South Africa, unemployed women are likely to 
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suffer the most, due to financial constraints, whereas women with financial resources, may be 

able to access preferred contraceptive methods through the private sector.  

 

Health care providers play an important role in ensuring access to contraceptive methods 

among women. As such, health care providers have an important responsibility in educating 

women and providing complete information about possible side effects, and the effectiveness 

of their preferred method. It is imperative that counselling on side effects be improved, to 

ensure that women have freedom to make informed decisions about their preferred method, 

and to assist them with method switching as needed. However, counselling when receiving 

family planning services, is limited in South Africa (48).  

 

In this study, some women had concerns about contraception impairing future fertility. There 

were also concerns among some women over the effectiveness of contraceptive methods, due 

to experiencing pregnancy while actively using contraception. These concerns may be 

addressed through improved counselling and support from health care providers. Some women 

were concerned about inconsistent or incorrect use of contraceptive methods. These results 

suggest the need to improve counselling to promote contraception awareness among women, 

and to clarify any myths and complexities.  

 

Much more effort is needed for counselling, to ensure that women are aware of potential 

adverse effects from contraceptive use, so as to allow them to make informed decisions. 

However, a single face-to-face counselling appointment in a busy facility may not be enough 

to convey all of the information a woman requires about: the reproductive cycle, returning to 

fertility after discontinuing a method, potential drug–drug interactions, the need for dual 

protection, and so on (48). In addition to traditional face-to-face interactions between health 

care providers and contraceptive users, innovative approaches, such as internet-based sources 

of information, text message reminders, and brochures are needed to improve women’s 

comprehension of how contraceptive methods work (48-50).  
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Our study has important limitations to note. The findings of this study were sought from 

participants’ self-reported sexual and reproductive health information, rendering them prone to 

social desirability bias. Lastly, due to the qualitative nature of the study, the fact that this study 

was confined to limited health care facilities and participants, meant that our study findings 

cannot be generalised to other settings. However, the study provides important insights 

regarding the perceptions and experiences of contraceptive use among sexually active women 

in Umlazi Township, KwaZulu-Natal, South Africa.  

 

Conclusion 

This study contributes to our understanding of women’s concerns and challenges arising from 

accessing and using contraception in Umlazi Township, KwaZulu-Natal. Our findings illustrate 

that concerted efforts are urgently required to address women’s concerns regarding the side 

effects arising from using contraceptive methods, as well as contraceptive stock-outs, given the 

dire implications these may have on contraceptive discontinuation and subsequent unplanned 

pregnancy. The provision of comprehensive counselling services to support women who are 

having short-term side effects is paramount, to ensure that they are able to deal with side effects, 

or switch to a different method instead of completely discontinuing contraceptive use, to avoid 

unplanned pregnancy.  
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Chapter Nine: Integrative Synthesis  

This chapter synthesizes the main findings from a set of different research outputs, aimed at 

addressing the above-mentioned study objectives.  

 

Introduction and Overview of the Study 

Unplanned pregnancies continue to be a public health concern in South Africa (SA), as they 

signal that the women affected are still participating in unprotected sexual intercourse. Despite 

high levels of awareness about contraceptive methods in South Africa, the consistent use of 

contraception has been largely sub-optimal (1). Unplanned pregnancies, morbidity and 

maternal mortality, especially among young people, are some of the effects of incorrect or 

inconsistent use of contraceptives (2). Unplanned pregnancies are intricately linked to the rise 

in terminations of pregnancies, some of which are performed illegally (3, 4). These 

contraceptive challenges occur against the backdrop of the Sub-Saharan countries, including 

South Africa, signing up to the Sustainable Development Goals (SDGs), with Goal 3.7 having 

the target of improving universal access to sexual and reproductive health care services. This 

includes family planning, information and education, and the integration of reproductive health 

into national strategies and programmes; and  the target of Goal 3.8, which is to achieve good 

health and wellbeing for all by 2030 (5). To achieve universal health care, countries are 

expected to, among other things, expand the use of contraception in their populations, 

particularly among young women (5).  

 

In South Africa, the percentage of sexually active women using modern contraceptive methods 

has marginally dropped from 64% in 2003 to 60% in 2016 (6), despite the freely and widely 

available contraceptive methods in public health care facilities. The high incidence of 

unplanned pregnancies may be indicative of the unmet needs for contraceptive use and/or the 

occurrence of unprotected sexual activities in SA. This is worsened by the early sexual debut 

(at 15 years) among adolescent girls, who may either be unaware of the available contraceptive 

services, or simply lack courage to access them, for fear of possible moral judgement or 

compromised confidentiality in health care facilities (7, 8). Risky sexual behaviours expose 

women to unprotected sexual encounters, often culminating in unintended pregnancies and 

STIs (7, 9). 
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Negative attitudes of health care providers towards younger women, have been reported as a 

deterrent to adolescents’ utilisation of contraceptive methods from their local clinics (4, 8, 10), 

yet they may lack resources to seek help in distant facilities. Some health care providers have 

been reported to be hesitant or unprepared to provide contraceptive methods to younger women 

(11). However, health system challenges, such as poor working conditions, long queues, and 

contraceptives stock-outs, have also been reported as deterrents to accessing contraceptive 

methods, the provision of quality sexual behaviour counselling, and modern contraceptive 

education to users. There are reasons to believe that more efforts are needed to understand and 

improve the uptake of modern contraceptives in Sub-Saharan Africa (SSA) and SA, in 

particular (12). 

 

The main purpose of this study was to investigate the factors influencing contraceptive use and 

sexual behaviour among women of reproductive age in Umlazi Township, KwaZulu-Natal, 

South Africa, both from a user and provider perspective.  

The specific objectives of this study were as follows: 

1. To map evidence on factors influencing contraceptive use and sexual behaviour in 

South Africa, through a systematic scoping review. 

2. To determine the proportion of women of reproductive age using contraceptives in 

Umlazi Township, KwaZulu-Natal, South Africa.  

3. To examine women’s knowledge of different contraceptive methods in Umlazi 

Township, KwaZulu-Natal province, South Africa.  

4. To determine contraceptive methods used by women in Umlazi Township, KwaZulu-

Natal province, South Africa. 

5. To identify factors influencing contraceptive use and sexual behaviour among women 

of reproductive age in Umlazi Township, both from a user and provider perspective. 

6.  To explore the experiences of women of reproductive age regarding contraceptive use 

and risky sexual behaviours in Umlazi Township. 

This chapter aims to synthesize the main findings from a set of different research outputs, aimed 

at addressing the above-mentioned study objectives. The overall thesis was organised in 
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chapters, which individually or in combination addressed the study objectives. The following 

objectives and outputs were achieved:  

Table 1: Research outputs by study objectives 

# Objective  Publication Outputs Status 

1 To map evidence on factors influencing 

contraceptive use and sexual behaviour in 

South Africa through a systematic scoping 

review. 

 

Hlongwa M, Mashamba-Thompson T, 

Hlongwana K. Evidence on factors 

influencing contraceptive use and sexual 

behavior in South Africa: a systematic 

scoping review protocol. Medicine. 2018 

Dec; 97(52). 
 

Published 

Hlongwa M, Mashamba-Thompson T, 

Makhunga S, Hlongwana K. Evidence on 

factors influencing contraceptive use and 

sexual behavior among women in South 

Africa: a scoping review. Medicine. 2020 

Mar; 99(12). 
 

Published 

2 To determine the proportion of women of 

reproductive age using contraceptives in 

Umlazi Township, KwaZulu-Natal, South 

Africa  

Hlongwa, M., Kalinda C., Peltzer K. and 

Hlongwana, K. (2021) Factors associated 

with modern contraceptive use: a 

comparative analysis between younger and 

older women in Umlazi Township, 

KwaZulu-Natal, South Africa. Women’s 

Health. 2021 Nov; 17:1-9 

Published 

3 To examine women’s knowledge of 

different contraceptive methods in Umlazi 

Township, KwaZulu-Natal province, South 

Africa.  

 

4 To determine contraceptive methods used by 

women in Umlazi Township, KwaZulu-

Natal province, South Africa  

5 To identify factors influencing 

contraceptive use and sexual behaviour 

among women of reproductive age in 

Umlazi Township, both from a user and 

provider perspective.  

 

Hlongwa M, Peltzer K, Hlongwana K. 

Risky sexual behaviours among women of 

reproductive age in a high HIV burdened 

township in KwaZulu-Natal, South Africa. 

BMC Infectious Diseases. 2020 Dec; 

20(1):1-9. 
 

Published 

Hlongwa M, Tlou B, Hlongwana K. 

Healthcare providers' knowledge and 

perceptions regarding the use of modern 

contraceptives among adolescent girls in 

Umlazi Township, KwaZulu-Natal 

province, South Africa. The Pan African 

Medical Journal. 2021 Feb 4; 38(124). 
 

Published 

6 To explore the experiences of women of 

reproductive age regarding contraceptive 

use and risky sexual behaviours in Umlazi 

Township, South Africa 

“In fact, that’s when I stopped using 

contraception” A qualitative study of the 

experiences of sexually active women 

regarding contraceptive use in KwaZulu-

Natal, South Africa. PLOS One. 

In review 
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This section presents the study objectives against the paper/research output that addressed each 

objective. All but one of these research outputs have been published in peer-reviewed 

international journals, accredited by the Department of Higher Education and Training 

(DHET): 

 

Summary of Findings 

This study found that women who had talked about condoms with their partner/s in the past 12 

months, were more likely (p=<0.0001) to have used condoms during their last sexual 

intercourse. Confidence in negotiating safer sex practices among women is critical, given the 

high rates of HIV and AIDS prevalence and unplanned pregnancies. Studies in other settings 

found that communication between sexual partners about condom use is associated with 

increased use of these (13, 14). When used appropriately and regularly, a condom can prevent 

HIV acquisition and transmission in heterosexual relationships by more than 90% (15, 16). The 

ability of women to discuss condoms with their sexual partners opens up possibilities for better 

sexual conduct and protection against STIs, as well as unplanned pregnancies (17). These 

findings suggest that being in a relationship in which women feel comfortable discussing sexual 

practices with their partners, is important for improving women's confidence in negotiating 

condom use (7).  

 

In this study, women who experienced hitting and/or slapping, did not show a significant 

association with condom use at their last sexual encounter. These findings suggest that gender 

inequality may be a contributory factor to women's inability to negotiate condom use. For 

example, evidence suggests that attempts by some of the women to negotiate condom use 

and/or refusal of sex without condoms, result in physical violence and/or forced sex, thus 

putting the women at increased risk of HIV infection (18). Furthermore, women are compelled 

to have unsafe sexual practices for fear of being rejected and/or abandoned by their partner, 

concern of separation, and fear that their partner would seek sexual favours from other women 

(19-21). Instances of men turning violent when their expectations of sex are not realized, have 

been reported, and these are inherently linked to non-consensual sex, including discouraging 

condom use, since it is thought to imply mistrust or lack of intimacy (21).  
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In terms of contraceptive use, this study found that women who had previously experienced 

unplanned pregnancy were more likely to use a contraceptive method. This result suggests that 

women may be using contraceptives to space out their children, or that they may have obtained 

the desired number of children. Women who had attained a secondary or tertiary level of 

education, were more likely to use a contraceptive method, compared to women with a primary 

level of education. Education has been shown to be a strong predictor of contraceptive use 

among women in South Africa; this is an indication that women’s empowerment through 

education is critical for improving decision-making regarding sexual and reproductive health 

among women (1). The higher a woman’s educational level, the more likely it is that she will 

access information that is useful for deciding whether or not to use contraception. According 

to the 2016 South African Demographic and Health Survey, an increased level of education is 

connected to improved contraceptive use among sexually active women (1). These findings 

suggest that improving contraceptive use, requires empowering women through educational 

opportunities.  

 

This study also found that nurses’ attitudes toward HIV positive or younger clients, create a 

barrier to adolescent girls’ courage and motivation in consistently accessing contraceptive 

services. This result suggests that women may likely be discouraged from seeking family 

planning services in public care facilities, for fear of being judged and/or discouraged from 

receiving their preferred contraceptive services. Factors such as contraceptive stock-outs, side 

effects, and lack of counselling from health care providers play an important role in influencing 

women to continue or discontinue using contraception. Side effects, including prolonged or 

irregular menstrual bleeding and weight gain, have been reported in this study as some of the 

key factors resulting in method switching and subsequent discontinuation. Contraceptive stock-

outs also pose important challenges, resulting in inconsistent use of contraception among 

women. However, providing extensive counselling services is critical to improving 

contraception knowledge, method switching, and preventing discontinuation, especially among 

women experiencing short-term side effects.   

 

In summary, factors influencing the contraceptive use and sexual behaviour among women of 

reproductive age in Umlazi township, could be best presented and understood through the use 

of an adapted Socio-Ecological Model (22). At an individual level, factors such as age, sexual 
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debut, knowledge, attitudes, and behaviours appear to influence women to engage in risky 

sexual behaviours. These factors can also influence women to access, or not access, preferred 

contraceptive methods. At an interpersonal level, women who are exposed to partner violence 

or coercion may find it difficult to negotiate safe sex (7). Furthermore, peer pressure can 

influence women to access, or not access, preferred contraceptive methods. At community 

level, women may be unable to access contraceptive methods at the nearest facilities, due to 

discrimination and stigma. Unemployed women are less likely to use contraceptive methods of 

choice, compared to those who are employed (23). At the health care level, factors such as long 

queues, negative attitudes of health care providers, side effects, and contraceptive stock-outs  

have been reported to deter women from accessing or continuing to use contraceptives (4, 8). 

 

Strengths and Limitations of the Study 

The participants of this study represented all ten public health clinics in Umlazi Township, 

which is the biggest township in KwaZulu-Natal province. Therefore, the insights gained from 

the participants will likely be relevant to other public health clinics in comparable settings in 

South Africa and beyond. The scoping review, which collated literature from across the 

country, created a good context and broader understanding of the issues affecting contraceptive 

use in SA. Moreover, the systematic scoping review was helpful in mapping out what has or 

has not been done in the field of contraceptive use in the country. The fact that the study sought 

insights from both the service users (women of reproductive age) and service providers (health 

care workers in participating health facilities), was a unique strength of this study. This study 

also included a qualitative design component to complement findings from the quantitative 

study.  

 

While the results of this study provide an important contribution in the field of sexual and 

reproductive health, they also have notable limitations. Given that the sampling frame for this 

study was limited to women accessing health care services in public health clinics in Umlazi 

Township, women who do not use public health care services, use them less frequently, or use 

private health care services, were excluded and/or under-represented in the sample. This study 

sought self-reported sexual health information from participants, thereby making the findings 

vulnerable to social desirability bias, especially since the issues covered in the study are 

considered sensitive. However, we still believe that the purpose and procedure of the study 

were adequately explained to minimise this potential bias. Given the sensitivity of the topic, 
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information deemed to have the potential for leading to judgements, may have been withheld 

by the participants for image preservation. Furthermore, the study design was cross-sectional, 

therefore, it was not possible to establish a cause-and-effect relationship between study 

variables. The sample size, especially for health care providers, was small and this may 

compromise the generalisability of the findings. Therefore, conducting similar studies on a 

larger scale, with a larger sample size and more extended geographical area, may be essential; 

these would provide a broader understanding of the issues affecting contraceptive use by 

women of reproductive age in South Africa, against the backdrop of a high teenage pregnancy 

rate, compounded with a high burden of HIV. Also, the variable hitting/slapping included 

‘neutral’ as one of the response categories. The ‘neutral’ response should have been treated as 

an invalid response category and the analysis for this question should have been based on 

participants who gave a ‘yes’ or ‘no’ answer. Lastly, the high proportion of women using 

contraception in the sample, could suggest that more women were enrolled due to the family 

planning days that were taking place. This may have resulted in an overestimation of women 

accessing the facilities for family planning services, given that this study focused on women 

attending a public health care facility. 

 

 

Implications of the Study Findings  

• Implications for practice 

The findings of this study make the case for the importance of implementing and/or 

strengthening evidence-based educational programmes, aimed at improving women’s 

sexual behaviours and HIV prevention strategies. These programmes may be integrated 

into school health programmes to timeously reach younger women, but also to include men. 

Male influence over contraceptive use among women, including violence, should be 

addressed immediately, to allow women freedom to make their own decisions regarding 

sexual behaviours and contraceptive use. Initiatives aimed at improving health care 

providers’ knowledge of contraceptive methods and attitudes towards younger women, 

should be prioritized, as well as improving public health systems. Given the important role 

played by having a high level of education in contraceptive use, efforts to empower women 

through educational opportunities should be prioritized and strengthened. Family planning 

policies should be tailored to address the specific needs of different age groups of women, 

as their needs may vary. Young women-friendly contraceptive spaces are required for this 
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group to access contraceptive services. A similar concept has been used for children living 

with HIV to increase their uptake of HIV care services, through what is referred to as child-

friendly spaces (24). 

Health systems challenges, such as long queues, poor working conditions, and 

contraceptive stock-outs should be addressed in order to improve the quality of family 

planning services provided to women. Despite the busyness of health care facilities, efforts 

should be made by health care providers to provide comprehensive counselling services to 

support women’s understanding of and manage side effects resulting from contraception, 

instead of discontinuation. Innovative strategies, including through social media platforms, 

text message reminders, and brochures are also needed to improve knowledge and use of 

contraception.  

 

• Implications for further research 

Mixed methods played a complementary role in this study, so future studies should consider 

this approach. Conducting longitudinal and interventional studies on this topic is also 

important in order to understand women’s sexual behaviours, contraceptive use changes, 

exposures, and patterns over time. 

 

Overall Conclusion 

Factors associated with risky sexual behaviours among women highlight a great risk of 

exposure to STIs in Umlazi Township, KwaZulu-Natal. The extent to which women engage in 

unprotected sexual activities, is concerning and highlights an urgent need for a robust, more 

holistic, and adaptable educational approach to improving sexual behaviours among women of 

reproductive age, and STIs prevention. Interventions aimed at improving contraceptive use 

among women should be tailored to address the needs of different age groups of women, given 

their varying needs. Education should be prioritized, given the many benefits associated with 

it, including access to important information which is helpful for decision-making, regarding 

sexual and reproductive health among women. Lastly, innovative strategies should be 

implemented to improve counselling services, so as to support women dealing with side effects, 

so they can continue using contraceptive methods. 
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Appendix Two: Informed consent forms 
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Appendix Three: Data collection instruments 
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