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ABSTRACT
Objective To assess barriers to contraceptive use among 
secondary school adolescents in Gedeo zone, South 
Ethiopia, in 2021.
Design A grounded theory approach to the qualitative 
study was conducted between December 2020 and April 
2021 in Gedeo zone, South Ethiopia.
Setting The study was conducted in two urban and four 
rural schools, in Gedeo zone; Gedeo zone is one of the 14 
zones in the Southern Nations, Nationalities, and Peoples' 
Region of Ethiopia.
Participants The study involved 24 in- depth interviews 
with secondary school adolescents and 28 key informants. 
The interviews were conducted with students, school 
counsellors, Kebele youth association coordinators, zonal 
child, adolescent, and youth officers, health workers, and 
non- governmental organisation workers.
Results The findings were organised into four major 
themes that influence contraceptive use; these include; 
(1) Individual- related barriers such as knowledge, fear and 
psychosocial development. (2) Community- related barriers 
encompass fear of rumours, family pressure, social and 
cultural norms, economic vulnerability, and religious 
beliefs. (3) Health service- related barriers include the lack 
of adolescent- responsive health services, health workers' 
behaviour, and fear of health workers. Furthermore, (4) The 
school and service integration barrier was identified.
Conclusions Adolescents' contraceptive use was 
affected by various barriers ranging from individual to 
multisectorial levels. Adolescents note various barriers 
to using contraception and that, without contraception, 
sexual activity can lead to an increased risk for unintended 
pregnancy and its associated health risks.

BACKGROUND
Global developmental goals and strategies 
have recognised the importance of adoles-
cents’ health and rights.1–3 For example, 
one of the targets for Goal 3 of the United 
Nations Sustainable Development Goals 
(SDGs) by 2030 is to ensure universal access to 
sexual and reproductive healthcare services, 
including modern contraceptive use, infor-
mation and education, and the integration of 

reproductive health into national strategies 
and programmes.4 The largest- ever group of 
young people in history is becoming sexually 
active and therefore needs contraceptive util-
isation services.5 On the other hand, adoles-
cents’ sexual and reproductive health (SRH) 
needs remain primarily unmet globally.6

Access to SRH information determines 
the burden of adolescent pregnancies and 
unwanted pregnancies.7 Worldwide, about 
15% of unsafe abortions occur annually 
among girls under the age of 20 years. Early 
pregnancy and childbearing typically denote 
the end of formal education, expose the 
student to early marriage and restrict employ-
ment opportunities.8 SRH issues, including 
unwanted pregnancies, remain a significant 
public health concern in sub- Saharan Africa.9

Approximately 85% of sexually active 
adolescent girls who do not want to become 
pregnant do not use modern contraception.10 
Moreover, in most parts of the developing 
world, unmarried, sexually active adolescents 
who are not in a formal partnership require 
contraception, which is often unrecognised 
by their community; additionally, this popula-
tion faces stigma and social condemnation if 
forced to use it.11 12 As a result, they are easily 

STRENGTHS AND LIMITATIONS OF THE STUDY
 ⇒ The study employed semistructured interviews with 
a relatively large sample of participants.

 ⇒ A well- established qualitative thematic analysis ap-
proach is used to understand in- depth school ado-
lescent and healthcare provider perception towards 
contraceptive use barrier.

 ⇒ Only adolescents attending secondary schools were 
involved in the study.

 ⇒ Because of the delicate nature of the subject, focus 
group discussions were not used.

 ⇒ Data analysis was limited by the lack of depth in 
adolescent boys’ responses.
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exposed to undesirable health and socioeconomic conse-
quences such as unsafe abortion, high fertility, obstructed 
labour, complications such as obstetric fistula, and hyper-
tensive disorders of pregnancy.13

The importance of education on reproductive health 
in schools has been recognised in the SDGs’ agenda to 
ensure that the necessary knowledge and skills in this 
area are acquired by all learners.14 Schools are an appro-
priate setting in which to contribute to the development 
of healthy sexuality.15 Studies showed that about 40% of 
girls reported difficulties discussing sexual issues with 
their mothers due to fear and shyness.13 16

This issue demand for the use of effective strategies 
that engage and empower adolescent girls in the school 
setting about contraceptive use as they spend a signif-
icant amount of their time in a school setting, parallel 
to this government of Ethiopia committed to improving 
the health status of Ethiopian school adolescents by 
increasing modern contraceptive prevalence rates among 
those aged 15–19 years.17 18

Adolescents’ access to SRH services and comprehen-
sive sex education that is high quality, youth- friendly, and 
respects the right to confidentiality, privacy and informed 
consent remains challenging in many countries.5 In such 
circumstances, designing programmes in the school envi-
ronment improves young people’s decision- making and 
negotiation skills, self- esteem and reproductive health.19 
However, there is still insufficient evidence in this regard. 
Thus this study examines barriers to contraceptive use 
among secondary school adolescents for programme plan-
ning and interventions in Gedeo zone, South Ethiopia.

METHODS AND MATERIAL
Study setting and period
The study was conducted in Gedeo zone. Gedeo zone 
is located in the Southern Nations, Nationalities, and 
Peoples' Region of Ethiopia, with a population of 
1651 000 and a total of 336 804 households. This makes it 
the most densely populated zone in the southern region 
of Ethiopia. Currently, the zone hosts a large popula-
tion density of over 1300 people per km². Dilla is the 
capital of Gedeo zone, 362 km from Addis Ababa, the 
capital city of Ethiopia. There are 26 junior high schools 
and 9 senior secondary schools in the zone, with 24 445 
students attending the schools during the study period.20 
The study was conducted from 2 December 2020 to 29 
February 2021.

Study design
This study’s data were obtained from two sources based on 
the grounded theory approach involving in- depth inter-
views with secondary school adolescents and key infor-
mant interviews (KIIs) with health workers. Grounded 
theory is a suitable methodology when the researcher is 
keen to know the basic psychosocial process which occurs 
over time and explains changes in a particular behaviour.21 
Furthermore, the grounded theory was chosen because it 

is suitable for guiding the development of essential data 
and themes inductively based on systematically obtained 
and analysed data.21 22

Study population
The study population was made up of carefully selected 
secondary school adolescents (who could actively engage 
in the school) who attended the assigned schools during 
the study period. Adolescents were recruited from a variety 
of grades and schools. Gender and residence (rural vs 
urban) were also considered in the selection process. In 
addition, healthcare experts from various fields (health 
extension workers, nurses, public health officers and 
midwives) and clinical psychologists were included. The 
participants and data sources were chosen in stages to 
saturate ideas about the contraceptive use barrier. The 
study applied a purposive sampling technique for data 
collection.

Data collection methods and procedures
Data were collected through in- depth interview with 
secondary school adolescents and KIIs with health profes-
sionals who knew about a topic. Before data collection, 
the selected schools and health facilities were contacted 
to obtain permission to conduct the study. The study 
participants were contacted on the day of the interview. 
All the interviews and conversations took place in schools 
and healthcare settings, and no one else was present in 
the room during the interview except the participants 
and data collectors. The interview guide aided the inter-
views. The interview guide questions are different for 
in- depth interviews and KIIs. It includes an average of six 
main questions and one or more probing questions. The 
interview guide questions have been taken from previous 
similar literature.23 24 All interviews (between 30 min and 
91 min) were recorded using a digital voice recorder, and 
notes were taken during each interview. The number of 
interviews was determined by category/theme saturation, 
which occurred when the research team observed similar 
responses from multiple respondents. In this study, a 
barrier refers to anything regarded as an obstacle that 
prohibits contraceptive utilisation.

In-depth interviews with secondary school adolescents
In- depth interviews were conducted with a total of 24 
secondary school adolescents. Adolescents were sampled 
to ensure diversity in age (ranging from 15 years to 19 
years) and sex (11 female and 3 male), and various 
grade levels (which included from grade 9 to 12) and 
from social and natural science streams. Investigators 
conducted the interviews in Amharic language and tran-
scribed them verbatim. The interviews were conducted in 
a private setting to ensure the privacy and comfort of the 
respondent.

KIIs (in-depth interviews with health staff)
A total of 28 health professionals, 19 women and 9 men, 
were interviewed by purposively selected staff to trian-
gulate the results of the adolescent interviews, at least 
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three informants from each health facility. Consequently, 
clinical psychologists and diverse healthcare providers, 
including community health workers (CHWs), nurses, 
public health officers and midwives, were included in 
the KIIs. Key informants were also purposively selected 
to ensure the diversity of experience. Moreover, about 
half of the key informants interviewed were trained 
and certified in contraceptive services or youth health. 

Patient and public involvement
No patient was involved.Data analysis

The interview data were transcribed verbatim and 
then translated into English for analysis.  ATLAS. 
ti V.7.1.4 aided in the coding and further analysis 
of the data. First, investigators read and reread the 
transcripts before assigning codes (open coding) 
and developing an initial coding structure. Then one 
coder performed iterative rounds of open coding on 
selected transcripts guided by the grounded theory 
approach to ensure the coding structure was rele-
vant and appropriate. In contrast, the second coder 
reviewed and verified the emergent codes. Finally, 
the study team analysed the coded transcripts and 
generated codes to agree on the coding system and 
code definitions used to code all transcripts. The 
findings were organised into themes, categories and 
subcategories based on important quotes. Finally, 
peer debriefing was held with the research team to 
find alternative explanations and to have formal or 
informal discussions with a peer to help interpret the 
data. For reporting qualitative findings, this study 
adheres to the Consolidated Criteria for Reporting 
Qualitative Research standard protocol.25

Data validation
Lincoln and Guba’s criteria were used to maintain 
data validation.26 Initially, the data collection tool 
(interview guide) was pretested on two KIIs and one 
in- depth interviews . KIIs were conducted with health 
personnel trained on youth- friendly service (YFS) and 
IDIs were conducted with female secondary school 
adolescents. A study assistant and crew engaged in 
peer debriefing to establish trustworthiness. Following 
a dialogue with corporations of principal investi-
gators, the tool was modified. To diversify the study 
participants, the school adolescent interviewees and 
key informants were recruited based on sociodemo-
graphic characteristics (gender, age, education level 
and profession) to get a broader range of perspec-
tives from various participants. A summary of signifi-
cant themes was presented to study participants at the 
end of each data- collection day, and a discussion was 
held to avoid confusing matters. To ensure member 
checking, the transcription and translation were 
given, as well as a synopsis of key themes and some 
perplexing concepts, so that they could check the 
interpretations and offer their comments, critiques, 

explanation and confirmation. The study’s conclusion 
was shared with all participants to ensure that their 
ideas were appropriately reflected. Prolonged engage-
ment, which has been achieved by staying in the 
research area for an extended period, was done. The 
principal investigators verified the points mentioned 
in the IDIs and KIIs throughout this time. In addi-
tion, various concerns, such as the public’s impression 
of contraception, awareness about contraceptives, 
rumours about contraception, health professionals’ 
attitudes regarding adolescent contraception use, and 
existing sociocultural expectations and norms about 
contraceptive use of adolescents were observed. To 
ensure transferability, the entire research process, 
participants’ different viewpoints and experiences, 
methods, interpretation of results, and contribu-
tions of research assistants were all thickly described. 
Participants who contribute to the findings, interpre-
tations and recommendations ensure dependability. 
The findings of this study have been audited and 
confirmed with the aid of advisors, colleagues and 
different individuals familiar with qualitative research. 
The findings have been correspondingly verified with 
the aid of key informants like health workers, school 
counsellors and secondary school adolescents.

Ethical consideration
The Institutional Review Board of Jimma University 
gave ethical clearance with the reference number 
IHRPG995/20/11/2020. Written informed consent 
was obtained from a parent or legal guardian for study 
participation after providing detailed information on 
study objectives and benefits.

RESULT
Participants’ demographic profile
This study involved 24 in- depth interviews with 
secondary school adolescents (grades 9 to 12) and 28 
key informants with health workers. The majority of 
study participants’ religion (both in- depth interviews 
and key informants respondents) was Protestant, 
followed by Orthodox Christians. The students’ ages 
were between 15 years and 19 years (mean 17.1 years). 
Health professionals from various backgrounds partic-
ipated in the KIIs (10 CHWs, 4 nurses, 4 public health 
officers, 7 midwives, 1 health promoter commissioned 
by a non- governmental organisation (NGO) clinic 
and 2 clinical psychologists). Almost half of the key 
informants were trained in contraceptive services or 
youth health (tables 1 and 2).

Themes and category related to the study
In this study, four themes were identified: individual- 
related barriers, community- related barriers, health 
service barriers, and school and service integration 
barriers (table 3).
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Theme: individual-related barriers
The first theme in the current study was individual- related 
barriers; under this theme, the categories identified were 
lack of knowledge, fear and psychosocial development.

Lack of knowledge
In this study, one of the individual- related barriers that 
influenced adolescents' contraceptive use was lack of 
knowledge. Most key informants stated that students 
had limited knowledge of contraception due to a lack of 
opportunities to learn about reproductive health.

They also mentioned that some students, particularly 
those who live in rural areas, are unaware of the avail-
ability of contraceptive services.

We usually weigh adolescent knowledge during coun-
seling; most lack knowledge about contraceptives. 
(KII, Health worker)

Usually, adolescents do not relate sexual practice to 
pregnancy. In addition, they do not plan to use con-
traceptives proactively before conception because 
they lack knowledge of contraceptive methods. (KII, 
Health worker)

Moreover, in this study, various misconceptions 
concerning contraceptives were widely explored. For 
example, according to both categories of participants, a 
student who uses contraception is regarded as a deviant.

Similarly, concepts such as considering only condoms 
and postpill as appropriate contraceptives used before 
marriage; having sex with a wide interval period does 
not expose to pregnancy; connecting condoms only with 
the prevention of sexually transmitted diseases such as 
HIV/AIDS rather than as a contraceptive; pregnancy 
could not happen again to someone who had a history 
of terminating the pregnancy; and perceiving use of 
medical abortion and postpill redundantly as a common 
thing, were investigated. Furthermore, once a long- acting 
contraceptive has been used, they believe it is impossible 
to remove it whenever they wish to have a child.

I do not use birth control. As a student and single 
woman, I believe no one has ever authorized me to 
use contraception. (17- year- old student (IDI))

I went two years without using contraception when 
I was not pregnant, but then I became pregnant 

Table 1 Sociodemographic characteristics of in- depth 
interview respondents, Gedeo zone, Southern Nations, 
Nationalities and Peoples’ Region, Ethiopia (n=24 
adolescents)

Characteristics of 
respondents Category Frequency Per cent

Age, years 15 5 20.8

16 3 12.6

17 5 20.8

18 6 25.0

19 5 20.8

Sex Female 16 66.7

Male 8 33.3

Residence Urban 10 41.7

Rural 14 58.3

Marital status Unmarried 19 79.2

Married 5 20.8

Education level ninth grade 6 25.0

10th grade 7 29.2

11th grade 5 20.8

12th grade 6 25.0

Religion Protestant 13 54.2

Orthodox 8 33.3

Muslim 2 8.3

Catholic 1 4.2

Table 2 Sociodemographic characteristics of key informant 
interview respondents, Gedeo zone, Southern Nations, 
Nationalities and Peoples’ Region, Ethiopia (n=28 health 
workers)

Characteristics 
of respondents Category Frequency Per cent

Age, years 23–29 7 25.0

30–40 16 57.1

41–50 5 17.9

Sex Female 19 67.9

Male 9 32.1

Residence Urban 10 35.7

Rural 18 64.3

Marital status Unmarried 16 57.1

Married 12 42.9

Educational 
status

Certificate 1 3.5

Diploma 12 42.9

Degree and 
above

15 53.6

Religion Protestant 14 50.0

Orthodox 10 35.8

Muslim 2 7.1

Catholic 2 7.1

Profession Community 
health 
workers

10 35.7

Nurses 4 14.3

Public health 
officers

4 14.3

Midwives 7 25.0

Health 
promoter

1 3.6

Psychologists 2 7.1
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without it. I believe that it would always protect me 
once I started using it. (19- year- old student (IDI))

Fear
Fear was noted by nearly all school adolescents and health 
workers as a critical barrier to using contraception. Fear 
was one category under the individual- related barrier that 
further subcategorises into two, fear of side effects and 
fear of being judged by family and friends.

Fear of side effects
Both categories of study participants indicated that 
adolescents are afraid of infertility if they use hormonal 
contraceptives. Furthermore, many are concerned that 
contraceptives would alter their body’s appearance, 
making them too thin or too obese, and induce menstrual 
irregularities.

I understand that contraceptives protect me from 
unplanned pregnancy for the time being, but I am 
concerned that I will not be able to have children. 
(17- year- old student (IDI))

Fear of being judged by family and friends
School adolescents fear being judged by their parents and 
friends if they take contraceptives like Implanon or oral 
tablets. According to a key informant participant, they 
gossip about and discriminate against her if they find out 
she uses contraception.

When I use hormonal contraceptives like depo and 
Implanon, it causes menstrual irregularity and spot-
ting. I am afraid my parents will find out and ques-
tion why my menstruation has become irregular. 
(19- year- old adolescent (IDI))

If her friends know that she uses contraceptives, they 
label her a naughty girl, so they discriminate against 

her, and everyone thinks she has an eccentric char-
acter. (17- year- old student (IDI))

Psychosocial development
One category identified as an individual- level barrier 
in the current study was psychosocial development 
and contraceptive use. According to key informants’ 
responses, adolescents do not have regular sexual interac-
tion and proceed to sex by mistake before planning to use 
contraception. Unwanted pregnancy is a good indicator 
that this group should begin using contraception.

Furthermore, adolescents cannot form stable rela-
tionships owing to their mental development and age 
and do not intend to use contraception before sexual 
intercourse.

Adolescents do not want to take contraceptive measures 
regularly but want to go to health institutions regularly 
for abortion or emergency contraception and return to 
the cycle repeatedly. Furthermore, the key informant 
interviewee stated that adolescents do not want to attend 
contraception discussions. The reason for this was that 
they considered it was only an adult person’s or married 
person’s concern. As a result, they gossiped and had fun 
during the school discussion on reproductive health or 
felt ashamed or humiliated at home because they feared 
their parents.

Adolescents at this age are impulsive and want to try 
everything. They lose control when they have sex and 
become pregnant without realizing it. (KII, health 
worker)

Adolescents at this age are abused sexually and have 
no intention of using contraception since they are 
exposed to sexual activity hastily or unknowingly. 
(KII, health worker)

Table 3 Emergent themes, categories and subcategories of barriers to contraceptive use among secondary school 
adolescents, Gedeo zone, Southern Nations, Nationalities and Peoples’ Region, Ethiopia, November 2021

Major themes Categories Subcategories

Individual- related barriers Lack of knowledge

Fear Fear of side effect

Fear of being judged by family and friends

Psychosocial development

Community- related barriers Fear of rumours

Family pressure

Social and cultural norms

Economical vulnerability

Religious beliefs

Health service barriers Lack of adolescent- responsive health 
services

Health workers’ behaviour

Fear of health workers

School and service integration barrier Weak school and service Integration
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Theme: community-related barriers
The second theme in the current study was community- 
related barriers; under this theme, the categories iden-
tified were fear of rumours, pressure from family, social 
and cultural norms, economic vulnerability, and religious 
beliefs.

Fear of rumours
Adolescents and health professionals reported many 
rumours in the community that prohibited contraceptive 
use. For example, adolescents worried that if they went to 
a health centre, the community would suspect they were 
there for abortion or contraceptive services.

Furthermore, the health professionals stated that 
because the public mind is already preoccupied with 
rumours, if users experience problems after using contra-
ception, they instantly associate it with contraception and 
request its removal or discontinue use.

In the community, there are many rumors about 
long- acting contraceptives. For example, if a woman 
inserts IUCD into her uterus, it bursts out and jumps 
to her brain, causing significant damage. On the oth-
er hand, if someone inserts Implanon, it disappears 
within the flash inside the body. (KII, health worker)

When my mother and our next- door neighbor discuss 
contraception, they almost always grumble. However, 
according to what I recall from their conversation, 
women with contraception injected into their arms 
become sterile for the rest of their lives. (16- year- old 
student (IDI)).

Pressure from family
According to current findings, the family pressures 
adolescents not to use contraceptives even if they want 
to. Adolescents are not very comfortable using contracep-
tion because they are young, single and live with family. 
Reflections from both categories of participants showed 
that adolescents are terrified of using Implanon and daily 
pills because their families will notice them. Moreover, 
they do not want to take Clint’s cards home.

The study participants claimed that most adolescents 
use depo due to family pressure because it is not visible 
to anyone. Except for a few cases, families are generally 
resistant. They do not suspect their children are exposed 
to sexual practices, so they do not discuss contraception 
with their children or allow health professionals to teach 
them.

Furthermore, the health professionals explained that 
families believe that discussing contraception encour-
ages their children to use contraception or implies that 
it allows them to practice sex indirectly. Adolescents 
ascertained that the family had followed up to see if their 
menstruation had come. If there is an irregularity, they 
have inquired why this is happening. As a result, they 
exert unnecessary negative reinforcement.

Because they (adolescents) are afraid of their fam-
ilies, most adolescents who receive contraception 

from our facility choose to leave their cards with us 
rather than take it home. Sometimes, we call to re-
mind them when their schedule is due. (KII, health 
worker)

Social and cultural norms
Another category related to the community- related 
barrier to contraception use was social and cultural 
norms. According to most health personnel respondents, 
adolescents seeking contraception face social and cultural 
challenges.

The community believes that adolescents who live 
with their families and use contraception are deviant 
or unique. (15- year- old adolescent (IDI))

Adolescent girls who use contraceptives before 
marriage are considered indecent and experience 
multiple sexual practices. Therefore their chance 
of getting a husband decreases because everybody 
perceives such adolescents as not pure. (19- year- old 
student (IDI))

One student has excellent manners and is seen as a 
role model. However, she becomes pregnant unex-
pectedly, and she attempts suicide because she is too 
humiliated and ashamed to seek emergency contra-
ception. (KII, health worker).

Economical vulnerability
Another category under the community- related barrier 
was economic vulnerability; as reflections from clinical 
psychologists and other health personnel participants 
indicated, some adolescents may not use contraception 
to become pregnant to secure their relationship if their 
partner has a job with a good wage. Furthermore, adoles-
cents whose parents are impoverished or deceased may 
engage in various activities to generate income to support 
themselves and other family members. This condition 
may expose them to sexual abuse and unintentional sex 
without planning to use contraception.

I know an orphan female student who sells coffee on 
the street who was sexually molested and got preg-
nant; consequently, she came to the health post and 
asked me to give her a post- pill tablet. (KII, health 
worker)

Religious beliefs
Religious beliefs, according to both kinds of study partic-
ipants, are a barrier to contraceptive use since practi-
cally everyone in the study area values religious beliefs 
and advocates for abstinence before marriage, and views 
contraception as a bad thing. Moreover, adolescents who 
desire contraception before marriage are considered 
sinful and repulsive.

It is assumed that every adolescent should be a role 
model for others, and using contraception at such a 
young age is a sign of a bad girl and a sin in God’s eyes.
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Those adolescents who have married resist contra-
ceptive use. They mentioned that if God gives them a 
child, why do they resist God’s gift and use contracep-
tives to prevent pregnancy? (KII, health worker)

Theme: health service-related barriers
Health service- related barriers are divided into three 
categories: lack of adolescent- responsive health services, 
health worker behaviour and fear of health workers.

Lack of adolescent-responsive health services
The healthcare providers ascertained that health centres 
lack a structured approach to serve students' SRH needs. 
Without segmentation, family planning is provided to 
all age groups within the maternity and child health 
department.

Moreover, adolescents do not know where to find 
contraceptives after they arrive at health facilities. There 
is also a lack of a clear and fluid system that allows adoles-
cent reproductive health services through referrals from 
health posts, schools, and NGOs to focal YFS or health 
facilities.

Furthermore, according to the health personnel 
report, in most health centres, obtaining a card from the 
card room is required to get any health service, including 
family planning, which involves bureaucracy, such as 
standing in a lengthy line in the corridor.

In addition, the number of YFS available in the study 
area is minimal; Furthermore, it does not integrated 
with existing primary and referral care systems such as 
schools, health centres and health posts, and it needs to 
address the growing contraceptive demand of adolescents 
however practically this does not ensure yet furthermore, 
adolescent does not mention even the few available YFS 
as YFS, which needs better communication. As a result, 
most adolescents need to learn where it is located and 
what kind of service it delivers.

There is no separate room for family planning in the 
health center and health post for adolescents, but it is 
given in the health department for mother and child; 
most health workers do not take special training for 
the care of adolescents. Moreover, in an urban set-
ting, health posts and Kebele (public department) 
deliver service in the same building; these things 
cause serious discomfort to young people thinking 
about using contraception. (KII, health worker)

Youth- friendly service is not equally visible, and it 
is the most ignored area through program delib-
eration and allocation of resources; Even if adoles-
cent and reproductive health is one package among 
health extension programs, it gets less attention than 
the mother and child health program. (KII, health 
worker)

Health workers behaviour
According to key informants’ reports, most healthcare 
personnel are not well equipped to serve adolescents. In 

addition, healthcare workers believe that adolescents are 
not eligible for contraceptive services, so they somehow 
confront adolescents to avoid receiving the service they 
demand in a health facility.

Counseling should be friendly; if we treat adolescents 
like family, they will open up and tell us everything 
about themselves without fear; additionally, a positive 
approach and counseling will increase contraceptive 
use compliance. (KII, health worker)

We need more human resources because, despite 
working on 16 packages of health extension 
programs, we do not apply our efforts to adolescent 
reproductive health as boldly as we do to maternity 
and child health and immunization service. (KII, 
health worker)

Fear of health workers
Both adolescents and health professionals reported that 
adolescents fear health professionals since most are 
unpleasant and judgemental and may divulge informa-
tion to their parents. Consequently, adolescents want to 
leave the health centre as soon as they take contraception 
or without it. They even deny having sex until a labora-
tory test confirms they are pregnant because they fear 
health workers.

By the way, I have never seen an adolescent come 
straight to the health center and ask for contracep-
tives because they are afraid that even those that 
come to health facilities will have difficulties articu-
lating and shaking to ask for contraceptive services. 
(KII, health worker)

When adolescents arrive at a healthcare facility and 
are confronted by staff they know or their family, the 
situation worsens; they feel panic and usually flee 
without using the contraceptive they intend to take. 
(18- year- old student (IDI))

Theme: school and service integration
Finally, a significant number of respondents (health 
workers) in the current study revealed that weak school 
and service integration was one major category identified 
under school and service integration barriers. In addi-
tion, contraceptive utilisation services for adolescents are 
provided in a fragmented and non- standardised manner 
across organisations.

Furthermore, community healthcare facilities must 
provide the necessary leadership and information 
management system to assist students in forming syner-
gistic actions with other sectors such as schools, sports 
and youth affairs, youth and women associations, media, 
and non- governmental organisations. In addition, school- 
based continuous education, in which health experts are 
invited and participate, is yet to be implemented. Simi-
larly, the topic of student reproductive health is not 
addressed in the school set- up.
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A shaky framework connects the Health Center with 
the school and other sectors to promote adolescent 
reproductive health. (KII, health worker)

DISCUSSION
This study explored adolescents’ contraceptive usage 
barriers as a baseline for programme planning and inter-
ventions in Gedeo zone, Secondary School South Ethi-
opia. Accordingly, the study showed that students have 
multiple barriers to contraceptive use, namely individual- 
related barriers, community- related barriers, health 
Service barriers, and school and service integration 
barriers.

According to research from Ethiopia, Zimbabwe and 
Tanzania, poor knowledge was perceived as a significant 
barrier to contraceptive use.24 27 28 Furthermore, the lack 
of reproductive health education at school was the cause 
of students’ lack of knowledge.28 This indicates that a 
health communication strategy should be developed, 
and school- based awareness- raising actions should be 
implemented.

Furthermore, student reproductive health interven-
tions need to receive adequate attention in the school 
curriculum and other school club activities; linking 
students with health facilities, and YFS can help students 
better understand contraceptive methods; significantly 
improve their knowledge, misconception and contracep-
tive use.29

According to the current study, fear is one of adoles-
cents' most prominent obstacles to contraception use. This 
was supported by a study conducted in rural Ghana.30 As a 
result, the intervention should include messages encour-
aging adolescents to have free discussions on SRH topics, 
including contraceptive use. Moreover, adolescents face 
difficulty discussing modern contraceptives with their 
parents. This finding is similar to a study conducted in 
Zimbabwe and Nigeria.11 12

In addition, teachers may also avoid providing SRH 
content as they do not feel comfortable discussing and 
teaching the material. Thus, enhancing the capacity of 
teachers and parents is very important. On top of this, 
adolescent boys often see contraceptive use as the girl’s 
responsibility.30 Thus, providing comprehensive sex 
education at school with trained personnel is needed; 
service integration with the school facilitates contracep-
tive utilisation. In the current study, psychosocial devel-
opment was one barrier to using contraceptives. This 
finding is supported by a study conducted in Zimbabwe,27 
as adolescents are immature, have reduced impulse 
control, and are less able to plan and use contraceptives 
than adults. Usually, this group is a neglected group. Even 
if they are exposed to sexual practices, which eventually 
lead to unintended pregnancy, miscarriage and many 
other problems, medical institutions do not consider them 
eligible for contraceptives service.31 Furthermore, adoles-
cents’ contraceptive use, negotiation and relationship 

skills are not fully developed.32 Thus, the intervention in 
the form of a prototype audience and a group discussion 
by bringing up a specific scenario of a metaphor in the 
classroom makes the specified gap smoother.

In this study, adolescents believe that contraceptives 
are only available to adults who are married and that the 
only contraception available to adolescents is the postpill 
and condom, similar to a study done in Zimbabwe.27 As 
a result, adolescents who use contraceptives other than 
the above are seen as unique and deviant and associated 
the user with promiscuity and straying, similar to research 
conducted in Thailand and Kenya.33 34 Frequently, adoles-
cents prefer postpill tablets since they are easy to ingest 
and readily available; however, a case study in India35 
shows that frequent emergency contraception use has 
a significant negative health impact, including ectopic 
pregnancy. Similarly, just as it is relatively easy to termi-
nate a pregnancy after initiating medical abortion, this 
situation has contributed as a barrier to contraceptive 
use. Thus, we must address these misconceptions through 
drama, poetry, role play, individual or group counselling, 
key message preparation, and reading to students during 
morning flag hour or before or after drama portrayal 
and other sessions.29 The current study discovered that 
numerous rumours are already embedded in the commu-
nity’s mind and may act as a barrier to contraceptive use, 
consistent with research conducted in Kenya, Ghana and 
India.9 33 36

Furthermore, community norms, sociocultural expec-
tations and contradictions prohibit contraceptive use 
among the study population. Since the community has a 
considerable value in preserving virginity until marriage, 
teaching about contraception through community chan-
nels like community dialogue is challenging, similar 
to a study conducted in Nicaragua and other coun-
tries;37 38 as a result, we must consider several alternatives 
to community- level intervention, such as school, which is 
relatively under lower influence from religious leaders, 
community members and parental pressure.

Finally, this study highlights the lack of adolescent SRH 
capacity building across many sectors, including health-
care facilities, schools, sports, and youth affairs, youth 
and women associations, media, and NGOs as a study 
supported by evidence from Guinea, northern Ethiopia, 
Ghana and Bangladesh.9 24 39 40 As a result, multisectorial 
integration and involvement can overcome the obstacle 
and increase the uptake of contraceptive use.

Limitation
The limitation of the current study was that only adoles-
cents attending secondary schools were involved in the 
study because the main aim of this study was to have 
evidence for a barrier to contraceptive use among adoles-
cents to design subsequent interventions in the secondary 
school setting. In addition to this, we did not consider 
adolescents attending private and religious schools. 
Furthermore, the analysis was limited by the lack of depth 
in adolescent boys' responses, likely due to a lack of 
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awareness. Moreover, this study excluded early age (10–14 
years) adolescents since they need to be more mature to 
respond as they are unaware of the topic under explo-
ration. Furthermore, because of the subject’s delicate 
nature, focus group discussions were not used; this can 
potentially decrease the depth of data since qualitative 
technique triangulation, that is, triangulating in- depth 
interviews with other techniques, like focus group discus-
sion, is mainly recommended.

Implications
The current study shows that adolescents should have 
SRH services integrated with other sectors, such as 
schools and youth organisations, social welfare and the 
media. Furthermore, enhancing the capacity building of 
health workers, teachers and parents, and working with 
an organisation that functions on this target population 
is very necessary. Finally, it is crucial to list and identify 
the significant barrier to contraceptives by adolescents 
and devise a strategy to address these barriers through 
multiple methods and approaches as indicated in this 
study.

Conclusion
Adolescents’ contraceptive use was affected by various 
barriers ranging from the individual level up to the multi-
sectorial level. Students note various barriers to using 
contraception and that, without contraception, sexual 
activity can lead to an increased risk for unintended preg-
nancy and its associated health risks. Moreover, there is 
a need for SRH integration at the school level and work 
on the barrier that influences contraceptive use across all 
levels of influence.
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