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University of Southampton

ABSTRACT

FACUTLY OF LAW, ART AND SOCIAL SCIENCES 
Division of Social Statistics 
School of Social Sciences

Doctor of Philosophy 
Factors Influencing Contraceptive Use and Method Choice among 

Women and Men in Zambia
By Kabwe W. Kalunde Benaya

This study examines demand and supply factors influencing men and women’s 
contraceptive practice in Zambia. Specific objectives include; investigating the 
determinants of contraceptive use and method choice, determining whether regional 
variations in contraceptive use and method choice are a result of ethnicity or information 
access and understanding the socio-cultural context of family planning.

Both quantitative and qualitative data are used. Quantitative data are based on the 1996 
Zambia Demographic and Health Survey (ZDHS), while qualitative information was 
collected through focus group discussions and in-depth interviews. Bivariate analysis was 
used in the preliminary analysis of contraceptive use and methods choice, while 
multivariate analyses using logistic and multinomial logistic regression were used to 
examine contraceptive use and method choice, respectively, when other factors are 
accormted for.

Pills and condoms are popular among both sexes; a higher proportion of women are using 
pills than condoms, while the opposite is true among men. Most male condom users are 
unmarried and aged below 20 years. The main findings show that the patterns of 
contraceptive use and method choice are similar to those found in other studies in the 
region. However surprising results are noted for men’s method choice by education and 
current residence. The findings also reveal that regional differences do exist and are 
important in explaining men and women’s contraceptive use. Among women, education, 
region of residence, ethnicity, current residence, desire for more children, partner’s 
approval of family plarniing and access to information are among important determinants 
of contraceptive use. Among men, important determinants of use include current residence, 
region of residence and partner’s approval of family planning. Regarding men’s choice of 
methods, education, current residence, ethnicity, region of residence and family planning 
information source, are among the significant predictors. Some key barriers identified in 
men and women’s contraceptive practice include, limited method mix, lack of availability 
of methods, inadequately trained providers and socio-cultural barriers such as high fertility 
aspirations.

The findings suggest that strategies aimed at promoting contraceptive adoption among men 
and women in Zambia should recognise the importance of background characteristics and 
the supply environment. Additionally, the service delivery mechanism starting from the 
policy level to the service delivery needs to be revisited. Key suggestions include 
expansion of the method mix, strengthening contraceptive logistics, expanding the CBD 
programme, and intensifying awareness creation.
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CHAPTER 1

INTRODUCTION

1 .0 Introduction
Family planning is used by couples and individuals to space births or limit childbearing. 

Men and women can achieve these goals by using methods classified by demographers as 

modem (e.g. pills, Intra-Uterine Device (IUD), Norplant, condoms and injections) or 

traditional methods of family planning (e.g. withdrawal, herbs, abstinence and 

breastfeeding). Although these methods may be available, decisions on use and choice of 

method may be complex. They may for example, depend on a number of factors operating 

in the family planning demand and supply environment. Taking this into consideration, this 

dissertation is based on the investigation of the underlying demand and supply factors 

influencing women’s and men’s contraceptive use and choice of method in Zambia. The 

demand factors include socio-economic, demographic and socio-cultural factors, while the 

supply factors include accessibility and availability of services, quality of services and 

Information, Education and Communication (lEC).

The study is based on data from the 1996 Zambia Demographic and Health Survey 

(ZDHS) and the results of a qualitative study conducted in selected districts of Zambia 

between April and June 2003. Since the commencement of this study, a new DHS (ZDHS 

2001/02) and the 2000 Census have been conducted. The results from these two sources 

have also been made reference to in this thesis. This chapter begins with the background 

and rationale for the study. This is followed by an outline of the study’s objectives. The 

last section presents an outline of the organisation of the thesis.

One of the interests of this study is to understand the socio-cultural context in which 

contraceptive practice occurs. In every lineage or ethnic group, there are various beliefs 

and practices that govern people’s behaviour. These undoubtedly extend to the area of 

fertility and its regulation. Therefore this study will also explore the role of socio-cultural 

factors in the contraceptive behaviour of women and men of different ethnic and lineage 

background. The focus on men adds an important dimension to studies in family planning 

in Zambia, particularly in view of the scarcity of information on men’s contraceptive 
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practice and their role in women’s reproductive lives. Since this study includes both sexes, 

gender comparisons may shed light on the differences and similarities of factors 

influencing their contraceptive practice.

1.1 Background and rationale for the study

The need for family planning in Zambia cannot be overemphasised in view of the high 

fertility and poor economic conditions. According to the 2000 Census of Population and 

Housing, Zambia has approximately 10.3 million inhabitants and a growth rate of 2.4% per 

annum (Central Statistical Office (CSO) [Zambia], 2003). Such a population growth rate is 

unsustainable in the current economic conditions. According to the ZDHS results, 

contraceptive use among currently married women has more than doubled from 9% in 

1992 to 23% in 2001, largely due to increased program effort in the late 1980s and 1990s. 

However, its effects on reducing fertility have been marginal. In the 1980s and early 

1990s, Zambia’s family planning program was rated as ‘weak’ whereas the programs in 

neighbouring Zimbabwe and Botswana were rated as ‘moderately strong’ and ‘strong’, 

respectively. Zambia’s family planning program has since improved and was rated as 

‘moderate’ in the 1999 cycle of the family planning effort index (Mauldin and Ross, 1991; 

Ross and Stover, 2001). Nevertheless, further improvements are still required.

The levels of contraceptive use in the country are still quite low when compared with other 

sub-Sahara Africa (SSA) countries with similar socio-economic conditions like Kenya and 

Zimbabwe, where over a third of women are using a method. Demographic and Health 

Surveys conducted in Zambia reveal differentials in contraceptive use according to 

background characteristics. Studies conducted elsewhere have found that contraceptive 

methods are driven by various factors in the demand and supply environment. While some 

of the patterns in use and method choice could be explained by socio-economic and 

demographic factors, it is sometimes difficult to determine whether use and choice of 

methods is as result of demand or supply factors independently or an interaction of both 

demand and supply factors.

Although fertility has been declining over the years in Zambia, short birth intervals are still 

common. For example, 20% and 16% of women had birth intervals of less than 24 months 

in the 1996 and 2001/02 ZDHS respectively. Such short birth intervals have health 

implications for both the mother and infant given the generally poor nutritional levels in 
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the country. The situation has been worsened by the high levels of infant and adult 

morbidity and mortality partly due to HIV/AIDS. It is estimated that currently in Zambia, 

16% of all adults are infected with HIV/AIDS (Central Statistical Office (CSO) [Zambia], 

2003). The comparatively high levels of fertility, infant and maternal mortality are a source 

of concern in light of the relatively low levels of contraceptive use in the country.

Past demographic studies in Zambia have consistently found regional variations in 

contraceptive use across the nine provinces. (MOH, 1991; Gaisie et ah, 1993; CSO, 1995). 

These provinces are not homogenous as they differ with respect to demographic, socio­

economic and ethnic composition. Although socio-economic development in Zambia was 

never intended to benefit selected areas, it has however been concentrated in areas found 

along the line of rail, a continuation of the pattern established in the colonial era. This has 

left some areas, especially peripheral areas where the majority of the population reside, 

more disadvantaged than others with regard to access to information and services. It would 

therefore be expected that more developed provinces such as, Lusaka, Central and Copper- 

belt provinces, would have higher levels of contraceptive use than the other provinces, 

since factors that favour contraceptive use (e.g. better access to social, health services and 

urbanization) are more widespread there than in the rest of the country. Past studies have 

found that use of traditional methods is closely associated with rural residence. It is 

hypothesised that the more underdeveloped provinces which are also largely rural, such as 

Luapula, North-western, Northern and Western provinces will have higher use of 

traditional than modem methods.

In Zambia, few studies have examined the determinants of contraceptive use or explored 

regional variations in contraceptive behaviour. In addition, little information exists on the 

role of socio-cultural factors among sub-cultures of different ethnic and lineage descent in 

the country. Since there may be differences among the provinces with regard to ethnicity, 

lineage descent and access to family planning information and services, for instance, it is 

expected that these variables will be important in explaining differentials in contraceptive 

use in Zambia. While a large number of studies have focussed on the determinants of 

contraceptive use, few have examined the influence of socio-cultural factors. The social 

context in which contraceptive decision-making occurs needs to be understood in order to 

identify cultural values and practices that may be influencing contraceptive adoption. 

Previous studies elsewhere have found that spousal opposition to family planning 
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sometimes prevents women from using methods. Like most of SSA, Zambia has a 

diversity of ethnic groups thus making it difficult to generalise about reproductive and 

contraceptive behaviour. However, there could be some common beliefs, values and 

practices that influence attitudes towards child-spacing and family size limitation among 

matrilineal and patrilineal social systems as some studies in the region have found 

(Kalipeni, 1997 and Zulu, 1998). Zulu (1998) for instance, in a study among matrilineal 

and patrilineal ethnic groups in Malawi noted that both lineage systems place a high value 

on having many children. In most Zambian households decision-making is the man’s 

domain and this extends to matters relating to sex and reproduction. Therefore involving 

men in family planning is critical and examining the determinants of men’s contraceptive 

practice may provide important information for addressing their needs.

In this study it is expected that women in matrilineal systems would be more likely to 

regulate their fertility than those in patrilineal systems because they ‘have’ a higher status 

than their counterparts in patrilineal societies and may therefore have more control of 

reproductive decision-making. Furthermore, women in matrilineal systems can assume 

leadership positions, own property and land and children belong to their lineage. The 

patrilineal system is a male-dominated system in which inheritance is through the male line 

and sons are highly prized for the continuation of the lineage (Kishindo, 1994). 

Subsequently, it is expected that son preference would be higher among patrilineal than 

matrilineal societies and this may influence their contraceptive behaviour.

In Zambia, although men and women use both traditional and modem methods of family 

planning, the choice of modem methods is essentially limited to pills, injections and 

condoms (WHO, 1995). Also although condoms are listed as family planning methods, 

reported use among women is very low, a situation which raises concern in light of the 

high HIV/AIDS prevalence in the country. Unless there are considerable increases in the 

proportions of men and women using modem methods, the goal of reducing the population 

growth rate will be hard to achieve.

1.2 Aims of this study

Given the background highlighted in the preceding section, understanding the demand and 

supply factors responsible for men and women’s contraceptive practice becomes 

important. Specifically, the study will:
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(i) investigate the determinants of contraceptive use and method choice among 

wo/MgM and mez7 in Zambia;

(ii) determine whether regional variations in contraceptive use and method choice 

are a result of demand factors such as ethnicity and lineage, or supply factors 

such as, access to family planning information;

(iii) investigate the potential of condom use for dual protection;

(iv) understand the socio-cultural context in which contraceptive use and method 

choice operate among men and women in Zambia and to

(v) explore the differences and similarities between the contraceptive behaviour of 

men and women belonging to different ethnic and lineage systems

1.3 Organisation of the thesis

This thesis is divided into 10 chapters. Cha{)ter 2 presents the study's conceptual 

framework and literature review on the demand and supply factors influencing 

contraceptive use and method choice in developing countries in general, and Zambia in 

particular. Past studies on the involvement of men in family planning are also reviewed in 

Chapter 2. Background information on the country's geography, economy, politics and 

demographic profile is presented in Chapter 3. Also presented in Chapter 3 are the health 

sector reform programme and the history and development of family planning in Zambia. 

The quantitative methodology for this study is described in Chapter 4.

Since this study examines the contraceptive behaviour of the two sexes, two separate 

chapters, Chapters 5 and 6, present the results of the quantitative analyses of the factors 

affecting contraceptive use and method choice among women and men, respectively. In 

Chapter 7 the qualitative methodology that has been employed in this study is described, 

while Chapters 8 and 9 give the results of the qualitative study. In this thesis all the 

findings of the quantitative and qualitative analysis are discussed in Chapter 10. The 

Chapter also presents policy implications of the study findings and gives suggestions for 

future work.
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CHAPTER!

LITERATURE REVIEW

2 .0 Introduction

This chapter is based on a review of literature of previous studies that have been carried 

out in the area of family planning. Of interest, is literature on a range of socio-economic, 

demographic, geographic, socio-cultural and programmatic factors that influence women 

and men’s contraceptive behaviour. These factors are often described as being either on the 

demand or supply side of family planning (Jain, 1989; Bongaarts and Bruce, 1995 and 

Bertrand et al., 1996).

The chapter begins with a framework summarising the pathways through which underlying 

factors operate in influencing contraceptive practice. This leads into a review of literature 

on demand factors which include a series of socio-economic, demographic and socio­

cultural variables (e.g. education, residence, age, parity and marital status). Part of the 

literature presented in this chapter relates to ethnicity, lineage and the socio-cultural 

context of family planning in Zambia. The next section looks at past studies on supply 

factors such as accessibility of services, contraceptive supplies, quality of services and 

information access. Since this study is also interested in men’s contraceptive behaviour, 

past studies on men’s involvement in family planning in general and in Zambia in 

particular are reviewed. Finally, a summary of the chapter is given at the end.

2.1 Framework of analysis

Figure 2.1 presents the framework for the factors influencing contraceptive use and method 

choice in Zambia which mainly draws on earlier work by Bertrand et al., (1996). This 

framework proposes that a range of factors that include individual factors, and societal 

factors, indirectly affect contraceptive practice through demand for children and demand 

for family planning. Figure 2.1 also shows that contraceptive practice is influenced by 

various factors in the supply environment.
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Figure 2.1 Framework for the factors iufluencing contraceptive use and method choice

Demand factors

Adapted from Bertrand et al., (1996).a

According to Jain (1989), factors that affect couples or individuals desired family size or 

their desire to do something about it are generally known as demand factors. The demand 

side of the framework includes factors at the individual and societal level such as socio­

economic, demographic and socio-cultural factors, which generate the demand for 

contraceptive use. Factors such as education, residence, region and age are associated with 

the likelihood of using modem contraception (Bertrand et al., 1995; Tuone, 1999; Magadi 

et al., 2001). For example, place of residence may account for differences in contraceptive 

use largely due to the characteristics of the areas: urban areas are usually associated with 

7



better education and access to social services which may influence contraceptive adoption. 

Socio-cultural factors such as sex and fertility preferences may also affect use of family 

planning. In a multi-ethnic country like Zambia, differences in contraceptive use are 

expected since traditional beliefs and practices differ from one ethnic and lineage group to 

another. These may influence their reproductive and contraceptive behaviour as suggested 

by the cultural hypothesis which suggests that differences in reproductive and 

contraceptive behaviour may be due to attitudes, values and customs which differ from one 

ethnic group to another (Murty and De Vos, 1984). Since Zambia's ethnic groups are 

either of matrilineal or patrilineal descent, it might be expected that ethnic groups of the 

same lineage descent would behave homogenously in their regulation of fertility. The 

beliefs and practices of the various ethnic and lineage groups on fertility aspirations, sex 

preference, inheritance and property rights, for instance could either facilitate or hinder 

contraceptive use.

Various studies have found variations in contraceptive use among regions. Freedman 

(1987) suggested that any country with regions that are differentiated on ethnic grounds 

should expect differentials in reproductive and contraceptive behaviour. His argument, 

which is similar to the cultural hypothesis, is based on the fact that different ethnic groups 

have different rules and regulations governing their reproductive and contraceptive 

behaviour. Ominde and Ayiemba, (2003) propose that region of residence may be a proxy 

for ethnic or cultural influences that are related to contraceptive adoption. In Zambia, 

regional residence is influenced by ethnicity largely as a result of historical movements of 

the ethnic groups (see details in Chapter 3). Consequently, some of the provinces are more 

ethnically homogeneous than others. It is therefore anticipated in this study that regional 

variations in contraceptive use will reflect the contraceptive behaviour of different ethnic 

groups.

Figure 2.1 also indicates ways in which supply factors influence contraceptive practice. 

According Bertrand et al. (1996), supply factors entail the entire service delivery 

mechanism from external donor assistance to the actual delivery to the client. If supply 

factors are not functioning properly, delivery of services will be affected and this may in 

the end affect contraceptive uptake. Government policies on family planning use and the 

type of methods allowed in the country directly influence the supply environment. 

Information, Education and Communication (lEC) programmes also work to create 
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awareness on family planning and raise levels of acceptability of family planning use 

which could result in service utilisation and contraceptive practice.

Many researchers have acknowledged that societal and service factors such as access to 

contraception, availability of methods and the quality of care can impinge on individuals’ 

decisions to use or not use modem methods or the choice of methods (Akin and Rous 

1997; Koenig et ah, 1997). Steele et al. (1999) used multilevel models on cross-sectional 

data from women and the Service Availability modules of the Morocco Demographic and 

Health Survey (DHS) to model the influence of service factors on women’s contraceptive 

use. Using DHS and situation analysis data from Pera, Mensch et al. (1996) showed that 

women residing in environments with high quality of care were significantly more likely to 

use contraceptives than those living in areas with poor quality services.

Although demand and supply factors may act independently on contraceptive practice, it 

has been noted that supply and demand factors sometimes influence contraceptive use 

jointly. For example, lEC activities can increase levels of knowledge and awareness of 

family planning and reduce the demand for children while at the same time lead to an 

increase in the demand for contraception. The interaction between demand and supply 

factors is also supported by the family planning hypothesis which states that, “discomfort 

in communicating about a sensitive topic with someone outside one's ethnic group, a 

language barrier, or ethnic discrimination in the distribution of family planning services 

could affect differentials in contraceptive use” (Murty and De Vos, 1984, p. 222). The 

socio-economic hypothesis also suggests that in any region, demand and supply factors can 

jointly affect contraceptive adoption. It is hypothesised that regions where women have 

low education, limited formal-sector employment and limited access to health and family 

planning services are expected to have low levels of modem contraceptive use (Njogu, 

1991). Conversely, regions with ‘favourable’ conditions should expect to have high levels 

of use. With reference to Zambia, the more developed provinces such as Lusaka, Central 

and Copperbelt province would be expected to have higher use of modem methods 

compared to the less developed ones. However, if traditional methods are considered, the 

more rural provinces such as Northern, Luapula and North-western provinces would be 

expected to have higher levels of use compared to the rest of the country as use traditional 

methods is much higher in the more rural than in urban settings.
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2.2 Previous research on the determinants of contraceptive use and method choice

2.2.1 Demand factors

2.2.1.1 Socio-economic factors

There are various socio-economic factors that influence contraceptive behaviour, however 

only some, namely education, rural-urban residence and region of residence are discussed 

in this section. The relationship between female education and contraceptive use has been 

well researched and documented for many years. Researchers have consistently found that 

better educated women are more likely to use contraception even after other factors are 

accounted for (Guilkey and Jayne; 1997; Kaufman, 1998; Mancini, 1998; Diamond et ah, 

1998; Lutalo et ah, 2000; Fikree et ah, 2001). While husband’s education may also be 

associated with own and spouse’s contraceptive uptake, it is less important than the wife’s 

own education attainment (Degraff, et ah, 1997). Female education influences 

contraceptive use in multiple ways. For instance, it may result in greater knowledge and 

access to modem methods, late entry into marriage, exposure to new ideas on small family 

size norm, increased spousal communication and increased labour force participation. 

Countries like Zimbabwe, Kenya and Botswana which have scored significant successes in 

family planning, also have the highest levels of female schooling in SSA (Hall, 1996).

However, increases in education are not always a precondition for increased contraceptive 

adoption as some studies have demonstrated. In countries where the prevalence rates are 

very high and have spread to every group of society, the differences in use by education 

are minimal (Zlidar et ah, 2003). A plausible explanation is that the favourable supply 

environment is able to meet the high demand for contraception resulting from widespread 

female education. Amin et al. (1996) have also suggested that the similarity in the levels of 

contraceptive use among educated and uneducated women may be related to the overall 

levels of education in an area. Other underlying factors could also result in similar levels of 

use among women of different education background. For instance, contraceptive use 

levels have been quite uniform regardless of educational attainment for some time now 

among Chinese women primarily as a consequence of the government’s one-child policy 

(Poston, 1986; Boachang and Zhenming, 2003).

Women who have attained high levels of education tend to choose modem methods, such 

as pills and injections which have been known to effectively control fertility, while less 

educated women use traditional methods. Many DHSs including those conducted in Kenya 
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(2003), Zimbabwe (1999), Zambia (1992) have found that the pill is the most popular 

method among educated women (Gaisie et al., 1993; Central Statistical Office of 

Zimbabwe et al., 2000 and Central Bureau of Statistics [Kenya] et al., 2003). New 

evidence is beginning to show that although the pill is still the most commonly used 

method, there appears to be a dramatic rise in use of injectibles in some SSA countries. A 

study on ‘Trends and determinants of contraceptive method choice in Kenya’ using the 

1989, 1993 and 1998 DHS results observed that use of injectibles had risen far much 

higher than any other method over the years particularly among uneducated and rural 

women (Magadi and Curtis, 2003).

Findings from past studies show a consistent relationship between contraceptive use and 

the place of residence: rural areas have comparatively lower levels of use than urban areas 

(Curtis and Neitzel, 1996; Zlidar et al., 2003; Agha et al., 2003). Favourable conditions for 

family planning adoption such as wide range of method choice, easily accessible health 

facilities are more prevalent in urban than rural areas. It has also been however observed 

that in countries where contraceptive use is widespread, or where methods have been 

widely available in rural areas as well, rural-urban differences are smaller than where 

contraceptive prevalence is low (Zlidar et al., 2003). A study by Moreno (1993) based on 

DHS data from 15 Latin American, Asian and North African countries found that levels of 

use among rural women were lower than those of their urban counterparts in all the 

countries, except for Jamaica (with a prevalence rate of 62%) where urban and rural levels 

were equal. The 2003 DHS for Philippines also reveals marginal differences in modem 

contraceptive use between rural (32.8%) and urban women (33.9%) (National Statistics 

Office [Philippines], 2003).

Cleland et al., (1994) noted that in Bangladesh, a favourable supply environment springing 

from a strong family planning programme with an emphasis on outreach programmes in 

the villages contributed to raising contraceptive use in rural areas significantly. A study by 

Chimere-Dan (1996) in a predominantly rural region of South Africa, found exceptionally 

high levels of contraceptive use and unexpected patterns of use. The study found a 

prevalence rate for modem methods of 42% and highly effective methods such as the pill 

and injectibles represented 29% and 58% of current use, respectively. These levels were 

much higher than those observed in some of the urban areas. The most common reason for 

using methods was limiting family size (43%), while a third of the women said they were 
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using family planning for spacing. These findings in South Africa do not represent the 

typical pattern as most studies observe that use of modem methods is generally higher in 

rural than urban areas and the reverse is observed for traditional methods (Curtis and 

Neitzel, 1996; Ominde and Ayiemba, 2003).

2.2.1.2 Demographic factors

This section presents a review of past literature on some demographic factors. Those 

discussed include age, the number of surviving children, marital status, desire for more 

children, spousal communication and spousal approval of family planning. It has been 

noted that contraceptive use differs with respect to the age of the woman. The differences 

in women’s contraceptive behaviour at different ages are often a result of their fertility 

preferences, parity and fecundity. Some studies have shown that contraceptive use is 

typically low among young women in their teens and then rises to its peak among women 

in their 20s; thereafter, it declines, as the women grow older (Curtis and Neitzel, 1996; 

Lutalo et al., 2000; Magadi et al., 2001). It has also been observed that different types of 

contraceptive methods have different effects on the age pattern. Women’s contraceptive 

needs may also change depending on the stage they are at in the life cycle, parity and the 

nature of the relationship they are in (Wysocki et al., 2001). For example, those at the start 

of their childbearing years may prefer to use less permanent methods while older women, 

with several children may prefer long-acting or permanent methods. Some studies have 

also observed that traditional methods are more popular among older women in their 40s, 

while condoms are more common among adolescents (Kilbourne-Brook, 1997 and 

Manning et al., 2000).

Generally, levels of contraceptive use are observed to be higher among married than 

unmarried women. However, among young married women, levels of use are much lower 

than among their unmarried counterparts largely due cultural expectations and social 

pressures to prove their childbearing ability immediately after marriage. The fear of being 

suspected of being infertile and fear of being divorced causes young brides not to give 

contraception much consideration until they have had a child (Mensch et al., 1998; Kirk 

and Fillet, 1998). Although levels of use are generally lower among single than married 

women, with reference to choice of methods, it has been observed that sexually active 

women who are not in union have higher levels of condom use than married women. In an 

analysis of DHS data from 60 countries that have taken part in the surveys since 1990 
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Zlidar and her colleagues (2003) observe that condom use is consistently higher among 

unmarried than married women in all the countries. They observe that in sub-Saharan 

Africa, sexually active unmarried women are on average 16 times more likely to report 

condom use than married women. Some studies indicate that condoms are not popular 

among married couples because of the stigma attached to them and their association with 

non-marital sex and HIV/AIDS, for instance (Hope, 1995; Dodoo and Adomako, 1998; 

Bauni and Jarabi, 2000).

Past studies have found that more women tend not to use contraceptives before the birth of 

the first child (Curtis and Neitzel, 1996; Nsemukila et al., 1999; Magadi and Curtis, 2003). 

A national study of 2,500 women in Zimbabwe found that on average women were 

married by the age of 19 and had their first child at 20. The results showed that 

contraceptive use increased substantially from 9% to over 50% after the birth of the first 

child (Barnett, 1999). Misconceptions about the effects of methods such pills, IUDs or 

injections on fertility, for example, are partly to blame for the low levels of contraceptive 

use before the first birth (Agha, 1997). Childless young women may also fear that 

hormonal methods could potentially affect their chances of becoming Mothers, which a 

symbol of women’s status in most African communities (Castle, 2003). It could also be 

argued that perhaps women simply want at least one child before adopting a method.

Contraceptive use has also been observed to generally increase as parity increases. As 

women reach their desired family size, they tend to adopt contraception and particularly 

choose more efficient methods of contraception (Fikree et. al., 2001). In some studies 

however, a negative association has been found between parity and contraceptive use. A 

likely explanation is that most women with large families may never have used 

contraception at all in the past. Women with high parity also tend to reside in rural areas 

and have little or no education, both of which are associated with low contraceptive use. 

Another possible explanation is that with increasing age, women may have less need for 

contraception as they may be experiencing lower fecundity since they are near the end of 

their reproductive lives. The 1999 Family Planning Survey of the Philippines found that 

contraceptive use was lowest among childless married women (3.3%) and highest among 

those with three children (61.2%). Low levels of use were also noted among those with 

four or more children however. It is possible that women with higher parity may have 

never used family planning before (National Statistics Office [Philippines], 1999).
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The results of a number of studies which reveal that the desire for more children is 

significantly associated with contraceptive use are hardly surprising. Women who do not 

want to have any more children have higher use of methods compared with those who still 

want to have more children (Lasee and Becker, 1997; Adai, 1999). In demographic studies 

the gap between desire to space or limit births and contraceptive use is referred to as unmet 

need or KAP-Gap. According to Westoff and Bankole (1995), unmet need is a moving 

target in that it rises as more women want to control their fertility. They argue that the rise 

in unmet need could also be due to population growth and may not necessarily imply the 

failure of a family planning programme. Sometimes women report that they are not using 

contraception, not because they do not desire to limit or space births, but because they lack 

the means to do so or face opposition from their spouses and communities.

Among most couples in African communities, discussions on reproductive issues is not 

very common. Underlying the difficulties in spousal communication on family planning 

use are socio-cultural factors such as those that regard sex and related issues as something 

not to be discussed. A study in Zambia by Mahler (1999) found that difficulty in 

communicating with the spouse about family planning hindered women’s contraceptive 

use. The relationship between spousal communication and contraceptive use is consistent 

in most survey data. Past DHSs that have been conducted in SSA for example demonstrate 

that spousal communication on family planning is associated with family planning use. 

Other past studies have also established that couples that discuss family size and family 

planning issues have high levels of contraceptive continuation and effective use of methods 

(Becker, 1996; Feyisetan, 2000). Some studies have also established that mass media 

messages on family planning can trigger conversations on family planning among couples. 

Sharan and Valente (2002), for example demonstrated that dissemination of family 

planning information using radio in Nepal led to couples communicating about family 

planning and eventually deciding on use. Similar impacts of family planning radio 

messages on spousal communication were noted in Tanzania by Rogers et al., (1999) and 

in Uganda by Gupta et al., (2003).

Often it is assumed and that spousal communication on family planning leads to spousal 

approval and consequently contraceptive adoption. However, spousal discussion on family 

planning may not always lead to contraceptive adoption as couples may disagree on use or 

decide not to use contraception. In a recent article, on whether discussion of family 
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planning improves knowledge of partner’s attitude toward contraceptives, DeRose and 

colleagues (2004) conclude that having discussions on family planning with one’s spouse 

does not necessarily mean an increase in knowledge of partner’s contraceptive attitudes 

(i.e. spouse’s approval of family planning). After examining DHS data for 21 SSA 

countries they suggest that anticipated unmet need for contraception through improvements 

in spousal communication might be overemphasised.

Approval of family planning is used to indicate attitudes towards family planning. Its 

importance in family planning policy formulation cannot be overstated. Widespread 

disproval can seriously affect family planning programme goals while approval facilitates 

use of methods and services. A study in Uganda found that partner’s disapproval of family 

planning caused a statistically significant increase in women’s unmet need. It was observed 

that partner’s opposition accounted for much higher levels of unmet need in urban than 

rural areas. It appears from DHS data from various countries that men and women 

generally have favourable attitudes towards family planning as the proportion of those who 

approve of family planning is often much higher than those who do not. For instance, 

according to the 1998 Kenya DHS, nearly 90% of women approve of family planning; 

65% believe that their husband approves and among 85% of couples both partners approve 

of family planning (DeRose et al., 2004). Using data from an earlier Kenya DHS, Lasee 

and Becker (1997) also observed that the wife's perception of her husband's approval of 

family planning had strong and significant association with contraceptive use.

2.2.1.3 Socio-cultural factors

It is becoming recognised that for family planning programmes to be successful, there is 

need to consider the social context in which decisions on family planning operate. Bulatao 

(1989) observes that socio-cultural factors may either encourage or deter women from 

using contraception. Many studies have however found that socio-cultural factors are more 

of an obstacle to women’s use of modem methods than not. For instance, women’s 

contraceptive behaviour has been found to be strongly influenced by cultural norms and 

practices such as early and universal marriage, high fertility aspirations, son preference and 

spousal and familial opposition to family planning (Adongo et., al, 1997; Nsemukila et al. 

1999).
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Studies in Navrongo, northern Ghana observe that women who chose to use contraception 

faced the risk of being ostracised by their spouses, relatives and society (Bawah et ah, 

1999). Such reactions sometimes compel women to practice contraception secretly as 

Castle et ah, (1999) found in their study in Mali. A study in Zimbabwe by Francis- 

Chizororo et ah, (1998), found that most mothers-in-law and husbands wanted their 

daughters-in-law and wives respectively to bear many children to extend the family line 

and opposed the use of contraception until at least after two or three children. These socio­

cultural barriers could also partly explain the high unmet need for family planning 

especially in rural Africa where they are more widespread.

An anthropologist (McLeod) who studied the Asante of Ghana, a matrilineal ethnic group, 

noted that a woman was expected to bear many children. Failure to get pregnant or give 

birth, were matters of deep concern as women feared being considered cursed or suspected 

of practising witchcraft. A woman who gave birth to ten or more children was recognised 

in a special ceremony and was highly honoured (McLeod, 1981). In such a society, the use 

of contraception to limit births would undoubtedly be unwelcome as gaining recognition 

by having many children would be the goal of most women.

Cultural beliefs and practices also have a major influence on the type of methods that 

women in a particular community use. For example, rumours and myths have been found 

to be barriers for the adoption of modem contraception (Rutenberg and Watkins 1997; 

Centres for Disease Control and Prevention, 2000). While it is true that awareness creation 

could dispel misconceptions, sometimes these misconceptions are deeply embedded in the 

people’s culture. For example, a study in raral Tanzania found that women were not 

comfortable with using injectibles because it disturbed their monthly periods, which is 

regarded as a sacred thing in some societies (Makundi, 2001).

Fertility regulation in the African context has often been for child spacing rather than 

limiting births. Sex was restricted to marriage and was usually for the purpose of 

procreation, similar to Thomas Malthus’ theory on population growth (see Wrong, 1965). 

Traditional methods for regulating fertility included periodic and total abstinence, 

breastfeeding, herbs and strings (worn around the waist) (Nsemukila et al., 1999). Some of 

these methods that were used to observe taboos and restrictions imposed by society 

consequently resulted in spacing of births. The Caldwells (1983) in their studies among the 
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Yoruba of Nigeria observed that cultural beliefs such as ‘having sex with a breast-feeding 

mother spoils breast milk’ is ‘improper’, assisted in spacing births. While in some places 

these traditional practices are no longer observed due to lifestyle changes which have made 

it difficult to observe these ‘less flexible and less convenient’ methods, some studies have 

however found that breastfeeding for instance is still a common a way of regulating 

fertility (Hinde and Mturi, 1996).

Cultural reasons foster high fertility and contribute tremendously to low use of family 

planning methods in most traditional Afiican societies. Makinwa-Adebusoye (2001) in her 

article on ‘Socio-cultural factors affecting fertility in Africa’ identified the following 

factors: the importance of lineage continuation; societal rewards of child bearing; stigma 

attached to childlessness; universal marriage; male control in decision-making and value of 

children as economic labour and for support in old age. Frank (1987) and Isuigo-Abanihe 

(1994) observed that in traditional African culture, one of the ways in which high fertility 

was maintained was through ‘child fostering’. This ‘communal ownership’ of children and 

the strong support mechanism of childcare and childrearing, act to reinforce high fertility, 

implicitly leaving little or no room for contraceptive considerations.

Caldwell and Caldwell (1990) conclude that the way lineages are structured weakens 

spousal relations emotionally and economically thus making the couple to be more obliged 

to fulfilling the reproductive desires of the extended family rather than their own. They 

also argue that such structures leave little room for the decline in demand for children. 

This may be the case for West African communities where the Caldwells research was 

based. In East and Southern African where substantial declines in fertility have been 

recorded the levels of development, the high cost of raising children and widespread family 

planning programmes, for example, defeat their arguments. It is now evident that 

contraceptive use is on the increase and high fertility aspirations are slowly eroding away 

in most of SSA (Robey et al., 1994). Although there may be similarities in the 

contraceptive behaviour among the different ethnic groups of SSA, explanations 

underlying such behaviour may not necessarily be uniform as beliefs and practices differ 

from one ethnic group to another.
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2.2.1.3.1 Lineage and ethnicity

Ethnic groups found in SSA either follow the matrilineal or patrilineal customary system 

of inheritance. Beidelman (1971) describes a lineage as a group of people linked together 

though traceable descent to a common ancestor solely through one sex. The matrilineal 

system is one in which descent is through the female line and therefore inheritance and 

chieftainship is through the maternal line, while in the patrilineal system, members share 

descent through the male line and decision-making, ownership of property and inheritance 

is through males.

In a matrilineal society, women own land and command some authority in decision­

making pertaining to inheritance and chieftainship (Chondoka, 1988). Marriage is usually 

matrilocal, which means that the man takes up residence in the wife’s village after 

marriage. In this society, the man is considered as a guest and the children belong to the 

woman’s family. Thus in the event of death or divorce, the children belong to the woman. 

This may be reason enough for matrilineal women to have high fertility aspirations.

Patrilineal societies are male dominated, with men having an elevated position in the 

household and community. In these societies, men hold the property rights and inheritance 

is transferred to male children after the death of the male parent (Townsend and Garey, 

1994). This system makes women dependent on their children or their own lineage. In 

partilineal societies women are often regarded as part of the possessions that a man owns 

and are totally under his care and authority. In the event of marital dissolution or death of 

the spouse, women are either inherited by a male relative of the deceased or sent back to 

their own people without any property. A preference for parents to have either sons or 

daughters has been observed in some societies while in others, there is no strong bias for 

either sex. Son preference which is a result of religious beliefs and customs such as the 

dowry system, lineage and kinship ties, is particularly common among patrilineal 

communities in some Asian countries (Arnold and Kuo, 1984; Cho and Kim, 1994; Das 

Gupta, 1994; Clark, 2000). According to Das Gupta et al., (2000) in East and South Asia, 

sons are more highly valued compared to daughters as they could extend the family line, 

are of more economic value, carry the family name and bring prestige, unlike daughters 

who got married. In some patrilineal societies, no amount of female children will 

compensate for a male child and women will keep having children until they have a son. In 

some patrilineal Asian communities sons are expected to carry on the family lineage and
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provide support in old age (Knodel and Debavalya, 1992; Mason, 1992). The relationship 

between son preference and contraceptive use is not a straightforward one. Some studies 

have found that son preference is associated with contraceptive us, while others observe 

that it has a negative association with contraceptive use (Khan and Khanum, 2000; Amin 

and Mariam, 1987).

According to Isuigo-Abanihe, (1994), the number of children is a measure of the 

importance and wealth of a patriarch and it is generally the case that children are needed to 

extend a patriarch’s personal influence among ethnic groups of partilineal descent in 

Nigeria. Children are highly valued as they provide labour for the land, prestige, status and 

economic support in old age. Cain et al., (1979) suggest that women in patrilineal societies 

may desire high fertility because of their comparatively vulnerable position. Since the 

more sons one has, the more land and wealth a man’s family has, producing sons may act 

as security for women against divorce, husbands taking on another wife or against 

desertion.

In many traditional African communities, resources are allocated on the basis of gender, 

age, lineage and kinship. Land is typically owned by the lineage and the size of land 

allocated to an individual family is dependent on family size. This implies that women who 

cannot have children or those with few children may have comparatively fewer resources. 

Because fertility is central in many traditional societies, a childless woman is not 

considered of much value in terms of household wealth or continuity of the lineage. Some 

past studies in SSA have also found that women often have diminished power to make 

decisions regarding sex, pregnancy and fertility regulation, but their reproductive abilities 

clearly define their role as the centre of the continuity of the lineage (Ojeifo and Singh, 

1994; Pitso and Carmicheal, 2003; Rojas, 1990).

Unlike the western world where the nuclear family is the most important unit of a family 

system, in most of SSA the extended family comes first. The individual finds their 

meaning within the context of the extended family or community. The extended family 

acts as a support system throughout an individual’s life and influences decision making on 

fertility and its regulation. Although the two social systems are different by definition, past 

studies have observed that there is hardly any difference in some traditional values and 
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customs between the two lineages. For example both place high value on children and 

consequently have high fertility aspirations.

An important characteristic of most ethnic groups in the SSA region is the lower status of 

women compared to the men folk which affects their decision making powers. The socio­

cultural context of decision-making in both matrilineal and partilineal ethnic groups is 

dominated by men who have the prerogative in reproductive decision-making. Hence the 

decision to regulate fertility which in the first place is not observed as a primary need 

owing to the value placed of children for instance, does not rest in the woman’s hands, but 

that of the husband and the extended family. This is compounded by the fact that in most 

ethnic groups of either matrilineal or partilineal descent, matters to do with sexuality are 

considered sacred and discussing them openly (with the spouse or strangers) is a violation 

of a traditional norm. Because of the fact that matrilineal women can own resources such 

as fields and patrilineal cannot, it may be assumed that matrilineal women in this sense 

have more power than their counterparts in patrilineal ethnic groups. Matrilineal women 

could be in a better position than patrilineal women to take control of their reproductive 

and contraceptive decisions since they can own property and land for example. However 

studies have found that in matrilineal societies as well, decisions on fertility and family 

size are still made by the husband or extended family (Kishindo, 1994).

Ethnicity is the springboard from which cultural beliefs, norms and behavioural patterns 

emanate. Therefore it is an important variable in the study of family planning. Family 

planning programmes bring with them a particular context which is sometimes in conflict 

with the existing culture. For instance, the essence of family planning programmes is to 

help men and women space and limit births. While spacing births is recognised in SSA as 

something that was practiced long ago as well, limited family size is a conflicting idea as 

having large families has been the cultural norm of many ethnic groups. Having children 

goes beyond simply fulfilling personal desires. It includes fulfilling the desires of the 

extended family who are often involved in the decisions on family size.

Cultural values of ethnic groups may be more of a barrier to family planning adoption than 

not. Since traditional values of ethnic groups are observed to be more adhered to in 

traditional than modem societies, it would be expected that use of modem methods in 

regions or areas that are less modernised such as rural areas would be low. For example in 
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rural regions of North-western province of Zambia and Bolivia use of traditional methods 

compared to that of modem methods was very high (MOH et al., 1997 and Schuler et al., 

1994). In Bolvia, reasons advanced for this included supply factors and socio-cultural 

factors such as husband’s disapproval, fear of stigmatization and inability to discuss 

sexuality openly.

2.2.1.3.2 The socio-cultural context in Zambia

In Zambia ethnic diversity makes it difficult to make generalisations about fertility or 

contraceptive behaviour. However, certain values and practices that influence reproductive 

and contraceptive behaviour are common among the different ethnic groups. For instance, 

the high value placed on children, the subordinate position of women in society and the 

importance of the extended family in reproductive decision-making and so on. So far no 

evidence exists concerning differentiated family planning supply environment on lines of 

ethnicity of lineage. Perhaps the faintest hint of this is the distribution of resources 

motivated by political support in own constituency or region of origin by political leaders. 

Such tendencies which leave some regions less endowed with socio-economic resources 

than others have been observed in some SSA countries, including Zambia, although there 

is no proof to establish the effect on contraceptive use for instance.

Although provincial residence may be influenced by ethnicity, it would be unrealistic to 

conclude that all the inhabitants of a province belong to the same ethnic group or lineage 

system. A more plausible argument is that it is possible for one ethnic group or lineage to 

be more dominant in one region than others. Copperbelt and Lusaka provinces of Zambia, 

owing to their unique history and level of socio-economic development, are more 

cosmopolitan in their ethnic composition than the other provinces.

In Zambia, marriage is universal in all ethnic groups without exception, and early marriage 

is not uncommon particularly among rural populations. In most tribes a woman is 

traditionally expected to start childbearing soon after marriage and having many children is 

traditionally considered a good thing. Strong preferences female children have been 

documented among the matrilineal Gwembe Tonga of Southern Zambia who must have 

female children to perpetuate the matrilineage. Clark et al., (1995) observe that female 

children are preferred among the Gwembe Tonga because they also bring wealth to the 

family through dowry which is mainly in form of cattle. A man with many sons is thus 
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considered disadvantaged. Although teenage pregnancy and pregnancy outside marriage is 

not uncommon in Zambia, it is condemned and discouraged. This stems from the fact that 

sex (for women) is expected to take place only in marital unions. Also, although polygamy 

is only practiced by a few ethnic groups in Zambia, it is socially acceptable for men to 

have multiple sexual partners (Foreman and Scalway, 2000).

Puberty rites in which advice on sex practice and behaviour is given to young girls are 

observed by a number of ethnic groups in Zambia, although they are slowly fading away in 

urban areas due to modernisation. The teachings on sex practice and behaviour passed on 

to young girls in puberty rites (observed by matrilineal Chewa and the Bemba, for 

instance), may act as a preparation for marriage although the young girls may not yet be 

ready to enter into marital unions. According to Richards (1956) and Chondoka (1988), 

during the initiation ceremony girls are taught how to satisfy a man, besides being taught 

how to behave like a woman. Puberty and marriage rites are important ceremonies in 

which important traditions of the tribe pertaining to womanhood and the importance of 

marriage, for instance, are passed on. Most literature on puberty rites do not make mention 

of any information passed on concerning fertility regulation. Since child spacing was and is 

still practiced in traditional societies in Zambia, it would appear that such information is 

perhaps passed on informally by elders or peers. A qualitative study among in-school and 

out-of-school youth on sex practice and behaviour conducted in Zambia found that boys 

and young men were often pressurized by their peers to engaging in sex to prove their 

virility (Kalunde, 1997).

To a certain extent, a marriage without children is stigmatised and consequently men and 

women go to great lengths to seek help for infertility. Besides the use of traditional 

methods such as herbs, abstinence and breastfeeding, there are a number of traditional 

beliefs and practices in the form of taboos which help in spacing children. A qualitative 

study on maternal morbidity and mortality conducted in Zambia in 1998 observed that 

common beliefs and practices pertaining to sex and fertility include ceasing childbearing 

upon becoming a grandmother, the belief that engaging in sex while breastfeeding will 

contaminate breast milk, and post-partum sexual abstinence until the child is at least two 

years (see Nsemukila et al. 1999).
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Among the matrilineal ethnic groups in Zambia like others in the SSA region, the most 

important family unit is the extended family on the maternal side. The social organisation 

of the lineage includes ancestors and descendants in social life and decision-making on key 

aspects of life (Tembo, 1988). Under this system women have access to resources such as 

land and labour. Matrilocal residence which is a feature of matrilineal societies gives the 

husband little control over the family property or resources which primarily belong to the 

woman, her children and extended family. In contrast to the arrangement in matrilineal 

societies, women in patrilineal societies in Zambia rely more on their husbands than their 

extended family. Their access to resources is through a male, who can either be the 

husband, son or male relative. Like in other studies in partilineal societies in Asia, this may 

reinforce their need to have sons who can support them in the absence of the husband 

(through death or divorce) and in their old age.

A study by WHO, (1995) in Zambia observed that regardless of lineage system, men 

(husbands or male relatives) control decision-making regarding children. This study noted 

that the difference between the two lineage systems is not necessarily the relative 

autonomy of women but the way in which the subordination of women’s control over 

children is expressed. The ‘bride price’ has different significance among matrilineal and 

partilineal ethnic groups. For example in a typical matrilineal system, children belong to 

the maternal line and payment of bride price does not necessarily imply that the woman 

will give birth for the husband's family. Bride price is more of a token since the rights over 

the wife's fertility remain with her extended family, specifically her brother who assumes a 

more important role in the lives of the woman’s children than her husband.

In the partilineal system however, the woman’s reproductive rights and rights to her 

children are transferred to the husband through the bride price. According to Colson and 

Scudder (1980), among the Tonga of Gwembe Valley, who are traditionally matrilineal, 

the influence of the patrilineal system of inheritance can be traced. The researchers observe 

that although Tongas dispute their matrilineal descent, they have not fully embraced the 

patrilineal system. For instance, although a woman’s fertility is not transferred fully to her 

husband, the man has greater rights over his children and wife than in most matrilineal 

societies. While the low contraceptive uptake in most developing countries has mainly 

been blamed on demand factors, evidence from various surveys carried out in developing 

countries suggests that supply factors are also to blame (Miller et al., 1998).
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2.2.2 Supply factors

Factors that affect the delivery of family plaiming services have been observed to be 

important in determining contraceptive adoption. One important aspect of service delivery 

is the quality of services provided. The assumption is that the provision of high quality of 

services will maintain contraceptive use and generate new demand from first time users 

(Jain, 1989). Partly as a result of the development of a framework for the quality of care 

by Bruce (1990) the quality of care has become an important part of family planning 

service delivery. The framework provides a comprehensive list of elements of quality of 

care which include choice of contraceptive methods, information given to clients, provider 

competence, client/ provider relations, follow-up mechanisms and appropriate 

coMjrfg//un'oM of scn/zcej^. In the conceptual framework used in this thesis, supply factors 

include external donor assistance, political and administrative system, family planning 

organisation and service infrastructure, operations and service delivery factors (e.g. 

accessibility and availability). Some of these factors are discussed in Chapter 3 with 

specific reference to Zambia. This section therefore only presents literature on some 

aspects of the supply environment highlighted in the study’s conceptual framework such as 

accessibility to services. Contraceptive supplies, information access and quality of service 

delivery.

2.2.2.1 Accessibility to services

Men and women can only use services if they are accessible to them. According to 

Bertrand et al., (1995), accessibility to family planning services generally refers to the 

extent to which family planning services are available and the extent to which people in a 

given location who are seeking these services can obtain them. Foriet et al., however give a 

broader definition of access which encompasses geographic proximity, economic costs, 

administrative factors, client’s perceptions and information access. Previous studies have 

shown that availability and accessibility of family planning services are important factors 

in contraceptive use (Magnani et al., 1999).

In some studies physical distance to the facility has been observed to be a barrier to 

contraceptive adoption. In a study to investigate barriers to contraceptive uptake in 

Malawi, female FGD participants mentioned distance to the facility and the cost of getting 

there as deterrents to their use of family planning services (Opportunities and Choices 

research consortium 2003a). Tuone et al., (2004) also noted that difficulty in accessing 
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family planning services by women in some parts of Lesotho contributed low contraceptive 

uptake in those regions. Service providers interviewed said women in the mountain region 

particularly, sometimes walked for as much as six hours to get to some facilities.

Some studies have however observed that physical distance to the facility does not affect 

contraceptive use. Thang and Anh (2002) in their study on ‘Accessibility and Use of 

contraceptives in Vietnam’ found that physical distance from family plaiming services 

does not have an important effect on use of modem methods. Although a higher proportion 

of urban women lived with one kilometre of a facility providing family planning services 

compared with rural areas, the proportion using modem methods in mral areas was similar 

to that in urban areas. A study in Nigeria by Mensch et al., (1994) found that well over a 

third of women interviewed preferred not to use family planning services located nearest 

their homes. The most common reason given was the better quality of services provided 

elsewhere.

Bertrand et al., (1995, p 65) describe administrative accessibility as ‘the extent to which 

unnecessary rales and regulations that inhibit contraceptive choice and use are eliminated.’ 

They may include opening hours of the facility, the mode of service provision (vertical or 

integrated) and so on. While some studies show that women do not mind waiting for 

services, it has been established by many studies that long waiting times and inconvenient 

opening times act as barriers to women’s use of family planning services (Family planning 

Service Expansion and technical Support/ John Snow Inc., 2000; Opportunities and 

Choices research consortium, 2003a). Tuone (1999) also noted that opening hours and the 

days when the facilities open can influence women’s use of family planning services. She 

observed that for some working class women, private sources such as pharmacies were 

more convenient as they are open after working hours while health facilities operated when 

they were at work.

2.2.2.2 Contraceptive supplies

The availability of a wide range of contraceptive methods is not only a reproductive right, 

it is also an essential element of quality of care in family planning service delivery. 

Expanding the contraceptive method mix can also result in a significant increase in 

acceptors. The addition of an extra method may meet the need of some clients, attract new 

clients and help dissatisfied clients to choose from other available methods, A classic 

example of the influence of contraceptive availability is the case of Matlab, Bangladesh 
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where women tended to accept a method because it was made available to them at 

individual and village level on a consistent basis. Steele et al., (1999) in their study in 

Morocco found that availability of family planning clinics and the number of contraceptive 

methods offered at the community level, were associated with contraceptive adoption, 

continuation and switching. In their study in Vietnam, Thang and Anh (2002) concluded 

that Increased contraceptive availability coupled with increased family planning awareness 

could lead to increase in contraceptive adoption.

Nevertheless, making contraceptive methods available within easy reach of the people may 

not be enough to motivate use. Past studies have shown that barriers in the form of 

individual fears and those arising from the family and community hinder the successful use 

of family planning and lead to high levels of unmet need. In Zimbabwe, for example, the 

decline in the level of unmet need was largely attributed to a strong family planning 

programme, which embarked on massive awareness campaigns and provision of quality 

services that offered a wide method mix and easily accessible services (Thomas and 

Muvandi, 1994).

In a study on ‘Contraceptive User Method Shifting in East, Central and Southern Africa’ 

(which included Zambia), it was found that the most common method of family planning 

(29%) was natural family planning. The study found that lack of information, limited 

choice of methods and fear of side effects were all influencing contraceptive use. The 

study recommended a reformation of the quality of family planning services offered that 

would address local needs, recruit more clients and discourage shifting between methods 

(Ameerberg et al. 1990).

2.2.2.3 Quality of service delivery

Numerous studies have demonstrated an association between service quality (or perceived 

quality) and an increased use of family planning services (Bertrand et al., 1995; Brown et 

al., 1995; Koenig et al., 1997; Magnani et al., 1999; Mensch et al., 1996, RamaRao et al., 

2003). On the basis of empirical evidence, it is now generally hypothesized that quality of 

care strongly influences contraceptive behaviour. Besides access and availability of 

services, measures of quality of care also include, availability of infrastructure, equipment, 

supplies and trained staff.
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The most thorough analysis on the subject of quality of care is perhaps that based on panel 

data from Bangladesh by Koenig and his colleagues (1997) who have demonstrated that 

good quality of care is linked to contraceptive use. They observe that the quality of service 

provider is significantly associated with the probability of contraceptive adoption. In their 

study, respondents who believed that they had received good quality of care from 

fieldworkers were more likely to adopt and continue using contraceptives than those who 

thought they had received poor quality of care. In another study, Tuone et al., (2003) noted 

that women in Lesotho living in communities served by the Lesotho Planned Parenthood 

Association which offered better quality of services than Government facilities were 

observed to have higher levels of contraceptive use than their counterparts who lived in 

area only served by the government.

The effect of the family planning providers has also been identified as an important 

element in contraceptive practice. As indicated by Kwan (1994), clients’ satisfaction and 

acceptance of services largely depend on the attitude and the competence of service 

providers. In Tanzania, Speizer et al., (2000) found that provider bias in method promotion 

and age restrictions to the use of some contraceptive methods act as barriers to 

contraceptive use. Williams et al., (2000) also found that the characteristics of family 

planning services themselves may discourage men and women from using family planning 

services. In their analysis of data collected through exit interviews in eight Latin American 

countries, they demonstrate high levels of dissatisfaction with family planning services. In 

this study long waiting times and cost of services were mentioned as the main areas of 

dissatisfaction by clients.

2.2.2.4 Information access

The importance of information on family planning cannot be overemphasised. Information 

creates awareness, enables an informed choice, may generate demand for family planning 

and lead contraceptive adoption. It directly influences the demand for family planning by 

creating awareness. The lack of lEC programmes or poorly conceived lEC messages can 

misinform the public and consequently have a negative impact on the demand for 

contraception. On the other hand, awareness creation programmes can dispel myths and 

misconceptions about the way contraceptive methods work. According to Da Vanzo et al. 

(1989), the most common barriers to contraceptive use reported by women included lack of 

knowledge about methods and availability as well as concern about their health.
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Besides the mass media and health providers, infonnation on family planning can be 

obtained through informal networks such as friends, relatives, songs and drama. Health 

providers are a powerful resource of information for communities which they serve and the 

type of information they give to clients on methods may be critical in their use or non-use 

or continuation of a method. Because rumours and misconceptions are prevalent 

particularly in rural communities where levels of education are low, the role of the 

provider in family planning counselling is critical.

While many family planning programmes have made remarkable progress in raising 

prevalence levels, it has emerged from some studies that information exchange that takes 

place between the client and provider is sometimes inadequate thus comprising the quality 

of service delivery. A recent review of the family planning programme in India by Koenig 

et al., (2000) noted that clients were often not given adequate information, side effects of 

methods were not clearly explained and clients were not given enough information on how 

to deal with side effects. In some of the states, it was noted that although providers were 

very knowledge about methods and how they work, they communicated very little to 

clients. For example, in some cases clients were asked to return if they experienced any 

problems without explaining the potential side effects to them.

A study in China compared 204 women who receive detailed counselling on the hormonal 

effects and probable side effects of injectibles with 217 women who received only routine 

counselling. After following up the women for more than a year it was observed that the 

discontinuation rates were higher among women who were given less information than 

those who got more information (Lei Z-W et al., 1996). A similar study conducted in 

Mexico produced similar results even though both the groups of women experienced the 

same side effects (Canto et al., 2001). While it is unclear for both the Chinese and 

Mexican studies whether the differences between the two groups were entirely caused by 

the amount of information received, this findings support the assumption that counselling 

about expected side effects beforehand increases clients’ satisfaction with the method and 

continuation rates.

The use of mass media in creating family planning awareness has been observed to have a 

positive impact on contraceptive use levels. For instance, in Nigeria, Kenya and Uganda, 

increased exposure to family planning messages in the mass media was found to be 
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associated with increase in contraceptive use (Westoff and Rodriguez, 1995, Kigaru et al., 

1996; Gupta et al., 2003). Exposure to family planning media messages is observed to 

increase acceptability of family planning and encourage continuation of use. Messages on 

the benefits of having fewer children, the dual function of condoms and availability of 

services for instance can impact the demand environment by providing information about 

the availability of services and how methods work.

Radio in particular has been observed to have the greatest impact in increasing awareness 

levels. Analyses of data from the 1994 Tanzania Knowledge, Attitudes and Practice Survey 

and in the 1991-1992 Tanzania DHS to assess the impact of mass media family planning 

campaigns on contraceptive behaviour found that women exposed to multiple media 

sources were more likely to practice contraception than those who were not. The study also 

observed that women exposed to media were more likely to discuss family planning with 

their husbands than those who were not (Jato et al., 1999). With reference to family 

planning the mass media in Zambia shows great potential in promoting methods. The huge 

success of the condom promotional campaigns carried out by the social marketing 

programme of in the country largely using various types of electronic and print media is 

testimony of the important role of media.

2.3 Male involvement in family planning

Historically, family planning has primarily focussed on addressing women’s needs. The 

1990s brought about heightened interest in men’s participation in reproductive health, 

mainly as a consequence of the HIV/AIDS epidemic. The importance of men’s 

reproductive health needs and men’s role in women’s reproductive health was emphasised 

at the 1994 ICDP (UNFPA, 1994). The 1995 United Nations Fourth Conference on 

Women held in Beijing also recognised the importance of encouraging men to take 

positive steps to achieving gender equality and better reproductive health. So far 

programmes that have focussed on men have endeavoured to meet their reproductive 

health needs by encouraging them to become ‘active users of methods’ (by using condoms, 

withdrawal, abstinence and vasectomy), ‘supportive partners’ (by allowing women to use 

methods) and ‘advocates’ of responsible reproductive health behaviour (UNFPA, 1994).
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2.3.1 The rationale for men’s involvement

According to Mbizvo and Bassett (1996), the effect of family planning programmes in 

African countries has been weakened mainly because of their failure to incorporate men 

who are the major decision-makers in a household. The issue of gender inequality is 

critical in women’s family planning practice. Gender inequality in sexual relationships in 

most of SSA, which result from traditional beliefs and practices and women's low socio- 

economic status, make it all the more important to include men in reproductive health 

programmes. Women in most SSA A&ican countries have a subordinate position in 

relation to men at household and community level and men often control decision-making 

in productive and reproductive issues (Nzioka, 2000). Men's control of women's 

reproductive behaviour translates itself in their low use of contraception. According to 

Barnett (1999), women have often said that they would like to use family planning, but 

‘fear being chased or beaten by their husbands who would brand them as prostitutes’. In a 

desperate attempt to regulate their fertility, these women often ‘resort to using methods like 

injectibles, which are relatively easier to keep secret’.

ft has also been argued that involving men in reproductive health programmes can have a 

positive impact on the health of women and children. According to Foumbi and Lovich 

(1997), men can be in a better place to control the number and spacing of births, prevent 

the spread of STDs to their partners and support women emotionally, financially and 

physically during pregnancy.

The rational to involve men in family is even more strengthened by the HIV/AIDS 

pandemic. Studies conducted around the globe have established that men more often than 

women engage in risky sexual behaviour which predisposes them and their partners to the 

risk of HIV/AIDS/STD infection (Aggieton and Rivers, 1999). Reasons for women's 

vulnerability to HIV infection include their economic dependence on men, lack of access 

to education and employment, poverty, sexual exploitation and violence (Aggieton and 

Rivers, 1999). Gender roles in society make women less able to have control in sexual 

decision-making and empower men to determine the nature and timing of sex. The belief is 

that sexual pleasure is intended for the man who can have as many partners as he likes and 

can have sex on demand from his partner. (Meursing and Sibindi, 1995) observe that while 

women may be prepared to take measures to protect themselves from HIV infection, they 
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often face opposition from their male partners who are often unwilling to practice safe sex, 

particularly among married couples.

It is often it assumed that men are opposed to family planning since they are the decision­

makers on sex and reproduction in most African communities. Empirical evidence 

however shows that this hypothesis may be incorrect and misleading. For example, an 

analysis of men’s contraceptive behaviour using DHS data for several SSA countries 

indicates that more men favour family planning than has been thought to be the case 

(Djamba, 1995; Ezeh et al. 1996; Roudi and Ashford, 1996). Findings from recent DHSs 

with men’s data in SSA observe a similar pattern (Salem, 2004). Other evidence from DHS 

surveys conducted in SSA further strengthen the case for involving men in family 

planning. It is observed that men are generally more likely than women to know about 

family planning methods and that men who are knowledgeable about reproductive health 

issues are more likely to support their partner’s use of methods and they themselves are 

more likely to use methods (Roudi and Ashford, 1996; Grady et al., 1996).

It has also been suggested that unmet need for family planning, which results in unwanted 

pregnancies and sometimes unsafe abortions, maternal morbidity and mortality and short 

birth intervals, for example, can be drastically reduced if men were actively involved in 

family planning programmes. Past studies shows that that involving men in reproductive 

health can result in increased contraceptive adoption, continuation and effective use of 

methods by women and couples (see for example Wang et al. 1998).

2.3.2 Past studies of male involvement

Green et al., (1995) observe that most research on men’s reproductive behaviour have been 

influenced by various stereo-types. For example, men are both ignorant and irresponsible 

with regard to fertility control; they block women’s contraceptive use and are sexually 

promiscuous. Men’s participation in family planning has not been as widely researched as 

women’s, therefore some of these prejudices have persisted. However, since the 1990s 

some Demographic and Health Surveys have included men and this has provided useful 

empirical evidence for understanding men’s contraceptive behaviour. After examining 

DHS data from 14 SSA countries and other studies on men’s attitudes and practice towards 

family planning, Roudi and Ashford (1996) summarise their main findings as follows: men 

in Africa play a significant role in family size and family planning decisions; African men 
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have high fertility aspirations which are also higher than the women's; spousal 

communication on family planning is strongly associated with couples' contraceptive use; 

the m^ority of men approve of family planning; contraceptive use varies by level of 

education and condom use levels are very high while use of vasectomy is marginal.

Key findings from the most recent comparative analysis of men's DHS data on 25 SSA 

countries by Salem (2004) do not differ much from the analysis by Roudi and Ashford 

(1996). These include the following: men want more children than women want; levels of 

family planning knowledge are high; men are less likely to approve family planning than 

women and men report higher use than women.

Although levels of contraceptive use among men have been low for a long time, a shift in 

this trend is beginning to emerge. Most DHS results indicate that men are using 

contraception much more than women (Salem, 2004). This pattern is similar to findings 

from other studies that have examined gender differentials in contraceptive use. When data 

from five countries (Central African Republic, Ghana, Haiti, Kenya and Zimbabwe) were 

used to explore gender differences in the reporting of contraceptive use, it was found that 

men (or husbands) reported greater contraceptive usage than women in all of the countries 

(Ezeh and Mboup, 1997).

Some of the patterns of contraceptive use observed among men are quite similar to those 

observed in women’s surveys, while others are different. For example, with regard to the 

number of surviving children, men’s survey findings reveal that the likelihood of using 

methods is lowest among men who do not have any children, just like women's survey 

results show (Zlidar et al., 2003; Salem, 2004). While the pattern of use according to the 

number of surviving children is more clear among women, that observed among men is not 

very clear. For instance, the DHS comparative study found that at contraceptive use is 

highest among men who have two or three children.

Bauni and Jarabi (2003) observe that the higher the level of education the more likely that 

men will use contraception. Petro-Nustas (1999), made similar observations among 

Jordanian men. Salem (2004) also notes similar findings for all SSA countries surveyed in 

the DHS since 1990. Survey findings also reveal that men in rural areas are less likely than 

urban men to use methods in all the SSA countries with the exception of Rwanda where 
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rural married men have higher levels of use than urban men. Other developing countries 

such as Jamaica with very high prevalence levels show marginal differences among rural 

and urban residents. The age pattern of contraceptive use for men in SSA generally peaks 

at 30-49 years.

Using data from the 1989 and 1993 Kenya DHSs, Dodoo (1998) explored the relative 

strengths of men’s and women’s fertility preferences in determining fertility behaviour. He 

observed that contraceptive use increased when both husband and wife did not want any 

more children. However, he noted that the husband’s preference for stopping childbearing 

had a powerful affect on contraceptive adoption, while the wife’s preference was not 

important. In addition, whereas the wife’s preference for stopping childbearing did not 

increase use of method, it was observed that contraceptive use was two to three times more 

likely to be used when the husband did not want any more children. These findings 

demonstrate the influence of Kenyan men in contraceptive and fertility decision making, a 

common feature in most SSA societies. In a study of DHS data collected from 1990-1998, 

Bankole and Singh (1998) examined the reproductive preferences and behaviour of 

married men and their wives in 18 developing countries. Their main objective was to 

understand the role of husbands in reproductive decision-making. The study reveals that 

couples are more likely to agree on having another child than to stop childbearing and that 

small family size preference occurs first among wives and determines husband’s roles in 

achieving smaller families. It is also noted that couple’s reporting of contraceptive use is 

inconsistent in all the countries studied. It has been suggested that these discrepancies 

between husband’s and wives’ reporting of use is because men tend to overstate a couple’s 

contraceptive use. It could be that they are unaware of their spouse’s contraceptive use or 

non-use of methods or want to be seen as responsible.

Some studies in Kenya and Zimbabwe show that lack of information and services on male 

methods such as vasectomy is a major obstacle to men’s use of family planning (Green, et 

al., 1995; Kim et al., 1996). Some men hold negative views on methods such as vasectomy 

which is often regarded as castration. Studies also reveal that some men believe that 

vasectomy reduces sexual desire and physical strength (Nzioka, 2000).

A study among Zimbabwean men which aimed at raising awareness and promoting 

positive attitudes towards family planning use (own and partner’s) and decision-making 
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revealed that men were keen to learn about family planning. Also communication materials 

directed at men had the tendency of changing their attitudes towards family planning and 

stimulated contraceptive use and spousal communication (Kim et al., 1996).

In an attempt to increase men’s participation in family planning various approaches have 

been used. Some have scored considerable successes while others have not been as 

successful. These include adding services for men to already existing women’s services 

establishing 'male-only' clinics; workplace programmes; condom social marketing; CBDs 

using male distributors; outreach to male youth and mass media campaigns (Chirambo, 

1992; Rojanapithayakom and Hanenberg, 1996; Agha, 1997; Armstrong, 1999; Kim et al. 

1996; Gordon and Phiri, 2000). Although most of these programmes have been carried out 

on a small scale, some have yielded vital information for policy, while some can applied in 

other areas as well. In Malawi, an increase in men's participation in one area was achieved 

through introducing ‘child spacing clubs’ for men. This resulted in an overwhelming 

response from other communities who wanted these clubs to be introduced in their areas as 

well. Similar programmes have been introduced in Nigeria (Father’s club) and Ghana 

(Daddies clubs) as well. In all these examples, there have been positive results in relation 

to increasing numbers of both female and male acceptors. In Ghana, a Ministry of Health 

project which aimed at increasing knowledge, improving attitudes and motivating use of 

contraception among men and women, resulted in a significant rise in men’s knowledge 

and practice of family planning. Green et al., (1995), suggest that men respond to messages 

that promote positive role models, appeal to their economic interests, use personal 

testimonials and improve their self-image, all of which can be delivered using mass media.

Economic hardships could act as a precursor to male involvement in family planning. For 

example in Zambia a male involvement campaign in 1987 carried out by PPAZ among 

working class men found that most of the men felt that family planning was good because 

it could help then in dealing with economic pressures (Chirambo, 1992). It would not be 

surprising if similar views were found among men working in different companies as well 

as non-working class men.

2.3.3 Challenges to male involvement

Whereas a number of new contraceptive methods for females have been developed over 

the past 30 years, vasectomy is the only new male method that has been created in the last 
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25 years (Family Health International, 1999). Male methods are limited to condoms, 

natural family planning, vasectomy and withdrawal and each of these has advantages and 

disadvantages. A wider range of methods may encourage increased male participation.

Many programmes on family planning have met with opposition or lack of interest partly 

because the people they were intended for were not involved at the beginning. Provider- 

prescribed programmes are bound to fail, while those reflecting the client’s needs have 

more chances of being successful. In the case of men, it is of utmost importance to involve 

them from the start. While programmes may consider HIV/AIDS and family planning as 

priorities, men may consider other reproductive health issues as more important to them. 

For example a study in Australia found that the most common concerns among men were 

urinary symptoms, prostrate cancer and lack of sexual function (Pinnock et al., 1998). In 

another study in India, it was found that men were most concerned about sexual weakness, 

early ejaculation and genital wounds (Ravi et al., 2001). Therefore in order to attract men 

reproductive health issues, there is need to look beyond family planning and STDs.

The way in which family planning services are provided, the quality of services and the 

quality of care are important issues in men and women’s participation in family planning. 

It has often been observed that in obtaining services of any kind, men usually do not 

exercise as much patience as women. They more often respond to quick, efficient and 

readily available services which fit in with their working environment, thus if family 

planning services are going to be successful in getting men involved, these should be a 

priority. Men’s interests and priorities, just like the conversations they have among 

themselves, difler from those of women. Whereas women’s lives especially in rural areas 

revolve around activities in the home, men’s lives tend to revolve around their work and 

other activities outside the home. Such lifestyle issues ought to be carefully considered 

when formulating programmes for men.

2.3.4 Men and family planning in Zambia

The involvement of men in family planning in Zambia is a recent phenomenon. Literature 

on men’s involvement in family planning in Zambia is scanty as few studies have been 

undertaken on this subject in the country. In addition, programmes aimed at increasing 

men’s participation in family planning are few. Notable ones include the employment­
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based programmes in some urban areas and the CBD programme, the most significant 

being the programme in Eastern province.

A qualitative study undertaken by the Population Council in the late 1980s in Zambia and 

five other African countries on factors responsible for low use of modem contraceptives 

concluded that husbands have a significant influence over their wives’ ability to use 

contraceptives successfully. Most women expressed concern that they were afraid that their 

husbands’ would discover their covert use of contraception as side effects would show. 

The lack of spousal support can therefore undermine women’s use of contraception. The 

Population Council, which has conducted numerous studies on family planning in many 

developing countries, estimates that where prevalence is less than 10%, there are often 

substantial numbers of secret or covert users. This also implies that prevalence rates could 

actually be higher even where use is reported to be above 10%, as covert users do not 

report use. A study in an urban area of Zambia (Biddlecom and Fapohunda, 1998) revealed 

that among 800 women who were interviewed, 7% were covert users. Their reasons for 

covert use included husband’s disapproval, husband’s desire for many children and 

difficulty in discussing family planning with their spouses. Husbands control over their 

wives’ reproductive and contraceptive behaviour could therefore be an important 

determinant of family planning use in Zambia.

Agha (1998) observes that social marketing programs promoting and selling subsidised 

contraceptives through commercial outlets have increased in Zambia rapidly in the last five 

years with HIV/AIDS prevention as their major goal. Consequently, condoms are widely 

available and there has been a rise in use over that past five years. Although it is clear that 

most men are now using condoms to prevent getting infected with HIV/AIDS, use of 

condoms for family planning is still minimal as past DHS results indicate. More 

importantly perhaps is the use of condoms for dual protection and in the absence of an 

evaluation on study on this it is difficult to assess the impact of the social marketing 

programme on dual protection.

In 1997, a qualitative research study was conducted in Ndola, Zambia by Rutenburg et al., 

(2000) on assessing reproductive decision-making in the context of HIV/AIDS found the 

impact of HIV7AIDS on men and women’s reproductive decision-making was weak in the 

absence of any symptoms of illness. The study however found that the presence of 
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symptoms of the illness tended to influence people’s behaviour. It was also noted in this 

study that both men and women supported condom use and were against continued 

childbearing.

A multi-country study focusing on family planning and HIV/AIDS which involved both 

men and women was carried out in six Eastern and Southern African countries. Among the 

findings of the qualitative survey in Zambia are that study participants felt that HIV/AIDS 

was mainly spread by men because of men having extra marital aflairs; the lack of spousal 

communication on HIV and STDs; the overwhelming use of condoms in premarital and 

extra marital sex and the association of condoms with sex workers, pre marital sex 

(Khanna, 1998).

A study by Chikamata et al., (2002) on 'Dual needs: contraceptive and sexually 

transmitted protection on dual protection in Lusaka’ found that in the facilities visited 

although the potential for the promotion of dual protection existed, it was hampered by 

erratic supply of condoms and that barriers to open communication on sexual behaviour 

and STIs exist. Providers in this study expressed discomfort in discussing certain topics 

with clients. The study concluded that the levels of education of both the clients and 

providers could be barriers in information exchange between clients and providers and 

suggested that culturally responsive lEC approaches for communication of sensitive issues 

be explored.

2.3.5 Dual protection

Dual protection has been defined as the use of contraceptive methods to protect against 

both pregnancy and HIV/AIDS/STDs. The term is also extended to the use of two 

contraceptive methods against pregnancy and STD infection. Other ways in which dual 

protection can be achieved is by abstaining from penetrative sex altogether or mutual 

monogamy between uninfected partners. (Advance Africa, 2001; Spieler, 2000; Best, 

2001; International Medical Advisory Panel, 2000; WHO, 1997). Prior to the HIV/AIDS 

scourge, condoms were primarily seen as a way of preventing STD infections. However, 

they have now been recognised as the only effective method that is able to offer dual 

protection against pregnancy and STDs. As a result, condoms have become one of the most 

important methods available today. This however is only guaranteed if they are used 

correctly and consistently. Although this prescribed method of use is unlikely to reduce the 
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spread of the virus, the reality is that condoms are more oAen than not used in pre marital 

and extra-marital sex. Even in this case, the correct and consistent use is not often adhered 

to

The relative ease of access and use of condoms, their ability to minimise transmission of 

HIV/AIDS/ STDs and prevent pregnancy and the fact that they have no side effects, are 

plausible explanations for their high use among men. There is, however, a need to 

establish the effect of this use on marital fertility as most men that use condoms often do so 

outside the marriage relationship for prevention of HIV/AIDS/STD infection. Hulton and 

Falkingham, (1996) argues that the reason why married men’s use is relatively high 

compared to that reported by their female counterparts is perhaps because condoms are 

being used differentially inside and outside marriage.

Most family planning programmes have now adopted the integrated approach to service 

delivery following ICPD recommendations. While in some countries this has overburdened 

providers, the benefits may outweigh some of the disadvantages, as providers have had the 

opportunity of widening their scope of knowledge as well (Askew and Magwaa, 2002). A 

study on promoting dual protection in Nigeria by Adeokun et al., (2002) concluded that 

integrating dual protection counselling into family planning service delivery was viable as 

both providers and clients showed keen interest. An analysis of DHS data based on 18 

countries including Zambia found that among other things, a substantial proportion of men 

who had used the condom previously had used it for pregnancy and disease prevention. 

The authors suggest that this result could imply that once people adopt condom us they are 

more likely to take advantage of their dual function. Such a result also suggests that there 

is room for further promotion of condom use for dual protection (Bankole and Singh, 

2001).

In an article about young men’s risk behaviour and dual protection in Kenya, Nzioka 

(2000) observes that early sexual experimentation, multiple partners, paid sex, and 

irregular and rare condom use constitute young men’s risk behaviour. He proposes that 

factors behind young men’s low condom use despite knowledge of its dual function range 

from ineffective AIDS awareness messages, programs failure to address gender power 

relations and cultural norms, young men's reluctance to seek treatment, misconceptions 

about condom use, and young men's belief they are invulnerable. He also notes that issues 
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such as cost of condoms and embarrassment to obtain condoms affects condom use. The 

barriers to use of condoms to for HIV/AIDS protection and pregnancy prevention could be 

similar among young people of other developing countries and among older men as well.

2.4 Summary

The literature review presented in this chapter shows demand and supply factors in 

contraceptive use have been observed to influence contraceptive use in many parts of the 

world. Although it is observed that regional variations in contraceptive behaviour do exist, 

they are often attributed to socio-economic factors rather than socio-cultural factors such as 

ethnicity or lineage.

Although similar findings have been observed in different areas where similar research 

studies have been conducted, in some instances, this has not been the case. For instance, 

studies have shown that demand factors such as female education and residence are not 

always positively associated with contraceptive use, while it is generally observed that 

supply factors such as information access almost always influence contraceptive use 

positively. Mass media exposure has been observed to have a direct relationship with 

contraceptive use in many areas where such studies have been conducted.

This chapter has also presented literature on social and cultural barriers to contraceptive 

use in Zambia. Also presented is a review of literature on male involvement in 

contraceptive use and dual protection. These are new areas in the field of family planning 

in which not many studies have been undertaken in many parts of the world and in Zambia 

in particular.
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CHAPTERS

BACKGROUND CHARACTERISTICS AND THE DEVELOPMENT OF FAMILY 

PLANNINGINZAMBIA

3.0 Introduction

This chapter provides background information on Zambia and describes the development 

of family planning in the country. The chapter is divided into three main parts. The first 

part looks at background characteristics namely the geography, politics and economy. This 

leads into a brief discussion about the history of the people followed by highlights of 

trends in mortality, fertility and contraceptive use. The second section looks at the health 

sector, the Health Sector Reform (HSR) programme and the situation of HIV/AIDS in 

Zambia.

In the third section the development of family planning in Zambia, the policy context and 

family planning service provision are presented. The involvement of the Government and 

the private sector in provision of family planning in Zambia are also discussed and a 

summary of the chapter is given at the end.

3.1 Background information about Zambia

3.1.1 Geography

Located in the southern part of Africa, Zambia is a landlocked country sharing borders 

with, the Democratic Republic of Congo, Tanzania, Malawi, Mozambique, Zimbabwe, 

Botswana, Namibia and Angola. The country is divided into nine provinces namely. 

Central, Copper-belt, Eastern, Luapula, Lusaka, Northern, North-western, Southern and 

Western. Administratively, the country is divided into 72 districts (CSO et al., 2003).

Zambia is endowed with mineral deposits, mostly of copper. The country has about five 

large lakes, namely Lakes Mweru, Bangweulu, Tanganyika, Iteshi-teshi and Kariba. Also a 

large part of the famous Victoria Falls is also located in southern Zambia.
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Figure 3.1: Map of Zambia

Base 802736 (600492)2-01

Adapted from General libraries, University of Texas (2003)

3.1.2 Politics

Since independence in 1964, the country has had three republics. In the first republic 

(1964-1972) xmder President Kenneth Kaunda the coimtry was a multi-party state and 

United National Independence Party (UNDP) was the ruling party. In 1972, the multi-party 

state was abolished and a one-party system was instead adopted. The second republic 
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(1973-1991) was characterised by increased centralisation of the political and 

administrative system and the absence of rule of law (Bates and Rao, 2000).

In the 1980s the deterioration of the economy led to subsequent changes in national 

politics. Political unrest increased gradually forcing President Kaunda to reintroduce multi­

party politics. Consequently, nearly 20 new parties were formed, most of which 

participated in the general elections held in October 1991. The Movement for Multi-Party 

Democracy (MMD) emerged victorious during these elections, and ushered in the third 

republic (1991-to date) under President Frederick Chiluba. The MMD manifesto included 

an overhaul of the economic sector and major changes in the health sector. However, 

progress was sluggish due to widespread corruption among government officials. The 

current president. President Levy Mwanawasa, who took office in 2001, has embarked on 

‘cleaning’ the government of its corruption.

3.1.3 Economy

At independence, Zambia inherited a relatively strong economy largely supported by the 

copper-mining industry, which accounted for over 90% of total export earnings and 40% of 

Gross National Product (Maipose, 1997). With the aim of bringing about diversification, 

socio-economic development and indigenous control of resources, the economic reform 

process, ‘nationalisation’ was instituted in 1968. This led to increased participation of the 

state in the economy through the formation of parastatal companies. The government also 

embarked upon building infrastructure such as roads, schools and hospitals (Maipose, 

1997).

During the mid-1970s, copper prices suffered a severe decline on the world market 

resulting in the devaluation of Zambia’s currency, a rise in inflation and the genesis of 

economic decline. The heavy dependence on copper and the lack of investment and growth 

in agriculture and the manufacturing sector resulted in a rapid deterioration in the 

economy. In the 1980s the country turned to the International Monetary Fund (IMF) for 

assistance which led to the introduction of the economic Structural Adjustment Programme 

(SAP) (World Bank, 1994). Between 1987 and 1990 the government introduced the New 

Economic Recovery Programme (NERP) in an effort to redress economic decline. This 

included promoting the private sector and reducing the public sector through a 

comprehensive privatisation programme (World Bank, 1994). The severe conditions of the 
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IMF, which included the withdrawal of subsidies and floating of the local currency caused 

a sharp increase in the cost of living and exacerbated the poverty levels. The Government 

recognised that Zambia's future lay in diversifying and expanding the economic base by 

embarking on agricultural sector development and privatisation of parastatal companies. 

Consequently the copper mines, which provided the country's main revenue were 

privatized.

It was hoped that the privatization of the copper mines would result in growth of the Gross 

Domestic Product (GDP). This however did not happen and the withdrawal of Anglo- 

America from purchasing one of the mines affected the economy negatively (Versi, 2003). 

Although President Mwanawasa’s government has embarked on resuscitating the 

economy, things are yet to get better. Currently, Zambia is characterised by shrinking 

public sector employment and an expanding but ill-funded and disorganised informal 

sector. The ailing economy has affected the health sector and other sectors of the economy 

as financial allocations from the national budget have been decreasing over the years. In 

the past decade there have also been countless job losses resulting from the downsizing of 

the public sector as part of a World Bank/ IMF condition for assistance. Thus regrettably, 

from being one of the wealthiest countries in the region, Zambia has become one of the 

poorest, with close to two-thirds of its population living below the World Bank poverty 

threshold ofUSSl a day (UNDP, 2003).

3.1.4 Population

3.1.4.1 A short history of the people

Archaeological evidence indicates that human life existed in Zambia as early as half a 

million years ago. According to Colson (1951), the Tonga of southern Zambia, who are a 

matrilineal ethnic group, were the first inhabitants of present day Zambia and are believed 

to have lived in this locality from as early as the 15^*^ Century. Other early inhabitants 

originally came from the Luba-Lunda empire in present day Democratic Republic of the 

Congo and northern Angola. These migrants were later joined by the Ngoni from the south 

in the early 19^ century (USAID, 1999). Eventually many of large ethnic groups found in 

Zambia today, such as the Bemba, Tonga, Nyanja and Lozi established territories (which 

became their traditional settlements). Although each of the nine provinces of Zambia is 

multi-ethnic, these historical movements have shaped their ethnic composition. 

Consequently, it is typical to find some ethnic groups concentrated in particular provinces.
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Today, the country's 10 million inhabitants are distinguished by an estimated 73 Bantu 

ethno-hnguistic groups which are officially grouped into seven major ethnic groups, 

namely, Bemba, Tonga, Luvale, Lunda, Kaonde, Lozi and Nyanja (Dzekedzeke and 

Nyangu, 1994). These ethnic groups either follow the matrilineal or patrilineal customary 

system of inheritance. Most are however matrilineal as the country lies in the 'matrilineal 

belt’ which runs through several countries of south central Africa (Mbaya, 2002).

The growth of towns and cities in Zambia led to movements of mainly male migrants from 

their 'traditional homelands' to urban centres in search of employment. The nearby 

Northern, Luapula and North-western provinces provided much of the labour in the copper 

mining area now known as Copperbelt province. Most of those who migrated from Eastern 

and Central provinces took up clerical jobs in urban centres like Lusaka and Livingstone 

(Dresang, 1974 and Ohadike, 1981). These population movements which brought about 

interaction of the different ethnic groups coupled with urbanisation and exposure to new 

ideas on family life, contributed to cultural diversification. In Zambia, the concept of 

ethnicity was not given much prominence in the past by politicians as a way of breaking 

ethnic barriers. The founding President of Zambia (Kenneth Kaunda) embarked on politics 

of national unity by emphasising that all ethnic groups were important and promoted the 

slogan ‘one Zambia, one nation’. This attitude helped people of different tribes to mix 

freely, embrace one another cultures and intermarry.

3.1.4.2 Demographic situation

So far, four national censuses have been conducted in Zambia. The 1969, 1980, 1990 and 

2000 national censuses reported total populations of 4.0 million, 5.7 million, 7.8 million 

and 10.3 million, respectively. The population growth rates for the periods 1969-1980, 

1980-1990 and 1990-2000 were 3.1%, 2.7%, 2.4% per annum, respectively (CSO, 1995 

and CSO, 2003). These growth rates have been largely due to high levels of fertility and 

declining mortality for the last two to three decades.

The 2000 census revealed that Zambia has a youthful population with 46% of the 

population falling under the age of 15. With regard to internal migration, population 

movements from the rural to urban areas slowed down in the 1990s as Table 3.1 shows.
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Indicator _________________ Census and ZDHS year
Table 3.1: Summary of selected demographic indicators for Zambia, 1969-1990.

1969a 1980a 1990a 1996b 2000a 2002a
Total Population (million) 4.0 5.7 7.8 — 10.3
Population growth rate - 3.1 2.7 - 2.4 -
Population density (/sq. km) 5.3 7.5 9.8 - 13.1 -
% urban 29.4 39.9 38.0 45.0 35.0 40.0
Total Fertility Rate 7.1 7.2 6.7 6.1 6.0 5.9
Infant Mortality Rate 141.0 97.0 123.0 109.0 110.0 95.0
Crude Birth Rate 47.7 50.0 44.0 - 36.0
Crude Death Rate 19.7 16.7 18.3 - 13.8
Contraceptive prevalence rate - - - 14.4 - 22.6
% < 15 years 46.0 49.5 45.2 - 46.3
Life expectancy at birth: Males 41.8 50.4 46.1 - 48.0 -
Life expectancy at birth: Females 45.0 52.5 47.6 - 52.0
% women with secondary+ - - 27.8 - 30.0
education
% married women - - - 61.1 - 61.3

Sources: (CSO, 1973, 1985, 1995, 2003); - Information not available; 
Note: ‘a’ denotes census year; ‘b’ denotes ZDHS year.

According to the 2000 census, Copperbelt province currently has the largest share of the 

country’s population (16.1%). Lusaka province is the next most populous province with 

1.4 million people. The inflow of migrants seeking better economic opportunities is largely 

responsible for the population size in the two provinces. The least inhabited province in 

Zambia is North-western province with just about 6% (584,000) of the total population.

3.1.4.3 Mortality and fertility trends

Zambia has generally had high rates of infant mortality and fertility, although these have 

been declining over the years. Although the Infant Mortality Rate (IMR) dropped from 107 

to 95 between the 1992-2001 inter-survey period, it is still comparatively high. Besides 

poverty, poor sanitary conditions, poor water supply and an inefficient health care system, 

infant and child mortality in Zambia is also attributed to HIV/AIDS^ (World Bank, 1994). 

Zambia’s maternal and infant mortality rates are among the highest in the world. The 1996 

ZDHS found a maternal mortality rate of 649, which increased in the 2001 ZDHS to 729 

deaths of women per 100,000 live births every year. Although it was reported in the 1996 

and 2001/02 ZDHS that over 90% of pregnant women in Zambia received antenatal care, 

less than 50% of the births were attended to by medically trained providers m both surveys 

(MOH et al., 1997 and CSO et al., 2003).

In Zambia boys and girls begin having sex at an early age; the median age at first sexual

* The HIV/AIDS situation is described further in a later section in this Chapter. 
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experience was 16 years for girls and 15 years for boys in the 1996 survey. This increased 

slightly to nearly 17 years for girls and 18 years for boys in the 2001/02 survey. Although 

the onset of sexual activity for both sexes has increased, it is still considered early in view 

of the lack of adequate information and family planning services for the Zambian youth. 

These factors are partly responsible for the high rate of teenage pregnancies. Both the 1996 

and 2001/02 ZDHS found that about half of Zambian women are either mothers or 

pregnant with their first child by the time they are 19 (MOH et al., 1997 and CSO 

[Zambia] et al., 2003).

Although fertility has been high over the years, it has generally been declining (see Table 

3.1). Over the 10-year inter-survey period the TFR has only decreased by 0.6 from 6.5 in 

1992 to 5.9 in 2001. In Zambia, differentials in fertility according region and place of 

residence exist. For example, Luapula and Northern provinces have had the highest TFRs 

over the years of more than 7 children per woman on average, while the rates in Lusaka, 

North-western and Western provinces have been on the lower side, ranging between four 

to six children. Urban women and those with secondary or higher education also have 

much lower fertility than their rural counterparts or those with primary or no education. 

While pro-fertility views and low levels of socio-economic development may be 

contributing to the high fertility in the rural areas for example, in the urban areas, 

modernisation, increased availability and accessibility to health services, including family 

planning, may account for the comparatively low fertility levels.

3.1.4.4 Trends in contraceptive use

In Zambia, availability of nation-wide demographic information on contraceptive 

knowledge and use dates back to 1988 when a survey designed to collect baseline data on 

family planning use was conducted. From 1992, the country has had a consistent flow of 

nationally representative family planning and reproductive health information collected 

through Demographic and Health Surveys (DHSs). These have been conducted every 5 

years by the Zambian government in collaboration with Macro International Incorporated 

ofUSA.

3.1.4.4.1 Contraceptive Prevalence Survey (1988)

The Contraceptive Prevalence Survey provided the first ever comprehensive data on levels 

of contraceptive knowledge and use among Zambian women of reproductive age. The 
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survey was conducted in 1988 by the CSO in collaboration with United Nations Population 

Fund (UNFPA). A total of 5,392 women were interviewed in this survey. Based on the 

assumptions that the proportion of women using contraception would be smaller among 

rural than urban women and that fewer women were living in rural (39%) than in urban 

areas (61%) at the time, in this survey more respondents were sampled from rural (5,022) 

than urban areas (370) (CSO, 1985; MOH and UNFPA, 1991). This type of sampling 

however could be problematic as it would lead to biased results.

Overall, two thirds of all respondents knew at least one family planning method and 

knowledge levels were higher among urban (75%) than rural women (61%). The study 

found an overall prevalence rate of 10%, with modem methods constituting 4.2%, while 

traditional methods accounted for 5.8% of use. Urban prevalence was higher (14%) than 

that of rural areas (9.7%). With reference to method choice, the pill was the commonest 

method (2.5%), followed by abstinence (2.0%). Use of other methods such as injections, 

IUD and sterilization was negligible (MOH and UNFPA, 1991).

3.1.4.4.2 Zambia Demographic and Health Surveys (1992-2001/02)

Three DHSs have been conducted in Zambia in 1992, 1996 and 2001/02. These surveys are 

designed to provide information on reproduction, fertility preferences, fertility regulation, 

infant, child and maternal mortality, sexual behaviour and HIV/AIDS/STDs and so on. 

While the 1992 ZDHS collected information only from women, in the subsequent surveys 

men were also included. All three surveys reported that about 90% of Zambian women 

knew at least one method. Among the men, in both the 1996 and 2001/02 surveys 

knowledge of contraception was nearly universal.

Evidence from these surveys indicates that the country has made significant progress in 

improving the levels of contraceptive use. The 1992-2001/02 inter-survey period witnessed 

a substantial rise in the proportion of married women using modem methods from 8.9% in 

1992 to 14.4% in 1996 and then to a further 22.6% in the latest survey.

Although the Contraceptive Prevalence Rate (CPR) increased over the 1996-2001/02 inter­

survey period, it is noted that the most significant changes have been in the use of pills and 

injectibles. Pill use for this period increased from 7.2 to 11.9 while use of injectibles 

increased from 1.0 to 4.5%. The survey period however shows slight differences in some 

47



typical demographic indicators which may influence contraceptive use. For example, TFR 

only changed slightly from 6.1 in 1996 to 5.9 in 2001/02, IMR decreased from 109 to 95 

infant deaths per 100 live births (see Table 3.1). It is also noted that the percentage of 

women with at least secondary or higher education did not vary much between the two 

surveys. For instance, in the 1996 ZDHS, to 28% of women reported having 

reachedsecondary or higher education, while in the 2001/02 survey this increased slightly 

to 30%. In both surveys the proportion of married women remained about the same (60%).

The contraceptive method mix shows that between 1992 and 1996 there was an increase in 

use of all the methods except for IUD and sterilisation as Figure 3.2 shows. During this 

period there was an increase in condom use among married women from 1.8% in 1992 to 

3.5% in 1996 largely due to their widespread availability driven by the HFV/AIDS scourge 

in the country. However, between 1996 and 2001/02, condom use only increased 

marginally by 0.3%. Pill use increased from 4.3% to 11.9% between 1992 and 2001 and 

injectibles increased from 0.1% to 4.5% during the same period. Figure 3.2 shows that 

there has been a decline in the use of all the other methods during this period. Use of IUD 

has almost disappeared while use of sterilization has been consistently low over the years.

Figure 3.2: Percentage of currently married women by type of method, 
Zambia DHS 1992-2001/02

Year of survey

□ Pill BIUD □Injection □ Condom ■Sterilization □Traditional

3.1.4.4.3 The Contraceptive Needs Assessment Study in Zambia (1995)

In 1995, with a view to testing the possibility of enhancing contraceptive choice by 

expanding the contraceptive method mix, the Government, Population Council and other 
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collaborating agencies conducted a needs assessment study. This study was conducted in 

five provinces, namely Lusaka, Western, Eastern, Copperbelt and Luapula provinces 

(WHO, 1995).

This study confirmed findings of earlier studies which had found that the pill was the most 

popular method among Zambian women. The study also found that up to 50% of family 

planning users in Zambia relied on private sources (WHO, 1995). Service provider bias 

and limited method mix were cited among reasons for low use of methods. Although the 

study strongly recommended the introduction of some new contraceptive methods, it was 

also suggested that some of the brands (i.e. 50mg estrogen-containing oral contraceptives 

and triphasic preparations') be discontinued and that the service delivery system be 

upgraded. The study also suggested that IUDs and emergency contraception could play an 

important role in meeting contraceptive demand. The need to include these two methods 

and to remove barriers to provision of IUD, for instance were emphasised. The study 

concluded that service providers generally lacked the necessary skills and had very little 

motivation due to inadequate skills and lack of logistical support for their work. The lack 

of men's participation in family planning and the marginalisation of adolescents in service 

provision were also noted in this study (WHO, 1995 and MOH, 1997).

3.2 The health sector in Zambia

At the time of independence, Zambia had one doctor for every 11,400 people and public 

health facilities were few (Smith, 2004). With a pledge to provide tree health care to all 

Zambians in both rural and urban areas, the number of health facilities increased 

remarkably particularly between 1964 and 1980 (see Table 3.2). The health sector 

flourished during the years of economic boom in the early 1970s, particularly in the rich 

copper-mining area of Zambia (Copperbelt province). The economic decline in the mid 

1970s and 1980s adversely affected the health sector. Funding decreased substantially and 

the infi-astructure began to deteriorate, leaving many health institutions without basic 

necessities such as water or sanitation facilities. For a long time to come, the health sector 

was to suffer from lack of equipment and shortages of essential drugs and trained staff 

(Smith, 2004).

By 1980, the doctor to patient ratio in the country had decreased to 1: 7,000. However, 

with increase in the population size to 7.8 million by 1990, lack of growth in health 

infrastructure and increased staff shortages, lead to the number of persons per doctor 
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increasing again to 10000 in 1994 and then to 14,000 in 2001 (The Economist Intelligence 

Unit, 2003). The population has since grown to nearly 10 million in the 2000 census and 

although a few health centres have been built in the last 10 years, there has not been 

marked improvement in access to services for the majority. The health institutions have 

also been overburdened with HIV/AIDS related cases with an estimated 42% of hospital 

beds being occupied by HIV/AIDS patients (Versi, 2003).

Table 3.2: Distribution of health facilities by type, Zambia, 1964-1990
Type of health facility 1964 1980 1990 Percent change

1964-1980 1980-1990
Hospitals 48 82 82 68.8 1.23
Government 19 42 42 121.1 0.0
Mission 19 29 29 52.6 0.0
Mine/ Other 10 11 11 10.0 0.0

Health centres 306 721 942 135.6 30.7
Rural health centres
Government 187 469 661 150.8 40.9
Mission 63 66 73 4.8 10.6
Urban health centres
Government 39 120 133 207.7 10.8
Mine/ Other 7 66 75 288.2 13.6

Total (hospitals and clinics) 354 802 1,024 126.6 27.7
Number of beds and cots:
Hospitals 7,710 14,889 16,921 93J 13.6
Health centres 3,140 5,630 7,647 79.3 35.8

Adapted from CSO, (1992).

Although Zambia has both state-run and privately owned hospitals and clinics, the health 

care system is dominated by the public sector. It is estimated that the government accounts 

for 75% of total health expenditure and 73% of service provision (MOH, 1997). Regarding 

private sector involvement in health provision, most private hospitals are run by church 

missions, private companies and individuals. Most privately owned health facilities are 

however out of the reach of many Zambians as they charge exorbitant fees and are mainly 

located in the urban areas. The copper-mining industry set up health services for its 

employees which were either sold or taken over by the government after the industry was 

privatised.

With respect to regional distribution, the number of public health facilities varies by 

province because of difrerences in population size. Highly populated provinces such as 

Lusaka and Copperbelt provinces have more facilities compared with the not so highly
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populated provinces, such as North-western and Luapula provinces. However, the number 

of persons per bed was far greater in Lusaka (571) compared to North-western province 

(285) for instance, because of its comparatively larger population size as Table 3.3 shows.

Table 3.3: Distribution of health facilities and bed capacity in selected provinces, Zambia 
1994.

Province Population No. of Health facilities Bed capacity No. of persons per 
bed

Lusaka 987,106 Hospitals 5 1,729 571
Clinics 79

Copperbelt 1,427,545 Hospitals 17 3,301 432
Clinics 96

Luapula 525,160 Hospitals 5 736 714
Clinics 200

North- 387,552 Hospital 9 1,361 285
western Clinics 118

Note: Population figures are based on the 1990 census

Adapted from MOH, 1995

Health care provision in rural parts of Zambia is rudimentary and since 65% of the 

population resides in rural areas the implication is that the majority of Zambians are 

underserved. With poor road and transportation networks in most rural areas, people 

sometimes walk long distances to get to the nearest health facility. Besides socio-cultural 

factors, the introduction of user fees and the limited access to health services sometimes 

causes people to seek alternative services such as those offered by traditional healers who 

often look for underlying spiritual or social causes of illness and charge high fees for their 

services (Nsemukila et al., 1999).

The general health of the Zambian population has deteriorated over the years. With 

increased poverty levels, overcrowding in the cities and the deterioration in the living 

standards, many of the health problems are linked to poverty-related factors such as, 

chronic food shortages at household level and poor water and sanitation (World Bank, 

1994). Consequently communicable diseases such as diarrhoea, cholera and tuberculosis 

are among the major causes of morbidity and mortality. The situation is compounded by 

the high incidence of malaria, which is the leading cause of death for adults and children, 

and now increasingly by HIV/AIDS.
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3.2.1 HIV/AIDS situation in Zambia

The HIV/AIDS pandemic is perhaps one of the biggest health challenges facing Zambia 

today. The HIV/AIDS pandemic has affected many sectors of the economy including the 

military, education and health sector through loss of valuable manpower. Since 1984 when 

the first AIDS case was diagnosed in Zambia, the disease has spread rapidly. Adult 

mortality has also risen in the last 10-15 years and life expectancy has declined 

substantially largely due to HIV/AIDS. By 1997, it was estimated that 20% of the adult 

population had the HIV/AIDS virus (MOH, 1997). The prevalence has since dropped to 

16% according to estimates from the latest ZDHS largely as a result of the decline in the 

prevalence among adolescents. Males and females aged 15-19 have rates of 2% and 7% 

respectively. Female adults have a higher prevalence (18%) than males (13%). It has been 

observed that new AIDS cases in Zambia are declining as more people adopt safe sex 

practices. However, mortality rates are likely to continue increasing from persons who are 

already infected (USAID, 2003). It is reported that like other sectors the health sector has 

suffered substantial staff losses through HfV/AIDS deaths (Tawfik and Kinoti, 2003).

Mother-to-child transmission of HIV has also contributed significantly to disease burden in 

Zambia. Currently, over 20,000 infants are infected each year in Zambia. Latest DHS 

estimates suggest that by 2002, 15% of children aged 14 years and below had lost at least 

one parent to HIV/AIDS (CSO [Zambia] et al., 2003). In an effort to combat the spread of 

HIV/AIDS, the Government has adopted various prevention strategies and interventions. 

These include massive campaigns on the promotion of condom use, the ABC (Abstinence, 

Be faithful and use Condoms) campaign. Voluntary Counselling and Testing (VCT), 

Antiretroviral Drug Therapy (ART) programme and microbicides trials.

3.2.2 The status of abortion in Zambia

Since 1972 Zambia adopted a liberal abortion policy which allowed abortions to be 

performed on health and socio-economic basis (Bradley et at, 1991). However, the 

procedural requirements are complex and this, coupled with inadequate services and 

limited qualified health providers limit the number of legal abortions performed in the 

country. According to the Termination of Pregnancy (TOP) Act of 1972 an abortion can be 

carried out provided certain set criteria are fulfilled. For instance, three registered medical 

practitioners should be of the view that the pregnancy would involve a risk to the life or 

health of the women, there is substantial risk that if the child were to be bom, they would 
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suffer from severe disability (SOURCE). The requirement of three physicians to consent to 

the abortion of whom one must be a specialist in the branch of medicine in which the 

patient is specifically required to be examined makes it difficult to reach eligibility as there 

are few specialist physicians spread through the country. The 1972 Act also stipulates that 

a legal abortion must be performed by a registered medical doctor in a hospital. In a 

country where doctors and hospitals are few, most women seeking the serve end up not 

being able to end or resort to undergoing unsafe illegal abortions often performed by 

unskilled providers in the community. High fertility rates, low contraceptive use, unwanted 

pregnancies, high unmet need for family planning and limited access to contraception and 

legal abortion among other things have facilitated unsafe illegal abortions. Nsemukila et 

al., (1998) in their study on causes of maternal mortality in Zambia found that induced 

abortion was one of the causes of maternal deaths.

3.2.3 Health Sector Reform programme (HSR) in Zambia

In 1992 the Government in collaboration with the World Bank introduced the Health 

Sector Reform (HSR) programme. The main aim of the health reforms was to build a 

health care system which would provide Zambians with a ‘cost effective, quality health 

care as close to the family as possible’ (Bates and Rao, 2000). This involved a shift from 

relying on large hospitals to district health facilities.

During the implementation of the HSR programme (1993-1997), a number of strategies 

consistent with the 1994 ICPD Programme of Action were implemented. These included 

decentralisation, capacity building, development of information systems, provision of 

integrated reproductive health services, Essential Services Package (ESP) and reproductive 

health policy formulation (Nanda, 2000). As part of capacity building and decentralisation, 

new structures were created. For instance, a semi-autonomous body, the Central Board of 

Health (CBoH), was formed to act as a technical unit responsible for the delivery and 

implementation of health reforms. Other new structures included the District Health 

Boards, District Health Management Teams (DHMTs) and Hospital Management Boards 

(MOH, 1998). The DHMTs were established to manage health activities and programmes 

in the districts. Among important features of the HSR programme were the establishment 

of Neighbourhood Health Committees (NHCs) which would serve as a link between 

formal health services and the community and the constituting of an ESP (which included 

family planning) for different levels of service provision (MOH, 1998).
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During the HSR programme, government and donor funding for the health sector also 

increased. For instance, government funding increased from 5.7% in 1991 to 13.7% in 

1997 (Bates and Rao, 2000). In 2000, Government contributed 57% to funding of the 

health sector while 43% came from cooperating partners (Mtonga and Ndhlovu, 2001). 

Donor funds were administered through a ‘basket fund’^, to finance district activities. 

Interviews by Syacumpi and her colleagues (2003) identified some pitfalls in the system. 

For example, they learnt that sometimes funds did not reach the district health offices and 

Service Delivery Points (SDPs) in good time, thereby affecting the implementation of 

activities. In addition, the districts were at times under-funded making it difficult for them 

to implement some programmes. Previously, funds were given directly to the provincial or 

district offices by donor agencies. Although not as many problems were encountered with 

this system, the disadvantage was that financial support was usually concentrated only in 

areas where the donors had interests, leaving other areas deprived.

Although Zambia’s HSR programme is generally considered a success by most of the 

outside world, its implementation has been hampered by various factors in the political 

economy and underfunding. Under the HSR programme, a Management Information 

System (MIS) was established to manage the financial and administrative sectors of the 

health care system effectively. The continuous flow of information was also key in 

monitoring the implementation process. However, it has been observed that the 

information flow from lower to higher levels of the health care system (and vice-versa) has 

sometimes been inadequate or completely absent. This has had an effect on the 

implementation of policies and programmes. The reform process has also been criticised 

for emphasising on the functioning of systems rather than on delivering services to the 

people (Mtonga and Ndhlovu, 2001). Despite the increased donor support, the period of the 

implementation of the health reforms has been curiously characterised by severe shortages 

of drugs and essential medical equipment, inadequate funding for district activities and 

repeated strike actions by health personnel (including medical doctors) largely due to poor 

conditions of service. Currently the implementation of the health reform programme is 

steered by the National Health Strategic Plan (NHSP) for 2001-2005 which provides the

^ In Zambia, basket funding, common basket or pooled funding mechanism is one in which financing from 
donors is aggregated into one pool to support district health sector activities through the Central Board of 
Health (MOH, 1998; the Global Fund, 2003).
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framework for the government's health programme. The NHSP focuses on public health 

priorities such as malaria, HIV/AIDS, integrated reproductive health and child health 

(USAID/Zambia, 2003).

3.3 History and development of family planning in Zambia

According to Van den Bourne et al., (1996), in Zambia modem family planning services in 

the early 1960s were only offered on a small-scale in a few urban areas. The health 

services were limited and characterised by racial restrictions. Consequently use of modem 

contraceptives among the indigenous population was very low although some 

anthropological literature suggests that fertility regulation existed (e.g. using breast-feeding 

and post-partum sexual abstinence) primarily for child-spacing among some ethnic groups. 

The MOH played a relatively small role during this time and did not actively offer family 

planning services until 1969 when the first Maternal and Child Health (MCH) unit was 

established at the University Teaching Hospital (UTH) in Lusaka. Family planning 

services were later incorporated and the unit which was renamed to Maternal and Child 

Health/Family Planning (MCH/FP) was eventually established in every public health 

institution in the country. Family planning services together with other health services 

were provided for free (Aid, 1984; NCDP, 1989; MOH, 1989; Euro Health Group, 1998).

Today’s family planning environment in Zambia owes much of its growth and 

development to the efforts of the Planned Parenthood Association of Zambia (PPAZ), 

which played a key role in laying the ground for future work. It was established in 1972 as 

the Family Planning Welfare Association of Zambia (FPWAZ). Most of its early 

programmes focussed on awareness creation (PPAZ, 1999). The association later changed 

its name to the PPAZ and became affiliated to the parent body. International Planned 

Parenthood Association (IPPF) (Mutambo, 1990).

In the early years, there was considerable opposition to family planning in Zambia. 

Service providers were often harassed if they gave out methods without the consent of 

clients’ spouses and single women were denied family planning services. During the early 

stages of its development family planning suffered from negative publicity from some 

politicians. For instance, throughout the 1970s the women’s league of the ruling party 

(UNIP) campaigned actively against family planning (Van den Bourne et al., 1996). In 

some cases, family planning literature and contraceptives were confiscated and burned by 
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anti-family planning campaigners. Such attitudes stemmed from traditions of most ethnic 

groups in Zambia which advocate high fertility, elevate men’s decision-making role and 

regard sex outside marriage as a taboo. In most of Zambia, stigmatization of family 

planning use by unmarried women and sex outside marriage (particularly for women) is 

not uncommon.

With growing awareness of the consequences of population growth largely resulting from 

the 1984 global conference on population held in Mexico, the government began to 

recognise the need to shift from being pro-natalist to addressing family planning issues in a 

more pragmatic way (UNFPA, 1985). The adoption of an explicit national population 

policy in 1989, which aimed at slowing the rate of population growth, attached some 

importance to the role to family planning in achieving this goal. The aims of the population 

policy included ‘ensuring that all couples and individuals have the basic right to decide 

freely and responsibly the number and spacing of their children and to have the 

information, education and means to do so in order to enhance the health of families and 

individual’ (Ministry of Finance and Economic Development, 1997, p. 14). Prior to the 

health reforms, family planning service provision in Zambia followed a vertical program 

approach (Syacumpi et al., 2003). The integrated approach was adopted in the HSR 

programme in line with recommendations by the ICPD Programme of Action (UNFPA, 

1995). According to Stewart et al., (1999), the vertical approach is where a programme has 

a single purpose of providing services, in this case family planning, while the integrated 

approach involves the provision of a constellation of different reproductive health services 

at the same time.

Although the government had begun offering family plaiming services in their health 

institutions for free, a review of the family planning programme before the introduction of 

the HSR programme, revealed that service provision was still dominated the private sector 

who sometimes charged for their services and had limited geographical coverage. The lack 

of political will in family planning service provision had various consequences. For 

example, although Zambia had been a site for clinical and introductory trials for various 

contraceptive methods since the 1970s the impact of these initiatives on the method mix 

and uptake of contraceptives was very marginal. The range of methods was limited to pills 

and condoms which have been the most widely available methods in the country. Limited 

Government involvement also meant that contraceptive supply was donor-driven. Donor 
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agencies determined the method mix, source of supply, quantities of stock and how these 

were distributed throughout the country. The lack of evidence from research to guide 

family planning service delivery and the lack of coordination among different providers 

and stakeholders also made it difficult to make judgements on demand and supply. In 

addition the responsibility for population issues fell under the Office of the President in the 

National Commission for Development Planning (NCDP) and the health ministry had 

limited input in population programmes (World Bank, 1992).

A World Bank commissioned review found that family planning counselling services were 

virtually non-existent and that adolescents had very limited access to contraceptive 

services, for example (Euro Health Group, 1998). The review also noted that although 

some laws had been revised such as the removal of spousal consent before obtaining 

family planning service, there were some which needed to be revised. For instance, the law 

prohibited trained nurses from acting independently of physicians in dispensing oral 

contraceptives and inserting IUDs. The Drugs and Poisons Act also prohibited 

advertisements of contraceptives obtainable by prescription. Such a law would have a 

negative impact on contraceptive social marketing, for instance.

3 .3.1 Policy context

One of the most significant contributions to family planning in Zambia was the drafting of 

the national family planning programme in 1992. According to MOH (1997), the national 

family planning programme was designed to, promote family planning awareness and 

utilization of family planning services, maintain effective co-ordinated logistics and ensure 

capacity building. It also focussed on improving research capacity as well as co-ordination 

and collaboration among family planning agencies.

As part of the objectives of the national family planning programme, the national family 

planning and reproductive health policy framework was drafted in June 1997. The policy 

took into consideration the African Charter on Human and People’s Rights and the 1994 

ICPD Programme of Action. The main goal of the policy framework is ‘to improve the 

standard of living and quality of life of all Zambians’ (MOH and CBoH, 1997, p. 1). To 

achieve this goal, various objectives, strategies and recommendations were proposed in the 

policy guidelines and are outlined in Table 3.4.
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Table 3.4: Summary of objectives, strategies and recommendations of the national family 
planning policy, 1997_______ _________________ __________ _______ _____________  

Objectives ____ ________ ____________________________________________________
e prevent deaths and illnesses among mothers and children;
• to ensure that all couples and individuals have the right to decide freely and responsibly 

the number and spacing of their children and have the means, education and information 
to do so and

# to provide cost-effective quality family planning health care as close to the community 
_____ as possible ______ ____________________ _______
Strategies _______ __________________ ___________ __________________________

• address the reproductive health needs of couples throughout their reproductive lives
® integrate family planning into primary health care activities;
• expand family planning information and service delivery through community, 

commercial, employment and social marketing based programmes;
e address family planning needs of special groups e.g. men, adolescents and disabled;
• strengthen capacity building for health staff and
e ensure a continuous flow of a range of contraceptive supplies.

Recommendations______
» ensure that providers are trained in all available modem methods;
• make barrier methods, particularly condoms and spermicides, available through a range 

of channels;
» make combined oral contraceptives available through community-based providers who 

will use checklists based on the eligibility criteria and
e make family planning methods available to women seeking post abortion care.____  

Adapted from MOH, (1997).

According to MOH, (1997), it was hoped that integration of family planning services into 

reproductive health would provide many benefits including improved quality of care, 

efficient utilisation of limited resources and increase accessibility to a range of services at 

the same time. On the aiyawzoM of oeoafj^ to zM/b/TMofroM on^f jgrwo&y, the government 

proposed to broaden the network of providers by increasing the role of the private sector, 

NGOs and social marketing programmes. The government also hoped to increase the use 

of community-based and employment-based programmes.

The policy framework also addressed legislative issues concerning family planning. Some 

of the changes led to an increase of contraceptive social marketing programmes, for 

instance, which were not provided for in the previous Act of parliament. Also, the revised 

Nurses and Midwives Act of 1997 which was ratified in 2001, expanded the scope of 

practice and allowed nurses with appropriate skills to be able to insert and remove IUDs at 

health centres (Mtonga and Ndhlovu, 2001).
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The co-opting of the local community through Neighbourhood Health Committees (NHCs) 

into the health care system is a notable achievement of the HSR programme. NHC 

members participate in the decision-making process for the health centres thus providing 

useful feedback between the community and health providers. The community also 

contributes to the health care system through user-fees for health services which were 

introduced in the HSR programme. Although user fees were introduced, family planning 

services are free.

3.3.2 Provision of family planning in Zambia

3.3.2.1 Quality of care

The 1995 contraceptive needs assessment study found that quality of service provision in 

Zambia was poor. The study concluded that this was generally attributed to factors such as 

provider bias, limited method choice, limited access to family planning services, shortages 

of supplies and inadequate knowledge of methods on the part of service providers. These 

factors have sometimes made women choose private rather than public facilities for family 

planning services. A situation analysis study of clinc-based family planning and 

reproductive health services conducted in Zambia in 1997 observed similar results as the 

1995 study. The situation analysis noted that quality of care was compromised in some 

cases. For example, although the vast majority of clients were given information on how to 

use methods, only half were told about advantages and disadvantages of the method 

(Chinganya et al., 1998). It was also noted in this study that nearly half of the providers felt 

that a woman should have at least have a child before they could prescribe injectibles. Such 

provider biases are not unique to Zambia as Tuone et al., (2004) noted similar biases 

among providers in their study in Lesotho.

Since previous studies had indicated that most service providers were inadequately trained, 

capacity building was a priority area under the HSR programme. Training programmes to 

equip health staff with counselling skills, logistics management, record keeping and so on 

were put in place. The 1992 national family planning programme proposed a number of 

strategies that would constitute good quality of care. These included training service 

providers in counselling skills, providing health centres with equipment and providing 

family planning services at health facilities round the clock. Over the years the government 

has trained and re-trained health personnel involved in family planning service provision. 

Syacumpi et al., (2003) in their analysis on family planning and HIV/AIDS in Zambia 
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observe that capacity building in the health sector is however largely dependent on donor 

funds and not necessarily driven by the need to update service providers’ skills.

3.3.2.2 Supply of contraceptives

A significant change brought about by the health reforms was that the district health offices 

would determine their own contraceptive needs, upon which the CBoH would act. This 

was seen as advantageous as district offices would be in a better position to monitor stock 

levels in their districts than the central office. In 2003, changes were made in the logistics 

system in Zambia; previously the district office would order supplies directly from the 

government supplier (Medical Stores Zambia Ltd), who keep the stock and distribute the 

supplies. Quality control checks were then carried out by the Drugs and Poisons Board 

after which the orders for supplies from the districts would be acted upon. In 2003, this 

procedure was slightly modified. According to a recent analysis of family planning and 

HIV/AIDS in Zambia by Syacumpi et al., (2003), orders for supplies from district offices 

now go to CBoH which then sends them to Medical Stores Ltd. Thereafter, Medical Stores 

delivers the supplies to the districts (see Figure 3.3). This added step in the logistics 

process has the potential to cause delays in the delivery of stock to health centres.

Figure 3.3: Structure Planning in Zambia

Service Delivery Point (i.e Rural 
Health Centre or Urban Health 
Centre

Medical Stores Ltd

Major hospitals

> Client ^ Requisition move

Delivery move

According to Setty-venugopal et al. (2002), For any contraceptive supply chain to work 

effectively, various factors have to be in place, such as good information systems 

throughout all the levels, flexible guidelines, trained personnel, finances, required 

equipment such as reliable transport, fax machines, telephones, stationary and so on. Some 
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may appear like details, but they are critical if the supplies will reach the clients at the right 

time in the right quality and quantity.

Currently the range of methods available in Zambia includes pills (Microlut and 

AficrogynoM/ ^ypa/Mf, 7CD, vagina/ ybaiM/Mg /a6/gt;, z7z/gcfa6Z&; (Depo jProvera awf 

Abnf/era/), ezMergency co»/racg?/zvea, ffgn/iza/zoM ani/ /^a/g anc/ ZMc/g concfoTTW. 

Although the method mix in Zambia appears to be wide, not all the methods are supplied 

in every health facility (see Figure 3.1). Moreover, shortages of contraceptive supplies are 

not uncommon. Miller et al (1998) noted that the method mix in Zambia was typically 

heavy on the pill and injectibles. An independent review of the HSR programme carried 

out in 1999 noted that there was little improvement generally in stock monitoring, 

quantihcation, supervision of drugs. The review also noted that procurement of 

contraceptive supplies in the country was still largely the responsibility of international 

donor agencies, such as DFID, UNFPA, USAID and SID A which has been by far the most 

important provider (Bates and Rao, 2000). Besides deliveries of supplies to health facilities 

by Medical stores, the Ministry of health in collaboration with donor agencies provide 

contraceptive supplies to health facilities in pre-packed ‘health-kits’. These health kits 

contain condoms and pills, besides other essential drugs.

In the past, there has been provider bias against the IUD and as a result, only a small 

proportion of women were using this method according to the 1992 ZDHS (WHO, 1995). 

As part of improving the quality of care, the MOH has revisited rules on IUD provision 

and re-introduced of injectibles (Depo Provera) As a result of negative publicity in 

nei^bouring countries about the negative side effects of injectibles, they were also banned 

in Zambia in the 1980s (WHO, 1995). However, they were reintroduced in the 1990s and 

in the last few years their availability is proving popular.

With the objective of continuing expansion of the method choice, in 1997 the Society for 

Family Health (SFH) was launched as a non profit social marketing agency. SFH was 

created to widen access to methods by making low cost contraceptives available through a 

larger network of providers such as private clinics, chemists and trained community-based 

service providers (CBoH, 1997). SFH promotes AfaxzfMUTM condoms, Az/^/an oral 

contraceptives, Rro/act vaginal foaming tablets and Rea/zty female condoms.
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3.3.2.2.1 Accessibility of family planning services

The 1990 Census revealed that about 75% of Zambians live within a kilometre of the 

nearest health facility. According to the 1997 situation analysis study, the average walking 

time for clients to the facilities was an hour in rural areas and 30 minutes in urban areas. In 

Zambia, the Government is the largest provider of health and family planning services, 

although the 1996 ZDHS shows that 50% of users relied on non-clinic based services. In 

the latest survey about 61% said they rely on public sector sources (CSO [Zambia], 2003). 

The Government has also facilitated the widening of the network of service provision to 

include EBDs, CBDs, CHWs and TBAs and selling of condoms in shops, bars and kiosks 

as a way of meeting the goal of providing services as close as possible to the community.

The situation analysis study observed that while facilities located in urban areas offered 

family planning services on every weekday, in rural areas family planning services were 

only available one day in a week (Chinganya et al., 1998). This restrictive access to 

services in rural areas has implications for contraceptive use considering that rural 

residents mostly rely on government facilities and most women have to walk quite a 

distance to the facility. The Zambian government has so far not made any deliberate efforts 

to encourage the private sector to establish health services in rural areas. This could 

contribute to increasing access to services in these areas. In Zambia urban women are 

better served than their rural counterparts since urban areas have a concentration of family 

planning and related services. Previously family planning service provision in Government 

facilities was restricted to designated days and times. In trying to make services as widely 

accessible to the community as possible, the family planning policy guidelines proposed 

that services be provided round the clock (‘supermarket approach’) in all facilities as a way 

of increasing accessibility to family planning services.

Although one of the objectives of reproductive health policy framework is to ensure that 

‘all couples and individuals can exercise the basic right to decide freely and responsibly the 

number and spacing of their children, and to have the information, education and means to 

do so’ (MOH and CBoH, 1997: p5), provision of family planning services in Zambia have 

largely focussed on women while men have essentially been left out. This has contributed 

to reinforcing the perception that family planning is a woman’s domain. Although the 

national family planning policy outlines the importance of reaching under-served groups 

such as men, adolescents and the disabled, the challenge to bridge the gap remains 
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enonnous. In trying to reach adolescents, NGOs like PPAZ and FLMZ have set up sexual 

and reproductive programmes for them. The youth are not only given family planning 

information and services; they are also offered other reproductive health services such as 

HIV/AIDS information and counselling.

3.3.2.3 Information access

For the success of any programme, the importance of awareness creation cannot be 

overemphasised. One of the principles of the national family planning programme which is 

in line with the ICPD recommendations is the right to Information, Education and 

Communication (MOH and CBoH, 1997) The ICPD recommended that information be 

made available to all to enable them make informed choices on family planning. 

Consequently family planning counselling has become an important aspect of service 

delivery. In 2003, the government in collaboration with ZHIP and UNFPA distributed 

‘family planning counselling kits’ to all health centres in the country. The Family Planning 

Counselling Kit is a facility-based counselling tool for service providers. It includes 

guidelines on how providers can profile clients to meet their individual needs during each 

visit and counsel clients on dual protection (especially couples) (JHUCCP, 2003).

It has been recognised that there has been lack of systematic documentation and evaluation 

of family planning and reproductive health materials for sometime. Most of the materials 

are outdated and thus no longer relevant. Thus with the help of UNFPA, a number of lEC 

materials have now been revised by the Population Communication unit of the Ministry of 

Information and Broadcasting. One major weakness however is that pamphlets and 

brochures are mostly produced only in English and thus not useful to most women 

especially those in rural areas who are illiterate in English.

A positive development in EEC has been the training of media personnel in reproductive 

health reporting. With the help of USAID/ JHU communications unit, a network of media 

personnel specifically tasked to promote reproductive health in Zambia has been formed. 

This has led to an increase in positive coverage of reproductive health issues in the daily 

press. Research in family planning has also contributed tremendously to directing policies 

and programmes on family planning in Zambia. Vital information has been collected 

through DHS operations.
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3.4 Government’s role in family planning provision

Besides policy formulation, the Zambian government provides substantial support for the 

provision of family planning services in the country. The government is also the main 

provider of nursing education in the country and provides the bulk of health professionals 

in the private sector as well. Also unlike private sector organisations and NGOs which 

often only operate in selected areas (usually urban), government-run services are spread 

throughout the country. However, in the absence of the huge donor support for family 

planning service delivery in Zambia, Government input alone is inadequate.

There are different types of public sector health facilities in Zambia offering different types 

of modem family planning methods as Figure 3.3 shows. The least in the service delivery 

hierarchy is the Community and Health Post. This level offers basic health care, pills and 

condoms. At the community level, CBDs, CHWs, TBAs and traditional healers provide 

family planning services.

Figure 3 .3: Hierarchy of health services in Zambia by type of modem methods offered

2"^ Level referral hospital
Methods: pills, barrier methods, emergency 
contraception, IUD, norplant, injections and sterilization

1^* Level referral hospital
Methods: pills, barrier methods, emergency 

contraception, IUD, norplant, injections and sterilization

; Urban Health centre Rural Health centre
Pills, condoms, injections. Pills, condoms, injections, 

1 Norplant and IUD.

Health post
Pills and condoms.

Community
*" Pills and condoms

Sources: (MOH, 1997 andMOH, 1998)

The next level comprises the rural and urban health centres which are perhaps the most 

important in the health provision hierarchy in Zambia as they are, by design and 

geographical spread, accessible to the majority of the people. They also act as the first step 

towards medical treatment and if a patient cannot be treated at this level, they are referred 
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to a government hospital. From Figure 3.3 it is observed that a similar range of modem 

methods is essentially available at both rural and urban health centres. Plans to offer IUDs 

at the health centres were largely unsuccessful due to shortages of trained physicians to 

insert them.

The first level referral hospitals are the district hospitals while the General hospitals which 

are also the highest level of service provision in Zambia are the second level tertiary 

hospitals. Regarding family planning, besides pills, injections and condoms, surgical 

methods such as IUD and sterilization are only offered at these two levels in public 

institutions

3.5 Private sector involvement in family planning provision

A considerable amount of success has also been achieved in creating viable partnerships 

with the donor community and local NGOs. A number of international donor agencies 

increased financial, technical and logistical support to assist the implementation of the 

HSR programme. Family planning has specifically received considerable assistance since 

the implementation of the HSR programme. This is evidenced increases in research 

activities, efforts towards expansion of the method mix, capacity building and improved 

contraceptive supply, for instance. However family planning activities have been 

overtaken by HIV/AEDS largely due to the magnitude of the problem in the country.

Although a number of organisations are actively involved in family planning provision in 

Zambia today, only a select few are discussed here. It should also be noted that these 

organisations and many others working in the area of reproductive health are now 

focussing more on HIV/AIDS rather than family planning.

3.5.1 International collaborating partners

3.5.1.1 . United Nations Population Fund (UNFPA)

The UNFPA became actively involved in Zambia in 1972 and in 1984 the first country 

programme was established. Important achievements emanating from this co-operation 

relating to family planning provision include the 1989 national population policy, the 1980, 

1990 and 2000 censuses, support for the national family planning programme and other 

significant advances in the field of population and reproductive health. The major focus of 

UNFPA's support for family planning in Zambia has been towards building national 
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capacity through training, strengthening national institutions and reproductive health care 

services. UNFPA has also been involved in funding research activities, procuring and 

distributing contraceptives, and promoting lEC activities (UNFPA, 1996).

UNFPA has also played a leading role in assisting the government to co-ordinate the 

activities of donor agencies working in the area of reproductive health. The activities have 

been carried out in collaboration with the MOH, bilateral and international donors, the 

World Bank, other United Nations agencies and local NGOs (UNFPA, 1996). For 

example, UNFPA supported the Contraceptive Needs Assessment study and has supported 

all three DHSs. It has also supported the production of the family planning policy 

guidelines jointly with WHO.

During the 1997-2001 country programme UNFPA supported the improvement of health 

services in four provinces. This included expanding access to quality reproductive health 

services by providing medical equipment, materials and drugs. It also addressed quality of 

care issues such as counselling and client-provider interaction (UNFPA, 1997). UNFPA 

also proposed to assist in creating demand for reproductive and family planning services 

among women, men and adolescents as well as making the services more accessible to 

under-served groups (UNFPA, 1997).

The current country programme (2002-2006) emphasises the improvement of the country’s 

sexual and reproductive health status. The funding of the country’s reproductive health 

programme has increased from US$6.5million in the 1997-2001 programme to US$8.25 

million in the 2002-2006 programme (UNFPA, 1997 and 2001). Also, much of the 

reproductive health activities are now concentrated in North-western province of Zambia 

which has been neglected in the past.

3.5.1.2 United States Aid for International Development (USAID)/Zambia

USAIDs’ goal in Zambia is to support selected sustainable improvements in the health 

sector by assisting the government in providing integrated reproductive health services. 

The 2004-2010 Country Strategic Plan aims to provide assistance in the social marketing 

of condoms, supply of family planning commodities, support expanded method use, 

strengthen NHCs and community approaches to behaviour change and facilitate national 

discussion on the role of Community Health Workers and so on (USAID, 2003). In 
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Zambia, USAID implements its programmes through its agencies one of which is 

Population Services International (PSI).

3.5.1.3 Population Services International/ Zambia Social Marketing Project (PSI/ 

ZSMP)

The PSI/ZSMP is a USAID funded project under PSI. The project, which is being carried 

out in collaboration with the Pharmaceutical Society of Zambia, is part of collaborative 

effort with the government to combat the spread of HIV/AIDS/STDs and increase levels of 

contraceptive use. Social marketing is a process that promotes the marketing and selling of 

health products in retail and wholesale outlets and institutional and community-based 

networks. Its primary aim is to bring about behavioural change. Further, by using attractive 

packaging, persuasive language and providing high quality health products at affordable 

prices, social marketing encourages product use. Consequently, social marketing assists in 

the wider distribution of and access to health commodities and also creates awareness and 

demand for them.

In Zambia, contraceptive social marketing has been used successfully to market condoms 

and oral contraceptives. On World AIDS day in 1992, PSI/ZSMP launched condoms 

whose brand name is maximum (Agha, 1998) (see Figure 3.IB in appendices). The initial 

reaction of the Zambian population was one of scepticism, mainly due to the stigma 

attached to condoms and because it is culturally inappropriate to discuss matters pertaining 

to sex in public. However, through intensive mass media advertising of their role in 

HIV/AIDS prevention, community-based education and the distribution of promotional 

items, people’s attitudes begun changing and before long, ‘maximum’ condoms (see 

Figure 3.2) became a household name.

As a consequence of the wide publicity and availability of condoms since the inception of 

the social marketing programme in 1992, the country has observed a significant rise in 

condom use as the 1992-1996 inter-survey period revealed. The widespread availability of 

condoms in the country largely motivated by the HIV/AIDS pandemic has provided men 

and adolescents the opportunity to have relatively easy access to family planning as well. 

Both groups are still not yet well integrated into the family planning service provision 

programme in health institutions. Without this influx of condoms in the country as a direct 

result of social marketing together with consistent use which is necessary, the HIV/AIDS 

67



epidemic as well as the levels of unwanted pregnancies could have been much worse than 

they are today.

With the aim of increasing contraceptive prevalence levels and at the request of the MOH, 

PSI/ZSMP has also been involved in the promotion of other contraceptive methods in 

Zambia, namely oral contraceptives called Safeplan and female condoms called Reality. 

These are available in commercial outlets and health institutions for distribution at a 

minimal fee. A packet of Safeplan (2 months’ supply) costs K500 (£0.07p). Other health 

products that have been marketed by the project in Zambia are vaginal foaming tablets, and 

insecticide treated mosquito nets (PSI, 2000).

3.5.2 Involvement of local partners

3.5.2.1 . The Planned Parenthood Association of Zambia (PPAZ)

PPAZ plays an advocacy and advisory role in the formulation of national regulations and 

policies. It operates through its branches spread in some rural and urban areas of Zambia 

and has a sizeable body of volunteers at the grassroots level (PPAZ, 1999). The association 

has been largely supported by its parent organisation, IPPF, UNFPA, Population Council, 

NORAD, SID A, USAID and the Zambian government. It is reported that PPAZ and its 

sister organisations like FLMZ have been affected by the ‘global gag rule’ as USAID 

which funded some of their programmes have withheld funding (Population Action 

International et al., 2003). PPAZ was formed out of a concern for the high death rates 

resulting unsafe abortions as well as maternal and infant deaths (PPAZ, 1999). Other 

services included provision of family planning to a restricted clientele (mostly married 

women who had to have spousal consent) in selected parts of the country.

In most major cities of the country, PPAZ has established centres where good quality and 

comprehensive health services are provided. These include strengthening of follow-up 

services, counselling, STI diagnosis and treatment, training of staff and volunteers and 

health personnel in counselling. The PPAZ has been instrumental in procurement and 

distribution of contraceptives countrywide to public and private health facilities as well as 

commercial outlets. The association also provides family planning services through the 

CBD programme with its main programme in Eastern province (see Gordon and Phiri, 

2000). PPAZ has also been involved in lEC campaigns, male involvement activities, 

women’s empowerment programmes, family life education and youth development.

68



3.5.2.3 Churches Medical Association of Zambia (CMAZ)

The Churches Medical Association of Zambia (CMAZ) was established in 1970 as a 

mother body for health institutions and programs affiliated to churches in Zambia. This 

was with a view to representing churches and providing them with assistance aimed at 

improving health in Zambia. CMAZ has become one of the most important health care 

providers in the country. The association currently provides up to 30% of health coverage 

nationwide and up to 50% in rural areas (PPAZ, 1999; Mphuka, 2000). CMAZ relies 

heavily on public funds and collaborates with other local and foreign NGOs to facilitate the 

implementation of comprehensive health care services.

Through its various projects, CMAZ is involved in family planning service delivery such 

as counselling, contraceptive supply and lEC. Although CMAZ operates within the 

confines of the national family planning policy by seeking to provide a range of methods to 

clients, some of its member organisations lay emphasis on particular methods and do not 

provide some methods. For example, health institutions run by the Catholic Church 

emphasise the natural family planning method and are reluctant to dispense modem 

methods. There are also still some barriers to overcome, as some member organisations are 

reluctant to provide family planning services to adolescents and unmarried women while 

some still insist on written spousal consent before providing family planning services

3.6 Summary

This chapter has provided some background information about Zambia and also reviewed 

the history and development of family planning in the country. Zambia is characterised by 

high (but decreasing) fertility and declining mortality rates. The resulting high population 

growth rate has been unsustainable by the country’s resources and efforts to slow down the 

rate of growth are evidenced in the growth of the family planning programme over the 

years. Modem contraceptive use has more than doubled in the 10-year inter-survey period 

(1992-2001/02) from 9% to 23%. In the 1990s, there was an increase in research activities 

in the area of family planning in the country which provided the much needed data to guide 

government policy. So far, three major country-wide surveys, which have provided 

valuable family planning and reproductive health information, have been conducted in the 

country.
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In Zambia family planning developed from being a concern of just one NGO (PPAZ) to a 

nationwide programme. The IGPD programme and the health reforms staged the platform 

for the drafting of a policy framework on reproductive health and family planning. This 

was a signiftcant step in the country's family planning programme. The health reforms also 

led to some positive changes in service provision. Donors and local NGOs have been 

instrumental in family planning in Zambia. The private sector plays an important role with 

close to 50% of users seeking services from these sources. The next Chapter presents the 

quantitative methodology used in this thesis.
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CHAPTER 4

QUANTITATIVE METHODOLOGY

4.0 Introduction

This chapter aims to give a description of the data sources and quantitative methods of 

analysis used in this study. This thesis is based on quantitative data from the 1996 Zambia 

Demographic and Health Survey (ZDHS) and qualitative data from fieldwork conducted in 

selected parts of Zambia in 2003 (see Chapter 7 for qualitative methodology). In this study, 

the analysis of contraceptive use relates only to use of modern methods such as pills, IUDs, 

injections and condoms, while that of the choice of method refers to any type of method 

(modem or traditional). Therefore based on these two response variables this study’s 

quantitative methodology is divided into two parts, namely contraceptive use and method 

choice. In this chapter, the type of data used, the survey design, data quality and 

management are also discussed.

A description of the data analysis procedures is also presented in this chapter. Bivariate 

analysis has been used to give a description of the characteristics of the study sample 

according to current use of modem contraception. The multivariate analyses employed use 

standard logistic and multinomial logistic regression methods. Logistic regression was 

used in the analysis of the factors affecting use of modem contraceptives and the modelling 

process involved five steps which have been described in this chapter. Multinomial logistic 

regression which was applied to the analysis of the factors affecting choice of 

contraceptive method has also been discussed in this chapter. A summary of the chapter is 

presented at the end.

4.1 Sources of data

The 1996 ZDHS which was the second of such surveys in the country was conducted by 

the Central Statistical Office (CSO) of Zambia on behalf of the Ministry of Health (MOH) 

between July 1996 and January 1997. Technical and financial assistance was provided 

mainly by USAID through Macro International Inc. of Maryland, UNFPA, the Swedish 

International Development Agency (SIDA) and the University of Zambia (CSO et al., 

1997).
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4.1.1 Questionnaire design

Unlike the first ZDHS in 1992 which only used the two standard DHS questionnaires 

(household and women’s questionnaire), three questionnaires namely the household 

questionnaire, the women’s questionnaire and the men’s questionnaire were used in the 

1996 survey. These were translated into the seven major languages spoken in Zambia, 

namely Bemba, Tonga, Luvale, Lunda, Kaonde, Nyanja and Lozi. The household 

questionnaire was used to list all the usual members and visitors of the household so that 

eligible women (15-49 years) and men (15-59 years) could be identified. Information on 

basic characteristics such as, age, sex, education and relationship to the head of the 

household was collected from each person who was listed. Additional information on 

household amenities and the materials used for the floor and roof was also collected.

The women’s questionnaire was divided into the following sections: 1) respondent's 

background, 2) reproduction, 3) contraception, 4) pregnancy and breastfeeding, 5) 

immunisation and health, 6) marriage, 7) fertility preferences, 8) husband’s background, 

and 9) height and weight. Two new sections were included in the women's questionnaire: 

maternal mortality and HIV/AIDS/STDs. This additional information was important, as 

nationally representative data on maternal morbidity and mortality was unavailable. 

Further, it was considered important to establish the levels of HIV/AIDS awareness 

countrywide in the wake of the pandemic in Zambia. The men’s questionnaire was 

specifically used to collect information from male respondents aged 15-59 years on their 

background characteristics, reproductive history, knowledge and use of family planning 

methods, marriage and fertility preferences. In this questionnaire as well, information on 

mV/AFDS/STDs was coUected.

In both the 1992 and 1996 ZDHSs, the woman’s questionnaire was based on the DHS 

Model ‘B’, which is designed for countries with low contraceptive prevalence (Curtis and 

Neitzel, 1996 and ORC Macro, 2001). In countries with high contraceptive prevalence. 

Model ‘A’ questionnaires are used. Questionnaires based on Model ‘A’ are designed to 

collect detailed information about a woman’s contraceptive use history, pregnancy history 

and other related information for a five to six-year period prior to the survey using the 

DHS calendar (see Curtis and Blanc, 1997). Consequently, it is possible to smdy the 

dynamics of switching and discontinuation of contraceptive methods. The limitation of 
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questionnaires based on Model ‘B’ is that the study of contraceptive use and method 

choice is restricted to patterns, levels and trends.

4.1.2 ZDHS survey design

The 1996 ZDHS sample was selected from the same sampling frame which was used for 

the country’s 1990 census. During the census operation the whole country was divided into 

4, 200 Census Supervisory Areas (CSAs). These were further sub-divided into Standard 

Enumeration Areas (SEAs) of approximately equal size. According to CSO et al., (1997), 

the ZDHS sample was selected using a multi-stage sampling process involving three steps. 

Firstly, 312 Primary Sampling Units (PSUs) corresponding to the CSAs were selected 

from the sampling frame, with probability proportional to the number of households 

obtained from the 1990 census. Secondly, one SEA was selected from each CSA, again 

with probability proportional to size. Thirdly, a total of 8,016 households were selected 

from the SEAs out of which 7,286 were successfully visited during the survey. In these 

households, 8,021 eligible women were successfully interviewed and in every fourth 

household selected, eligible men were also interviewed. This resulted in a total of 1,849 

male respondents being successfully interviewed (CSO et al., 1997).

In both the 1992 and 1996 surveys, the country’s nine provinces (Central, Copperbelt, 

Eastern, Luapula, Lusaka, Northern, North-western, Southern and Western provinces) were 

stratified into urban and rural areas, resulting in a total of 18 strata. For three of the 

provinces, Luapula, Northern and North-western, it was not possible to allocate 

proportional samples that would yield reasonably acceptable sample sizes because of their 

small populations. According to CSO et al., (1997), results of similar surveys conducted in 

other countries indicate that a minimum of 800-1000 women is a requirement if the survey 

is to yield fertility and mortality estimates with acceptable levels of sampling errors. In 

this survey, it was decided that the three largest provinces (Lusaka, Copperbelt and 

Eastern) be allocated 1,000 women each and a sample of 800 women be allocated to the 

two smallest provinces (North-western and Luapula). The remaining four provinces were 

allocated 850 women each. However, in each province, the sample was distributed 

approximately proportionately to the urban and rural populations (CSO et al., 1997).
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4.1.2.1 Accounting for the effects of the survey design

In this study, the quantitative data were analysed using the statistical package STATA 

Release 7.0. This particular package was chosen because it is able to estimate correctly 

standard errors for data from complex survey designs. Thus all the quantitative analyses in 

this study account for survey design features such as stratification, clustering, and unequal 

probabilities of selection, which are important characteristics of data collected in most 

surveys, including the DHS. These sampling design features affect data analyses and need 

to be accounted for in order to obtain unbiased estimators, realistic standard errors and 

confidence intervals (Brogan, 1997; Matthews et al., 2000; StataCorp, 2001 and Madise et 

al,2003).

In the DHS for example, although the respondents are selected through a random process, 

the probabilities of being selected are not the same for different individuals. Weights are 

proportional to the inverse of the probability of being sampled. A weight of ’Wj for 

the jth individual means that the jth individual represents "Wj elements in the population 

from which the sample is drawn. This means that if sampling weights are included in the 

analysis the estimators will be approximately unbiased. Weights also affect the point 

estimates and standard errors. Omitting the weights however may result in very biased 

estimators (StataCorp, 2001). Although multilevel models are ordinarily considered 

suitable for modelling hierarchical data (like DHS data), more complex procedures are 

required to take into account the impact of the complex survey design on parameter 

estimates as well as the hierarchical data structure. This is particularly true for hierarchical 

data with three or more levels. As a result of this limitation, this study employed this type 

of modelling using binary and multinomial logistic regression models using the statistical 

package STATA Release 7.0.

Like most surveys, in the DHS individuals are not sampled independently. Households, 

communities and villages, for example, are sampled as a group often referred to as a 

‘cluster’. The sampling procedure is often a multi-stage one and in the case of the 1996 

ZDHS it involved three stages (see above), thus the data is hierarchical in nature. The units 

at the first level of sampling are called Primary Sampling Units (PSUs). The variance 

estimators in STATA are based on the first stage sampling, that is the PSUs and do not 

require information about secondary sampling units. Since they allow any amount of 
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correlation with the PSUs, it is possible to do secondary clustering thus making them 

suitable for use in DHS data, which is multi-stage. The variance estimators of the ‘syy’ 

commands in ST AT A produce variance estimates that are either approximately unbiased or 

biased towards more conservative estimates (StataCorp, 2001).

Another important aspect of survey designs which STATA is able to take into account is 

what is known as ‘stratification’. According to Chantala (2001), stratification involves the 

division of a population into mutually exclusive parts called strata in order to draw a 

sample. Since sampling is done independently across strata, as was the case in 1996 

ZDHS, they are statistically independent and can be analysed as such. Stratification leads 

to smaller estimates of the standard errors which are biased and therefore to overcome this 

problem, it is important to account for it when modelling.

4.2 Data quality and management

The analyses of contraceptive use and method choice undertaken in this study relate to the 

contraceptive method the respondent was using at the time of the survey, commonly 

referred to as ‘current use of methods’. The question posed to male and female respondents 

during the survey was: ‘Are you or your partner currently doing something to avoid 

pregnancy?' Since there was no time factor involved, it is envisaged that these data are 

reliable as there would have been no recall problems. However, other variables used in this 

study, which sought retrospective information, are subject to various types of errors. 

Therefore evaluation of the quality of data cannot be overlooked. Recall errors due to 

memory lapses, age-heaping and event omissions which may be accidental or deliberate, 

are common and can lead to biased results. For example, it is quite common for 

respondents to erroneously report their ages as ending in 0 or 5, or sometimes as being 

even numbers when they are in reality neighbouring odd numbers. Consequently, it is 

important to be cautious when performing analyses involving respondent’s age. An 

evaluation of DHS data collected in 22 countries did not however detect any serious errors 

that could affect the demographic estimates and could therefore be considered as being of 

good quality (Anwar, 2001). The problem of age-heaping may anyhow be slightly reduced 

by grouping respondents in five or ten-year age groups as has been done in this study.

In this study the Statistical Package for Social Sciences (SPSS) version 11.0 has been used 

for purposes of cleaning and managing the data (Puri, 2002; SPSS Inc. 2000). This 
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involved creating separate files for the specific study populations for both males and 

females. For both sexes, a file was created containing both users and non-users of modem 

contraception (to analyse modem contraceptive use) and another for contraceptive users 

only (to analyse contraceptive method choice). Since this study was also interested in 

examining the determinants of condom use among men, a separate file for only male 

respondents who reported using condoms at the time of the survey was created. Thereafter 

some variables were modified and new ones were also constmcted to meet the study’s 

objectives. Since cases with missing information cannot be used in data analysis, during 

data cleaning all the cases with missing information were dropped from the analyses 

altogether. Specific information about the numbers of excluded cases is given in 

subsequent sections.

4.3 Study population

4.3.1 Female sample

Sexually active Zambian women aged 15-49 years who were not pregnant at the time of 

the survey, constitute the sample for female respondents. Of the total sample of 8,021 

female respondents, 892 of them had never had sex and were therefore excluded from this 

study. Also, 926 women were pregnant at the time of the survey and have also been 

excluded because they were not exposed to the risk of pregnancy. A total of 116 women 

who reported being non-Zambian were also excluded from this sample.

Of the 6,087 female respondents included in this study’s sample, about 23% (1,405) of 

them were using a contraceptive method at the time of the survey. An examination of the 

predictor variables selected for this study revealed that 176 women had missing 

information (missing cases) in the variables of interest and were therefore also removed 

from the sample. They constitute about 3% of the sample for this study. The distribution of 

women in reproductive ages before and after the exclusion of these women is not very 

different, suggesting that the excluded cases were randomly selected. The analysis of 

modem contraceptive use was therefore based on 5,911 female respondents. The first 

analysis performed in this study was that of current use of contraception and it involved a 

comparison between non-users and users of modern methods. This study only focussed on 

use of modem methods primarily because formalised family planning programmes and 

policies are based only on modem methods. Users of traditional methods were grouped 

together with non-users of modem methods.
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The second analysis was that of method choice which involved both use of modern or 

traditional methods. In this analysis, 102 women who reported using sterilisation or whose 

partners were sterilised at the time of the survey were excluded. This is because it is not 

clear how relevant currently measured characteristics would be for women who were 

sterilised long before the survey. This means that 1,303 women who were using a method 

at the time of the survey constituted the sample for the analysis of contraceptive method 

choice in this study.

4.3.2 Male sample

A total of 1, 849 men aged 15-59 years were interviewed in the 1996 DHS. Of these, 190 

reported never having had sex and were excluded from the sample. Twenty men who 

reported to be non-Zambian were also excluded as the study only focused on Zambian 

men. Additionally, it was found that 56 (3.5%) of the cases had missing information in 

some variables of interest and were therefore dropped from the analysis. This means that 

the final male sample for this study consisted of 1,583 respondents which constituted the 

sample for modem contraceptive use.

The analysis of contraceptive method choice was based on 500 users of any contraceptive 

method with the exception of those who reported using male sterilisation or whose partners 

were sterilised at the time of the survey. In this study, only a few men (14) reported using 

sterilisation and at the time of the survey and were also excluded from the analysis.

4.4 Variables used in the study

Various socio-economic and demographic variables were identified as possible 

determinants of contraceptive use and method choice. Other independent variables which 

have been observed to be important in explaining contraceptive behaviour in some studies 

such as those relating to socio-cultural and programmatic factors were not included in this 

quantitative analysis as this type of information was not collected in the ZDHS. A 

qualitative study was therefore designed to collect such information (see Chapter 7). The 

selection of independent variables for this quantitative analysis was largely influenced by 

the study objectives, conceptual framework, the literature review and the information 

collected in the survey.
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4.4.1 Dependent variables

The dependent variables (also known as outcome or response variables) for both the 

analysis of contraceptive use and method choice are categorical. For the analysis of 

modem contraceptive use among women and men, the dependent variable is current 

modern contraceptive use, which has two categories, labelled ‘0’ for non-use and ‘1’ for 

use of modem contraception.

When use of modem and traditional methods of family planning among users are 

compared, it is observed that in Zambia, there are slightly more women who are using 

modem (51%) than traditional methods (49%). According to the results of the 1996 ZDHS 

presented in Table 4.1, the most commonly used' contraceptive method among Zambian 

women is the pill. Abstinence is the next most commonly used form of contraception 

(21%), while condom use accounts for about 19% of current modem contraceptive use and 

about 17% are using the withdrawal method. The rest of the methods constitute less than 

5% of use among women in Zambia.

Table 4.1: Percentage of current users of contraception among Zambian women by type of 
method used, Zambia DHS, 1996 _________

Contraceptive method % Currently using Number of women
Modern 51.20 667
Pill 27.32 356
IUD 1.46 19
Injections 3.38 44
Diaphragm/foam/Jelly 0.31 4
Condoms 18.73 244

Traditional 48.81 636
Abstinence 20.57 268
Withdrawal 17.04 222
Other 1.30 17
Strings 2.84 37
Breast-feeding 3.61 47
Herbs 3.45 45
Total 100.00 1,303

In the analysis of women’s contraceptive method choice, in order to have a fairly 

reasonable distribution of respondents for the different types of contraceptive methods (as 

some of the methods had very small proportions of respondents), similar methods were 

grouped together as follows: pill/ IUD/ injections, condoms and traditional methods 

(withdrawal, abstinence, breast-feeding and herbs etc). The dependent variable for the 
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analysis of method choice (Choice) has three categories, namely, (1) pill/IUD/injections, 

(2) condoms and (3) traditional methods. According to this categorisation, among Zambian 

women, traditional methods (49%) are more popular than pill/IUD/injections (32%) and 

condoms (19%).

In the analysis of contraceptive method choice among Zambian men, the methods were re­

coded differently from the women’s analysis primarily because of the very small 

proportions of users for some of the methods (see Table 4.2). Most of the individual 

methods accounted for less than 10% of contraceptive use. The most popular individual 

methods among Zambian men are condoms (43%), pills (21%) and abstinence (15%) as 

the results in Table 4.2 indicate. A comparison of modem and traditional methods among 

users shows that two thirds are using modem methods while a third are using traditional 

methods.

Because condoms are the most commonly used method among Zambian men and because 

of their growing importance in reproductive health and HIV/AIDS prevention, in this study 

condom use was treated separately. The proportions of men using the other barrier methods 

and injections were so few that it makes little difference to which category they belong. 

Therefore the other barrier methods and injections were put in the same category as pills, 

IUD, Injections.

Table 4.2: Percentage of current users of contraception among Zambian men by type of 
method used, Zambia DHS, 1996

Contraceptive method % Currently using Number of men
Modern 65.60 328
Pill 21.40 107
IUD 0.60 3
Injections 0.60 3
DiaphragnVfoam/Jelly 0.40 2
Condoms 42.60 213

Traditional 34.40 172
Abstinence 21.00 105
Withdrawal 9.40 47
Other 0.60 3
Strings 0.80 4
Breast-feeding 1.20 6
Herbs 1.40 7
Total 100.00 500
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AU traditional methods were also treated together because of the small number of users of 

individual methods as well. The outcome variable for contraceptive method choice among 

men is therefore coded as follows: (1) condoms; (2) pill, IUD, injection (3) traditional 

methods (withdrawal, periodic abstinence, strings, breast-feeding and herbs).

4.4.2 Independent variables

Various socio-economic, demographic and access variables significantly influence 

contraceptive use and method choice since peoples’ reproductive and contraceptive 

behaviour may be related to their individual and community characteristics. In addition, to 

avoid multi-colinearity, the use of closely related variables in the analysis was avoided. 

For example the level of education was maintained, while work status was dropped 

altogether and ethnicity was maintained while lineage was dropped from the analysis.

In this study, with the exception of two variables, (‘known source of method’ and ‘home 

visit by family planning worker’) which were not asked in the men’s survey, the same set 

of independent variables have been used for both the female and male analysis. AU the 

variables were coded in the same way for both the male and female analysis in order to 

facilitate gender comparisons. AU the independent variables are categorical and have been 

classified into five groups as follows: background variables; desire for children; region of 

residence; family planning variables and information access variables.

4.4.2.1 Background variables

In this study, these are variables that define the characteristics of the respondent, such as 

age, education, number and sex of living children, lineage type, ethnicity, current and 

childhood place of residence.

Age. In this study, female respondents were aged between 15-49 years. Female 

respondent’s age is traditionally re-grouped into seven five-year age groups. In this study, 

age was re-coded as (1) 15-19 (2) 20-29 (3) 30-39 (4) 40+. Regrouping respondent’s age 

into 5 or 10 year age-groups makes it easy to examine the differences in contraceptive 

behaviour among women and men at different stages of their reproductive and life cycles. 

For instance, it is possible to distinguish between teenagers (15-19), young adults (20-29), 

middle-aged adults (30-39) and older adults (40-49).
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Male respondents were aged between 15-59 years. For male respondents, age was coded 

similarly to the women. With the smaller number of male respondents in the 50-59 age 

group, it seemed reasonable to include them in the 40-49 age group instead of having a 

separate group. Therefore male respondent’s age corresponds to the following categories: 

(1) 15-19 (2) 20-29 (3) 30-39 (4) 4(H-.

Education. Education can be represented by the number of years spent in schooling or the 

highest level of education the respondent has attained. In this study, the level of education 

was used as a proxy for Socio-Economic Status (SES). The preliminary analysis showed a 

strong correlation between the level of education and socio-econonomic status. The 

variable SES was constructed from an index of several household assets such as whether 

the household had electricity, a radio, television, telephone, refrigerator, and whether any 

member of the household owned a bicycle and a motorcycle. Therefore due to collinearity, 

SES was dropped and level of eduction was maintained in this analysis. In this study, 

female and male education refers to the highest level attained and has been re-coded into 

three categories, namely, (1) No education, (2) Primary and (3) Secondary+ (which is a 

combination of secondary and higher education).

Ethnicity. In this study, ethnicity refers to the ethnic group to which the respondent 

belongs. In the 1996 ZDHS final report, all the ethno-linguistic groups were re-grouped 

into seven broad ethnic groups on the basis of language similarity or geographic setting. 

All the tribes found in North-western province were classified as one ethnic group, referred 

to as ‘North-western’. This particular categorisation was however not suitable for this 

study as it masks the ethnic and lineage differences which are of interest in this study.

According to Chondoka (1988), the various tribes found in North-western province are 

sub-groups of three broad ethnic groups, namely, Kaonde, Luvale and Lunda. Therefore 

using the raw DHS data containing the original reported tribes, the various tribes in North­

western province were re-categorised into these three sub-groups accordingly. For both the 

men’s and women’s analysis, ethnicity in this study therefore refers to the following ethnic 

groups: (1) Bemba, (2) Tonga, (3) Luvale, (4) Lunda, (5) Kaonde, (6) Barotse, (7) Nyanja, 

(8) Mambwe and (9) Tumbuka.
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Lineage. In Zambia, like in most of sub-Sahara Africa, ethnic groups are either of 

patrilineal or matrilineal descent. Subsequently, a variable referred to as 'lineage' was 

constructed by categorising the ethnic groups into these two types of social systems. 

Because of this close association to ‘ethnicity’ (as a result of the way it is constructed in 

this study), multi-collinearity is bound to occur, hence it is expected that one of the two 

variables will be dropped during the modelling process. Using information from literature, 

the ethnic groups have been regrouped as (1) Matrilineal (Bemba, Tonga, Luvale, Kaonde 

and Nyanja) and (2) Patrilineal (Lunda, Barotse, Mambwe and Tumbuka) (Chondoka, 

1988, Richards, 1956).

Childhood place of residence. This variable refers to the type of place where the 

respondent spent his or her childhood (up to the age of 12). This variable is considered 

important in this study primarily because a respondent’s background with regard to where 

they were brought up may influence their behaviour later in life. The response categories 

for this variable are (1) Rural (2) Urban.

Current residence. Since there are marked differences in socio-economic development 

between rural and urban areas and consequently the characteristics of the respective local 

populations, it is important to examine and compare the contraceptive behaviour of 

respondents residing in these two social settings. Current residence aims to find out the 

respondent’s usual place of residence and is a dichotomous variable coded as (1) Rural (2) 

Urban.

Number and sex of living children. Family size may be determined by various factors, 

among them, is the sex of previous children. As a result, a variable combining both parity 

and the sex of the children was constructed and is used in this analysis. This variable is 

coded as follows: (1) No child (2) 1-3 Females (3) 1-3 Males (4) 1-3 Both sexes (5) 4+ 

Both sexes. The proportions of men and women with either four or more female or male 

children were quite small; therefore these categories were included in the last category (4+ 

both sexes). If a couple want to have three children, including at least one of each sex, for 

example, and they end up having three male or female children instead, there is a 

possibility that they may try again, in the hope that the next child will be a girl or boy 

respectively. This has implications for contraceptive use.
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4.4.2.2 Desire for more children

The desire for more children is an important variable in the study of family planning as it 

measures a woman’s motivation to control her fertility by either spacing or stopping 

childbearing. In order to compare the contraceptive behaviour of women who want to 

space births and those who want to limit child-bearing, the desire for more children was re­

coded in this study as (1) Wants within 2 years, (2) Wants after two years (3) Wants no 

more. Sexually active women and men who do not want to have any more children are 

more likely to have higher levels of contraceptive use than those who still want to have 

more.

4.4.2.3 Region of residence

Contraceptive use and method choice is observed to differ according to the region of 

residence in Zambia. With the exception of Lusaka and Copperbelt provinces that are 

cosmopolitan and North-western province which has three predominant ethnic groups, the 

other six provinces are basically inhabited by people who speak the same language and 

share similar cultural beliefs and practices. The region of residence referred to in this study 

are the nine provinces, namely, (1) Central, (2) Copperbelt, (3) Eastern, (4) Luapula, (5) 

Lusaka, (6) Northern, (7) North-western, (8) Southern and (9) Western.

4.4.2.4 Family planning variables

In this study three variables are specifically referred to as family planning variables. These 

are spousal communication on family planning, respondent’s approval of family planning 

and partner’s approval of family planning.

Spousal communication on family planning. This variable is derived from information 

on discussions on family planning with one’s partner. Since this study includes all 

respondents (regardless of marital status), a category for men and women who were not in 

union (no spouse) at the time of the survey was created. This makes it possible to compare 

married respondents with those who were not in union at the time of the survey. The 

categories for this variable for both sexes are as follows: (1) No spouse, (2) No discussion 

(3) Discusses.

Respondent’s family planning approval. This variable measures the respondent’s 

attitude to family planning. It is more likely that a respondent who approves use of family 
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planning will adopt a method. The response categories were coded as (1) Disapproves (2) 

Approves.

Partner’s approval of family planning. In this study, men and women were asked if their 

partner’s approved of family planning. For comparative purposes, a category has been 

included for respondents who were not in union at the time of the survey. For both sexes, 

this variable was coded as follows: (1) No spouse, (2) Disapproves, (3) Approves.

4.4.2.5 Information access variables

In the analysis of quantitative data in this study, ‘access’ refers to ‘information access’ 

only. Using DHS information, this is measured by media exposure variables (‘reads 

newspapers’, ‘watches television’ and ‘listens to the radio’ weekly); ‘source of family 

planning information’; ‘known source of family planning method’ and ‘home visit by a 

family planning worker’. The standard DHS format does not allow further probing into the 

type of family planning information obtained.

In this study a qualitative study was designed to explore some supply side issues (see 

Chapters 8 and 9). In the DHS, information relating to ‘physical access’ (e.g. distance to 

method source) in the individual woman’s questionnaire was only confined to current users 

of modem methods. Since the analysis of modem contraceptive use in this study involves a 

comparison of users and non-users, this information could therefore not be used. 

Consequently, access in this quantitative analysis is limited to media exposure and source 

of family planning information. In the qualitative study, supply side factors influencing 

contraceptive behaviour such as access to family planning services which the DHS does 

not necessarily cover were explored.

Media exposure. Exposure to mass media has been found to play a key role in 

contraceptive adoption (Westoff and Bankole, 1997 and 1999). Since family planning 

programs now extend awareness creation campaigns to different types of mass media, it is 

likely that respondents who generally use media such as newspapers, radio or television as 

sources of information on different issues may come across information relating to 

families, childbearing and family planning. This may lead to adoption of a contraceptive 

method. During the interviews, the respondents were asked if they listen to the radio, read 
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the newspaper or watch television at least once a week. In this study these variables 

constitute media exposure and the responses were coded (1) No (2) Yes.

Source of family planning information. In the DHS, respondents were asked if they had 

specifically heard of family planning from different sources (e.g. radio, television, 

brochures, posters, health worker etc.). All the different variables relating to this were 

combined to form one variable called ‘source of family planning information’. Radio and 

television as family planning information sources were combined into one category 

referred to as ‘electronic media only’; newspapers, brochures, posters and billboards were 

combined as ‘print media only’, while a third category relating to health providers in the 

community or at the health facility was labelled as ‘health provider only’. This variable 

combined type of source as well as the number of sources since some respondents had 

more than one source of family planning information. A category for those who had more 

than one information source was therefore created. The categories for both men and 

women for this variable are as follows: (0) No source, (1) Print media only, (2) Electronic 

media only, (3) Health provider only, and (4) More than one source.

Known source of method. In the absence of information from all the respondents (users 

and non-users) on their actual source of contraceptive methods, the question asked in the 

DHS about the female respondent’s known source of method becomes an important one. It 

could be inferred (with caution) that the known source of a method may well be the 

respondent’s actual source of method. Since this variable only refers to modem methods, it 

has therefore only been used in the analysis of modem contraceptive use and not method 

choice which includes traditional methods. Respondents were asked if they knew of a place 

where they could obtain a method of family planning. Those who knew a place were then 

asked the name of the source. The limitation of asking for a single source of method is that 

some respondents may know more than one source which could either be public, private or 

both types. Thus the way the question is phrased in the DHS may not necessarily give an 

accurate picture. In this study this variable is referred to as ‘known source of method’. The 

response categories for this variable included sources such as government or private 

hospital, private clinic, mission hospital and shop. These responses were re-coded into 

three categories: (1) Public source, (2) Private source and (3) No source. Private sources in 

this study include sources such as shops, friends, church and relatives.
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Known source for condoms. The question pertaining to the known source of condoms 

was only asked to the male respondents. The responses given include, government or 

private hospital, private clinic, mission hospital, friends and shop. This variable, which 

required the respondent to name the source he knew, was a follow-up question to ‘Do you 

know a place where you can get condoms? The responses were collapsed into (1) Public 

source (2) Private source (3) No source

Acceptability of family planning media messages. This variable is important in assessing 

the suitability of using radio or television in disseminating family planning information. 

Two variables relating to acceptability of family planning messages on either radio or 

television were combined to construct the ‘acceptability of family planning media 

messages.’ The response categories are (1) No (2) Yes.

Home visit from family planning worker. In some parts of Asia and Africa, it is not 

uncommon for health facility workers or community workers to visit clients in their homes 

to deliver family plaiming information or services. This is a particularly good strategy 

especially in areas where access to services is affected by women’s lack of autonomy 

which imposes restrictions on their movements outside the home (see Dyson and Moore, 

1983; Phillips et al., 1993; Dharmalingam and Morgan, 1996). This information, which 

was only collected from female respondents, would therefore indicate how accessible 

family planning information and services are in the communities. Female respondents were 

asked if they received a visit from a family planning visit worker in the 12 months 

preceding the survey. The response categories were coded (1) No and (2) Yes.

Table 4.3 Summary of independent variables used in the male and female analysis.
Predictor variables Value labels
Background characteristics
Age (1) 15-19 (2) 20-29 (3) 30-39 (4) 40-49
Education (1) none (2) primary (3) secondary+
Ethnicity (1) Bemba (matrilineal) (2) Tonga (matrilineal) (3) 

Luvale (matrilineal) (4) Lunda ( patrilineal) (5) 
Kaonde (matrilineal) (6) Barotse (patrilineal) (7) 
Nyanja (matrilineal) (8) Mambwe (patrilineal) (9) 
Tumbuka (patrilineal)

Lineage type (1) matrilineal (2) patrilineal
Childhood residence (1) rural (2) urban
Current residence (1) rural (2) urban
Number and sex of living children (1) no child (2) 1-3 male children

(3) 1-3 female children (4) 1-3 both sexes (5) 4+ both 
sexes
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Table 4.3 (continued)
Desire for more children
Desire (1) wants no more (2) wants within 2 years (3) wants 

after 2 years
Region of residence
Region (1) Luapula (2) Central (3) Copperbelt (4) Eastern (5) 

Lusaka (6) Northern (7) North-western (8) Southern
(9) Western

Family planning variables
Spousal communication (1) no spouse (2) no discussion (3) discusses
Respondent’s family planning approval (1) disapproves (2) approves
Partner’s family planning approval (1) no spouse (2) disapproves (3) approves
Information access variables
Media exposure 
- Reads newspapers 
- Listens to radio 
- Watches television

(l)no(2)yes
(1) no (2) yes
(1) no (2) yes

Source of family planning information (1) none (2) print media only (3) electronic media 
only (4) health provider only (5) more than one 
source

Known source of method * (1) public source (2) private source (3) no source
Known source for condoms f (1) public source (2) private source (3) no source
Acceptability of family planning media 
messages

(1)no(2)yes

Home visit from FP worker* (1) no (2) yes
*: Indicates variable used in the analysis of contraceptive use among women only 
f: Indicates variable used in the analysis of contraceptive use among men only

4.5 Data analysis

4.5.1 . Logistic regression

Logistic regression is commonly used to estimate multivariate models where the response 

variable has two categories usually a success or failure, for example ‘present or absent’. 

The classical regression analysis is unsuitable in such a case, as the response and the 

predictor variables cannot be related through a linear relationship. In demographic studies, 

logistic regression has been widely used to model contraceptive use (or non-use). In the 

study of modem contraceptive use, the model estimates differentials in use while 

simultaneously controlling for other factors associated with use of modem methods.

Logistic regression aims to find the best fitting model to describe the relationship between 

the dichotomous dependent variable and a set of independent variables. Since logistic 

regression does not make any assumptions about the distribution of the independent 

variables, such as normality or equal variance within each group, the independent or 

predictor variables can take any form (continuous, categorical or a mix of both). As a 
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result, logistic regression has an advantage over discriminant analysis which can only be 

used with continuous independent variables.

Logistic regression analysis applies maximum likelihood estimation after transforming the 

dependent variable into a logit variable (the natural log odds of the dependent variable 

occurring or not occurring). The logistic regression model is fitted to the data to estimate 

the probability that a woman with a certain set of characteristics is using a modem 

contraceptive method. In this study, the response variable, contraceptive use, has been 

assigned the value 0 if the respondent is currently not using a modem contraceptive 

method and 1 if the respondent is currently using a modem contraceptive method.

Various descriptions of logistic regression analysis have been put forward (see McCullagh 

and Nelder, 1989; Retherford and Choe, 1993; Kleinbaum, 1994). The basic form of the 

logistic regression odds of contraceptive use or non-use takes the form:

where /?. represents the probability of using contraception for individual i with a set of 

independent variables x\, and p- is the vector of coefficients related to specific 

independent variables (Kleinbaum, 1994).

4.5.1.1 Model fitting

In this study, a number of explanatory variables have been used to model modem 

contraceptive use. Since the explanatory variables have been placed in five groups, the 

modelling of modem contraceptive use involves five steps. The aim of the modelling is to 

assess how the different variables or ‘blocks of variables’ contribute to contraceptive use 

while holding other variables constant. To do this, the variables or blocks of variables 

referred to as ‘models’, are entered into the regression equation successively. During the 

modelling process, Wald’s test of significance was used to test the effect of the variables 

added to a model.
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The first block of variables (model I) includes those that define the respondent’s 

characteristics (background variables) such as age, education, number and sex of children, 

current residence, childhood place of residence and ethnicity. The second model (model II) 

only has one independent variable (desire for more children).

Since one of the objectives of this study is to examine regional differences in use of 

contraception, region of residence is added to the logistic regression equation in the third 

model (model III). This makes it possible to examine the relationship between region of 

residence and contraceptive use, while controlling for the respondent’s characteristics and 

the desire for more children. In models IV and V, information access variables and family 

planning variables are added to the regression equation respectively. The results of the 

logistic regression analysis are presented as odds ratios. Table 4'4-presents a summary of 

the logistic regression modelling process employed in this study.

Table 4.4: Summary of logistic regression modelling process

Models Variables
MODEL I
MODELn
MODEL III
MODEL IV

Background characteristics
Background characteristics + Desire for children
Background characteristics + Desire for children + Region
Background characteristics + Desire for children + Region + Family 
planning variables

MODELV Background characteristics + Desire for children + Region + Family 
planning variables + Information access variables

4.5.1.3 Odds ratios

The results of the logistic regression analysis are interpreted using odds ratios. The odds 

ratio takes values between zero and infinity. An odds ratio of 1.0 is the neutral value and 

means that there is no difference between the groups compared; values close to zero or 

infinity mean a large difference. An odds ratio larger than 1.0 means that the numerator 

event is more likely to occur than the denominator event. Although we use this 

interpretation, it is noted that odds ratios are not equal to relative risks (ratio of two 

probabilities).

The logit is converted into a statement about the odds ratio of the dependent variable by 

using the exponential function. For example, if the dependent variable is contraceptive use 

and the predictor variable is level of education, we can find out the chances of 

contraceptive use among women of different educational levels (‘no education’, ‘primary’ 
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and ‘secondaryH-’) in comparison to the reference category. Suppose the reference group is 

‘no education’ and the odds ratios for using contraception for women with primary and 

secondary level education are 1.006 and 2.502, respectively. The interpretation is that 

when compared to the reference group, there is no difference in contraceptive use among 

those who have no education and those with primary education. For women with 

secondary education, the odds of using contraception are more than double the odds for 

women who have no education.

4.5.2 Multinomial logistic regression

The logistic regression model can be extended to models where the response variable has 

three or more categories. This type of regression is known as multinomial logistic 

regression. In this study, multinomial logistic regression is used to examine the 

determinants of contraceptive method choice. The response variable, method choice, has 

three categories namely, ‘pill/IUD/injection’, ‘condoms’ and ‘traditional methods’ for both 

the female and male analysis. Examining the choice of method is an important aspect of 

family planning research as it enables the understanding of the determinants and 

characteristics of users of different methods. This provides useful information for method 

specific action and policy formulation. Although traditional methods are not efficient 

methods of contraception, it was necessary to include them in the analysis of method 

choice as use of these methods indicate women’s intentions to regulate their fertility. The 

categories of the response variable must be mutually exclusive and exhaustive. This means 

that a sample member must fall in one and only one of the categories. The choice of the 

reference category for most statistical packages is often either the ‘first’ or ‘last’ category. 

However, with the statistical package STATA, it is possible to manipulate the data thereby 

choosing a reference category which suits the study’s objectives.

According to Retherford and Choe (1993), the most suitable way of presenting the effects 

of predictor variables on the dependent variable in multinomial logistic regression is using 

a Multiple Classification Analysis (MCA) table. The results are presented as estimated 

probabilities of choosing a particular method over the reference category. To illustrate this, 

an example of contraceptive method choice is used.

Let:
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P J - estimated probability of using pills

P2 = estimated probability of using condoms

P 3 = estimated probability of using traditional methods

In this example, traditional methods (P3) is used as the reference category and two 

categorical independent variables are used. These are the desire for more children (wants 

more and wants no more) and education (none, primary and secondary or higher 

education):

B; 1 if primary education, 0 otherwise

C: 1 if secondary+ education, 0 otherwise

D: 1 if wants more, 0 otherwise

It is hypothesised in this example that desire for more children and level of education 

influence method choice. The multinomial logistic model therefore consists of two 

equations (4a) and (4b) plus a constraint (4c). In log odds form, the model is as follows:

— ^] + b'^B + CjC + d^D (4a)

f, +^2 +^3 ==1 (4c)

Where a, and a; are constants; b,, c,, d, and, b2, c2, d^ are coefBcients. The equations 

(4a) and (4b) can be rewritten as follows:

n _n a2+62^+C2C+(/2t)

(44)

(4e)
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Since P, + P^ + P^ = 1, therefore, substituting in 4 (c) we obtain

(4f)

If we solve (4f) for Pg, we get

3 (4g)
2

0 : 4-6 :B-VC yC+t/ yZ) 
g

Substituting (4g) into (4d) and (4e) and repeating (4g) we get the probability form of the 

model as follows:

(4h)

(4i)

(4j)

where summations range 6om/=! to/=2. ht this example the functions P, , P; and Pg 

correspond to equations (4h), (4i) and (4j) respectively and the estimated probabilities of 

using pills, condoms and traditional methods, respectively. The MCA table is constructed 

by setting the predictor variables to appropriate combinations of ones, zeros and mean 

values in equations (4h), (4i) and (4j). For example, the formulae for P, , Pand Pg for

those with secondary+ education are obtained by substituting B=0, C=1 andD = Z) in 
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(4h), (4i) and (4j). Statistical controls are therefore introduced by holding the control 

variables at their mean values in the entire sample which in this case consists of sexually 

active men aged 15-54 and sexually active, non-fecund women aged 15-49 years 

(Retherford and Choe, 1993). The formulae for P, , P2 and P3 for the desire for more 

children are obtained by substituting B==0, C=B and D=1 in (4h), (4i) and (4j).

4.6 Summary

This chapter has described the 1996 ZHDS data which is used in the quantitative analysis 

of this study. The statistical software package SPSS version 11.0 was used in data cleaning 

and management, while the statistical package STATA Release 7.0 was used in the 

analysis of modem contraceptive use and method choice. This package was chosen 

because it is able to account for characteristics of sample surveys such as clustering, 

stratification and sample weights which if not taken care of can result in biased estimates. 

While the response variables for method choice differ slightly for the two sexes due to the 

small number of users for some methods among men, all the independent variables used in 

the male and female analysis were constructed in the same way to facilitate gender 

comparisons. These have also been described in this chapter.

This Chapter also described the bivariate analysis used to perform the preliminary analysis 

of contraceptive use and method choice. Multivariate analysis was- used in this study to 

determine the relative importance of the predictor variables when all other factors are 

accounted for. Binary logistic regression which was used in the modelling of modem 

contraceptive use has been described in detail and multinomial logistic regression which 

was used in the modelling of contraceptive method choice has also be described. The 

results of the logistic regression are discussed using odds ratios while those for the 

multinomial logistic regression are discussed with reference to estimated probabilities of 

using a method. The next two Chapters present the findings of the quantitative analysis.
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CHAPTERS

CONTRACEPTIVE USE AND METHOD CHOICE AMONG WOMEN IN 

ZAMBIA

5.0 Introduction

This chapter seeks to examine the factors that influence a woman's use and choice of 

contraceptive method in Zambia. It is based on information collected in the 1996 ZDHS 

from all sexually active, non-pregnant women, aged 15-49 years. The analysis of current 

contraceptive use in this study involved a comparison between users and non-users of 

modern methods, while that of contraceptive method choice was restricted to current users 

of any %7e q/" method.

Previous studies have shown that contraceptive use and method choice are influenced by a 

range of factors. Based on the reviewed literature and the study’s objectives, (see section 

1.3 in Chapter 1), a number of predictor variables were selected for the quantitative 

analysis of women's contraceptive use and method choice. Multi-collinearity was taken 

into account so as to avoid closely related variables in the analysis. The selected predictor 

variables were grouped as follows: background variables (age, education, number and sex 

of children, childhood residence, current residence, ethnic and lineage background); desire 

for more children; region of residence; family planning variables (respondents’ and 

partner’s approval of family planning and spousal communication) and information access 

variables (reads newspapers, listens to radio, watches television, known source of method, 

family planning information source, acceptability of family planning media messages and 

home visit by family planning worker). All the variables except ‘known source of method’ 

were applied to both the analysis of contraceptive use and method choice.

One of the objectives of this study was to find out whether regional variations in 

contraceptive use are a result of ethnicity or information access for instance. Therefore in 

order to establish what factors may explain contraceptive behaviour, firstly bivariate 

analyses of selected predictor variables and the region of residence were performed. A 

similar analysis was also performed for ethnicity and selected background variables. Figure 

5.1 presents an outline of Chapter 5.
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Figure 5.1: Analysis of women’s contraceptive use and method choice

The next section in this chapter examines the pattern of contraceptive use according to 

selected explanatory variables. This was done in order to give an idea of the characteristics 

of the respondents by modem contraceptive use. To identify the relative importance of 

each individual predictor variable in determining modem contraceptive use, binary logistic 

regression analysis was performed. Preliminary analysis of contraceptive method choice 

was also performed in this study, after which multinomial logistic regression was applied 

in the analysis of contraceptive method choice. A summary giving an overview of the 

chapter is presented at the end.

5.1 Preliminary analysis of the effect of region of residence and ethnicity

5.1.1 Characteristics of respondents by the region of residence

According to Table 5.1 and Figure 5.2, use of modem contraception among Zambian 

women lies between 10%-15% in most of the country. The prevalence level exceeds 25% 

only in Lusaka province, followed by Copperbelt province with nearly 20%. The lowest 

level is 6% in Luapula province. These regional patterns are consistent with the findings 

of the 1992 ZDHS and other smaller studies. Based on the observed levels of modem 

contraceptive use, the provinces can be regrouped into four categories, namely, ‘lowest 

use’ (<10 %), ‘low use’ (10-15%), ‘medium use’ (15-20%) and ‘high use’ (>20%) 

provinces as Figure 5.2 illustrates.
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Figure 5.2: Regional distribution of modem contraceptive use among women, Zambia 
DHS, 1996

The results in Table 5.1 show a similar age pattern across the provinces. In all the 

provinces the highest proportion of women are aged between 20 and 29 years. While 

Lusaka province has the lowest proportion of teenagers (13%), Western province has the 

highest (20%). As expected, both Lusaka and Copperbelt provinces have the highest 

proportion of women with secondary or higher education (42%). In these two provinces as 

well, over three quarters of the women live in urban areas. Eastern province has the lowest 

proportion of women with secondary or higher education as well as has the highest 

proportion of uneducated women and rural dwellers.

Regarding the type of lineage system, the results in Table 5.1 indicate that most of the 

respondents belong to ethnic groups of matrilineal descent. Two thirds or more of women 

in all provinces except Western province belong to ethnic groups of matrilineal descent. 

The general pattern reveals that the ethnic geography of Zambia is reflected in its 
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provincial sub divisions. The results show a distinct distribution of the ethnic groups in six 

provinces namely Luapula, Northern, Copperbelt, Eastern, Southern and Western 

provinces. Each of these provinces inhabits over 60% of women of a particular ethnic 

group. For instance, the results show that the Bemba are mainly found in Luapula, 

Northern and Copperbelt provinces, while the Nyanja are predominantly found in Eastern 

province. Tonga respondents were mainly found in Southern province, while those 

belonging to the Barotse ethnic group were predominantly found in Western province. In 

the remaining three provinces, the respondents were shared among several ethnic groups. 

For instance, in Central province the respondents were mainly of Bemba or Tonga origin, 

while in Lusaka province, most respondents were either Bemba, Tonga or Nyanja. 

Respondents in North-western province were spread among three ethnic groups, namely 

Lunda, Luvale and Kaonde. While the ethnic composition of Lusaka province is largely a 

consequence of internal migration, that of North-western province has been largely 

influenced by historical movements of the ethnic groups.

With reference to the desire for more children, women in Zambia most commonly want to 

have children after two years (see Table 5.1). In Western province however, equal numbers 

want more children now or want to wait until after two years. Also, while it is noted that 

about one in three women in most of Zambia are currently not in union, in Western 

province, the figure, is much higher with nearly half of the respondents not being in union 

at the time of the survey. The 1996 ZDHS found that overall 76% of all women 

interviewed were in a marital union at the time of the survey. Further explorations reveal 

that approximately 30% of the women in Western province have never been married 

before. This could be explained by the comparatively high proportion of teenagers in the 

province. Also, except for Luapula and Western provinces, in all the other provinces the 

results in Table 5.1 show that the majority of spouses in Zambia approve rather than 

oppose family planning.

According to the results in Table 5.1, over 50% of women in the more economically 

developed provinces namely, Lusaka, Copperbelt and Central provinces have are regular 

radio listeners. Reading newspapers on a regular basis is not a popular thing among 

Zambian women. The results in Table 5.1 also reveal that the majority of women in 

Western province (44%) do not have a source of information on family planning, while 

surprisingly about half of the women in Luapula province, which is a comparatively 
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underdeveloped province, have multiple information sources. This result compares well 

with that of more developed provinces like Lusaka and Copperbelt provinces where over 

50% of women have cognitive access to family planning information. It is also noted that 

compared with other provinces, Eastern province has a significantly higher proportion of 

women (45%) who rely on health workers for information on family planning. In both 

Luapula and Eastern provinces, the vast majority of women live in rural areas where access 

to health services is limited compared to the more developed provinces.
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Table 5.1; Regional distribution of all women by selected characteristics, Zambia DHS, 1996
Characteristics Luapula Central Copper-belt Eastern Lusaka
Total 640 554 787 837 750
Using modem contraception 6.00 13.19 18.54 11.29 27.53
^ge

15-19 15.16 15.93 17.15 15.54 13.37
20-29 38.62 40.31 39.29 38.89 44.80
30-39 14.67 15.79 15.65 16.65 15.23
40f 31.55 27.97 27.92 28.92 26.60

Education
No education 16.87 8.68 6.37 33.75 7.30
Primary 66.05 60.19 51.86 57.80 51.15
Secondary+ 17.08 31.13 41.77 8.45 41.56

Current resti/encg
Rural 80.44 59.81 15.83 89.92 9.86
Urban 1956 40.19 84.17 10.08 90.14

TVirntter umJ sat (^cAtWren
No child 17.83 19.75 19.86 16.30 18.54
1-3 male children only 11.25 14.77 15.95 13.05 16.75
1-3 female children only 15.52 14.46 15.82 13^9 16.79
1 -3 both sexes 32.63 30.23 27.14 35.59 31.29
4+ both sexes 22.78 20.79 21.24 21.07 16.63

Lineage type
Matrilineal 96.79 87.90 81.82 68.57 7435
Patrilineal 3.21 12.10 18.18 31.43 25.65

Ethnicity arkf /meage OP^
Luvale (matrilineal) 0.00 1.80 4.09 0.00 1.54
Bemba (matrilineal) 95.84 46.31 60.52 3.36 25.83
Tonga (matrilineal) 0.46 26.98 6.44 0.38 2136
Lunda (patrilineal) 1.09 0.39 1.87 0.12 0.68
Kaonde (matrilineal) 0.17 4.07 3.67 0.15 2.04
Barotse (partilineal) 0.15 4.22 3.13 0.12 7.48
Nyanja (matrilineal) 0.66 10.77 10.56 77.15 28.55
Mambwe (patrilineal) 1.30 2.57 4.57 0.64 4.76
Tumbuka (patrilineal) 0.33 2.89 5.12 18.08 7.86

Desire /or More children
Wants within 2 years 24.08 26 41 21.29 27.39 23.50
Want after 2 years 48.79 38.21 40.38 44.75 44.75
Wants no more 27.13 35.38 38.33 27.86 35.76

Aforiml stotus
Not in union 29.49 33.42 36.59 25.05 3635
In union 70.51 66.58 63.41 74.95 63.65

Partner 1; /T (yprovo/
No spouses 29.49 33.42 36.59 25.05 3635
Disapproves 37.84 31.27 23.04 31.70 20.42
Approves 32.67 35.32 40.37 43.25 4334

Respondent's PIP q^provu/
Disapproves 28.25 24.54 10.05 24.73 10.65
j^aproves 71.75 75.46 89.95 75.27 8935

Peads newspaper
No 92.70 88.54 62.57 83.15 52.71
Yes 7.30 11.46 37.43 16.85 47.29

Listens to radio
No 51.53 45.49 20.63 64.10 21.91
Yes 48.47 54.51 79.37 35.90 78.09

PIP ir^rMation sowrce
No source 19.58 27.36 12.03 24.79 14.16
Electronic media only 5.46 8.28 6.68 4.39 6.73
Print media only 2.03 2.81 3.43 0.73 3.65
Health worker only 22.35 22.36 8.78 45.37 17.99
> One source 5058 39.19 69.08 24.72 57.46

Home visit 6y PIP worker
No 95.36 94.29 97.41 94.70 94.61

Yes 4.64 5.71 2.59 5.30 5.39
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Table 5.1 (Continued)
Characteristics Northern North-western Southern Western
Total 557 451 642 693
Using modern Contraception 7.01 11.64 9.63 9.27
^ge

15.19 14.94 14.59 17.09 20.21
20-29 40.57 42.70 42.77 35.08
30-39 15.98 16.69 14.67 1236
40+ 28.51 26.06 25.47 32.16

.ge^MCJtzom
No education 12.17 20.37 1038 20.01
Primary 72.07 60.06 67.05 61.27
Secondary+ 15.76 19.57 2237 18.72

Current refK/emce
Rural 85.11 80.72 76.63 84.50
Urban 14.89 19Ji8 23.37 15.50

^wnAer anc? j^ax o/" cAzWran
No child 15.46 15.46 17.62 24.26
1 -3 male children only 14.23 13.54 13.59 1437
1 -3 female children only 16.30 12.99 14.61 13.12
1 -3 both sexes 30.40 37.11 34.12 32.75

4+ both sexes 23.61 20.90 20.06 15.30
Lineage t^pe

Matrilineal 66.53 62.46 88.98 36.16
Patrilineal 33.47 37.54 11.02 63.84

Ethnicity jAj hheaga
Luvale (matrilineal) 0.90 34.85 0.17 30.09
Bemba (matrilineal) 63.75 7.60 3.55 1.45
Tonga (matrilineal) 0.33 0.41 81.12 1.73
Lunda (patrilineal) 0.00 32.03 0.50 038
Kaonde (matrilineal) 0.19 22.73 0.21 331
Barotse (partilineal) 0.19 1.07 7.75 61.82
Nyanja (matrilineal) 1.55 1.09 3.05 0.73
Mambwe (patrilineal) 2969 0.00 1.00 030
Tumbuka (patrilineal) 3.40 0.21 1.13 0.00

Zlarlre/hr /Twre cAiWren
Wants within 2 years 26.16 24.21 26.35 37.04
Wants after 2 years 44.68 42.27 43.71 36.81
Wants no more 29.16 33.52 29.95 26.16

^^rito/ sta/us
Not in union 30.63 28.66 3308 48.96
In union 69.37 71.34 66.92 51.04

Spouse's /uTrnz/y pknnmg approval
No spouse 30.63 28.66 33.08 48.96
Disapproves 27.72 17.11 31.05 34.41
Approves 41.65 54.24 35.86 16.63

Respomz^nt'sfamily p/nmnwg upprovu/
Disapproves 21.83 5.13 14.45 34.86
Approves 78.17 94.87 85.55 65.14

Reozk newspaper
No 94.45 86.81 68.71 94.46
Yes 5.55 13.19 31.29 534

ZwteMS m roz^i'o
58.61 6132 52.20 66.92

Ter 41.39 3&68 47.80 3108
7P zy^fTMUrioM sozzrce

No source 2333 33.29 18.47 43.63
Electronic media only 2.68 5.46 2.43 4.19
Print media only 2.50 3.95 3.34 4.33
Health provider only 28.76 22.38 30.48 22.18
> One source 42.53 34.92 45.29 25.66

Home vzrzZ 6y/azzzz/y p/u/z/zzhg worker
No 91.70 98.89 9536 95.38
Yes 8.30 IJl 4.74 4.62
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5.1.2 Characteristics of respondents by ethnicity and lineage

The results shown in Table 5.1 reveal some important differences in the characteristics of 

women by the region of residence which may be related to ethnicity and lineage 

background and could be key in explaining contraceptive behaviour. Figure 5.3 shows the 

geographical distribution of the different ethnic groups and lineage systems. In this study, a 

province is taken to be matrilineal or partilineal on the basis of the lineage descent of the 

most predominant ethnic group(s) in that province according to the results in Table 5.1. 

Using this criterion it is noted that much of Zambia is occupied by ethnic groups of 

matrilineal descent.

Figure 5.3: Regional distribution of ethnic and lineage systems in Zambia

The distribution of modem contraceptive use according to lineage and ethnicity (Figure 

5.4) reveals differences in use among the groups. The contraceptive use levels for most of 

the ethnic groups lie between 10-15%, but is observed to be higher among women 

belonging to patrilineal than matrilineal ethnic groups. The higher level of current use 
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among patrilineal women is as a result of the contribution of two ethnic groups, namely 

Lunda and Tumbuka which have comparatively higher levels of use; about one in five 

Tumbuka women and 17% of Limda women are using modem contraception. The lowest 

proportion of users is among Luvale women (8%) who are matrilineal.

Figure 5.4 Percentage of women using modem contraception by

The results in Table 5.2 show a similar pattern of distribution for the number and sex of 

living children across the ethnic groups. In all the ethnic groups, the majority of women 

reported having up to 3 children of either sex. The Barotse have a significantly high 

proportion of childless women of 26% compared to the rest of the provinces. It is therefore 

not surprising that nearly a third of women from this ethnic group want to have children 

soon. The results in Table 5.3 also reveal that among almost all the ethnic groups, about 

two fifths of women want to have children after two years and between one fifth and one 

third want to have another child sooner.
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Table 5.2: Percentage of all women by ethnicity and lineage according to selected 
characteristics, Zambia DHS, 1996________ _______________________

Characteristics Luvale
(M)

Bemba (M) Tonga 
(M)

Lunda 
(P)

Kaonde
(M)

Total 433 1977 937 180 197
Contraceptive use 8.14 13.70 14.58 16.95 15.14
^ge

15-19 18.43 15.50 16.60 17.90 15.93
20-29 39.78 41.05 40.42 43.36 38.46
30-39 1531 14^8 15.92 19.64 10.91
40+ 26.47 28.47 27.03 25.98 27.83

No education 18.18 9.79 9.09 19.64 10.97
Primary 63.98 59.73 62.81 58.86 65.92
Secondary+ 17.85 3048 2830 21.51 23.11

CwrrgMf residence
Rural 68.58 46.37 70.64 62.93 50.86
Urban 37.07 53.63 29.36 37.07 49.14

Number and sex of cAi/dren
No child 21.72 19.27 16.40 11.84 19.23
1-3 Male children only 14.20 13.56 15.71 21.69 14.42
1-3 Female children only 14.84 15.76 14.62 12.64 14.59
1-3 Both sexes 34.21 29.57 33.31 32.23 31.50
4+ Both sexes 15.04 21.84 19.97 21.60 20.26

Desire/hr children
Wants within 2 years 33.05 23.15 27.41 21.40 27.17
Wants after 2 years 37.56 43.60 40.44 44.55 41T3
Wants no more 29.39 33.25 32.15 34.05 31.70

Re^onden(’s i%prova/
Disapproves 23.74 18.26 14.02 6.62 16.03
Approves 76.26 81.74 85.98 93.38 83.97

i^owse's Ff approval
No spouse 38.84 34.44 32.70 21.80 32.60
Disapproves 2738 27.25 29.37 18.10 27.09
Approves 33.97 38.31 37.92 60.72 40.31

Reads newspaper
No 88.64 77.11 68.66 82.21 83.28
Yes 11.36 22.89 31.34 17.79 16.72

Zis/ens io radio
No 61.64 38.49 45.63 52.10 37.50
Yes 38.36 61.51 54.37 47.90 62.50

FP iT^nnaiion source
No source 32.57 17.85 17.68 25.86 26.74
Electronic media only 6.30 5.41 4.42 6.44 8.96
Print media only 6.82 2.70 3.22 3.08 1.52
Health provider only 19.02 18.84 28.20 19.04 17.18
> One source 35.29 55.20 46.48 45.58 45.61
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Table 5.2 (Continued)
Characteristics Barotse (P) Nyanja (M) Mambwe (P) Tumbuka (P)
Total 587 1041 269 290
Contraceptive use 15.26 15.27 10.13 21.20
/(ge 

15-19 19.44 15.65 11.97 12.62
20-29 40.31 3925 3830 43.93
30-39 11.53 16.45 18.77 14.40
40+ 28.72 28.45 30.96 29.05

Education
No education 14.15 24.78 15.24 15.36
Primary 51.89 57.79 59.65 55.71
Secondary+ 33.97 17.43 2111 28.93

Current residence 
Rural 62.82 53.84 49.88 52.71
Urban 37.18 46.16 50.12 47.29

Number and sex of children 
No child 26.49 16.67 15.16 15.10
1-3 Male children only 14.48 1328 14.46 18.04
1-3 Female children only 14.45 15.36 15.22 15.01
1 -3 Both sexes 29.50 33.23 31.98 35.84
4+ Both sexes 15.08 20.96 23.19 16.01

Desire for children
Wants within 2 years 31.63 25.20 27.71 21.08
Wants after 2 years 42.24 41.79 39.28 46.29
Wants no more 26 13 33.01 33.02 32.63

Respondent’s (^ruva/
Disapproves 25.21 18.13 21.45 22.69
Approves 74.79 81.87 78.55 77.31

,;^owsg's FIP approval 
No spouse 48.04 29.82 , 28.60 30.06
Disapproves 28.39 27.58 31.67 27.96
Approves 23.57 42.60 39.67 41.98

newspaper
No 78.63 75.79 78.53 69.56
Yea 21.27 24.21 21.47 30.44

No 51.00 46.28 47.31 44.48
Yes 47.90 53.72 52.69 55.52

FP zM/onMotzoM .yowrcc 
No source 32.30 20.98 23.30 2429
Electronic media only 3.27 5.33 4.64 7.06
Print media only 4.41 2.00 1.77 2.16
Health provider only 20.00 34.42 19.04 25.66
> One source 40.02 37.27 51.25 40.82

Note: (M) denotes matrilineal and (P) denotes patrilineal

Since lineage systems are distinguished by their emphasis on either males or females, sex 

preference could be important in determining contraceptive adoption. The assumption is 

that the male dominated patrilineal groups would prefer to have sons, while matrilineal 

groups would prefer daughters. For both lineage groups, contraceptive use is lowest among 
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women without children and that regardless of the number and sex of children, patrilineal 

women have higher levels of use than matrilineal women as Table 5.3 shows.

Table 5.3: Percentage of women currently using modem contraception by lineage type and 
the number and sex of children, Zambia DHS, 1996 ________ __________________
Number and sex of_____ Matrilineal Patrilineal AU women____
children % using No. of 

women
% using No. of 

women
% using No. of 

women
None 6.3 799 10.9 285 8.07 1084
1-3 Male children only 13.0 602 16.5 243 15.41 845
1-3 Female children only 11.6 654 17.3 225 13.79 879
1-3 Both sexes 14.1 1402 15.9 503 16.41 1905
4+ Both sexes 14.8 916 15.6 282 16.24 1198
Total 4373 1538 5911

5.2 . Preliminary analysis of contraceptive use

Overall, close to a quarter of all Zambian women reported using contraception at the time 

of the survey. Of these, only about 13% were using modem methods. Table 5.4 is a 

summary of the characteristics of current users of modem methods among women in 

Zambia. Chi-squared tests were performed to show the association of the predictor 

variables with modem contraceptive use at 1%, 5% and 10% levels of significance. The 

results of the bivariate analysis indicate that all the selected predictor variables have 

significant association with contraceptive use.

With reference to the woman’s age, the results in Table 5.4 are in the expected direction, 

showing lowest use among women aged 15-19 years (9%), a peak of about 17% among 

women in their 20s, after which use declines for older women. Regarding the level of 

education, the results show that there is a positive relationship between female education 

and use of modem methods.

In this study, the pattern of contraceptive use according to the number and sex of children 

has also been examined. The results in Table 5.4 show that fewer than 10% of women are 

currently using family planning before the birth of their first child. However with increased 

parity, contraceptive use rises, although it declines marginally among those with four or 

more children of both sexes. Regarding the sex of the children, modem contraceptive use is 

slightly higher among women with 1 -3 male children only, than among their counterparts 

who have only female children. This pattern of use may suggest that women are more 

satisfied once they have had at least a male child (and therefore will adopt modem 
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methods) than when they only have female children. Women’s use of methods is also 

observed to rise if they have children of both sexes according to the results in Table 5.4.

Table 5.4: Percentage of all sexually active non-pregnant women currently using modem 
contraceptive methods by selected characteristics, Zambia DHS, 1996.
Characteristics % Currently using Number of women
Total
/^gg* * *

13.06% 5911

1549 9.22 949
20-29 16.78 2374
30-39 14.23 902
40+ 

Education*"^*
13.64 1686

No education 5.44 919
Primary 11.55 3575
Secondary+

Number and sex of cAzWrgn * * *
25.17 1417

No child 8.07 1084
1-3 males 15.41 845
1-3 females 13.79 879
1-3 both sexes 16.41 1905
4+ both sexes

Childhood rarzckMcg***
16.24 1198

Rural 9.85 3536
Urban

Current rgszzfg/zcg * * *
19.76 2375

Rural 7.88 3776
Urban

7)gszrg_/brzMorgcAz/z//'gM***
22.66 2135

Wants within 2 years 7.47 1559
Wants after 2 years 16.00 2496
Wants no more

Marital sizzAzs
17.50 1856

Not in union 9.06 1979
In union

Spousal COTMZTZZZ/ZZCZZAOM***
16.97 3932

No spouse 9.06 1979
No discussion 4.73 1697
Discusses

Partner’s /h/Mz?)/ planning <%prova/***
25.84 2235

No spouse 9.06 1979
Disapproves 342 1507
Approves

Respondent’s/azMzVyp/zzzznzrzg i%provzz/ ***
24.86 2425

Disapproves 3.08 1167
Approves

Reads zzgwspz^er***
16.85 4744

No 10.68 4690
Yes

Tzsterzs to rzzdzo***
25.87 1221

No 8.03 2857
Yes 19.30 3054
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Table 5.4 (continued)
Characteristics % Currently using Number of women
Total 13.06 5911
Watches television***

No 9.81 4624
Yes 26.60 1287

Known source of method***
No source 0.95 1273
Public source 14.03 3668
Private source 32.65 970

Family Planning information source***
No source 4.50 1392
Electronic media only 8.81 305
Print media only 10.52 169
Health provider only 12.08 1476
> One source 20.78 2569

Accepts FP media messages***
No 9.31 815
Yes 15.10 5095

Home visit by FP worker***
No 14.08 5626
Yes 18.64 285

Note: * p <0.05, ** p <0.01, *** p <0.001

According to Table 5.4, for both the childhood and current residence the proportion of 

women using modem methods is significantly higher among urban than rural women. It is 

also observed from Table 5.4 that while there is a marked difference in contraceptive use 

between women who want to have another child soon and those who want to either space or 

limit births, there is hardly any difference in the contraceptive behaviour of women in the 

two latter groups.

In Zambia, modem contraceptive use is highest among women who discuss family planning 

with their spouses. While about a quarter of these women are using modem contraception, 

only 5% of their counterparts who do not discuss family planning with their partners are 

using contraception. Similarly, a quarter of all women whose partners approve of 

contraceptive use are using modem methods. Although the results in Table 5.4 show that 

modem contraceptive use is much higher among women who approve of family planning 

(17%) than among those who are unsure or oppose its use altogether (3%), it is still 

relatively low among those who approve.

The results in Table 5.4 reveal that women who are generally exposed to media such as 

radio, television or newspaper weekly have significantly higher levels of use of modem 

methods than their counterparts who are not. During the survey, women were also asked if 
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they knew where to obtain modem contraceptive methods. Although over half of them 

mentioned a public rather than a private source, the proportion using modem methods is 

observed to be significantly higher among the latter (32.7%) than the former group (14%). 

In this study a private source of family planning methods includes private hospitals, private 

clinics, pharmacies, shops, churches, relatives and friends.

With reference to access to family planning information, the results in Table 5.4 suggest 

that generally having some form of access to information puts women in a better position 

to adopt contraception than not having any access at all. Moreover, the more the sources 

of family planning information a woman has, the more likely it is that she will adopt a 

modem method. It could also be that women who want to use a method will learn about 

sources. It is however quite interesting to note that the proportion of women using modem 

methods among those who access family planning information from radio or television is 

not higher than that of women who access family planning information in print media. A 

possible explanation for this is the wider circulation of family planning in the form of print 

than electronic media in Zambia. Further, print media for communicating family planning 

information have been in use for a longer time compared to radio and television. Table 5.4 

also reveals that only about one in five of those who had received a home visit from a 

family planning worker within the twelve months prior to the survey were using modem 

methods. Home visits by family planning workers in Zambia are quite rare as the results 

reveal. Only about 5% of women were visited at home by health workers in the 12 months 

prior to the study.

5.3 Multivariate analysis of contraceptive use

fri order to find out the relative importance of the predictor variables in contraceptive use 

when all other factors are accounted for, logistic regression analysis was performed. The 

results of this analysis are presented in Table 5.5 in the form of odds ratios of modem 

contraceptive use. Overall, the results show that out of a total of 17 variables that were 

used in the modelling process, 11 are significant predictors of modem contraceptive use 

when all the factors are accounted for. These include education, current residence, ethnic 

and lineage background, region of residence, kno^vn source of method, both the 

respondent’s and the partner’s approval of family planning and the source of family 

planning information. The modelling process involved five steps, referred to as models in 

this study (see Chapter 4 for details).
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The results presented in Table 5.5 show that all the variables are significant predictors of 

modem contraceptive use when background variables are accounted for in the first model 

(model I). Young girls in their teens are more likely to use modem methods than older 

women in their 40s when background variables are accounted for. As expected, the results 

show a positive correlation between female education and contraceptive use. Model I also 

shows that women with four or more children of both sexes are significantly more likely to 

use contraceptives than women who do not have any children or those with up to three 

children. Women who spent their childhood in urban areas and those who currently reside 

in urban areas have significantly higher chances of using modem methods than their rural 

counterparts. With reference to the ethnic and lineage background, Luvale ethnic group 

was used as the reference category since it has the lowest level of modem contraceptive 

use (see Table 5.2). It is observed that in model I, only four out of the nine ethnic groups, 

namely Tonga (matrilineal), Barotse (patrilineal), Nyanja (matrilineal) and Tumbuka 

(patrilineal) have odds ratios that are significantly different from 1.0.

In the second model (model II), the respondent’s desire for more children was entered into 

the logistic regression equation. The results for this model show that all the background 

variables as well as the desire for more children are important determinants of 

contraceptive use. It is worth noting that spacers and limiters have the same odds of using 

modem methods when compared with the reference group. The addition of desire for more 

children in model II reduces the odds ratios for education, childhood residence, current 

residence and ethnic and lineage background slightly.

The region of residence was controlled for together with background variables and the 

desire for more children in model III. Luapula province was used as the reference group 

because it has the lowest proportion of contraceptive users (see Table 5.1). In this model, 

age and childhood place of residence cease to be important in explaining modem 

contraceptive use. It is observed that Copperbelt, Eastern and Lusaka provinces are 

significantly different for the reference group in this model. The addition of region of 

residence in model III also alters the odds ratios of most of the variables. For instance, 

while the odds ratios for education and desire for more children increase, those of other 

variables decrease slightly. The odds ratios for Tumbuka and Nyanja ethnic groups also 

cease to be significantly different from the reference ethnic group when the region of 

residence is added to the logistic regression equation.
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Table 5.5: Odds ratios of current use of modem methods among all women by selected 
characteristics, Zambia DHS, 1996.

CHARACTERISTICS
MODEL I MODEL n MODEL UI MODEL IV MODEL V

/Ige
15-19 (R) 1.000 1.000 1.000 1.000 1.000
20-29 1.219 1.372* 1.340 1.202 0.950
30-39 0.766 0.899 0.872 0.839 0.662
40-49 0.676* 0.779 0.748 0.900 0.739

Education
None (R) 1.000 1.000 1.000 1.000 1.000
Primary 1.956*** 1.945*** 2.054*** 1.749*** 1.454*
Secondary+ 4.082*** 3.903*** 4.109*** 3.314*** 2.048***

Number ayzj sex (/^c/»Wre«
4f both sexes (R) 1.000 1.000 1.000 1.000 1.000
1-3 males 0.434*** 0.510*** 0.494*** 0.802 0.813
1 -3 females 0.383*** 0.442*** 0.429*** 0.715 0.724
1-3 both sexes 0.628*** 0.679** 0.661** 0.808 0.781
No child 0.193*** 0.249*** 0.240*** 0.673 0.721

CAzWAoo j place i^resiz/ence
Rural (R) 1.000 1.000 1.000 1.000 1.000
Urban 1.231* 1.229* 1.185 1.074 0.978

Curremt resKfemce
Rural (R) 1.000 1.000 1.000 1.000 1.000
Urban 2.587*** 2.526** 2.096*** 2.108*** 2.229***

frAnzczi)' anz^ Zweage bacAgrowzzZ
Luvale (matrilineal) (R) 1.000 1.000 1.000 1.000 1.000
Bemba (matrilineal) 1.153 1.118 1.264 1.390 1.210
Tonga (matrilineal) 1.605* 1.587* 1.667* 1.800* 1.575
Lunda (patrilineal) 2.006 1.922 1.889 1.799 1.335
Kaonde (matrilineal) 1.524 1.507 1.464 1.644 1.551
Barotse (patrilineal) 1.658* 1.649* 1.606* 1.761* 1.756*
Nyanja (matrilineal) 1.717* 1.665* 1.331 1.417 1.247
Mambwe (patrilineal) 0.914 0.894 0.979 1.157 1.027
Tumbuka (patrilineal) 2.046** 1.971** 1.688 2.023** 2.128*

Desire^r children
Wants within 2 years (R) 1.000 1.000 1.000 1.000
Wants after 2 years - 1.881*** 1.914*** 2.070*** 2.114***
Wants no more 1.818*** 1.839*** 2.148*** 2.196***

Region 0/ resizZemoe - -
Luapula (R) - - 1.000 1.000 1.000
Centra] - - 1.596 1.620 2.265**
Coppefbelt - - 1.690* 1.552 1.294
Eastern - - 2.380** 2.066** 2.334**
Lusaka - 2.746*** 2.580*** 3.021***
Northern - 1.249 1.090 1.351
North-western - - 1.847 1.491 1.608
Southern — 1.208 1.178 1.174
Western 1.751 2.390** 2.888***

R&sponzZent approves /TP
Disapproves (R) - - - 1.000 1.000
Approves - - 2.336*** 1.657*

fzirtner zyproves TV
No spouse (R) • - - 1.000 1.000
Disapproves - - - 0.902 0.900
Approves - - - 3.886*** 3.499***

RezizZs newspaper
No (R) - - - - 1.000
Yes - - - - 1.324*

Azste/w to radio
No (R) - » 1.000
Yes - - - - 1.280*
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Table 5.5 (Continued)
CHARACTERISnCS MODEL I MODEL U MODEL UI MODEL IV MODEL V
Watches television

No (R) — - - - 1.000
Yes - - - - 0.015

Arnow source of method
Public source (R) - - - 1.000
Private source - - - 3.760***
Don’t know source - - 0.127***

FP information source
No source (R) - - - 1.004
Electronic media only 
Print media only

1.004
0.918

Health provider only 
> One source -

1.602*
1.593**

Accepts FP media messages
No(R) - - — - 1.000
Yes - - - 0.920

Home visit by FP worker
No(R) - - - 1.000
Yes - - - - 1.162

Note: * p <0.05, ** p <0.01, *** p <0.001, - Not applieable

Model rv shows the pattern of modem contraceptive use once the family planning variables 

(spousal communication, respondent's and partner’s family planning approval) are 

introduced into the logistic regression equation. During the modelling process ‘spousal 

communication’ was dropped from the model because of collinearity. In model IV all the 

variables that were significant in the previous model (model III) continue to be significant 

in model IV, except for the number and sex of children. It is also noted that there is a slight 

reduction in the odds ratios for some variables, while most variables experience a slight 

increase in the odds of using methods. For example, the odds ratios for the level of 

education decrease, while those for the desire for more children and ethnicity and lineage 

background increase slightly. Also, in model IV, Copperbelt province ceases to be 

significantly different from the reference category. It is also noted that while the odds ratios 

for almost all the provinces generally reduce, Western province becomes significantly 

different from Luapula province in model IV. Also, the odds of using contraceptive use

among women in Western province compared with the reference 

considerably in this model. Further explorations indicate that there 

interaction between spousal approval and region of residence in their

group increase 

is a significant 

association with

contraceptive use. The easiest way to interpret the interaction is to plot a graph of estimated 

probabilities of use for the interaction factor as Figure 5.5 shows. Generally the notable 

differences in contraceptive use are between women whose spouses approve and those 

whose spouse’s oppose family planning. Substantial differences in contraceptive use are 

UBRAMY ^1
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noted between women whose spouses approve or disapprove of family planning among 

those residing in Copperbelt, Lusaka and Western provinces.

In the final model, (model V), information access variables are controlled for along with 

the other correlates of modem contraceptive use. It is noted that models IV and V have 

similar variables that have significant association with contraceptive use. In addition, in 

model V, all the information access variables except for ‘watches television’, ‘accepts 

family planning media messages’ and ‘home visit by family planning worker’, are 

significant predictors of contraceptive use when all the correlates of contraceptive use are 

controlled for. The results in model V reveal that the odds of using modem methods among 

women with secondary or higher education are two times greater than for uneducated 

women. Also, women who have only reached primary education have a 45% greater 

chance of using contraception relative to their counterparts who have never been to school. 

The current place of residence is also observed to be a significant predictor of modem 

contraceptive use; urban women are twice more likely to use methods than their rural 

counterparts. The results in Table 5.5 also reveal that the odds of using modem methods 

among women who want to space or limit births are double those for women in the 

reference group.
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Table 5.5 (model V) also shows that ethnicity and lineage background and region of 

residence are important determinants of contraceptive use among women in Zambia when 

all the factors are accounted for. However only two ethnic groups, namely, Barotse and 

Tumbuka (which are both patrilineal), are significantly different from Luvale ethnic group 

although the association is a weak one (p<0.05). Women residing in Central, Eastern, 

Lusaka and Western provinces are 2.3 to 3.0 times as likely as those residing in Luapula 

province to use modem methods. It is also observed that Central province, which was 

previously insignificant (in models III and IV), becomes significantly different from 1.0 in 

model V. It is worth mentioning that the odds ratios observed for two categories, namely 

Eastern and Western provinces (both rural provinces) are significantly higher than Luapula 

province which is also equally underdeveloped. The results for region of residence also 

confirm the proposition that regional residence is correlated with ethnicity. Tumbuka and 

Barotse women who are significantly more likely to use modem methods than the 

reference group (in model V) are mainly found in Eastern and Western provinces 

respectively (see Table 5.2).

According to the results for model V, it is observed that women who approve of 

contraceptive use are about 66% more likely to use modem methods than those who 

oppose it. It is also noted that the odds of using methods among women whose partners 

approve contraceptive use are 3.5 times greater than for those for who are not in union. The 

findings in Table 5.5 (model V), also reveal that women who read newspapers weekly are 

32% more likely to adopt modem methods than those who do not. Similarly, those who 

listen to the radio have a 32% greater chance of using contraceptives relative to those in the 

reference category. It is also observed that Zambian women who know a private source of 

method have an odds ratio nearly four times that of those who know a public source. 

Women who obtain family planning information from health workers or have multiple 

information sources also have about 60% higher odds of using modem methods than those 

without an information source.

One of the objectives of this study was to find out if regional differences in contraceptive 

use are as a result of ethnicity or information access. To examine this relationship, several 

regression models were applied (results not shown). In the first model region of residence 

was entered into the regression equation alone. Except for Northern, Southern and Western 

provinces the odds ratios of all the other categories are significantly different for Luapula 
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province in this model. Women living in Lusaka province have the highest odds of using 

modem methods of about six times that of the reference group (Luapula province). To 

observe the effect of ethnicity and lineage background, this variable was added to the 

regression model. Although ethnicity and lineage background is a significant variable in 

this model, the results reveal that this variable does not have a notable effect on region of 

residence as the odds ratios of the provinces remain virtually the same. In addition the 

categories with significant odds ratios for region of residence in this model are the same as 

those in the previous model (with only region of residence). Also, only two categories for 

ethnicity and lineage background (Barotse and Tumbuka) are significantly more likely to 

use contraception than the reference group.

Another regression with just region of residence and information access variables was 

performed. In this model, with the exception of Eastern and Southern provinces, all the 

other categories are significantly different from the reference group. While the odds ratios 

for Central, Eastern and Western provinces increase by nearly 1.0, those for Copperbelt 

and Lusaka provinces decrease considerably. The odds ratios of the rest of the categories 

in region of residence remain virtually the same. In this model, all the information access 

variables are significant except for ‘acceptability of family planning messages’ and ‘home 

visit by family planning worker’.

5.4 . Preliminary analysis of contraceptive method choice

The analysis of contraceptive method choice in Zambia is based on information collected 

from 1,303 current users of any method of contraception. In this study, the factors 

influencing choice of methods among Zambian women are examined with reference to any 

type of method categorised as follows: pill, IUD and injection; condoms and traditional 

methods (see Chapter 4 for details).

Bivariate analysis was performed in order to have an idea of the characteristics of the 

respondents according to the type of method (Table 5.6). When chi-squared tests are 

performed, all the explanatory variables with the exception of ‘acceptability of family 

planning media messages’ and ‘home visit from a family planning worker’, are significant 

at 1%, 5% and 10% levels of significance. Table 5.6 presents the percentage of all users by 

the type of contraceptive method according to selected characteristics.
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Table 5.6: Percentage of all female users by type of contraceptive method according to 
selected characteristics, Zambia DHS, 1996. ______ _____________ ______
Characteristics Pill/IUD/ 

Injection
Condoms Traditional 

methods
Number of 

women
Total 32.16 19.04 48.81 1^103
^gg***

15-19 14.74 47.77 37.49 140
20-29 39.30 21.51 39.19 635
30-39 35.97 12.67 51.36 232
40+ 34.95 8.43 56.62 296

Education * * *
No education 21.37 7.05 71.58 139
Primary 29.76 17.96 52.27 738
Secondary+ 47.02 25.43 27.55 426

7VM7M6gr/sex of cA;Z</rg»***
No child 12.91 69.79 17.30 97
1 -3 males 32.97 31.25 35.78 189
1-3 females 37.09 24.64 38.27 190
1-3 both sexes 42.17 10.39 47.44 519
4+ both sexes 31.09 8.05 60.86 308

Desire for more eAzWre»***
Wants with 2 years 29.01 28.10 42.89 198
Wants after 2 years 34.22 22.02 43.76 697
Wants no more 39.51 11.91 48.58 408

Childhood residence***
Rural 23.75 18 93 57.32 652
Urban 44.79 20.23 34.98 651

Current residence***
Rural 20.85 15.79 63.36 691
Urban 46.92 22.79 30.29 612

Zineoge ^joe***
Matrilineal 36.63 19.15 44.22 881
Patrilineal 31.76 20.77 47.47 422

^iAniciiy orki /ineoge**
Luvale (matrilineal) 10.07 18.93 70.99 378
Bemba (matrilineal) 39.41 16.44 44.15 206
Tonga (matrilineal) 36.28 20.88 42.83 99
Lunda (patrilineal) 24.26 8.41 67.33 73
Kaonde (matrilineal) 17.92 30.99 51.09 42
Barotse (patrilineal) 39.00 27.18 33.82 123
Nyanja (matrilineal) 42.09 20.89 37.02 223
Mambwe (patrilineal) 19.90 7.40 72.70 72
Tumbuka (patrilineal 33.07 31.88 35.05 87

Region of residence ***
Luapula 40.24 14.94 44.82 53
Central 41.44 31.35 27.21 87
Copper-belt 41.34 22.13 36.52 182
Eastern 28.45 23.36 48.19 166
Lusaka 54.47 22.77 22.77 248
Northern 16.65 5.62 77.73 156
North-western 7.43 12.21 80.36 160
Southern 24.39 19.09 56.51 134
Western 27.43 20.48 52.09 117

Respondent's FP opprovoi***
Disapproves 11.18 21.31 67.51 77
Approves 36.61 19.53 43.86 1226

Marital sioins
Not in union 30.02 41.52 28.46 228
In union 36.27 14.95 48.78 1075
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Table 5.6 (Continued)
Characteristics Pill/IUD/

Injections
Condoms Traditional 

methods
Number of 

women
Total 32.13 19.06 48.81 1,301
Partner 's FP approval*** 

No spouse 30.02 41.52 28.46 228
Disapproves 20.14 7.65 7221 201
Approves 39.98 16.63 43.40 874

Spousal communication*** 
No spouse 30.02 41.52 28.46 228
No Discussion 6.92 5.92 87.15 136
Discusses 40.01 16.1 43.89 939

Reads newspaper ***
No 29.94 16.23 53.83 916
Yes 45.50 26.37 28.13 387

Listens to radio ***
No 21.40 16.90 61.70 506
Yea 42.55 21.11 36.35 797

Watches television***
No 26.23 17.34 56.42 896
Yes 50.26 23.51 26.23 407

FD information source*** 
No source 9.26 24.35 66.39 144
Electronic media only 22.90 24.48 52.62 49
Print media only 6.51 31.54 61.95 31
Health provider only 31.97 16.58 51.45 330
> One source 42.36 19.33 38.31 749

Accepts FP media messages
No 27.90 15.11 56.98 108
Yes 35.85 20.06 44.08 1195

Home visit by FP worker
No 34.67 19.99 45.34 1225
Yes 42.92 14.16 42.92 78

Note: * p <0.05, ** p <0.01, *** p <0.001

It is evident from the results in Table 5.6 that the type of method a woman chooses 

depends on various factors. Use of the pill, RID or injections is lowest among teenage girls 

(15%) and highest among women who are in their 20s (39%). The results also reveal a 

negative relationship between the woman's age and her use of Condoms methods. The 

opposite is observed for traditional methods.

According to Table 5.6, there is a direct relationship between the level of education and 

use of modem methods. Correspondingly, the proportion using traditional methods 

decreases as the level of education increases. With regard to the number and sex of living 

children, it is noted that women with up to three children have the highest proportion of 

use of pill, IUD or injection. Women who do not have any children have the lowest 

proportion using pill, IUD or injection and a significantly higher proportion of condom use 
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(70%) compared to women who have children. While less than 10% of those with four or 

more children of both sexes are using condoms, over 60% of women in this groups are 

using traditional methods.

While approximately 40% of women who want to cease childbearing are using pill, IUD or 

injection, only 12% of these women are using condoms. Women’s use of traditional 

methods is higher compared to the other two methods regardless of whether they want to 

space or limit births. Table 5.6 also reveals that women who spent their childhood in urban 

areas and those who are currently living in urban areas generally have a higher use of 

modem methods than their mral counterparts. It is also noted that while the difference in 

use of condoms among women who spent their childhood in rural or urban areas is 

marginal, there is quite a significant difference in proportions using pill, IUD or injection 

among rural and urban women. As expected, the majority (63%) of women living in rural 

areas are using traditional methods.

With regard to the lineage type, the results show that the choice of methods between users 

of matrilineal and patrilineal descent is not very varied. A slightly higher proportion of 

matrilineal women are using the pill, IUD or injection, while use of condoms and 

traditional methods is slightly higher among patrilineal women. The differences in method 

choice among the ethnic groups are complex, but substantial. There is no obvious pattern 

to them. For example, while condoms are least popular in the two patrilineal ethnic groups, 

namely Lunda (8.5%) and Mambwe (7.4%), these methods are also more commonly used 

by women in the other two patrilineal groups, the Tumbuka (32%) and Barotse (27%), as 

well as among Kaonde women (31%) who are matrilineal. Pill, IUD, and injections are the 

most popular method among Nyanja and Barotse women compared to the other two 

methods. Also over a third of Bemba, Tonga and Tumbuka women are using these 

methods. Regarding traditional methods, generally over a third of women are using 

traditional methods in all the ethnic groups. The proportions using traditional methods are 

particularly high among Luvale, Lunda, Kaonde and Mambwe women with well over half 

of the women in these ethnic groups using these methods.

With reference to the region of residence, the apparent differences observed in the choice 

of method suggest that the type of method a woman chooses to use, partly depends on 

where she lives. Over half of the users who reside in Lusaka province are using the pill. 
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IUD or injections, while less than 10% of women residing in North-western province are 

using these methods. Additionally, about one third of the women in Central province are 

using condoms, while in Copperbelt, Eastern, Lusaka, Southern and Western provinces, 

about one in five are using these methods as well. Use of condoms is lowest among women 

living in Northern province (6%). While in most of the provinces traditional methods are 

more popular than the other two methods (40%), in the more developed and urbanised 

provinces such as Central, Copperbelt and Lusaka provinces, a higher proportion of 

women are using the pill, IUD and injections rather than condoms or traditional methods.

It is also observed from Table 5.6 that a significantly higher proportion of women who 

approve of family planning use are using pill, IUD or injection (36%) compared to those 

against family planning (11%). The results also indicate that there is hardly any difference 

in use of condoms between women who approve or oppose family planning. It is also 

observed that a significantly higher proportion of women who disapprove of using 

contraception are using traditional methods.

The results in Table 5.6 indicate that among women whose partners approve of family 

planning, the proportions using either pill, IUD and injection or condoms are twice those 

whose partners oppose contraceptive use. It is also worth noting that the overwhelming 

majority of women whose partner’s are against contraceptive use or those who do not 

discuss family planning with their partner’s are using traditional methods. As expected, 

the proportion of women using condoms among those who are not in union far exceeds 

that of currently married women.

According to the results in Table 5.6, a significantly higher proportion of women who read 

newspapers, listen to the radio or watch television weekly are using modem methods than 

their counterparts who are not exposed to any of the media weekly. Traditional methods 

are the most popular among the latter group. The results also show that whereas fewer than 

10% of women without a source of information on family planning or those who get such 

information from print media only are using the pill, IUD or injection, a much higher 

proportion (42%) of women with multiple information sources are using these methods. 

Use of pill, IUD or injection is equally high among women who obtain family planning 

information from health providers only. The results in Table 5.6 also indicate that the 
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proportion of users for the other categories (no source, electronic media only and print 

media only) is higher for condoms than for the pill, IUD or injection.

5.5 Multivariate analysis of contraceptive method choice

Once all the selected explanatory variables are accounted for, only nine out of seventeen 

variables are significantly associated with contraceptive method choice (Table 5.8). These 

include age, education, current residence, childhood residence, region of residence, 

partner’s family planning approval an^f /hyMzYy p/aMMzng iM/brTMatzon source. In order to 

examine the influence of the significant predictors on contraceptive method choice, a 

parsimonious model was fitted. The results of the analysis of contraceptive method choice 

presented in this section are therefore based on the parsimonious model and are presented 

in Table 5.8 in the form of estimated probabilities of using pill, IUD, or injections; 

condoms or traditional methods. The coefficients and standard errors for the parsimonious 

model are presented in Table 5.2A in Appendix A.

In the analysis of contraceptive method choice, ‘traditional methods’ category was used as 

the reference group. The results of the modelling process indicate that age, region of 

residence and partner’s family planning approval are important in the use all modem 

methods in comparison with traditional methods. Current residence, listens to radio and 

family p/a»MZMg z/^TTMurzou source are only significant in the use of the pill, IUD and 

injections compared with traditional methods, while education, number and smc c^uAzZz/rgM 

zz/zzZ cAzZzZ/zooz/ residence, are only important determinants of use of condoms compared 

with traditional methods when all other factors are accounted for . Table 5.7 presents a 

summary of the variables significant in the use of either pills, IUDs and injections or 

condoms over traditional methods.

Table 5.7: Summary of results for variables significant in women’s use of either pills, 
IUDs and injections or condoms compared to traditional methods___________ ________ _

Predictor variables PilVIUD/Inj ection Vs Traditional Condoms Vs Traditional
Age
Education
Number and sex of children
Childhood residence
Current residence
Region of residence
Partner's family planning approval
Listens to radio
Family planning information source

X ✓
X ✓
X ✓
✓ X

✓ X

/ X

Note:* Significant variables *: Insignificant variables
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When all the factors are taken into account, the chances of teenagers using pill, IUD or 

injections are significantly lower than among women aged 20 years and above as the 

results in Table 5.8 reveal. Women in their 20s and 30s have roughly about the same 

likelihood of using pill, IUD or injection. Young women below the age of 20 are the most 

likely to use condoms methods. It is also observed from Table 5.8 that whereas the 

probability of using condoms decreases with age of the woman, the likelihood of using 

traditional methods increases with age.

Table 5.8 reveals a positive relationship between education attainment and the chances of 

using pill, IUD or injection. Women with secondary and higher education have a 

significantly higher probability of 0.43 of using pill, IUD or injection relative to traditional 

methods, while their counterparts with no education only have a 1.8 probability of using 

pill/IUD or injection. Their likelihood of using traditional methods is significantly higher 

than that for women with primary or secondary and higher education. While uneducated 

women only have a chance of 11% of using condoms, those who have reached secondary 

or higher education have a 25% chance of using these methods.

Table 5.8: Estimated probabilities of contraceptive method choice among women by 
selected characteristics, Zambia DHS, 1996.______________ ______ _______________
Characteristics Pill/IUD/Inj ections Condoms Traditional

15-19 0.136 0.464 0.400
20-29 0.354 0.206 0.439
30-39 0.349 0.121 0.530
40-49 0.318 0.081 0.601

Education
None 0.179 0.110 0.710
Primary 0.288 0.173 0.540
Secondaryt- 0.427 0.247 0.326

Number and sex of children
None 0.124 0.701 0.175
1-3 Males 0.291 0.296 0413
1-3 Females 0.347 0.242 0.411
1-3 Both sexes 0.375 0.102 0.522
4+ Both sexes 0.295 0.081 0.623

Childhood residence
Rural 0219 0.183 0.598
Urban 0.424 0.198 0.378

Current residence
Rural 0.202 0.159 0.638
Urban 0.456 0.225 0.319

120



Table 5.8 (continued) 
Region of residence

Luapula 0.396 0.151 0.453
Central 0.390 0.322 0.287
Copper-belt 0.423 0.220 0.357
Eastern 0.283 0.229 0.488
Lusaka 0.548 0.226 0.226
Northern 0.186 0.058 0.756
North-western 0.075 0.125 0.800
Southern 0.231 0.187 0.582
Western 0.274 0205 0.521

Partner’s family planning approval
No spouse 0.280 0.399 0.320
Disapproves FP 0.169 0.075 0.756
Approves FP 0.367 0.162 0.470

Listens to radio
No 0.194 0.162 0.644
Yes 0.403 0.208 0.390

Family planning information source
No source 0.076 0222 0.701
Electronic media only 0.204 0.245 0.551
Print media only 0.065 0.290 0.645
Health provider only 0.297 0.167 0.536
> One source 0.398 0.187 0.415

From the results in Table 5.8 and Figure 5.6 childless women have a significantly higher 

probability (0.7) of using condoms than women who have children, while those with four 

or more children of both sexes have the lowest likelihood of adopting these methods (8%). 

It is observed that there is no difference in the likelihood of adopting traditional methods 

among women with up to three male or female children only. Women with four or more 

children of both sexes have the highest chances of using traditional methods. Figure 5.6 

illustrates the estimated probabilities of contraceptive method choice by the number and 

sex of children.

sex of children
Figure 5.6: Estimated probabilities of method choice by the number and
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Table 5.8 indicates that women who spent their childhood in urban areas have double the 

chances of using pill, IUD or injection relative to traditional methods. The probability of 

using condoms among those who spent their childhood in urban or rural areas are nearly 

the same. With regard to current residence, urban women have over a 40% higher 

likelihood of using pill, fUD or injection compared with their rural counterparts who have 

a significantly higher chance of using traditional methods. It is also noted that urban 

women have a 23% chance of using condoms compared to traditional methods, while their 

rural counterparts only have a 16% chance of using these methods.

Region of residence is found to have significant association with choice of modem 

methods in this study over traditional methods. From Table 5.8 it is evident that regional 

variations in method choice among women in Zambia exist. The likelihood of choosing 

pill, IUD or injection over traditional methods is much higher particularly in four 

provinces, namely Luapula, Central, Copperbelt and Lusaka provinces when all other 

factors are accounted for. About a third of women in Central province are likely to be 

using condoms, while women in Northern province only have a 6% chance of using 

condoms when all other factors are taken into account. Generally the pattern of method 

choice reveals that for most of the provinces, women are more likely to use traditional than 

the other methods. However, women living in Northern and North-western provinces have 

significantly higher probabilities of over 75% of using traditional methods compared with 

the other provinces.

Regarding the partner’s approval of family planning, it is observed fi-om Table 5.8 that 

women whose partners approve of contraceptive use are the mostly likely users of the pill, 

IUD or injections when other factors are accounted for. It is also observed that the 

probability of using condoms is highest among women who are not in union (40%). It is 

not surprising that women whose partner’s oppose contraceptive use have a low chance of 

using condoms (7.5%), which mainly constitute male condoms (see Table 4.1). These 

women however have a significantly higher likelihood (75%) of using traditional methods 

than the other methods.

It is also observed from Table 5.8 that listening to the radio weekly is important in 

determining use of pill, IUD or injection among Zambian women when all other factors are 

accounted for. Women who listen to the radio regularly have a 40% chance of using the 
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pill, IUD or injections, which is double that of their counterparts who are not regular radio 

listeners. The non- regular radio listeners are also less likely to adopt condoms and much 

more likely to adopt traditional methods (64%) than any other method.

Having multiple sources of family planning information increases the chances of using pill, 

rUD or injection as the results in Table 5.8 show. Women with more than one source of 

information have a nearly 40% chance of adopting pills IUD or injections compared with 

a probability of less than 10% among those without a source of information or those who 

access information using print media. It is also noted that women who obtain family 

planning information from health providers only have a 30% chance of using pill, IUD or 

injections. Women who use print media only are the most likely to use condoms. It is 

perhaps not surprising that women who do not have a source of information have a 

considerably much higher chance of using traditional methods.

5.6 Summary

This chapter has presented the results of the quantitative analysis of modem contraceptive 

use and contraceptive method choice. One of the objectives of this study was to find out if 

regional variations of contraceptive use are influenced by ethnicity and lineage background 

or information access. Therefore in the first place preliminary analysis of region of 

residence and selected predictor variables was performed. Thereafter, a similar analysis 

between ethnicity and the predictor variables was performed. This was done in order to give 

an idea of the characteristics of women in the different provinces and ethnic groups. The 

second part of the chapter involved bivariate analysis of selected predictor variables by 

modem contraceptive use. This was followed by multivariate analysis of modem 

contraceptive use. The results of this analysis have been presented in this chapter in the 

form of odds ratios of using modem contraception. The results indicate that out of 17 

variables that were used in the logistic regression, 11 are significant predictors of women’s 

use of modem methods.

In the analysis of modem contraceptive use, bivariate analysis was firstly performed to give 

an idea of the characteristics of women choosing to use different methods. In the women’s 

analysis contraceptive method choice was categorised as Pill, IUD or injection, Condoms 

and Traditional methods. Multinomial logistic regression was applied to the analysis of 

women’s contraceptive method choice. The results of this analysis reveal that out of a total 
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of 17 variables that were included in the modelling only nine are important determinants of 

women’s contraceptive method choice in Zambia.

While these findings may have important policy implications for women's use and choice 

of methods, the problem is only dealt with in part if the factors influencing men's 

contraceptive behaviour are not considered. This is because women's use or non-use of 

methods is often as a result of their partner's influence as other studies have also observed 

(Mahler, 1999). Consequently an analysis of the determinants of contraceptive use and 

method choice among men in Zambia is presented in Chapter 6.
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How can population growth be 
^ controlled? Points of intervention

B Mortality
• eliminating some members of the population - 

not usually seen as acceptable
B Migration

■ keep others out - 'fortress Europe'
■ encourage out-migration of surplus
• Manipulate/control internal migration

B Fertility:
• interventions to reduce fertility rates

J Policy Instruments ,.._J Why a fertility policy?

B Social/Health Policy
B Legal Measures
B Economic Measures
a Instruments that are:

. Enabling
• Incentives (positive)
. Disincentives (negative)
» Coercive

B Perception that population size and or 
growth are or will be excessive - 
inconsistent with socioeconomic goals

s International pressure/support
a Desire to intervene
a Legitimacy of intervention in fertility
a Instruments are available and 

practicable

I Family planning
Explicit or implicit
• Govt level discussion, consultation and formal 

policy
. Govt establishes family planning system

Policies can be top-down
• Imposed or implemented by the state in order to 

further goals of government
Or bottom-up
. Driven by activisim - women, doctors, public 

health officials, human rights advocates
. 'Hidden demand' - high rates of 

abortion/infanticide

The importance of context and 
how it 'conditions' programmes

Socio economic
• Level of 'development'
. Literacy (especially women), infant mortality

Cultural
• Gender
» Pronatalism

Religion
» Attitudes to fertility control per se
. Teachings re acceptability of methods
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^Context continued...

■ Political
• Funds
» Stability
. Legitimacy

m Demand
• At the individual/family level
• A wish or perceived need to control fertility
■ The tension between the individual and the state 
- eg spacing vs stopping

Bangladesh
B East Pakistan -under same govt as West 

Pakistan until 1971
B 1970 FP programme 'effort' stronger in West 

Pakistan
B Just over a decade later the situation was 

reversed
. Why?

• Bangladesh as an anomaly - fertility decline 
occurred in spite of low levels of development

J Why was the policy effective?
Early and sustained programme effort 
Social advances
» Education
■ Female employment
• Water and sanitation
• Electrification
• Access to media (radio)
■ Improvements in the status of women

But also a 'poverty led demand for 
contraception' (Khuda 1995) - landlessness
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C HAPTER 6

34Er4 7UNBF7UYai2^I^LAJfNIN(;iNZ^UYDBL^

6 .0 Introduction

This chapter begins with a preliminary analysis of modem contraceptive use based on 

1,583 male users and non-users of modern contraceptive methods. This is followed by the 

results of binary logistic regression which was performed to find out the determinants of 

men’s use of modem methods when all the other factors are accounted for. With the 

exception of two variables (‘known source of method’, and ‘home visit by family planning 

worker’), the same predictor variables that were used in the analysis of women’s 

contraceptive use and method choice (see Chapter 5), are used in the men’s analysis.

The second part of this chapter is based on the analysis of contraceptive method choice. 

The outcome variable for men’s contraceptive method choice is coded as (1) Condoms; (2) 

‘Pill/IUD/Injection’ and (3) Traditional methods. To find out the characteristics of men by 

method choice, bivariate analysis of method choice and the predictor variables was 

performed, while multinomial logistic regression was performed to identify the 

determinants of contraceptive method choice among when all the factors are accounted for.

Men's contraceptive behaviour in Zambia presented in this chapter is divided into five 

sections as Figure 6.1 illustrates.

Figure 6.1: Analysis of men’s contraceptive use and method choice
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The third part of this chapter focuses on men’s use of condoms in Zambia. It was 

considered important in this study to examine use of condoms due to their dual advantage 

of serving as a contraceptive method and protecting against HIV/AIDS. In a country with 

low contraceptive use and high levels of HIV/AIDS, an investigation of the potential of 

condom use for dual protection is important. A summary of the chapter is given at the end.

6.1 Preliminary analysis of contraceptive use

According to the 1996 ZDHS, knowledge of family planning is nearly universal among 

Zambian men. The results also indicate that nearly a third of all men were using family 

planning at the time of the survey. Of these, about 21% were using modem contraceptive 

methods. Table 6.1 presents the percentage of men using modem methods by selected 

background characteristics. Chi-squared tests were also performed to show the association 

of the predictor variables with contraceptive use at 1%, 5% and 10% levels of significance. 

All the variables were significantly related to contraceptive use except age, number and sex 

of living children, lineage type and ethnicity.

Table 6.1: Percentage of men currently using modem contraceptive methods by selected 
characteristics, Zambia DHS, 1996______ ______________________________________

Characteristics % Currently using Number of men
Total 21.30 1583
./4ge 

15-19 18.68 289
20-29 25.40 585
30-39 21.16 213
40+ 22.67 496

Education*** 
No education 11.93 113
Primary 13.94 817
Secondary+ 33.57 653

Number and sex of children 
No child 20.55 634
1 -3 Male children only 25.47 376
1-3 Female children only 19.89 159
1 -3 Both sexes 22.86 138
4+ Both sexes 20.55 276

Childhood residence*** 
Rural 17.82 919
Urban 28.26 664

Current residence*** 
Rural 14.99 981
Urban 31.39 602

Lineage 
Matrilineal 23.39 1162
Patrilineal 20.61 421
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Table 6.1 (Continued)
Characteristics % Currently using Number of men
Total 2130 1583
Ethnicity

Luvale 17.41 103
Bemba 20.92 516
Tonga 24.55 267
Lun da 24.02 45
Kaonde 22.15 37
Barotse 19.68 153
Nyanja 28.04 315
Mambwe 13.80 64
Tumbuka 23.53 83

T)gyirg/br More cAtWren*
Wants within 2 years 17.80 420
Wants after 2 years 24.41 896
Wants no more 24.04 267

Region anj ratnfence ***
Northern 8.61 144
Central 24.15 170
Copper-belt 27.53 247
Eastern 23.68 240
Luapula 13.26 174
Lusaka 35.75 187
North-western 22.41 74
Southern 12.77 163
Western 17.23 184

Marital smms***
Not in union 25.20 663
In union 20.78 920

Respondent foMii^ fZan/nng opprovuZ***
Disapproves 4.48 326
Approves 2730 1257

Partner’s FuMzZy fZuTmmg ppprovuZ***
No spouse 25.20 663
Disapproves 7.03 232
Approves 25.35. 688

Spousal coMMwnZcatZoM***
No spouse 25.20 663
No discussion 5.16 293
Discusses 27.27 627

Reads newspaper***
No 15.84 906
Yes 30.39 677

Listens Zo ru^ZZo***
No 10.67 417
Yes 26.29 1166

IfizZeAes ZeZevirZon***
No 1635 1098
Yea 32.80 485

Source of cotuZoMS***
Don't know source 6.46 262
Public source 23.97 669
Private source 27.48 652

FuMzZy planning Zn/orwoZZon source***
No source 7.94 387
Electronic media only 10.43 157
Print media only 22.07 97
Health provider only 21.57 87
> One source 30.11 855

Accepts PamZZp fZonnZng media messoges***
No 12.28 255
Yes 24.67 1328

Note: * p <0.05, ** p <0.01, *** p <0.001 
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The results presented in Table 6.1 show that education is positively related to contraceptive 

use. It is also observed that men who spent their childhood in urban areas and those who 

currently live in urban areas have higher use of modem methods than their rural 

counterparts. According to the results, there is no difference in the contraceptive behaviour 

of men who want to wait more than two years to have another child and those who want to 

stop having children altogether. With reference to the regional patterns of contraceptive 

use, in most of the provinces contraceptive use ranges between 20-30%. Lusaka province 

has the highest prevalence (36%) of modem methods while Northern province has the 

lowest (9%).

According to the results in Table 6.1, contraceptive use is slightly higher among men who 

are not in union compared to those who are in union. Table 6.1 also shows that the 

proportion using contraception among those who approve contraceptive use far exceeds 

that of men who are opposed to its use. Further explorations of the data reveals that over 

90% of Zambian men (users and non-users) approve of family planning. Table 6.1 also 

indicates that about 25% of men whose partner’s approve of family planning and those 

who were not in union at the time of the survey are using modem methods. Also less than 

10% of men whose partners disapprove of contraceptive use are using modem methods. 

With respect to spousal communication, just over a quarter of men who discuss family 

planning with their partner’s are using modem methods, while a significantly lower 

proportion (5%) of men who do not discuss family planning with their spouses are using 

family planning.

Generally, men who are exposed to some form of media regularly have a higher use of 

modem methods compared to their counterparts who have no source information on family 

planning according to results in Table 6.1. With regard to the source of condoms, while the 

proportion of men using modem methods among those who reported using public and 

private sources are similar, only 6% of those who did not know a source of condoms are 

using modem methods. According to the results in Table 6.1, contraceptive use is lower 

among men who do not have a source of family planning information than among those 

who have. While less than 10% of men without a family planning information source are 

using modem contraception, a much higher proportion of over 30% is noted among those 

with multiple information sources. A quarter of those who accept family planning media 
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messages are using methods, while among those who do not, only 12% are using modem 

methods.

6.2 Multivariate analysis of contraceptive use

This section presents the results of the logistic regression analysis which was performed in 

order to determine the relative importance of the predictor variables in men’s use of 

modem methods, when all other factors are accounted for. The results of this analysis are 

presented in Table 6.5 in the form of odds ratios. The results show that out of a total of 16 

variables that were used in the modelling process, only six are significant predictors of 

modem contraceptive use when all the factors are accounted for. These are the number and 

sex of children, current residence, region of residence, respondent's family planning 

approval, partner’s family planning approval and source of coyu/oni;. The modelling 

process involved five steps, which are referred to as ‘models’ in this study.

In the first model (model I), background variables were entered into the logistic regression 

equation on their own. In this model, the variable Tineage’ was dropped from the analysis 

due to collinearity. The results presented in Table 6.2 indicate that only education, current 

residence and ethnicity and lineage background are significant predictors of contraceptive 

use when backgrotmd variables are accounted for. The desire for more children was added 

to the logistic regression equation in the second model (model II). The results for model II 

show that the desire for more children is not an important determinant of modem 

contraceptive use. Also the same predictor variables which were significant in model I 

continue to be important in explaining contraceptive use in this model as well. It is also 

observed that the addition of desire for more children in model II changes the direction of 

some of the associations as some of the odds ratios increase, while others decrease slightly.

In model III the region of residence was added to the equation. In this model. Northern 

province which has the lowest contraceptive prevalence among men (see Table 6.1) is used 

as the reference group. In this model, most of the variables that were significant in model II 

continue to be associated with contraceptive use. Region of residence as well as desire for 

children are also significant while ethnicity and lineage background becomes insignificant. 

Model III also shows that for region of residence, only two categories have odds ratios that 

are not significantly different from the reference category.
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In model IV, the family planning variables (the respondent's family planning approval, the 

partner’s approval of family planning and spousal communication) are entered into the 

equation. During the modelling process, ‘spousal communication’ was dropped from the 

regression equation due to collinearity, consequently in model IV only two family planning 

variables (respondent’s and partner’s approval of family planning) were added to the 

equation. Both family planning variables are significant predictors of modem contraceptive 

use in model IV. Although level of education, current residence and the region of residence 

continue to be important predictors in model IV as well, it is observed that the odds ratios 

of these variables reduce slightly compared with model III, except for the odds ratio for 

Western province which increases slightly. It is also observed that the desire for more 

children becomes insignificant in this model.

Table 6.2: Odds ratios of current use of modem methods among all sexually active 
men by selected characteristics, Zambia DHS1996. 

MODELI MODEL 
n

MODEL III MODEL
IV

MODEL 
V

15-19 1.000 1.000 1.000 1.000 1.000
20-29 1.333 L413 1.464 1.481 1.375
30-39 L074 1.161 1.179 1.268 1.235
40+ 0.918 1.002 1.056 1.200 1.153

Education
No education 1.000 1.000 1.000 1.000 1.000
Primary 1.224 1.218 1.380 1.211 1.023
Secondary+ 3T04** 3.027** 3.398** 2.549* 1.876

Number/ sex of children
4+ both sexes 1.000 1.000 1.000 1.000 1.000
1 -3 males 0.800 0.835 0.852 0.748 0.739
1-3 females 0.643 0.675 0.659 0.550 0.561
1-3 both sexes 1.052 1.076 1.072 0.992 0.966
No child 0.840 0.823 0.798 0.512 0.481*

Childhood residence
Rural 1.000 1.000 1.000 1.000 1.000
Urban 1.095 1.085 1.036 0.948 0.946

Current residence
Rural 1.000 1.000 1.000 1.000 1.000
Urban 1.854*** 1.839*** 1.777*** 1.739*** 1.697**

Ethnicity and lineage
Mambwe (patrilineal) 1.000 1.000 1.000 1.000 1.000
Bemba (matrilineal) 1.559 1.586 1.262 1.288 1.207
Tonga (matrilineal) 2.217 2.287 1.876 1.720 1.622
Luvale (matrilineal) 1.618 1.632 0.894 0.903 0.900
Lunda (patrilineal) 1.888 1.896 1.179 1.097 1.077
Kaonde (matrilineal) 1.614 1.624 1.036 L157 0.963
Barotse (patrilineal 1.745 1.794 1.095 1.115 1.045
Nyanja (matrilineal) 2.676** 2.754** 1.371 1.290 1.230
Tumbuka (patrilineal) 1.566 1.599 0.942 0.942 0.853
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Table 6.2 (Continued)
MODEL 
I

MODEL
II

MODEL 
III

MODEL
IV

MODEL
V

Desire for more children
Wants within 2 years 1.000 1.000 1.000 1.000
Wants after 2 years — 1.370 1.446* 1.272 1.302
Wants no more - 1278 1.284 1.003 1.042

Region and residence
Northern - - 1.000 1.000 1.000
Central — - 2.491** 2.325** 2.095*
Copperbelt - 2.096** 1.804 1.632
Eastern - - 3.972*** 3.037** 2.700*
Luapula - - L656 1.290 1.257
Lusaka - 3.077*** 2.853** 2.470*
North-western - 3.140** 2.360 2.485
Southern - - 1.054 0.939 1.049
Western - - 3.011** 3.237** 3.599**

Respondent’s FP approval
Disapproves - - 1.000 1.000
Approves - - 5.086*** 4.517***

Partner’s 7^ <a^rova/
No spouse - - - 1.000 1.000
Disapproves - - - 0.243*** 0.265***
Approves - - 0.575** 0.547**

No - - — 1.000
Yes - - - - 0.925

Listens to ra^/zo
JVb -- - - 1.000
Yes - - 1.086

Watches te/eviyzon
No - - - 1.000
Yes - - - 1.119

Source of coMzfozMS
Public source - - 1.000
Private source - - 0,911
Don’t know - - - -- 0.380**

77^ information sozzrce
No source - - - - 1.000
Electronic media only - -- 0.635
Print media only - - - 1.208
Health provider only - - - 1.774
> One source - - - 1.582

Accepts TV /MezTzo zMeysoge
No - - — 1.000
Yes - - - 0.849

Note: * p <0.05, ** p <0.01, ***p<0^01

In model V, information access variables were controlled for together with all the other 

correlates of modem methods. In this model, education ceases to be important while the 

number and sex of children which was insignificant in all the previous models becomes 

significant (p<0.05). The other variables which were significant in model IV, namely 
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current residence, region of residence, respondent's family planning approval and partner’s 

family planning approval continue to be important determinants of use in this model as 

well. Among the information access variables, only source of condoms is significantly 

associated with contraceptive use. It is noted that men who do not know a source of 

condoms are significantly less likely to use modem methods compared with those who 

know a public source. According to the results, men who have four or more children of 

both sexes are significantly more likely to use modem methods than those with no 

children. The results in Table 6.2 also indicate that there is a significant association 

between urban residence and modem contraceptive use: urban men have a 70% higher 

odds of using modem methods than their mral counterparts. It is also observed that the 

addition of information access variables to the logistic regression equation reduces the 

odds ratios of some variables, while those of other variables increase. A notable example is 

the odds ratio for Western province which increases fi-om 3.2 to about 3.6.

With regard to the region of residence, it is observed that four categories namely, Central, 

Eastern, Lusaka and Western provinces are between 2.1 and 3.6 times as likely as men 

living in Northern province to use modem methods when information access variables are 

added to the model. Men living in Western province which is ranked as one of the mral 

provinces in Zambia, have the highest odds (3.6) of using modem methods when compared 

with the reference group. Some interaction terms between region of residence and 

information access variables were significant while others were not. Although there seems 

to be some association between region of residence and information access variables in this 

model, the associations are weak (results not shown). It is also noted that some variables 

and categories in some variables in the model with interaction terms dropped out due to 

collinearity.

Table 6.2 also reveals that the respondent’s approval of contraceptive use is a strong and 

significant predictor of contraceptive use: men who approve of contraceptive use have 

about 4.5 greater chances of using modem methods than those who oppose it. It is also 

observed that men who are currently not in union are significantly more likely to use 

contraception than married men whose partners approve or disapprove of contraception.

Since one of the objectives of this study was to find out if regional variations in 

contraceptive behaviour was a result of ethnicity or information access, separate models 
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were employed (results not shown) having only region of residence, ethnicity and 

information access variables. When region of residence is entered into the regression 

equation on its own, all the categories are significantly different from the reference group 

except Luapula and Southern provinces. When ethnicity is added to the model, the same 

provinces which were significantly different for the reference group in the previous model 

continue to be significantly different from 1.0 in this model as well. It is also observed that 

the odds ratios of all the provinces reduce slightly and ethnicity is not important in 

explaining contraceptive use in this model. When information access variables are added in 

the equation which has only region of residence, it is observed that the odds ratios of all the 

provinces without exception decrease substantially. In this model region of residence, 

watches television, known source of condoms, family planning information source are 

significant predictors of family planning use.

6.3 Preliminary analysis of contraceptive method choice

In order to have an idea of respondent’s characteristics by method choice, bivariate 

analysis of selected explanatory variables and method choice was performed (Table 6.3). 

When chi-squared tests were done, all the variables except Tineage type’, ‘ethnicity’, 

‘respondent’s family planning approval’ and ‘acceptability of family planning media 

messages’ are observed to be significantly related to method choice at 1%, 5% and 10% 

levels of significance.

According to the results in Table 6.3, the most popular method among men of different 

ages except those in their 30s is the condom. The level of condom use is particularly high 

(50%) among the teens. Nearly a third of men in their 30s are using ‘pill/IUD/injections’, 

while there is not much variation in use of these methods among men in the other age 

groups. Traditional methods are the most popular method among men in their 30s who also 

have the highest proportion of users of these methods. Table 6.3 shows the percentage of 

contraceptive method choice among Zambian men according to selected characteristics.
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selected characteristics. Zambia DHS, 1996.
Table 6.3: Percentage of contraceptive method choice among male users according to

Characteristics Condoms Pill/IUD/Injection Traditional No. of men
Total 42.60 23.00 34.40 SOO
/gg***

1549 50.11 20.48 29.41 89
20-29 44.99 23.56 31.44 191
30-39 30.39 32.13 37.48 69
40+ 41.65 23.57 34.78 151

Education***
No education 48.29 0.00 51.71 12
Primary 47.37 24.39 28.24 162
Secondary+ 40.58 24.86 34.56 326

Childhood rgszdeMCg*
Rural 39.91 21.40 38.69 249
Urban 45.29 26.43 28.29 251

Cwrrgnt residgMCg***
Rural 42.44 16.02 41.54 249
Urban 43.20 29.63 27.17 251

Number and sex of children ***
No child 48.51 22.98 28.51 219
1 -3 Male children only 38.95 31.00 30.05 45
1 -3 Female children only 33.53 18.10 48.37 49
1-3 Both sexes 40.26 22.15 37.59 120
4+ Both sexes 37.94 32.01 30.04 67

Marital statws * * *
Not in union 79.06 8.05 12.07 174
In union 30.98 22.70 46.32 236

Zmgnge (xpe
Matrilineal 43.81 24.04 32.14 374
Patrilineal 40.03 24.66 3530 126

5't/zzzzczzy
Mambwe (patrilineal) 40.07 15.21 44.72 16
Bemba (matrilineal) 40.74 23.87 35.38 154
Tonga (matrilineal) 45.37 26.49 28.14 83
Luvale (matrilineal) 36.44 21.21 42.34 33
Lunda (patrilineal) 38.64 18.76 42.60 18
Kaonde (matrilineal) 36.40 42.23 21.37 10
Barotse (patrilineal 42.67 48.83 8.50 31
Nyanja (matrilineal) 48.69 21.65 29.66 120
Tumbuka (patrilineal) 36.06 16.10 47.83 35

Desire /hr zMore cAz/drgn***
Wants within 2 years 38.57 18.35 43.08 128
Wants after 2 years 50.65 22.39 26.97 289
Wants no more 21.73 39.25 39.02 83

Region and reszdezicg ***
Northern 40.26 13.86 45.88 25
Central 47.31 21.20 31.48 59
Copper-belt 45.71 31.12 23.18 86
Eastern 48.60 14.90 36.50 89
Luapula 34.16 12.65 53.19 47
Lusaka 43.01 26.04 30.95 93
North-western 29.16 18.16 52.68 35
Southern 21.92 37.42 40.66 32
Western 53.48 34.71 11.81 34
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Table 6.3 (Continued)
Characteristics Condoms Pill/IUD/Injection Traditional No. of men
Total 42.60 23.00 34.40 500
Respondent FP approval 

Disapproves 4117 9.33 47.50 22
Approves 42.88 24.84 32.28 478

Partner’s FP approval***
No spouse 79.06 9.05 11.89 174
Disapproves 26.49 19.49 54.02 27
Approves 21.15 34.42 44.44 299

Spousal communication * * * 
No spouse 79.06 9.05 11.89 174
No discussion 32.96 10.19 56.85 36
Discusses 20.35 53.65 43.99 290

Reads Newspapers**
No 41.20. 18.78 40.02 235
Yes 44.10 28.03 27.87 265

Listens to radio
No 35.93 18.46 45.61 79
Yes 43.97 25.08 30.94 421

Watches television**
No 40.07 20.10 39.83 292
Yes 45.69 28.25 26.07 208

FF information source*** 
No source 47.91 30.31 21.78 31
Electronic media only 45.04 10.29 44.67 29
Print media only 50.23 18.72 31.05 42
Health provider only 31.30 28.85 39.85 13
> One source 41.93 2115 32.92 385

Accepts FP media messages
No 42.38 23.48 34.15 29
Yes 42.93 24.25 32.82 471

Note: * p <0.05, ** p <0.01, *** p <0.001

Although there are slight differences in condom use among men of different education 

background, it is noted the proportions using condoms among uneducated men and those 

with primary education are higher than those who have reached secondary or higher 

education. Table 6.3 also reveals that none of the men who reported having never been to 

school are using these ‘pill/IUD/injection’. This result should be interpreted with caution 

as it is based on a small sample size (12). Traditional methods are more popular among 

uneducated men compared to men who have been to school as Table 6.3 shows. For both 

the childhood residence and the current residence a higher proportion of urban men are 

using modem methods compared with rural men. However, it is observed that the 

difference in condom use among current residents of rural and urban areas is marginal. The 

results also show that the proportions using ‘pill/IUD/injection’ among urban residents is 

twice that for rural residents. For both childhood and current residence, rural men have 

substantially higher use of traditional methods than urban men.
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With reference to the number and sex of children, the results in Table 6.3 show that the 

majority of men without children are using condoms. It is also noted that condom use if 

lowest among men with up to three female children (34%), who also have the lowest 

proportion of users of ‘pill/IUD/injection’ (18%). Use of ‘pill/IUD/injection’ is highest 

among men with up to three male children and those with four or more children of both 

sexes. While the proportion using traditional methods for the rest of the categories for the 

number and sex of children are in the region of 30%, nearly half of those with three female 

children are using traditional methods and over a third of those with up to three children of 

both sexes are using traditional methods. The results in Table 6.3 and Figure 6.2 also 

reveal apparent differences in the levels of condom use among men who are cxurently not 

in union and those who are not currently in union.

Figure 6.2: Percentage of contraceptive method choice among men by 
marital status, ZDHS, 1996

Table 6.3 shows that overall there is very little variation in the choice of methods among 

men with reference to lineage descent. However ethnic differences in choice of methods do 

exist. Generally, over a third of men in all the ethnic groups are using condoms, while 

nearly half of the Nyanja are using condoms. Barotse men have the highest proportion of 

users of pill/IUD/inj ection, while less than one in five of Lunda, Mambwe and Tumbuka 

men are using these methods. Use of traditional methods is highest among Tumbuka men 

and lowest among Barotse men. With the exception of the Nyanja and Bemba, the sample 

136



sizes for the other groups are rather small hence the proportions should not be over­

interpreted.

The results in Table 6.3 reveal that more than 50% of men who want to space births are 

using condoms. Most men who want to stop child bearing are choosing to use either 

‘pilVIUD/inj ection’ or traditional methods. It is also noted that over 40% of men who want 

to have children soon are using traditional methods which mainly comprise abstinence 

(results not shown).

Table 6.3 and Figure 6.3 reveal regional variations in method choice among Zambian men. 

These results for the provinces should however be interpreted with caution as they are 

based on small sample sizes also in some of the provinces. Lusaka, Eastern, Central and 

Copperbelt provinces account for two-thirds of the respondents in this study. In all but two 

of the provinces over a third of the men are using condoms. In Western province, over 50% 

of the men are using condoms, followed by Eastern and Central provinces with about 48% 

of condom use each. Both Northern and Luapula provinces have less than 15% of men 

using ‘pill/IUD/injection’, while in Copperbelt, Southern and Western provinces, over 30% 

of men are using these methods. The results in Table 6.3 also reveal high levels of use of 

traditional methods in some provinces. For example, over half of the respondents in 

Luapula and North-western provinces are using traditional methods.

(U
Ph

Figure 6.3: Percentage of men’s contraceptive method choice by region of 
residence, Zambia DHS, 1996.

Provinces

□ Traditional
0 Other modem 
□ Condoms
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It is observed in Table 6.3 that there is no difference in condom use among men who 

approve or disapprove of contraceptive use. While the proportion using ‘pill, IUD or 

injection’ is much higher among men who approve than oppose family planning, close to 

50% of those who oppose family planning are using traditional methods. It should however 

be noted that the results for men who oppose family planning are based on very few men 

(22) compared with 478 men who approve of use. It is also observed that a third of men 

who do not discuss family planning with their spouses are using condoms. As expected use 

of ‘pill, IUD or injection’ is substantially high among men who discuss family planning 

with their spouses than those who do not, while the reverse is true for traditional methods. 

It is also noted that a significantly higher number of users (290) discuss family planning 

with their wives than not (36).

With reference to media exposure, the proportions using condoms or ‘pill, IUD or injection 

modem methods’ among men who read newspaper or watch television weekly are higher 

than their counterparts who are not exposed to any media regularly. It is also noted that 

men who do not read newspapers, or listen to the radio or watch television regularly have 

higher proportions of use of traditional methods.

The results also indicate that half of men who obtain family planning information from 

print media only are using condoms. An equally high proportion (48%) is noted among 

men without a source of family planning information. It is also noted that one in three men 

who do not have an information source are using ‘pill, IUD or injection’ which is the 

highest proportion for this method. Also 29% of men who obtain family planning 

information from health providers only are using ‘pill, IUD or injection’. Use of traditional 

methods is quite high among men who obtain family planning information from electronic 

media only, followed by those who get information from health providers only.

6.4 Multivariate analysis of contraceptive method choice

In the multivariate analysis of contraceptive method choice, 15 variables were used. Once 

all the variables are taken into account, only seven, namely, education, the number and sex 

of children, current residence, ethnicity, region of residence, partner's family planning 

approval and family planning information source, are observed to be significant predictors 

of contraceptive method choice among Zambian men. None of the variables are significant 

in the use of both condoms and ‘pill, IUD, injection’ compared with use of traditional 
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methods which is the reference category. A detailed presentation of the coefficients of the 

predictor variables and their standard errors is contained in Table 6.1 A in Appendix A.

njD/injection’ or Condoms compared to Traditional methods
Table 6.4: Summary of results for variables significant in men’s use of either Till/

Predictor variables ‘Pill/IUD/injection’ Vs
Traditional methods

Condoms Vs Traditional 
methods

Education X

Number and sex of children X

Current residence X

Ethnicity X

Region of residence jc

Partner’s family planning approval jc

Family planning information source X

Note: v^ Significant variables *: Insignificant variables

Table 6.4 shows that the education, number and sex of living children, current residence, 

ethnicity and family planning information source are significantly associated with use of 

‘pill, IUD or injection’ relative to traditional methods when all the factors are taken into 

account. It is surprising to note that there is no virtually difference in the probabilities of 

using ‘pill, IUD or injection’ among men with primary or secondary and higher education. 

The expectation is that men with secondary or higher education will be more likely to 

report using pill, IUD or injection compared with those with primary education. In this 

study, none of the men who have never been to school reported using ‘pill, IUD, injection’. 

This result could simply be due to the fact that it was based on a very small sample size 

(12). As Table 6.5 indicates, uneducated men have a 54% chance of using traditional 

methods. A comparison of use of traditional methods between men with primary education 

and those with secondary or higher education reveals an unusual pattern. It is observed that 

the former have a lower likelihood (30%) of using traditional methods than the latter 

(36%).

With reference to the number and sex of children, it is noted that men without children are 

the, most likely to use condoms (48%), while those with up to three female children are the 

least likely (34%). The chances of using ‘pill, IUD or injection’ are highest among those 

with four or children of both sexes. Men with up to three female children only are the least 

likely to adopt ‘pill, IUD or injection’. Men in this category however have the highest 

likelihood of using traditional methods. Their counterparts with up to three male children 

have a probability of using ‘pill, IUD or injection’ of about 0.3.
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While surprisingly there is hardly any difference in the likelihood of using condoms among 

rural and urban residents, the results in Table 6.5 reveal wide variations in the probabilities 

of using ‘pill, IUD or injection’ and traditional methods among rural and urban men: urban 

men are two times more likely to use ‘pill, IUD or injection’ than rural men, while rural 

men have a significantly higher likelihood of using traditional methods compared with 

urban men when all other factors are taken into account. Table 6.5 presents the estimated 

probabilities of using condoms, pill, IUD or injection or traditional methods for the seven 

significant variables.

Table 6.5: Estimated probabilities of using different methods among men by selected
variables, ZDHS, 1996. _______ ______________ ______ _______
Predictor variables Condoms Pill/rUD/mjcetion Traditional 

methods
Education

No education 0.463 0.000 0.537
Primary 0.460 0239 0.301
Secondary+ 0.407 0.233 0.360

Number and sex of children 
No child 0.477 0.222 0.301
1 -3 males 0.384 0.287 0.329
1-3 females 0.343 0167 0.490
1 -3 both sexes 0.408 0.204 0.388
4+ both sexes 0.373 0.307 0.320

Current residence 
Rural 0418 0.162 0.420
Urban 0.433 0.297 0.271

Ethnicity
Mambwe (patrilineal) 0.384 0.158 0.457
Bemba (matrilineal) 0.399 0.220 0.381
Tonga (matrilineal) 0.441 0.253 0.306
Luvale (matrilineal) 0.339 0.200 0.461
Lunda (patrilineal) 0.387 0149 0.464
Kaonde (matrilineal) 0.405 0.382 0.212
Barotse (partilineal) 0.466 0.464 0.070
Nyanja (matrilineal) 0.492 0.204 0.304
Tumbuka (patrilineal) 0.368 0.151 0.481

Region and residence 
Northern 0.429 0147 0.423
Central 0.482 0.202 0.315
Copper-belt 0.454 0.314 0.232
Eastern 0.485 0146 0.369
Luapula 0.341 0.126 0.533
Lusaka 0.430 0257 0.313
North-western 0.292 0174 0.534
Southern 0215 0.353 0.433
Western 0.533 0.349 0T17

Partner's family planning approval 
No spouse 0.796 0.084 0T20
Disapproves 0.272 0.200 0.528
Approves 0.223 0.317 0.460
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Table 6.5 (Continued)
Predictor variables Condoms Pill/IUD/injection Traditional 

methods
Family planning information source

No source 0.449 0.318 0.233
Electronic media only 0.434 0.103 0.464
Print media only 0.493 0177 0.330
Health provider only 0.335 0257 0.408
> One source 0418 0.237 0.345

The results in Table 6.5 show a similar pattern of method choice with reference to ethnicity 

and region of residence. For instance, Nyanja and Barotse men have comparatively higher 

chances of using condoms. Similarly, men in Western province where most Barotse men 

reside (see Table 6.6) have over a 48% chance of choosing condoms relative to traditional 

methods. While Barotse men are the most likely users of ‘pill, IUD or injection’ (46%), the 

chances of men belonging to Mambwe, Lunda and Tumbuka ethnic groups are less than 

20%. It should be noted that all three groups are patrilineal by lineage descent. These three 

ethnic groups also have significantly high chances of using traditional methods compared 

with the rest of the ethnic groups. Men living in Luapula and North-western provinces 

have over 50% greater chances of using traditional methods than men in other provinces. 

Those living in Western province are the least likely to use these methods. However, the 

same cannot be said about the condom use among Tonga men and Southern province 

where they are predominantly found (see Table 6.6).

Table 6.6: Percentage of men by region and ethnic background, Zambia DHS, 1996.
Northern Central Copperbelt Eastern Luapula Lusaka North­

western
Southern Western

Total 
(500) 

Ethnicity
(25) (59) (86) (89) (47) (93) (35) (32) (34)

Mambwe 29.87 0.00 5.67 0.00 4.28 2.19 0.00 0.00 0.00

Bemba 62.34 40.26 55.76 2.42 89.28 20.55 8.67 8.54 0.00

Tonga 0.00 40.24 6.81 2.65 0.00 20.49 346 82.91 0.00

Luvale 0.00 1.50 3.40 0.00 0.00 4.39 39.34 0.00 31.94

Lunda 0.00 0.00 2.27 0.00 2.11 249 33.42 0.00 2.77

Kaonde 0.00 2T4 4.54 0.00 0.00 1.10 9.08 0.00 3.01

Barotse 0.00 0.03 1.13 1.09 0.00 4.39 0.00 8.54 62.28

Nyanja 0.00 8.58 14.75 76.75 2.17 33.72 6.33 0.00 0.00

Tumbuka 7.79 4.29 5.67 17.08 2.17 10.97 0.00 0.00 000
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In this study, men who were not in a marital union at the time of the survey have 

significantly higher chances (80%) of choosing condoms over traditional methods than 

married men. The results show that there is not much variation in the likelihood of using 

condoms between men whose partner’s approve of family planning and those whose 

partners are against its use. Men who are not in union have a low probability of 0.08 of 

using ‘pill, IUD, or injection’, while married men whose partners approve contraceptive 

use have much higher chances of using ‘pill, IUD or injection’ (32%). Men who oppose 

use of contraceptives however have the highest chance of using traditional methods (53%) 

when all other factors are taken into account.

The results in table 6.5 show that men who access family planning information from print 

media only are the most likely to use condoms while those who get information from 

health providers only are the least likely to use condoms when all other factors are 

accounted for. Surprisingly the chances of using ‘pill, IUD or injection’ over traditional 

methods is highest among men with no source of family planning information. Men who 

get information from health providers only also have a comparatively high chance of 

adopting ‘pill, IUD or injection’ when all other factors are accounted for, while men who 

get information from electronic media only have a 46% greater chance of using traditional 

methods than their counterparts who use other sources.

6.5 Analysis of condom use

The aim of the analysis presented in this section is to examine the characteristics of 

condoms users and explore the potential of condom use for dual protection in Zambia. The 

analysis of condom use is based on information collected from 216 men who reported 

using condoms for family planning at the time of the survey. This figure constitutes 43% of 

all the current users of contraception among Zambian men.

The distribution of men knowing either a public or private source of condoms shown in 

Table 6.7 reflects the wide availability of condoms in the country. The results also clearly 

reveal that there is widespread knowledge of HIV/AIDS in Zambia among current condom 

users. During the survey, the respondents were asked if they had changed their behaviour 

since hearing about HIV/AIDS. Those who said ‘yes’ were then asked about what changes 

they had made in the behaviour. Responses included, ‘reduced the number of partners’, 

‘asked spouse to be faithful’, ‘stopped using injections’, ‘had only one sexual partner’ and 
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'stopped having sex altogether'. Approximately 60% of the respondents said they had 

started using condoms since hearing about HrV/ADDS. It is also observed from Table 6.7 

that while only about 20% of the men used condoms with their spouses at the last sex, over 

70% of those had reported last sex with other women (e.g commercial sex workers etc) had 

used a condom. Table 6.7 shows the percentage of condom users according to selected 

predictor variables.

Table 6.7: Percentage of men by selected condom-related variables, Zambia DHS, 1996
Variables Percentage Number of men
Total 216
Known source of condoms

Don’t know source 0.93 2
Public 47.22 102
Private 51.85 112

No 7.41 16
Yes 92.59 200

Using condoms since hearing of HIV/AIDS
No 40.28 87
Yes 59.72 129

£ver use of condoms by purpose
For Family Planning only 6.94 15
For Family Planning and STD 93.06 201

Current condom use by purpose
For Family Planning only 36.75 87
For Family Planning and STD 63.25 129

Condom used by type of partner (last sex)
Spouse 19.91 43
Casual partner 6.02 13
Other 74.0 160

6.5.1 Dual protection

With reference to past and current use of condoms, the results in Table 6.3 show that 

among condom users, the levels reported of past use of condoms for family planning and 

STD prevention were much higher than those of current use. Nonetheless, a significantly 

higher proportion of men are using condoms currently for family planning purposes than in 

the past. The result for ‘ever use’ of condoms needs to be interpreted with caution as ‘ever 

use’ is not a reliable measure of the levels of use. This is mainly because it has no time 

limit. Current use, which refers to ‘the time of the survey’, is a better estimate and upon 

which policies are made.

In order to establish the level of use of methods for dual protection among all sexually 

active men in Zambia currently using contraception, a cross-tabulation of the contraceptive 

143



method choice and purpose of use was performed for all the current users of family 

planning (500 men). The results shown in Figure 6.4 indicate that the vast majority of men 

(63%) are using condoms for dual protection.

It is however rather surprising to note that a small proportion reported using ‘pill, IUD or 

injection’ and traditional methods for protection against HIV/AIDS infection. This could 

he due to ignorance of how the modem methods work and what they can do. Further 

explorations of contraceptive use for dual protection reveals that most of those who 

reported using ‘pill, IUD or injection’ were using the pill. Injections and diaphragms 

accounted for less than 1% of use each. The majority of those using traditional methods for 

dual protection were using abstinence, while use of other traditional methods for dual 

protection was negligible.

6.5.2 Profile of condom users

Since men aged below 30 years of age in this study constitute nearly three-quarters of all 

condom users, the profile of condom-users presented in Table 6.7 is distinguished by age. 

The analysis of contraceptive method choice discussed in an earlier section of this chapter 

revealed some notable variations in condom use among men with respect to age, parity and 

marital status. Among the three variables, the greatest differences observed was for marital 

status. The results in Table 6.8 show that half of the male condom users in Zambia are in 

their 20s. Further, typical condom users have generally reached secondary or higher 
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education, do not have children, are not in union, reside in urban areas and are using 

condoms more for dual protection rather than for family planning only. Young male 

condom users in their teens also have similar characteristics as men in their 20s.

Table 6.8: Percentage of condom users by age and selected characteristics, ZDHS, 1996.
<20 20-29 30-39 40+ No. of men

Total 24.07 
(52)

49.54 
(107)

12.05 
(27)

13.89 
(30) (216)

Education
No education 138 1.76 0.00 4.42 4
Primary 42.23 22.55 33.95 12.75 57
Secondary+ 5639 75.69 66.05 82.83 155

Number an d sex of children
No child 100.00 64.16 17.62 2.29 126
1 -3 males 0.00 9.01 20.53 12.03 17
1-3 females 0.00 14.49 8.81 8.84 19
1 -3 both sexes 0.00 10.93 36.34 52.85 39
4+ both sexes 0.00 1.41 16.70 23.99 15

Current residence
Rural 43.79 34.03 56.49 39.82 105
Urban 56.21 65.97 43.51 60.18 111

Current condom use by purpose
For FP only 20.46 35.71 63.88 49.45 87
For FP and STD 79.54 6439 36.12 50.55 129

Spouse’s FP approval
No spouse 100.00 78.81 17.62 13.68 143
Disapproves 0.00 1.26 13.06 10.16 7
Approves 0.00 19.93 69.32 76.16 66

Spousal communication
No spouse 100.00 78.81 17.62 13.68 143
No discussion 0.00 3.60 8.81 11.81 10
Discusses 0.00 17.59 73.57 74.50 63

Marital status
Not in union 100.00 78.81 17.62 13.68 143
In union 0.00 21.19 82.38 86.32 73

Condom users who are in their 30s are more likely to have up to three children, be married 

and the majority are using condoms for family planning purposes only. Older men aged 40 

years and above have similar characteristics as those in their 30s except that in this age- 

group, the proportion using condoms for family planning alone and dual protection are 

nearly the same.

The proportion of condom users among uneducated men is less than 10% for all the age 

groups. Men with secondary or higher education have the highest proportion of condom 

users irrespective of age. The results in Table 6.8 also show that all the teenage men who 

were using condoms in this study had no child and were not in union. There is marked 

difference in between men with only male or female children for those in their 30s and 40s, 
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condom use is much higher among men with up to three boys only compared with their 

counterparts who only have girls. Among those in their 20s, the opposite is observed.

From Table 6.8 it is observed that with the exception of those in their 30s, condom use is 

higher among urban than rural residents. The results in Table 6.8 also indicate that a higher 

proportion of men regardless of age discuss family planning with their spouses and have 

spouses who approve of family planning use compared with those who do not discuss 

family planning with their spouses or those whose partners oppose its use.

6.6 Summary

This chapter has examined the characteristics of contraceptive users among men in 

Zambia. The findings indicate that family planning knowledge is nearly universal and that 

21% of the men are using modem contraceptive methods. In addition, the condom is 

observed to be the most commonly used method among all sexually active men. Pills 

account for about 7% of use, while condoms account for 13% of contraceptive use among 

all sexually active men, which is 43% of all users.

Generally, there is not much variation in modem contraceptive use with respect to most of 

the respondent's characteristics. Surprising results noted are for method choice according 

to the level of education and current residence. The factors influencing modem 

contraceptive use and method choice when all the factors are taken into account have also 

been examined. Ethnicity has been found to be important in choice of methods. The 

results show that ethnicity is important in the use of ‘pill, IUD or injection’ when 

compared with use of traditional methods, while region of residence has been found to be 

important in determining condom use compared with use of traditional methods.

Chapter 6 has also looked at the characteristics of condom users among Zambian men. It 

has also endeavoured to determine the levels of condom use for dual protection and family 

planning use only, with a view to exploring the potential of condom use for dual protection 

among men in Zambia.
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CHAPTER?

QUALITATIVE METHODOLOGY

7 .0 Introduction

This chapter presents the methodology for the qualitative study of this thesis. The 

qualitative study was undertaken between April and June 2003 in selected districts of 

Zambia. This study was designed to explore the demand and supply factors influencing 

contraceptive use with a view of gaining further insights into the ZDHS findings. The 

study aimed to understand the socio-cultural context in which contraceptive behaviour 

occurs in selected study sites in Zambia, to investigate the potential of condom use for dual 

protection and to explore the differences and similarities between the contraceptive 

behaviour of different ethnic and lineage groups. In order to capture the client’s and 

service provider’s perspectives, information was collected from men and women in 

selected areas, personnel from the district health office and from health providers serving 

the respective local communities.

This chapter is divided into three main parts. The first section describes pre-fieldwork 

activities such as the preparation of the research instruments, recruitment and training of 

fieldwork assistants and the pilot study. The second part presents the study setting, data 

collection methods and how they were deployed in this study. In the third section, data 

processing and analysis procedures as well as data reliability and validity are presented. A 

summary of the chapter is given at the end. Figure 7.1 gives an outline of this chapter.

Figure 7.1: Outline of qualitative methodology chapter

Pre fieldwork 
activities
- Field instruments 
- Recruitment and 
training of research 
team
- Pilot study

Fieldwork 
activities
- Study setting
- Data collection

Data processing and 
analysis
- Transcribing of data
- Analysis of data
- Computer assisted analysis 
using ATLAS.ti
- Data validity and reliability 
- Presentation of results
- Summary
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7.1 Pre-fieldwork activities

7.1.1 Field instruments

Prior to the fieldwork, the best way(s) of gathering qualitative information in view of the 

study’s objectives were explored. This process involved extensive literature review and 

consultations with some experts in qualitative research. The qualitative approach was 

chosen as it is able to facilitate enquiry into perspectives of traditional norms, beliefs and 

practices, which quantitative methods like those employed in the DHS cannot accomplish. 

Kaplan and Maxwell (1994) have argued that when textual data are quantified, the 

understanding of phenomenon from the participants’ viewpoint and its particular social and 

institutional context may be lost. Without making any comparisons with quantitative data, 

the detailed nature of the information that can be obtained in a qualitative study is of great 

value.

In this study. Focus Group Discussion (FGD) guides, In-Depth Interview (IDI) guides and 

key informant interview guides were developed for use in collecting information from 

members of the community in the selected areas. FGDs were found to be suitable for this 

study as they bring out general community attitudes, perceptions and behaviour on a given 

topic, while FDIs give deeper insights and enable individual’s to share personal experiences 

since the one-to-one basis ensures privacy. Separate interview schedules were also 

developed for obtaining information from district family planning coordinators, facility 

managers and family planning service providers in selected health facilities.

Figure 7.2 summarises the methods used and sources from which information was obtained 

in this study. The arrows indicate links between information from the different instruments 

and sources. Since the information would be collected from the same catchment area in the 

selected sites, the views from different data sources could be comparable. Using a range of 

data collection methods and sources gives a broader perspective of the issues and acts as a 

check of the validity of the information.
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Figure 7.2: Summary of qualitative methods and sources of data used in this study

7.1.2 Recruitment and training of research assistants

Although the fieldwork was conducted in Copperbelt and North-western provinces of 

Zambia, the research assistants were recruited from Lusaka, the capital city primarily 

because it was comparatively easier to find people with good research skills in Lusaka than 

in the prospective study areas. In this study, English and four local languages namely 

Kaonde, Lunda, Luvale and Bemba were to be used as they are the main languages spoken 

in the selected study areas. Therefore potential research assistants’ linguistic skills were 

assessed by the principal researcher and other persons from the language department of the 

University of Zambia. Thereafter a team of eight male and female research assistants were 

recruited. It was important to have both male and female research assistants as the study 

involved collecting information from men and women.

The field assistants’ training included an introduction to the research topic, study 

background, rationale and objectives. During the training, various examples, class 

exercises and role plays were used and by the end of the fifth day, all of research assistants 

had developed good moderating skills. Their fieldwork skills which were tested during the 

pilot study proved to be of high quality. This was an assurance that the data quality would 

not be compromised. While in the field, the research assistants conducted IDIs, FGDs and 

some key informant interviews, while the principle investigator interviewed all the health 

personnel and some of the key informants.
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During the training, the field instruments were also translated into the local languages by 

the research team. To ensure linguistic equivalency, accuracy and consistency the 

instruments were back-translated into English by independent persons. The translations 

took into account the local culture, local terminologies and any factors that could inhibit or 

enhance participation. For example, extra caution was taken when translating sensitive 

topics such as those pertaining to sex, which are usually considered culturally 

inappropriate and private in most African societies (Helitzer-Allen et al., 1994).

7.1.2 Ethical clearance

Ethical clearance is an important aspect of good research practice. It seeks to ensure that 

the research will be conducted according to acceptable research ethics or guidelines and 

will not harm or disadvantage the study participants in any way. In this study ethical 

clearance was obtained from the Opporutnities and Choices Research Consortium (which 

partly funded the research) and the Central Board of Health/ Ministry of Health (Zambia). 

Both organisations were furnished with the study proposal and the field instruments 

afterwich the study was given approval. The study also ensured that study participants took 

part in the research voluntarily by giving their consent willing (see 7.3.1).

7.1.3 The pilot study

A pilot study may be considered a smaller version of the full scale study. Conducting a 

pilot study is advantageous in that it might give advance warning about potential pitfalls 

for the main study, whether the proposed methods and instruments are appropriate or not 

or give an idea of what procedures to follow in the field. For reasons such as these, a pilot 

was undertaken in an area within Lusaka (8km from the city centre), typifying rural 

conditions (e.g. socio-cultural and economic characteristics). This area is an overcrowded 

‘shanty compound’ (slum area) with a population of about 60,000. It has a well established 

community organisation called the ‘Residents Development Association’ (RDA) which 

organises community development projects in the area. The RDA served as the research 

team’s main link to the rest of the community.

With the help of the local RDA leader who acted as the key informant, community 

members were recruited for the pilot study. The RDA leader was briefed on the study’s 

objectives and data collection procedures which involved collecting information from men 

and women through FGDs and IDIs. It was also emphasised that participation in this study 
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was voluntary and all the information collected would be confidential and anonymous. 

Over 50 men and women mainly from the nearby market and surrounding houses 

assembled at the RD A offices where the principal investigator briefed them about the study 

objectives and reasons for the pilot study. A sift questionnaire (see Appendix C) which is a 

short questionnaire designed to collect basic information on an individual (e.g. socio­

demographic data) was administered. This information was used to allocate participants to 

the appropriate group. Two male and female participants with the most and least number of 

children among the study participants were recruited for the ID Is.

FGD participants were selected using random sampling and allocated to four groups of 6- 

12 people according to age (<35 and >35 years) and sex. The target was to have at least 

two groups of each sex and age group in each study area visited. Four teams of two persons 

each (a moderator and note-taker) conducted the FGDs and DDIs for each sex. It was 

important to stratify the groups according to sex and age because traditionally men and 

women do not discuss reproductive health issues together and in order to observe the 

differences in attitude between yoimg men and women and the older ones. Having 

participants sharing similar characteristics in a group facilitates discussions. Therefore 

once participants were in their focus groups they were asked if there were any who were 

related to each other, held any positions of authority in the community or were involved in 

community health care.

Interviews were also conducted by the principal investigator with the facility manager and 

one family planning service provider at the local health facility. After the pilot study, the 

field instruments were revised. Some of the questions were rephrased or modified and new 

ones were also generated. The field assistant’s moderation skills were also further refined.

7.2 Fieldwork activities

7.2.1 Study setting

A total of five districts in two provinces were visited during this study. This study was 

undertaken in Ndola and Kitwe districts in Copperbelt province and Mwimlunga, Solwezi 

and Zambezi districts in North-western province. Copperbelt province, which is one of the 

more developed provinces in the country provided the urban dimension of the study. The 

province was selected for a number of reasons. Its socio-cultural environment resulting 

from a history of labour migration of people from different parts of the country who 
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relocated in order to work in the copper mines resulted in ethnic diversity and a mix of 

both lineage in the province. These factors made it an ideal place to address the study’s 

objectives particularly the relationship between ethnicity, lineage background and 

contraceptive behaviour. Secondly, Copperbelt province is comparatively well developed 

and at least a quarter of all women reported use of modem contraception in the 1996 

ZDHS. This proportion has further increased to 38% in the 2001/02 ZDHS.

North-western province provided the rural dimension to the study as it is one of the rural 

provinces in Zambia. In this study only areas located in rural parts of the selected districts 

in North-western province were visited. Such locations would provide an ideal socio­

cultural environment to address the study’s objectives as the population living near urban 

centres (Boma) may be influenced by modernisation and possibly be ethnically diverse. 

Since this study was interested in exploring the contraceptive behaviour of men and 

women of different ethnic and lineage background, it was important that information be 

collected from participants living in a social environment largely dominated by traditional 

culture of either matrilineal or patrilineal ethnic lineage groups. Rural locations therefore 

seemed ideal as the likelihood of recruiting study participants of the same ethnic group and 

lineage descent living in the same area would be greater there than in urban areas. 

Therefore North-western province which is inhabited by ethnic groups of both lineage was 

selected. Figure 7.3 shows the map of Zambia indicating the selected sites visited during 

this study.
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7.2.1.1 . Copperbelt province

Although the province is the second smallest in terms of land area in the country, it 

accommodates the largest population (16.1%) according to the 2000 Census. It is also the 

most densely populated region in the country with over 60 persons per square kilometre. 

The 1996 ZDHS found a contraceptive prevalence of about 19% among currently married 

women. Fertility and mortality levels in the province have been declining over the years; 

the 1996 ZDHS indicated TFR of 5.6 which dropped to 4.5 in 2001/02 and between the 

1996 and 2001-2002 inter-survey period IMR dropped from 82 to 68 infant deaths per 

1000 live births. Regarding HIV/AIDS prevalence, the province is the second most 

affected in the country with about 20% being HIV infected according to the latest ZDHS 

(MOH et al, 1997; CSO [Zambia], 2003; MOH and CBoH, 1997).

In Copperbelt province, Kitwe and Ndola districts which are the two most populous and 

industrialised districts in the province were chosen to provide the urban dimension in this 

study. In consultation with the District Health Office (DHO), in both Ndola and Kitwe 

districts two localities (High Density Residential areas [HDR]^ and Low Density 

Residential areas [LDR]'*)  were selected for purposes of making some comparisons about 

the factors influencing the contraceptive behaviour of men and women of different ethnic 

and lineage background living under different socio-economic conditions. Information 

was collected from members of the local community on knowledge and use of family 

planning, spousal communication, HIV/AIDS and use of family planning services. 

Information was also collected from health providers at the nearest health centre in the 

high density residential area on family planning polices and activities, factors influencing 

service delivery, factors influencing use of methods in the respective communities and so 

on (see Appendices). Since it proved difficult to recruit FGD participants in the LDR areas 

(details in later section), a different strategy had to be devised. It seemed feasible to recruit 

participants from LDR areas at workplaces rather than in their residential areas. 

Consequently, arrangements were made for FGDS to be conducted at selected workplaces 

with employees residing in LDR areas (see details in later section).

* Low Density Residential areas (LDR) are characterised by high socio-economic status, high living 
standards and participants from these areas have been referred to as the ‘urban upper class’ in this study

^ High Density Residential areas (HDR) in this study are characterised by low socio-economic status, high 
employment and informal sector employment, poor housing and sanitation. Participants from these areas are 
sometimes referred to as the ‘urban poor’ in this study
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7.2.1.2 North western province

Despite being rural, remotely located, comparatively disadvantaged economically and 

having low literacy levels (43%) compared with the national average of 78%, North- 

westem province also has reasonably high levels of contraceptive use for a rural area 

compared to other provinces in the country. The 1996 ZDHS showed a contraceptive 

prevalence rate of 11% for modem methods which quadrapies to over 40% when 

traditional methods are considered as well. While use of traditional methods in the 

province has decreased substantially from about 30% in 1996 to 12.5% in 2001/02, use of 

modem contraception has increased to about 16%. This relatively high level of use of 

modem methods in North-western province indicates that women in the province may have 

quite a high motivation to regulate their fertility, despite being in a rural area. It was 

envisaged that the reasons behind this type of contraceptive behaviour which is associated 

with urban areas could be explored in the qualitative study. Also few reproductive health 

studies have been conducted in the province to investigate the factors influencing 

contraceptive behaviour.

Between the 1992 and 2001/02 ZDHS TFR increased slightly from 6.0 in 1992 to 6.2 in 

1996 to 6.8 in 2001/02 in the province. Regarding mortality, there has been a decline in 

infant mortality between 1996 and 2001-2002 DHS from 91 to 74 infant deaths per 1000 

live births in North-western province. The province also continues to be the least affected 

with HIV/AIDS in Zambia; the 1996 ZDHS reported a prevalence rate of 11% in 1996 

which has now dropped to below 10% in the 2001/02 survey.

North-western province is home to various ethnic groups residing in traditional 

settlements. The major ethnic groups are Kaonde, Luvale and Lunda. The Kaonde who are 

matrilineal are mainly found in Solwezi, Kasempa and Chizera districts, while the Luvale 

(also matrilineal) mainly inhabit Zambezi and Chavuma districts. Mwinilunga district is 

mainly home to the Lunda who are also found in Zambezi district on the East bank of the 

Zambezi river. In this study Solwezi, Mwinilunga and Zambezi districts where the Kaonde, 

Lunda and Luvale chiefdoms are located respectively, were chosen for this study. 

Although the Lunda of North-western province have two separate chiefdoms and are 

mainly found in Mwinilunga and Zambezi district, they are one and the same ethnic group 

with regard to language and historical origins. The distinguishing feature between the two 

groups is the lineage descent. The Lunda of Mwinilunga follow the matrilineal system 

while those in Zambezi district follow the patrilineal system as this study found. Most 
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literature does not make this distinction. Chondoka (1988) describes them only as 

patrilineal, while the Art and life in Africa project (1998) documents them as a matrilineal 

group. They suggest that the Lunda may have at one time been patrilineal, but as they 

conquered and incorporated various matrilineal ethnic groups, their political system 

transformed to reflect a matrilineal descent.

During the visits in North-western province, information was collected using FGDs and 

interviews in the community and at Rural Health Centre (RHCs) as well. The research 

team liaised closely with the District Health Office (DHO), the health providers at the local 

health facility and the local community leaders. Solwezi district which was the first place 

to be visited and an area located about 60km from the Boma was selected. In Mwinilunga 

district, fieldwork was conducted 56km from the boma. Zambezi district (East and West 

bank of the Zambezi river) was the last place to be visited. In Zambezi east, the team 

travelled 60 km from the Boma to the farthest place in the catchment area which was also 

quite near to the Angolan border.

7.3 Data collection process

bl family planning programmes, the views of the community have become increasingly 

recognised particularly in light of the 1994 ICPD which emphasised a client-centred 

approach in service delivery (UNFPA, 1995). Consequently, family planning programmes 

try to place client’s needs at the centre of service delivery. In order to collect family 

planning and reproductive health information, researchers have often employed a range of 

qualitative research methods. These include:

a) exit interviews which involve getting clients’ perspectives on services they have just 

received (see Williams et al., 2000; Bessinger and Bertrand, 2001);

b) simulated (or mystery) client method which involves assessing service provision by 

using individuals posing as ‘clients’ (Schuler et al., 1985; and Huntington et., al 1990; 

Leon et al., 1994).

c) observations which are based on observing the service delivery process (e.g. a provider­

client consultations). They are designed to observe and measure the accuracy of provider’s 

technical competence (Bessinger and Bertrand, 2001)

d) focus group discussions and In-depth interviews which have been described in 

subsequent sections.
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7.3.1 Data collection in the community

In this study, men and women's views (users and non-users) were primarily obtained using 

FGDs, IDIs and short interviews with key informants. All the FGDs and interviews were 

recorded manually and using audio tapes. Each respondent was briefly interviewed using a 

sift questionnaire to obtain brief socio-demographic information. The sift quetsionnaire 

included a section on the respondent’s consent to choose to participate in the study or not. 

Respondents were aksed whether or not they wanted to participate in the study by the 

moderator on an individual basis and they gave consent verbally.

7.3.1.1 Key informant interviews

According to Stewart and Cash (2000), a key informant is a person who can provide 

information on situations or a particular topic(s), assist in selecting study participants and 

help in securing their cooperation. Key informants usually act as the main entry point to 

the study area and are central in providing access to the potential study participants. They 

can also help the researcher understand the local culture and customs. For instance, in a 

study on maternal mortality in Zambia by Nsemukila et al. (1999), key informants played 

an important role in identifying households that had experienced a death of a woman aged 

15-49 years in the 12 months preceding the study and identifying prospective respondents 

from those households. In this study, key informant interviews aimed at obtaining a 

general overview of the socio-cultural issues pertaining to sex, fertility, family planning 

and so on (see Appendices for question route). The key informants also played a leading 

role in organising men and women to participate in this study.

Information can be obtained from a key informant through informal or formal means such 

as written guides, telephone interviews, face-to-face interviews and group interviews. In 

key informant interviews, interesting and important ideas not previously thought of by the 

researcher may emerge which can be followed up in subsequent interviews and group 

discussions with community members. It could therefore be beneficial if key informant 

interviews were conducted before other interviews and FGDs in a study site. Because of 

these important aspects of the key informants the principle investigator conducted the 

interview while one of the research assistants recorded the information manually and on 

audio tapes. While key informants may provide valuable insights, they are not infallible 

and may exaggerate or withhold vital information. It is therefore important to be cautious 

and validate the information from key informants with other sources such as FGDs.
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7.3.1.1.1 Recruitment and profile of respondents

In this study the key informants had to be hiowledgeable about the people’s lifestyles, 

culture, the area history and issues relating to the topics under study. Therefore persons 

such as the village headman, neighbourhood health committee member, Traditional Birth 

Attendant (TBA), community leader, or other influential persons in the community would 

be suitable. In each of the rural locations with the help of the local health providers the 

local chief was recruited as a key informant, while in the urban areas, the key informants 

were only identified for the high density residential sites, in this case the leader or deputy 

leader of the RDA. In all, six key informants (4 Chiefs and 2 RD A leaders) who were all 

male with at least secondary or higher education were interviewed in this study. They were 

aged between 40 and 60 years, married and with at least four or more children of both 

sexes.

The staff at the local health centre who were the research team’s link to the community 

arranged introductory meetings with the local traditional leadership. The plan was to 

identify and recruit a suitable person as a key informant in the rural area who was familiar 

with the local culture and history of the tribe and area. Although it was not the intended 

plan, the local Chief at the first site was recruited as the key informant because he 

expressed interest in the study. In the remaining sites, the local chiefs were therefore 

recruited by the principal investigator to be key informants. The involvement of the 

traditional leaders was advantageous to the study as this resulted in a good response to 

participate in the study from men and women in the different areas visited.

7.3.1.2 Focus group Discussions (FGDs)

FGDs have been defined as ‘a group of individuals selected and assembled by researchers 

to discuss and comment on, from personal experience, the topic that is the subject of the 

research’, (Powell and Single, 1996: p 449). Van Teijingen and Forrest (2004) describe 

them as guided non-formal discussions on specific topics with a group of people that 

trigger off ideas in each other. FGDs were originally developed for sociological research 

by Merton and Kendall (1946). They were used in population control in the west and a 

notable demographer (John Knodel) used FGDs extensively to study fertility decline in 

Thailand (Knodel, 1995). The last few decades have seen focus groups become an 

increasingly popular method in social science research. Their usefulness in social science 

research extends to generating hypothesis and questions for survey questionnaires, 

investigating underlying factors of social phenomenon and to exploring a new area of 
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enquiry, for instance. In sub Saharan Africa and elsewhere, qualitative studies using FGDs 

are becoming an important way of gathering information on traditional beliefs and 

practices which are not captured in surveys like the DHS. The UNFPA for instance 

commissioned a social research programme using qualitative approaches with a goal of 

studying the impact of social and cultural factors on population issues.

One of the advantages of focus groups is that they use semi-structured guides or list of 

topics on the subject being investigated which are flexible as questions can be generated as 

the discussion progresses. This type of information-gathering allows for exploring new and 

in-depth information through probing techniques. The group approach is used to get a feel 

of the language, the values expressed, different meanings of issues, and also to identify 

areas in which there is agreement or disagreement among members of communities 

(Hennink and Diamond, 1999).

Morgan (1997) identifies three ways in which FGDs can be used as follows: as a self- 

contained method in studies in which they are the main source of data; as a supplementary 

data source in studies that have used another primary method such as a survey and in 

studies using multiple qualitative techniques where the use of one does not determine the 

use of the other(s). The third use as identified by Morgan (1997) is applied in this study. 

FGDs in this study were used as an independent method designed to meet the study’s 

objectives by obtaining community views on topics such as fertility, sex preferences, 

knowledge and use of family planning, lineage issues, dual protection and family planning 

service provision. The use of FGDs in obtaining such information gives an idea of general 

attitudes and behaviour of the commxmity towards the issues at hand.

In this study, focus groups comprising 6-12 participants with similar socio-economic and 

demographic characteristics were conducted by a trained facilitator separately for men and 

women in selected areas. In each of the six study sites, two FGDs were conducted for each 

sex. In Solwezi district, an extra male FGD comprising of village headmen was conducted, 

bringing the total of FGDs to 25 (12 for women and 13 for men).

7.3.1.2.2 Recruitment and profile of respondents

Different strategies were used to recruit FGD participants in the various study sites in the 

two provinces. It was the experience of this study that it is much easier to recruit 

participants in rural sites and HDR areas in urban areas than in the LDR sites in the areas 
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visited. In Copperbelt province, the social environment in the LDR areas made it difficult 

to recruit study participants; most houses in these suburbs have high walled fences around 

them and tight security. Additionally in these localities, community networks hardly exist 

as most people are economically independent and prefer to lead private lives unlike those 

living in densely populated urban locations or rural locations who may rely on community 

and familial support. It is also difficult to find people at their homes during daytime as 

most have Sam to 5pm jobs.

Taking the above factors into consideration, the best strategy for recruiting participants of 

high socio-economic status in both Ndola and Kitwe seemed to be at workplaces. A 

number of companies were proposed by the DHO. Out of these one was selected randomly 

as only one FGD was to be conducted for each sex in this sub-group. The human resource 

managers of the two companies selected in Ndola and Kitwe districts were asked to help 

with recruiting participants. It was critical that clear and specific criteria be established to 

make it easier for human resource managers to select potential participants without 

introducing bias. Men and women were asked if they wanted to participate in the study and 

thereafter a sift questionnaire was administered to potential participants, bi the briefing 

given to human resource managers, they were asked to ensure that all the participants held 

similar positions in the company and that there were no relations in the group. Having 

participants with different hierarchy in the same FGD can affect the quality and type of 

information collected.

In the HDR urban sites and in the rural areas, recruitment of FGD participants was 

comparatively easier and straightforward. The key informants who were instrumental in 

organising participants were carefully briefed on the study’s objectives, assurance of 

confidentiality and freedom to decline participation. In some of the rural sites, as many as 

fifty men and women turned up, while in others, especially where people left home early 

for the fields, the numbers were smaller. Once the people had gathered, more information 

on the research study was given and those who were willing to participant were briefly 

interviewed using a sift questionnaire.

The aim was to put participants with similar characteristics such age-group (< 35years and 

35 years+) together to facilitate ease of communication and comparisons of results. In 

some areas it was inevitable to put younger and older participants in the same group 

because the number of participants was small. It was observed that this however did not 
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inhibit discussions among the mixed groups of younger and older participants. AAer the 

sift questionnaire interview potential participants were assigned numbers and participants 

were selected randomly. Randomization was used to narrow the number of participants and 

to avoid selection bias in recruitment which occurs when certain individuals are included 

or excluded from the study for reasons not specified in the research design (Krueger and 

King, 1998).

During the FGDs, measures were taken to ensure that there were no hierarchies of any sort 

in the same focus groups (e.g. leaders and subordinates, church leaders and members etc), 

and that there were no relations in the same group. This was done by simply asking the 

participants once in a group if any were related or if anyone held a position of authority in 

the community. According to Morgan (1997), FGDs with participants who are familiar 

with one another have weaknesses. For instance, the kind of issues raised and the way the 

moderator interacts with the participants could be affected negatively. However, Morgan 

(1997) also recognises that while having strangers in a group may be useful, in some cases 

it may be irrelevant and difficult to constitute FGDs of participants unknown to one 

another as was the case in this study. Since this study focussed on reproductive health 

issues, it was important to ensure that there were no community health providers such as 

Traditional Birth Attendants (TBAs), Community Health Workers (CHWs), Community 

Based Distributors (CBDs) or traditional healers in the groups as their presence could 

influence the discussions. Information is best collected from such individuals in DDIs.

According to the results in Tables 7.1 and Table 7.2 there were roughly a similar number 

of groups with older participants aged over 35 years than below 35 years. As expected for 

both sexes, rural participants had lower education levels compared with their counterparts 

in urban areas and in nearly all the focus groups, most of the men and women were 

married. There were more men who reported not having children compared to the women. 

In half of the groups, women reported having 4 or more children. Regarding ethnicity and 

lineage, the general pattern of the FGD composition for both sexes in Copperbelt province 

reveal multi-ethnic composition of the study areas. The results also show that the groups in 

the rural areas in North-western province were characterised by participants belonging to 

the same ethnic and lineage group. Table 7.1 and 7.2 present summaries of socio­

demographic characteristics of female and male FGD participants respectively.
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7.3.1.3 In-Depth Interviews (IDIs)

In this study, IDIs were used to get an account of an individual’s ‘contraceptive history’, 

views on discussions with spouses on family size, family planning and HIV/AIDS, 

sterilisation and family planning service provision. Reproductive health issues may be 

considered private especially in the African context since they relate to sex which is 

sometimes not talked about freely with others, as studies by many researchers such as 

Caldwell and Caldwell (1990) have established. An open-ended question route was used in 

the in-depth interviews. Probes were used to find out the underlying factors (particularly 

socio-cultural) that influence decisions to use or not to use, what to use, when to use and 

experience with the methods (see Appendix C2 for details).

Although focus groups are often conducted within the social and cultural confines of the 

local environment, it has been proposed that participants may be inhibited in expressing 

themselves freely because of the unnatural social setting of being in a group (Madriz, 

2000). In this case, IDIs may be considered more suitable and may be viewed as yielding 

more accurate information than FGDs. When FGDs are compared with IDIs, it appears that 

the individual setting covers more ground as there is no interference from other 

participants.

Although it may be argued that interviews may give more accurate results because people 

usually express their opinions with ease in a one-to-one conversation than in a group- 

setting, interviewing also has its limitations. For instance, since they solicit personal 

information, the respondent’s cooperation is critical. In this study, the moderators were 

given techniques on how to respond sensitively and appropriately when obtaining sensitive 

information from respondents. For instance, they were taught about knowing when to 

continue or terminate a discussion, paraphrasing questions without changing the meaning 

or suggesting to the respondent that they discuss a (difficult) topic later. Shedlin (2002) 

who has used qualitative methods to conduct research among persons living with 

HIV/AIDS proposes that when discussing a sensitive topic the interviewer must show 

interest, curiosity, empathy, encouragement and be flexible. In order to protect 

participant’s identities, in this study names were not used on any document and only 

numbers were used on the sift questionnaires. Information was also carefully protected and 

only the principal investigator handled the sift questionnaires whose records were 

destroyed at the end. The participants were also only addressed by first names only during 

the FGDs and IDIs and the audio tapes were kept stored away safely after the analysis.
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7.3.1.3.1 Recruitment and profile of respondents

A total of 25 men and women were recruited for the IDIs. Sift questionnaires were used in 

‘screening’^ suitable respondents. In each site, the person with the most children and the 

one with the least were selected for the interviews out of the potential study participants. In 

cases where there was more than one respondent with the most and least children, the two 

respondents would be selected randomly. Table 7.3 summarizes the characteristics of the 

respondents of EDIs for this study.

Table 7.3: Summary of socio-demographic characteristics of IDI respondents
______ Characteristic _____ _____Men (n=12)_______________ Women (n-13)

Frequency Percent Percent

<35 5 42 2 15
35 years+ 7 58 11 85

Education
None/ primary 8 67 3 23
Secondary+ 4 33 10 77

Marital Status
Currently in union 12 100 9 69
Currently not in union - - 4 31

Number of children
0 - - — -
1-3 3 25 3 23
4+ 9 75 10 77

Tribe
Bemba (m) 1 8 2 15
Kaonde (m) 3 25 1 8
Lozi (p) 1 8 1 8
Lunda (m) 2 17 3 23
Lunda (p) 2 17 3 23
Luvale (m) 3 25 2 15
Tumbuka (p) - - 1 8

Note: (m) denotes matrilineal; (p) denotes partilineal

7.3.2 Data collection from health providers

Health providers have a large influence on the success or failure of a family planning 

initiative and their role in service provision cannot therefore be overemphasised. Shelton 

(2001) states that their technical skills, knowledge, opinions, attitudes and advice have a 

big influence on what services clients receive and their subsequent behaviour. In this study, 

it was important to find out the views of health staff (both management and clinical) on the 

factors influencing family planning use and delivery of services in their respective areas. 

Interviews were held with management staff (district family planning coordinators and 

facihty managers) and clinical staff (family planning service providers referred to as

5 Focus group researchers call established criteria for selection of FGD participants as screening (Morgan, 
1997),
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service providers in this study). Table 7.3 gives a summary of the socio-demographic 

characteristics of selected health providers interviewed in this study. Information on the 

socio demographic characteristics was only collected from service providers and facility 

managers and not district family planning coordinators.

Table 7.4: Summary of socio-demographic characteristics of selected health staff
Characteristics Facility managers Service providers

Number Percentage Number Percentage

<35 1 16.7 1 16.7
35+ 5 83.3 5 83.3

Sex
Male 3 50.0 2 33.3
Female 3 50.0 4 66.7

Marital status
In union 4 66.7 2 33.3
Not in union 2 33.3 4 66.7

Number of children
0 1 16.7 2 33.3
1-3 - -
4+ 5 83.3 4 66.7

Religion
Christian (protestant) 5 83.3 5 83.3
Christian (Catholic) 1 16.7 1 16.7

Tribe
Bemba 33.3 - -
Lunda 2 16.7 2 33.3
Luvale 1 - 1 16.7
Kaonde - - 2 33.3
Other 3 50.0 1 16.7

Current method
None 3 50.0 5 83.3
Pill - -
Injectible 2 33.3 1 16.7
Sterilization 1 16.7 -

gwal^cadonf
Registered nurse - 1 16.7
Enrolled nurse 4 66.7 4 66.7
Clinical Officer 2 33.3 — -
Other - 1 16.7

7.3.2.1 Interviews with district family planning coordinators

Interviews were held with management staff from the District Health Offices (DHO) 

responsible for family planning activities. In some of the districts these were planning and 

development managers, while in others they were district maternal and child health 

coordinators or Integrated Reproductive Health coordinators. The district health staff 

questionnaires were designed to find out how logistics relating to family planning are 

managed, how the family planning policy guidelines are implemented and the type of 

activities undertaken and about problems (if any) that they experience in family planning 
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service delivery. These interviews were important as they highlighted the existing family 

planning practices in the districts (see Appendix DI).

7.3.2.2 Interviews with facility managers

In each facility, information on family planning services was collected through interviews 

with the facility managers (popularly known in Zambia as the ‘in-charge’) at the facility. A 

total of six health facilities (one in each study area) were visited during the fieldwork. 

Specifically, information was obtained on the type of family planning services provided, 

contraceptive supplies, staffing levels, supervision of family planning services and 

coordination of family planning activities with other NGOs and the community. Interviews 

with facility managers included information on the characteristics of the facilities for the 

purpose of assessing the quality of services (see Appendix D2).

The facility managers were also asked to give their views on the factors that influence 

people’s contraceptive behaviour in their catchment area as well as on issues relating to 

family planning logistics and activities. As the results in Table 7.4 show, half of the 

facility managers interviewed were male. In two of the health facilities, the facility 

manager was the only provider at the facility and thus performed both clinical and 

administrative duties.

7.3.2.3 Interviews with service providers

In this study the interviews with service providers were crucial because service providers 

have direct contact with family planning clients and potential users of methods. The 

service provider questionnaire was designed to collect information on the type of services 

provided, operational issues such as facility opening times, procedures for assessing 

clients, contraceptive supplies and so on (see Appendix D3).

Service provider characteristics such as age, sex and marital status play an important role 

in determining utilisation of services. According to Table 7.4 the service providers were 

aged between 30 and 50 years and two out of the six were male. Three of the four 

providers who worked in the rural health facilities were enrolled nurses and the other was 

an environmental health technician. Both service providers in the urban sites were 

registered nurses. Four of the service providers were using a contraceptive method 

(injection) at the time of the study. All the service providers in North western province 

originated from the province and were quite familiar with the local customs. This could be 
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an important aspect in service delivery in rural areas in particular as the family planning 

hypothesis suggests (see Chapter 2).

7.4 Data processing and analysis

7.4.1 Recording and managing data

Audio tapes of all the interviews and FGDs conducted in this study which were transcribed 

and together with the written notes provided a descriptive record of the field data. Some of 

the written transcripts were in English as some interviews and FGDs were conducted in 

English. However most transcripts were in local languages and had to be translated into 

English, after which they were word processed. This raw data was then analysed and 

interpreted.

The preparation of transcribed material may depend on the level of analysis to be 

undertaken. In this study for instance, other non-verbal expressions such as sighs, laughter 

or lengthy pauses were taken note of as they could be important in interpreting the results. 

Although only sections of the data were analysed, all the original recorded tapes and hand­

written field notes were kept safely for cross-checking at a later stage or checking for 

validity by other researchers. The fieldwork scripts (raw data) were reviewed a number of 

times and then edited to familiarize the investigator with the content and to correct 

mistakes occurring during transcribing. Since the scripts were transcribed word for word 

from audio tapes, it was necessary to edit them to remove material that was not relevant or 

directly related to the study. According to Miller and Crabtree (1992), editing is useful in 

that meaningful segments in the text are sought and data is rearranged and reduced to a 

level that summarises the text.

7.4.2 Analytical procedures

In analysing qualitative information the researcher aims to bring together the context and 

meaning of the results. Although there may be several ways of reaching the same 

conclusion, there are basic steps that are observed in qualitative data processing and 

analysis. According to Miles and Huberman (1994), these steps include creating memos of 

reflections and observations, assigning codes and identifying emerging themes and 

relationships, examining differences and similarities in a more focussed manner, 

interpreting the data and verifying the interpretations as Figure 7.4 shows.
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Borrowing from this framework, in this study information collected from the different data 

sources which were recorded as scripts were reviewed a number of times while questioning 

what patterns were emerging in the process. The reviewing process resulted in the 

reducing of the results to codes and code families (groups of codes). Quotations constituted 

the major form of display of the findings.

7.4.3 Computer assisted qualitative data analysis using ATLAS/ ti version 4.2

In order to analyse the data obtained from the different methods and sources, in this study a 

systematic approach was adopted to ensure that the results would be as valid as possible. 

Consequently computer assisted qualitative analytical techniques were employed to ensure 

a sequential process. In this study, ATLAS.ti version 4.2 was applied to the qualitative data 

as it was the available package and one that this researcher was familiar with.

Before applying the software package to the data, the scripts (raw data) were typed in 

‘word format’ and stored as individual files. The files were then converted to ‘rich text 

format’ which is a requirement before importing the data to ATLAS.ti version 4.2. The 

imported files were stored as a Hermeneutic Unit in ATLAS.ti and each individual file was 

stored as a ‘Primary Document’ (PD). During the analysis of the data, ‘Primary Document 

Families’ (PDF) were created according to the objectives and interest of analysis. In this 

study, PDs were in the first instance stored according to the different data collection 

methods used in this study (i.e. FGDs, IDIs, Health provider interviews etc). The next step 

involved creating PDFs for the different sources of data (e.g. women, men, service 

providers, key informants, facility managers and family planning district coordinators). 

Other PDFs were created also according to the levels of analysis required e.g. by province, 

place of residence etc.
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The codes which were generated while reviewing the transcripts were then assigned to the 

data. Similar codes were grouped together into 'code families' which represented a main 

topic or theme. Examples of code families generated in this study are given in Table 7.5 

Code families in the ATLAS.ti framework are simply named sets of codes (Muhr, 1997). 

Other new themes also emerged during the analysis such as youth and family planning and 

general health concerns.

Table 7.5: Example of arrangement of study's data using ATLAS.ti

Primary 
Documents

Primary 
Document 
Families

Codes Code
Families

Quotations

" mi in RMa

. FGD in HDR 
area

= male FGDs
" female FGDs
■ male IDIs
" Female EDIs
” service provider 
Interviews
= facility
manager 
interviews
■ district health 
staff interviews

■ popular methods
" least popular methods
■ reasons for choice r

” reasons for condom use''
® reasons for non-use of 
condoms \

METHOD 
CHOICE

CONDOM
USE

Grounded theory which partly provided the premise for the development of ATLAS.ti was 

used in this analysis. According to Glaser and Strauss (1967), the theory aims to help the 

researcher to remain close to the data by developing the analysis from work that is 

‘grounded’ in the data. The principle idea of the grounded theory approach is to read texts 

a number of times and identify or label variables (categories and concepts) and their 

interrelationships. This enables an understanding of the issues emerging from the 

perspective of the source since the data is allowed to 'speak for itself.

In this study, although some of the analytical categories or themes were determined before 

hand, others emerged from the data during the reviewing process. The information was 

then sorted into various categories and these were later revised. The text in the different 

categories or themes which were in form of ‘quotations’ were reviewed a number of times 

to observe for patterns in the data. These were then examined in light of existing literature. 

According to Oona et al. (1999), the type of analysis is iterative as it is based on making 

constant comparisons, contrasts and conceptualisation of the data. In the use of grounded 

theory approach, the information was analysed using a process known as content analysis. 

According to Holste (1968, p. 608) content analysis is “any technique for making 
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inferences by systematically and objectively identifying special characteristics of the 

message.” The identification of these special characteristics involves coding segments of 

texts usually referred to as topics or categories (Oona et al., 1999). In this study, content 

analysis was considered suitable as the qualitative study was carried out with the aim of 

enhancing the understanding of the socio-cultural factors that influence contraceptive 

behaviour in the areas visited. Thus themes that emerged during the discussions as well as 

the pre-determined ones, guided the analysis.

7.5 Data reliability and validity

Issues of reliability and validity ensure data quality in qualitative research. According to 

Rance (2002), reliability has to do with whether the results are dependable, that the 

research process is consistent and carried out with careful attention to the rules and 

principles of qualitative methodology. Validity refers to the extent to which data accurately 

represents or assesses a phenomenon under study in the study area. For instance, are the 

findings of this study a true reflection of the communities visited? A clear and logical 

connection between the research questions, purpose and design, comparability of data from 

different sources and having the same data collection procedures throughout the study are 

some pointers that ensure reliability and validity of the data (Mason, 1996; Rance, 2002). 

Ensuring that the data are dependable does not necessarily mean that the same answers are 

expected from different study sites, however as Miles and Huberman, (1994) proposed, 

there should be a logical consistent pattern of responses that remains reasonably stable 

over time, across researchers and methods.

In this study to ensure that the data collected were of the highest quality a number of 

measures were adopted. For example, various consultations were made during proposal 

development with experienced qualitative researchers and suggestions were incorporated. 

The research assistants recruited were either university students or teachers and were fluent 

in the local languages used in the study areas. The research assistants were also given 

rigorous training on conducting the study (see in earlier section). To ensure linguistic 

accuracy, the field instruments were translated into local languages and back translated 

into English by independent persons. To improve data reliability, all the discussions were 

recorded on audio tapes and transcribed verbatim.

During the analysis of the results, the transcripts were checked constantly to verify 

conclusions and contradictions. A few of the field transcripts were coded by other 
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researchers to check for consistency between them. To ensure reliability of the information 

collected the study participants were assured of confidentiality. Secondly, the FGDs and 

EDIs were held in private and quiet areas such as a school classroom, community hall, 

inside a home or in a back garden. Except for the interviews with the Chiefs where a 

messenger was present (though sitting at a distant), in all the other interviews no other 

person apart from the respondent, interviewer and note-taker were present.

The same data collection instruments were used in all the study areas visited to ensure 

consistency in the data. The fieldwork in this study was arranged in a way that could 

enable validation of information obtained from various sources such as health personnel, 

key informants and male and female FGD participants. It was important to use different 

data sources and methods to collect the information to broaden the perspectives on the 

same issues and because explanations for an issue raised by one source (e.g. community 

members) using one method (e.g. FGD) could be provided by another source (e.g. service 

provider) using a different method (e.g. interview). In social science research this is 

commonly referred to as triangulation.

Triangulation has been used by researchers to check and establish validity of the 

qualitative studies (Schwandt, 1997). Silverman (1993) however expresses reservations 

about its use in qualitative research since different methods and data sources may provide 

different insights and conceptualisations of the same situation rather than contribute to a 

single emerging picture of results. However, this may be a strength rather than a weakness 

as examining a research problem from different angles may enrich rather than weaken the 

research findings. Marshall and Rossman (1995) in support the use of multiple sources and 

methods propose that this can also greatly strengthen the study’s usefulness for other 

settings. Some past studies have also successfully used different sources to explore how far 

findings might be generalised and strengthened (Keen and Packwood, 1996).

Triangulation was first used in the social sciences to show the use of multiple methods to 

measure a single construct (Campbell 1956; Campbell and Fiske 1959; Gamer, Hake and 

Eriksen 1956). According to Guion (2002) there are different types of triangulation, 

namely investigator triangulation (which consist of the use of multiple, rather than single 

observers or investigators); fAeo/y trzuMgu/ufroM (which consists of using more than one 

theoretical idea in the interpretation of the phenomenon) z/um triangulation and 

methodological triangulation. Data and methodological triangulation have been used in 
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this study. Data triangulation involves the use of different sources and this study the 

different data sources included health personnel and community members. According to 

Denzil (1970) and Guion (2002), methodological triangulation involves the use of multiple 

qualitative and/or quantitative data collection methods, hi this study FGDs and hDIs were 

used to collect qualitative data. The advantages of combing these methods have already 

been highlighted in an earlier section of this chapter.

7.6 Guideline for presentation of qualitative study results

The findings of the qualitative study are presented in Chapters 8 and 9. Chapter 8 primarily 

focuses on the demand side factors influencing contraceptive behaviour, while Chapter 9 is 

mainly based on supply side factors. In presenting the results, verbatim quotations from 

study participants have been used. Some of the information has also been presented in 

form of Tables and Figures. Some excerpts from FGDs include responses from more than 

one respondent belonging to the same focus group. In some instances dialogue vignettes 

between the interviewer and the respondent have been presented. Table 7.6 gives 

guidelines to the abbreviations used and other information which will make it easier for the 

reader to follow the presentation of the results in Chapter 8 and 9.

Table 7.6: Guidelines for subscripts used for the quotations from qualitative data
refers to the interviewer

R refers to male or female ID I respondents
SPK# refers to female FGD speaker where more than one speaker is 

quoted.
SPKM# Refers to male FGD speaker where more than one speaker is 

quoted.
KEYINFORMANT# Subscript the quotations from the two urban key informants
TRADITIONAL LEADER# Subscripts for the four traditional leaders
Identity features
HDR 
LDR

HDR refers to High Density Residential area in urban area 
LDR refers Low Density Residential area in urban area

RM RM refers to a rural site in an area dominated by matrilineal ethnic 
groups. There were three such sites visited during this study. These 
are distinguished by the letters a, b, and c and the numbers 1 and 2 
to distinguish the FGDs (e.g. Rmal, Rma2 etc)

RP RP refers to a rural site with predominantly patrilineal ethnic 
groups. In this study there was only one such site. However the 
FGDs in this site are distinguished by the numbers 1 and 2 (i.e.

Speaker characteristics These include ethnicity, gender, age, education, marital status, 
number of children and the study site identify feature. They are 
indicated in brackets at the end of each quotation from an IDI 
respondent or FGD participant e.g. (Bemba female, 35 years+, 
rgconr/ar}' erZwcahon, Marner/ 3 ma/e cAzVr/ren, RP^

fJ?OF7DER#. refers to the family planning service provider;
f/kf#.- refers to the facility manager
DC#: refers to the district family planning coordinator.
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7.7 Summary

This chapter has presented the methodology for the qualitative study which was conducted 

in Zambia. The study aimed to investigate demand and supply factors within a socio­

cultural context that influence contraceptive behaviour within a socio-cultural in selected 

districts of two provinces, namely Copperbelt and North-western provinces. The study also 

explored the potential of condom use for dual protection (against pregnancy and 

HTV/AIDS/STIs).

In this study various qualitative data collection methods were used to collect information 

from different sources. Since the study was interested in the client and providers 

perspectives, information was obtained from men, women and health personnel in selected 

study sites. The fieldwork work process which included a pilot study has been extensively 

discussed in this chapter. The different types of methods used and the sources of 

information have also been described. The Chapter has also presented the steps taken in the 

analysis of the qualitative information whose results are presented in chapters 8 and 9.
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CHAPTER 8

THE SOCIO-CULTURAL CONTEXT OF FAMILY PLANINNG IN ZAMBIA

8.0 Introduction

This chapter which presents the results of the qualitative study on the socio-cultural 

context of family planning in Zambia focuses primarily on demand side factors influencing 

contraceptive behaviour in the selected study areas. The results presented in this chapter 

are largely from interviews with key informants and from FGDs and ID Is with members of 

the community in the selected study areas. The views of health providers in the different 

selected study areas are also presented.

The results from all the different data sources have been presented concurrently in this 

chapter to make it easier to compare views on the different topics. The use of the multiple 

data sources is aimed at gaining a richer understanding of the socio-cultural context in 

which men and women’s contraceptive behaviour occur. From the outset, it is important to 

mention that the results of the qualitative study do not reveal any notable differences in 

contraceptive behaviour among the different ethnic or lineage groups. As such the results 

in this chapter reflect differences in views according to background characteristics, such as 

gender, rural or urban residence and socio-economic status. It is observed that these factors 

rather than ethnicity and lineage background accounted for some of the differences 

observed in this study.

The results are presented under different sub-headings such as Knowledge and awareness 

of family planning, Information access, Attitudes and practices of family planning. Covert 

use of family planning, Male involvement, Spousal communication and Socio-cultural 

factors. Finally, a summary of the chapter is given at the end. It was observed that 

information from the IDIs provided useful information although there was no particular in­

depth interview that had unusual results among both men and women and thus could be 

presented as a case study. The views from the IDIs basically mirrored those from the FGDs 

in the respective areas. Thus results from IDIs and FGDs are presented concurrently in this 

chapter.
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8.1 Knowledge and awareness

The study findings reveal generally high levels of awareness of family planning among 

male and female study participants. For example, many men and women in most FGDs and 

BDIs in the different areas could mention at least two modem methods. The most widely 

known traditional method for pregnancy prevention among men and women in this study 

are ‘strings’®. They are said to have been in use since ages past and are so well established 

in some of the local cultures that they even have local names, for example ‘Impimpi’ in 

Bemba and ‘Mapingo’ in Kaonde. Most men and women especially in the urban areas 

were however unable to name herbs or trees from which traditional methods are made. 

Some blamed their ignorance on traditional doctors who they said refused to reveal their 

secrets, while others claimed that they knew the names but were not allowed to share them 

with ‘strangers’ as these were secrets of the tribe. Some male focus groups in rural areas 

also mentioned a tree known locally as the ‘Kalabalala’ tree whose fruits are to be eaten 

together with nsima’ to prevent pregnancy.

In descending order, strings, pills, condoms, abstinence and injections were most 

frequently mentioned among men. Table 8.1 also shows that pills, sterilization and strings 

were mentioned in more than half of the women’s FGDs. In the two urban upper class 

female FGDs, it is mostly modem methods such as pills, injections, sterilisation and 

condoms that were mentioned, while among rural women and the urban poor, pills and 

traditional methods (strings and abstinence) are widely known.

Table 8.1: Number of FGDs in which family planning methods were mentioned
Method Female (n=12) Male (n=13)
Modern
Condom 6 11
Pill 11 11
Injection 6 8
IUD 2 1
Sterilisation 7 5
Traditional
Abstinence 6 11
Withdrawal 2 4
Strings 7 12
Herbs 3 6
Breastfeeding 1 2
Natural method 2 2
Other
Lemon juice 1 0
Salt solution 1 0
Seeds 1 0

^ These are pieces of sticks which are tied to a string and are worn round the waist. Two of the sticks should 
be front and the other two at the back. The sticks are traditional medicines which perform some ‘magic’ to 
stop fertility. (Nsemukila et al., 1999)

Nsima is a traditional dish in form of a hardened porridge prepared from maize flour (mealie meal) 
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Among the urban poor, unusual methods were also mentioned as the following quotations 

reveal.

"2%g ofAer mgfAod is iAai _yow squeeze a Zemon in a cwp. Thu ggf coAon woo/ O7k/ d^ zY zn iAe 
/gZMOM /z^cg. ^q/brg yow zTZzzAe /ovg, )zow z/^ /Ao/ co//OM woo/ zYz j/ozo- Aoz^. FrozM /Azz/ /gmon ;zozz 
CZZM? AgprggTZOM/. " fXoOMz/g/gZMZZ/g, Jjygzzrsf, MO gz/zZCZZ/ZOM, ZTZZZTTZgz/ WZ/A 7:0 ZzAz/z/rgTZ, 7/Z)/?zz / '

"SoTTZg sz^ }zozz /zzAg cgTYozM segz/s czz//gz/ '77Z07Z0' /o prevent prggTzoMcy. 7/^_pozz /zzAg /zvg seez/s, z/ 
TMgZZMS z/ wz7/ /ZzAg^Vg JZgZZTS A^rgyOZZ CZZTZ COTZCg/Vg ZZgZZZTZ. O/KTg /Ag Sggz/ z/zsso/ygs ZTZSZz/g/gT-Zz/z/p 
zs AzMz/grgz/, / Azzvg zzgvgT" zzsezZ z/ /AozzgA. " (Sg/zzAzz /gZMzz/g, <35 ^'gzzrs, sgcoTzz/zzzy gz/zzczz/zozz, Tzo/ 
ZTZZZTTZgz/, 3 7MZZ/g gAz/z/rgTZ, /7D7(z^

"7 zz/so Agzzrz/ zzAozz/ using zz szz// so/zz/zozz /o Ag taken, o gz^ grg/yz/zg/. TAg so/zz/zoM sAozz/z/ Ag vgry 
s/T-OTZg. " (ZzzTzz/zz/g7Mzz/g, <35}'^zZ7's, none/pnzzzzzTy gdzzczz/zoTz, Tzzzzzrzgz/, 4+ Ao/A sg%gs, 7/7)7(AJ

Although most male and female participants were generally familiar with how to use pills, 

inj ections and condoms, some participants particularly among rural and urban poor sub 

groups lacked in-depth knowledge on modem methods. Myths and misconceptions on side 

effects of some methods such as pills, condoms, injections and sterilization were prevalent 

among male and female study participants regardless of background characteristics, 

particularly female study participants. The single most common misconception cited in this 

study which cut across background characteristics was the belief that ‘the pill causes 

cancer

7?; “I have heard that the pz// wz// czzzzyg cancer qf /Ag cg/vhc zZTZz/ zzzzzTzy other cozz^/zgzz/zoTzs gvgzz 
AT-gziy/ gzzTzggr. IfAg/z 7 zzsA /zzgz/zczz/ pgz)p/g zzAzzzz/ /Azs, /Agp wz///zzf/ z/Kzzzu'.; zzzg /zAg Agy, wAzz/ iy 
sAg /zz/AzTzg zzAzzzz/ zzzzw? " f^TzzzMAzzAzz female, <35 ygzzz-s, .yggzzzzz/zzzy gz7zzgzz/zz)7z, TzzzzTTz'gz/, 3 children 
Az)/A .ygzcgs', ZZ)7(Aj.

Also some older men (35 years+) in the FGDs in rural areas expressed ignorance about 

modem contraceptives while others said they had never seen condoms and had only heard 

about them in relation to ADDS. Some women in FGDs also believed that pills also caused 

infertility and growths in the stomach as they accumulated in the body. A few mral men 

and women who had reservations about the condom thought that it could burst during sex 

and remain in the woman’s body and cause disease.

“We were told to go to the hospital to be given pills /z) spzzgg AzYYAs zznz/prgvgzz/ prggyzzzzzz:}'. AGw 
Aggzzzzsg wg/zz// z^/ygzzT' wg /AzTzA /Azz/ /^yzzzz /zzAg zz pz7/, yozz wzVZ Azzvg zz grow/A zTzyozzrs/OTzzzzcA. 7/ zs 
/gzzr /Azz/ z's TzzzzAzTZg zzs no/ /z) /zzAg pz7/.y, o/Agrwzsg wg Azzvg Agzzrz/ about /Agzn ". (7:zvzz/g/g/zzzz/g, <35 
ygarf, no gzAzczz/zo/z, zMzzrrz'gz/, 3 cAz/z/rgn q/^Ao/A sazcg;, 7(A7g7/
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"CoM^o/MS 6nMg a /o/ q/^(/zseasas a/z(/ com remazM zM fAg wozMzzm's 600^ /Ac/ zs ^Ae/^ /zgqp/g Aova 
TAzzfs wA)z /Agy z/ozi'/ zffg ^Agm. Jnz/ /or /Ag pzZ/s', wg /gar /AoZ /Agy wzZZ zfggA-qy ozzr ^rhVz^". 
(Luvale/gzwa/g, <35 j/gars, Mo gz/woa/zoM, single, 3 ma/g cAz/z/rgM, 7(Afg^

In one of the areas visited there were divergent views on what methods men and women 

knew: while the female participants expressed complete ignorance about modem 

contraceptives and said they only knew abstinence, among the men there was a consensus 

that condoms and female sterilization were commonly known in the area.

Female FGD

SPK3: “We don't know any /MgfAod, wg/zz.9( gzvg Azr^A gvgzy /zzMg, wg don? Anory what wz/Z Ag,(p 
zzf " (ZwMdo/gZMzzZg, <35ygar.y, none/przTMOzy gdzzoa/zon, nzzzrrz'gd, 7-3 Aqy.9, RPb)

&PA15; "IFg don? Anow zznyZAzng zzAozzZ family p/oMMzng. fPg/zz.yZ Agar oAozzZ z'Z. Even q/?gr AzrZA wg 
don? gygn know wAzz/ Zo do Mg%Z". (Zzzndd^ZMzdg, <35ygars, nong/pnnzzZTy gdzzczzdoM, nzorrzgd 
7-3 Aqys, TZPAJ

Male FGD
SP^. "Tias fzr, ZAw Zz/ng zAgy zzrg Arzngzng zzs condonzs and zAayg arg Ag^zng zn fonzg oiiyg; Zo 
prgvgnZ prggnanop. JTyo wAgn a woznan is Aavzng oozz^/zoaZzozzs wAgn Aavzng cAzVdrgn sAg can 6g 
opgraZgd on aZ zAg hospital zArozzgA sZgrz/zzaZzon. 15^ so doing sAg can sZqp Azzving cAi/drgn." 
^zzTzda male, 33ygars+, no gdzzoaZion, znarrigd, 4+ 6oZA sexes, 7(P6J

/422 jP&iKERS. "ygsZAoZ is corrgeZ". (%P6J

The male FGD participants in this area said they obtained condoms from health workers 

who visited occasionally or from kiosks. Further probing into knowledge of fertility 

regulation methods in the female FGD did not yield any results. It was however surprising 

that when discussing the types of methods used to regulate fertility and dual protection, the 

women said that they had heard about pills but had never used them before because

“we don't have them in our area ”, “the c7znzc z's vgzy/hr" and "zAg g/dgrs .sz^ zZ zls 6ad and 

Arzngs disgosgs Zo ozzr Aodz'gj ". These women had apparently heard about condoms during 

HIV/AIDS talks at the local primary school. It was however evident that they did not 

associate condoms with family planning as they only talked about them in relation to 

HIV/AIDS. They stated that they did not know of any method that could prevent 

pregnancy and at the same time protect against HIV/AIDS. It should be noted that this 

particular area is remotely located and the female participants had never been to school or 

had only reached primary school level. According to the key informant of the area, hardly 

any programmes on family planning had been carried out in the area and the health 

providers from the nearest facility (30km away) only made periodic visits to the area for 

programmes on malaria, AIDS and polio.
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8.1.1 Sources of information

In this study participants were asked about their source of information on family planning 

(see Figure 8.1). Popular sources among women regardless of background characteristics 

include the health facility, friends and elders, while in men’s FGDs common sources 

included elders (grandparents in particular) and the radio. Elders, parents and grandparents 

are said to be sources of information on traditional methods mostly by rural participants 

and the urban poor. It is not surprising that television and workplace seminars were only 

mentioned by urban upper class men and women as these are more common in urban than 

rural areas. ‘Safe motherhood clubs’, ‘Growth monitoring groups’ and ‘Under-5 clinic 

posts’ were mentioned only in the female FGDs among the urban poor. This is because 

these services primarily target female clients and are currently only offered in the high 

density residential localities of selected urban areas in Zambia. In two instances, male 

FGD participants who mentioned the health facility as an information source stated that 

they did not actually go the clinics themselves but got the information from the clinics 

through their wives.

Figure 8.1: Men and women’s sources of family planning information

Women only 
Safe motherhood clubs. 
Growth monitoring groups 
and Under-5 clinic posts

Both sexes
Friends, Health facility. 

Television, Hospital, School, 
Elders, Seminars/ workshops. 

Parents, PPAZ, Radio

Men only
Bars, Newspapers, Magazines, 
CBDs, Church, Outreach 
activities. Spouses, the Red Cross 
and the Neighbourhood Health 
Committee

On the type of information received, female FGD participants in some of the sites said that 

service providers essentially told them about the different types of methods, how to use the 

method (pill), the advantages and disadvantages of the methods and to go back when they 

had nearly run out (of the pill) or were due for their next injection. In both FGDs among 

the urban upper class sub group, the women felt that some service providers did not give 

adequate information on the side effects of methods. Interviews with service providers 

revealed some gaps in the information given to clients before being given a method. For 

example, while nearly all the providers in this study discussed multiple methods with new 

clients, only half discussed advantages and disadvantages and a third did not discuss side 

effects with the clients at all (see details in Chapter 9). A few male rural participants 

mentioned that elders advise them against sleeping with their wives when they are 

breastfeeding and to use the withdrawal method when their wives are pregnant.
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8.1.2 Channels for reaching men

Regarding the best way(s) of reaching men with family planning messages service 

providers in the rural sites felt that the involvement of traditional leaders in disseminating 

information would be a good strategy because of their position in society. Among rural 

men formation of men’s groups was the commonest response (mentioned in five out of the 

six FGDs), followed by radio, drama and having talks with doctors (mentioned in half of 

the rural FGDs). In the urban sites, three out of the four male groups proposed door to door 

visits and drama. Among urban upper class men, targeting men at social clubs and 

workplaces were considered good strategies. It was also noted that in some of the rural 

FGDs, some men felt that they did not need to be given information on family planning 

because it was not their responsibility, but women’s.

“I think in my opinion women should continue going to the health centre for the family planning 
lessons while men continue with their work of /w.y^ producing cAz/drcM". (LwvnZe wa/g, Jj ycnrst 
MO education, mam'gd, j TMo/e cAz/drcM RAli^

8.2 Attitudes and practices of family planning

The service providers interviewed revealed that in their respective areas, some of the 

women and men (particularly those below 35 years), were beginning to appreciate the 

benefits of a smaller family size. Except for some older women, most of the women in the 

areas visited generally spoke favourably about family planning as Figure 8.2 shows. While 

views on family planning of most urban men regardless of socio-economic status were 

generally positive, in the rural areas, the views were mixed: some supported family 

planning, others opposed it and others were ambivalent about it as selected quotations 

below suggest.

SPK6: “If you take your wife to the clinic and get an injection or the pill it 7MzgA( Ac/p Zo reduce 
OM_/a7Mz7zey. DzAeTWzsewzZAowZZAeye/MezAods z7’.9MoZe<%sy ZocoMZroZozzrse/vey... Sc zZzsAeZZer 
Zc go Zc zAe c/zzzzc s'c Z/zcZ yczz are given ways of /^revezzZzng pregnanczes" (ATaczzde zwaZe, 
<jdyears, zMarrzed, Tzczze^rzzzzazy education 4+ cAz'Zdren, RA/z^

SFRV; 'WcMzen sAczz/d know Acw Zc zzvczd geZZz'ng pregnanZ because zAgz are zAe ones wAo carzy 
the AaAy. " (Lzzzzda ZMzde, SSyearsf, zzc education, /Married, 4+ cAi/dren, RAYA)

RRy RVFDRAYXA/T 4; "Ra/Miiy //iaMMZMg use is MCZ good. Ifc/MeM wAo zzse /a/Mziy piaMMiMg zzszzaiiy 
engage iM prc/MzsczzzZy. 7%^ zzse zAeir Acdzes/br monetary gai/zs and do MoZ waMZ Zo geZ pregnant." 
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Also, whereas the commonest reason for men’s support for family planning related mainly 

to economic hardships only, women’s reasons included economic support, health concerns 

and the quality of life for the family.

‘‘The situation is different now because many husbands are out of gTy^Zqy/Mgnf. //erg zn ^Ais arga 
TMO^Agrs arg ^Ag ong.; wAo arg ZooAzng a/ZgryamzZzg.;, zZr&yszng ZAgm aMzffeeding fAg/m. 7? u worsg zf 
yoM Aovg a Zof of cAzZdrgn. JZso, zZ i; zzoZ gosy Zo zZo Aztyzzzgys wzZA a AaAy ozz ozzg's back; zZ zs AgZZgr 
and goszgr Zo trade wAgzz yozz arg/rgg and aZong. ^^ZZ zAw zs Agoazziyg nzosZ c/ ozzr AzzsAandk Aovg no 
gTz^ZpyzngnZ, so wg nggd/dznzZy planning Agrg". (^gznAa /gznzzZg, jyygars+, sgcondazy gdzzcaZzon, 
married, 4+ cAzZdrgn, 7ZZ)7(Z^.

Figure 8.2 presents a range of positive views on family planning use from across the study 

areas which can be summarised as health concerns, economic reasons, quality of lifestyle 

and women’s independence.

Figure 8.2: Men and women’s reasons for using family planning

"ZZ is good because even ^yow husband 
doesn 'Z porhcZpoZe Zn /oznZZy pZonnZng a woznon 
con do ZZ aZone. So zAe nwnAer (^cAZZdren Zs 
conZroZZed. Where zAere ore /nony cAZZdren zAe 
AwsAoTzd now ow^g/" (laZo /e/naZe, SS yea7:s+, 
no education, Tnam'ed, 4+ cAZZdren, Z%)Z(6J

"Zz Zs good Aecanse of proAZem; Zo raise 
cAZZdren prtyerZy" (Zanda maZe, SSyrs+, 
no edncaZZon, morrZed, 4+ children, ZUkZa 7

“It is good because a 
woman who doesn't wse 
family pZonnzng ksea a 
ZoZ of Wood as a r&nzZz (^ 
Aovzng TMOT:)' cA(Zdre» 
hence rists dying." 
ZZimda ma/g, 3 j jyears+, 
no edwcoZion, Tna/Tzed, 
4+ cAiZdren. RMb2)

"ZZ w good because 
yOM Aave Zo eoTwZder 
zAe TzznnZier ofcAZZdren 
yon can znanage". 
ZwaZe male, marrZed, 
S gZrk, < SS years, 
secondary education.

I "/Z is good /or ones' Z(/e, aZ ZeasZ 
I I diseases zzre minimized." fBemAa 
I j /^aZe, JS yearsf, no education, 
f ■ 7?nzrried, 4+cAiZdren, ZZZZZaJ

What zzrgyozzr vzews aAozzZ 
/ozwiZy /zZzmnzAgpractice zn 
yozzr cozMZMHn^?"

"ffbznen grow oZder zZwzn men gwZctZy 
Aecawe (^ continuous cAZZd5eanng...zAe 
woTwn Aos no ZZme Zo AozA a/id ZooA smorZ. 
So fzmZZy planning w Z7?yorZanZ." (BeznAa 
/emaZ«; JS yearj+, no edwcoZZon, mo/rZed, 
4+ cAZZdren, LDZZAJ

Before obtaining information on a respondent’s contraceptive use from the time of puberty 

(to the time of the interview), during the ID Is, it was necessary to establish whether or not 

the respondent had been sexually active during adolescence. The results in Table 8.2 and 

8.3 show that while only five of the 13 female respondents had had sex during 

adolescence, this was nearly universal among the men with the exception of one 

respondent. All the three female respondents who had not used contraception during 

adolescence said they had been unaware of family planning at the time and consequently 
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two of them ended up becoming pregnant. Male respondents either said they did not know 

about family planning at the time had not anticipated a pregnancy or thought the girl was 

taking precautions to avoid pregnancy. From the 'contraceptive histories' presented in 

Tables 8.2 and 8.3, there appears to be no distinct pattern with reference to ethnicity or 

lineage descent for both men and women. In sum, most of the female respondents 

interviewed did not use contraception during adolescence, adopted a method at some stage 

in their marriage and then switched to another method later or were not using anything at 

the time of this survey.

Table 8.2 reveals two groups of ‘contraceptive histories’ for male respondents: In both 

cases contraceptive use was absent during adolescence. One group adopted modem 

methods during marriage, while the other used traditional methods. The former group was 

either using modem methods at the time of the study or had stopped using methods 

altogether while the latter group was not using any method. ID I male respondents who had 

used modem methods such as pills and injections with their wives revealed that they had 

not experienced any problems with the methods. These men generally felt that family 

planning was good because it helped them have few children. The most common reasons 

given by male and female participants who were not using any method at the time of the 

study were that they were either too old or their spouses were past child bearing age. 

Tables 8.2 and 8.3 present summaries of female and male respondents’ contraceptive 

histories, respectively which were generated from the data collected in the IDIs.
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Among the least popular methods mentioned in this study, strings and separating beds (a 

method of abstinence) were mentioned by rural women and natural family planning 

method was mentioned by rural men and some male participants among the urban poor. In 

the two FGDs among urban upper class females, the loop and traditional methods were 

said to be unpopular.

SPK2: “It is understood that you actually conceive then you abort. So a /ot (^^ woTMen ZM /My circles 
doM V w.yg zt f^opp) because fA^ szay f/z^ do/z Y wzzzz/ to 6g aAozfzVzg gvezy zTzontA. .Evg/z gAzzrcAe; stop 
woTMgM ^OTM ztyzMg fAg Zogzp" (^gozAzz ^zMo/g, < 3d ygzzrf, sgcondazy gduczzdoM, marna^ 3 ma/g 
cAz/drgM, LD7!Z^

1SPA17; “Traditional zMgtAod; zzrg zz/zrg/zzzb/g zzzzd tA^ czzM disappoint yozz" (^g/zzAzz /gzwzz/g, 33 
ygzzriSf, jrggondzzyy gdwz^zfzoM, zMzzrrzgzf, 4+6z)tA fg%g;, Zd)7?6)

jT'Ald; “I dz)M'/ tAzzzA / gzzzz go /br zz Zzzzzp zno.9/ pgzzp/g zzrg discouraging ztyg. / Azzzf zz^zg/zz^ wAo 
zzs'gz/ to Azzvg zz Agzzyp pgrzoz/. SAg wg/zt to tAg z/zzctor zzMz^ Ag zzz/zMzVtozf that /Ag /z)z)p czzzz gzzztyg tAzs zzz 
some wozzzgzz". (^gzM6zz/gzMzz/g, < 33ygzzrj, fggzzMz/zzzygz/zzgzztzoM, zzzzzzrzgz/, 3 ZMzz/ggAz/z/rgzz, Z2)7(/^

^PAld. "TAg oMg where yzzzz Azzvg yozz Azzvg to wzzzZ zzMZzV z^gr /'^ zfzzys z:^ yzMzr wz^e's pgrzozf 
(zzAs^hzzgzzg^, ZAzzZ zzzzg zs zzzzZ easy. .BzzZ/or sozzzg zZl; ozzi); when you go zzwzzy ozz zz Zz-zp zAzzZ's when 
yozz ozzzz zzzzzzzzzgg Zo zzAsZzzzzz, 6zzZ z/ yozz zzrg zzz-ozzzzd zZls zzoZ possible Zo zzAsZzzzzz". (XzzoMz/g zwzz/g, 33 
year5+, zzo gz/zzczzZz'ozz, zzzzzzrz'gz/, 4+6oZA sgxay, /7D7!6)

Since this study was interested in finding out the factors influencing family planning use, a 

considerable amount of time was spent on discussions relating to contraceptive use and 

method choice. The subsequent sections present men and women’s views, attitudes and use 

of pills, condoms, sterilization, traditional methods and injections. These methods have 

been singled out because most of the discussions revolved around them. It was also in the 

interest of this study to investigate the potential of condom use for dual protection. It was 

also considered important to establish men and women’s views on sterilization which has 

had minimal contribution to family planning in Zambia.

8 .2.1 Pills

Among most female participants there was constant reference to micro gynon (oral 

contraceptive brand) which has become synonymous to the pill in Zambia. This is the 

oldest and most well known contraceptive method in the country. According to female 

FGD participants in nearly all the areas visited, the pill was the most popular method, 

contrary to views of some of the service providers that injections were more popular than 

pills. There were mixed views concerning pills among women in this study. While most 

female FGD participants across the study mentioned side effects as the most common 

reason for not using the pill, some rural and urban female participants however said they 
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liked the pill and had no problems with it. Urban upper class women talked of easy 

availability and accessibility as reasons for choosing pills... “You can buy it over the 

counter in cAe/Mzs^s as wgZZ", "zY z's /ree zzz goverzzzzzgzzf cZzMz'cs" and "z^szzaZi^ no 

z%pozMAMeMZ wzZA fAe zzzzrsg zs rg^wzrgzZ".

All the female EDI respondents who had used the pill before also gave favourable 

comments on the pill and did not complain of any side effects. One urban upper class 

woman said “It is the best method Aecazzsg zMy AzzsAazzzZ azzzZ / never/eZ/ anj/ZAz/zg AazZ zzr aZZ 

wAen 7 was on zAe pz'ZZ. If he AazZ /eZZ sanzerAz/zg AazZ Ae was gaz'zzg ra say zY". A male EDI 

respondent described how he and his wife switched from pills to the natural method, to 

condoms and then back to pills again.

R: “I noticed that zAe Zzme my wz/e was zzsz'ng /)zZZs she was geZZzzzg/aZ, so /zAawgAZ zZ cazzZzZ be zAe 
same ZaAZeZ; ()7zZA^, Sa aZ one Zzme we sZ(%pezZ zzszzzg zAem and sZarZezZ zzszzzg ZAe zzaZzzraZ meZAazZ. 
.BzzZ those were zZzzngerazzs zZzrps Aez^zzzse we emZezZ zzp Aavzng zAe J'^'' fZazzgAs^ anzZ ZAen ZAe 4^* eAzZzZ. 
So we sZarZezZ using conzZoms a AzZ. BzzZ we reaZzzezZ zAaZ cozizZoms were MoZ goozZ zn our home, 
es^eczaZZy wzzA /Man anzZwz/e, zA^ are not vezy goozZ, Aeeazzse you ea/z'ZzzseozzeseveraZZzmes 
(laughs), zZ^s ozzZp one /zer Zzme . /Z zs UMCozM/brZaAZe zf you zzse zZ many Zzmes, so you Azzve Zo 
eAazzge......

....From my eag^erzezzee wzZA zAe ZaAZeZs (pills) you reaZZy zZozz'Z woz?y mucA because zAe ZaAZeZ zs 
zZozzzg ZAeyoA. Eventually my w^ azzzZ / wezzZ AaeA Zo zAe pzZZ azuZ we AazZ/zeaee 0/mzzzzZ azzzZ zZzzZ zzoZ 
/ear accidental /zregzzazuy." (jEozz zzioZe, 35 years+ years, marrzezZ 4 zZaugAZers, seeozzzZazyfr 
LDZM!).

Some of the urban upper class women however also wondered about the long-term effects 

of hormonal methods such as pills and injections. They talked of women in their circles 

‘taking breaks’ from the pill because of health concerns such as cancer, tumours and 

barrenness. During an interview with an upper class female, this investigator was 

challenged by the respondent to “to come out in the open and ZeZZ zAa truth aAauZ ZAe /zzZZ. " 

The respondent disclosed that she had been on the pill for 15 years and was very worried 

about its long term effects on her health. She had therefore decided to discontinue use on 

the pretext that she had developed hypertension as that was the only way her husband 

would agree to switch to condoms. “He was not very happy because he hates sex using 

condoms, AuZ szzzca 7 sazcZ zzzy AaaZzA was zzz cZazigaz" Ag agreed. ZVaw 7 wzZZ /zzsZ ga /az" 

sterilization," she said.

In some female FGDs among the urban poor it was learnt that the pill was often blamed for 

all sorts of illnesses. For instance, one woman said "7 was az: zAepzZZ azuZ wAez: /gave AzzfA 
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fo a (ZiyaAZaf 6a6y, eve/yAo^^ sm^f A wa; 6ecawfg c^ fAe pz7/". An elderly participant in 

another focus group in the same area talked of how she feared that her daughter had 

become infertile because she had been on the pill for two years and had not yet conceived 

again. Surprisingly, other participants in the group sympathized with her and advised her to 

get traditional medicine for her daughter. This type of reaction from the other participants 

reveals the existence of misconceptions about the pill among these participants.

In one rural location, female participants stated that pills were unpopular in their area 

because ^they are bad’ and ‘they cause heavy bleeding and no one is using them’. These 

views were confirmed by the local service provider who mentioned that he had only 

managed to recruit seven new acceptors during post-natal clinics in the 12 months prior to 

this study. He blamed rumours and misconceptions about the pill for this low uptake. In 

another area, the service provider lamented about the difficulty in promoting family 

planning because of the influence of a dominant religious group in the area which 

discourages its members from using modem contraceptives like pills and condoms. It 

appears that the concerns about the health effects of pills from FGD participants were not 

substantive but rather speculative as they were all made with reference to “we hear 

that... "'. It must however be mentioned that FGD participants are not expected or 

encouraged to share personal information about themselves, because of lack of privacy. In 

the IDI, one female respondent mentioned having experienced some side effects (heart 

palpitations) from using pills.

8 .2.2 Condoms

With regard to the source of condoms, urban women mentioned colleges, clinics, hospitals, 

shops and workplaces while rural women in some areas mentioned clinics, hospitals, 

kiosks and PPAZ centres. Male study participants mentioned taverns, football matches, 

shops, clinics, kiosks and workplaces as their sources of condoms.

Current use of condoms among male and female IDI respondents was low. Only one 

female respondent reported using condoms at the time of this study, while two out of 12 

IDI male respondents were using condoms with their spouses (see Tables 8.2 and 8.3). 

Experiences with condoms were mixed among the female IDI respondents; while some 

found them to be alright, some said that sex was the same with or without a condom and 

others said they found them to be uncomfortable and messy. One rural female IDI 

respondent said although she found them to be alright, VAe only z/z^cuZzy zk r/zaf wAen fAg 
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/Man ^acu/afgs fAe .^enTW wzZZ no/ go /» ^Ag wo/Mon^y vagiMO, 6w/ M/z/Z 6g za zAg coM^/ozn, 

^Aa^ zs wafZ^Z.'

In this study it was observed that male and female FGD participants generally gave 

negative views about condoms. These observations were also confirmed by the service 

providers and key informants in the rural areas who said people in their respective areas 

generally disliked condoms. The reasons for non-use of condoms given by men and 

women in this study are presented in Table 8.4.

Table 8.4: Summary of men and women’s reasons for non-use of condoms

Men’s reasons
• Spouses’ opposition*
• You and your wife are one body so why use condoms
• Sex is not enjoyable*

• Brings diseases__________ _________ ________________ ______ _______
Note: * similar views between men and women

Some of the urban female participants from HDR and LDR areas indicated that they would 

want to use condoms to avoid diseases because they knew that their spouses had 

girlfriends. Some women in the different study sites mentioned that it was difficult to ask a 

man to use a condom because he would think you were suspecting him of misbehaving. 

Although a few men and women in FGDs said they did not mind using condoms with their

• Your spouse will think you have a disease
» Condoms promote immorality*
e Spouse will suspect adultery
* Waste of energy and time
• Fear of condom bursting, lodging in the woman and bringing complications*
• Partner trust*
« Bad in God’s sight
» Sometimes unavailable*
e Uncomfortable to use*
• Service providers are young people ___________ 

Women’s reasons_______ _____ _________________________
• Pear that condom may burst during sex and result in disease or death*
* Spouses’ objection*
« Not user-friendly
» Sex is not exciting*
» Uncomfortable*
• Don’t know how to use it
• Partner trust*
e Messy
• Too smelly
• Not available*
® Frequent use causes a woman to become watery
• Associated with prostitutes*
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spouses, it was observed that discussions on use of condoms in marriage were rather 

uncomfortable. In some of the rural women’s FGDs, there was an awkward silence when 

the moderator asked about use of condoms in marriage. This was followed by brief 

comments from the participants such as "t/zey arg not goo^/", "it's UMCu/twraZ", "tA^ arg 

/or prostitutes " etc. Although the list of men and women’s reasons for non-use of condoms 

given in Table 8.4 are comparable, in this study, men’s opposition against using condoms 

in marriage appeared to be stronger than that of women as could be judged by their body 

language, the language used and the tone of voice when discussing the subject. Some of 

the men insisted that it was their spouses who were against condom use, while others made 

chauvinistic comments or said condoms were uncomfortable to use.

“I paid for her, why should I waste my energy? Let her use the pzZZ or sozMgtAzMg gZfg, MO/ wzg a 
coM(/o7M, never!” (Zz^nda mo/g, <3dyears, sgcoMdarp+ edz/catzo/z, married, Vf cAz/drem 7Mdl%).

"7/ zs gyMAarrosszMg to z^g coMdozMS wztA mzy w^. T/bw wzVZ sAg/ggZ zzszzzg a cozzdoTM?" (Sg/zzAa 
zMofg, < J j years, no edz^eatzon, nzarrzed, 7-J AotA seres (Z7)7(z^.

"7s it good /or nze to zzse a condom wztA nzy Tp/e.!' TVb tAat zs Aad zn tAe szgAt of God, It zs Aetter to 
SQoarate Aed; tAen to z/se eondozTZS. Condozns can Ae szzztaA/e/oryozzng people not zzs e/ders". 
ZXdondezMofe, jdyearsf, znarrzed, 4+ eAztdren, TMdoj

It was observed that male FGD participants were more open than IDI respondents 

regarding use of condoms outside marriage. This is primarily because this is personal 

information which relates to an individual’s private life. While reluctance of interview 

respondents to divulge information should be respected, this can be overcome by 

constantly reassuring the respondent of confidentiality and anonymity of the information in 

reporting the results. This approach was used by the moderators in this study and 

consequently some respondents were able to discuss freely.

R: “Condoms are not very comfortable. You only use them ifyozz arg going for a '.yz^zczdg zzzzs'szan' 
fzoszzaZ j;g^ outside tAg /own (7azzgAZgrj." (Tiozz zwo/g, 75 ygarj'+ ygars, zzzarrz'gd, 4 dazzgA/grf, 
sgcazzddzy+j.

One male respondent had this to say about why he and his wife switched from condoms to 

injections.

7(; "....7/Azzzzd zf fa Ag vgzy zozcazz^rfaA/g, so gvezz azzr sgcazzd cAzVd was AazTz Agcozzsg of rAg 
dwcozz^rT 7 was Aovzzzg wdA /Ag cozzdozM. 7 wozzZd zzsg d azzzf zzz (Ag procgss rgzzzove zY azzd go dzrgct 
azzd (Aa(ls Aow (Ag sgcozzd cAz/d was cozzcghzgd. So z^gr (Aa( wg dgcd/gd (o cAazzgg (o azzofAgr 
method. " fggzzzAa zzzofg, zzzarnW, 7-7 gAz7z7rgzz, 75ygars+, sggozzdazy gz7zzga(zozz, 77)7(a/

7. "lyAzcA zzzg(Aod dzdyozz cAozzgg (o? "
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R: “Injectible."

In this study, male FGD participants in most of the areas visited talked excitedly and freely 

about use of condoms outside marriage. This could be attributed to the fact that the 

discussions were general and did not reflect anyone's particular behaviour or experience, 

whereas the IDIs elicited information on personal experiences. It was noted that in some of 

the male FGDs, particularly in the urban areas, participants did not seem to mind talking 

about their own use of condoms with girlfriends. In more than half of the men’s focus 

groups, some men freely disclosed that it was common for men to use condoms outside 

marriage primarily because they feared contracting diseases. “Sometimes we even ask one 

another if we are short (of condoms), especially when you meet a nice girl af a 6ar". In at 

least every area visited female FGD participants said that they were aware that men used 

condoms with their girlfriends. Surprisingly some women from the HDR and LDR areas in 

the urban areas felt that this was okay because “at least they are doing something fo protec/ 

rAgTMseZves a/zcf wfZ/ MOt 6nMg cfis'eas'es Ao/Mg ".

In some of the rural sites visited, study participants revealed that condoms were also being 

used for non-contraceptive purposes such as balloons and bicycle valves) besides their 

intended purpose. This confirms the findings of an earlier study by Chisumpa et al., (2003) 

which made similar observations.

I: “Have you ever used condoms in your /Mjrnagg? "

7(. "TVb wg/MS'/ 5eg /Ag/M wzVA gAz/(/rgM wfmg os playing /oj/j?, "
(ZwM(/a mo/g, JJygar.9+, Mo education, poIyga/Miy^, 4+ AotA .ygxgy, TZA/Z^

5RA17. “Some ywft go to ggt goM(/o7MS /or other pw/yo.9gs. ZzAg tAgsg dty.y tAgyg condoms arg w.9gd 
as va/vg tuAgs /or oar Atoyc/gs. So /namy tAgsg (/ays /ast go to ggt /or wastagg aot to asg ta sgxaa/ 
rg/attoas " (RA/Z/.

TRADITIONAL /,R,4Z)RR 7. "7 Aavg Agga sggtag them (coat/oau/ Agtag asg(7 Ay cAt7(7rga as 
balloons. TAgy arg s&^osgct to Ag used Ay tAgzrpargazs/or/aazz7y pZaaazag, Aat tAg parents Azzvga't 
Agga gdaoatgd gaoagA, tAg; Aavga't Agga taagAt tAg posz'tzvg zzspgcts o/ ooaz/oazs aad tAat tAgsg arg 
agw family p/aaazag azgtAoz/s... So tA^ ggt tAgaz thinking zt's/or tAgzr gAz7z7rga aad tA^ gz’ve zt 
tAgza as Aa/Zooas. Ra/Zooas arg too expensive, so tAg/ggt tAg ooadozas aazZ g/ve tAg oAztdrga....

....Soazg (^ tAg zaga Aavg gvga Aega ggttzag ooaz/oazs aad aszag tAgaz as va/vgs oa tAgzr Azkyc/gs. 
ITAga tAg/ arg paa^zag tAgzr bicycle taAgs, wAgrg tAg/ zzsgd to zzsg tAat small vaZvg popaZarZy 
Aaoiva as tAg 'vara taAg' tAg/ aow asg coadoais. TAg/ say tAg coaz/oza zs toagAgr. OtAgrs say ztk' 
Aggaasg tAg/ Aavg ao zzzozzg/ to Azzy vaZvgs /or tAg Azg/cZgs so tAg/ go to tAg cZzazc szacg tAgrg 
zt (v^gg (^oAzzrgg aaz7 woaZzZ Ag gzvga pZgaty".( jKaoza/g zazz/g, <jS ygzzrs, sgcoaz7ozy+ gz/acatzoa, 
zaarrz'gzZ, 3/gzaaZg oAzZzZrga, 7(A7z^
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8.2.3 Sterilization

In this study, it was observed that discussions on sterilization were limited and mainly 

characterised by lack of interest. Some male and female respondents had basic information 

about it, saying "we Aenr it is an pperatioMMale ID I respondents gave more negative 

views about sterilization than their female counterparts. Out of the 25 male and female 

respondents, only in five cases were positive views given about female sterilization and 

virtually all the comments on vasectomy given by men were negative. A handful of urban 

upper class women however spoke positively about vasectomy. According to them this 

would make men responsible about family planning.

SPK: " It would be very important to have sterilization as another method of family pianmiMg 
/or TMOM OM^i women 6ecowse some of ws ore /wsi Aovimg oAiWreM witAoui p/oMMZMg /or tAem. Kom 
wi/i MOi 6e o6ie io ez/weoie them, yow wz/Z /ozZ io zZress i/zem omzZ/eezZ iAem". fBemZzo /eMzzZe, 35 
years+, secondary ezZzzcaizozz, mamezZ, 4+ 6oiA seres, ZYD/Zz^

All the key informants in this study (who were all male) and most male participants 

dismissed the idea of vasectomy saying it was “traditionally unacceptable”, 

“unthinkable" and “a ia6oo".

TRzLDZTTOZVAL LED&IR 3; "ffe think zi's iAe woman iAai mzzsi 6e sterilized, fi zs zzzzzmZizzraZ io go 
/or vasectomy

7." "7)o yozz iAznA men zn yznzr area woaZzZ go /or sterilization .^ "

27MZ?777OZYA[ Z&47).E7( /.- "7 think iZzai woaZzZ 6e a /zroAZem because men iAznA zi^ iAezr rzgAi io 
have eAzZz7ren .Even wAen iAey are oZzf /Aey wzZZ sizZZ znarzy a ieenager Having a czisiraiezZ maZe zs a 
iaAooyozz Anow." (ZMTz^

E. "7i scares me because someizmes you /zzzzZ iAai a woman volunteers io Aave zi (sierzZzzaizoz:^ 
meanwAzZe a man siaris ZooAz'ng /or women io Aave children wziA. So zi^ Aeiier /^ AoiA are 
sierzZzsezZ. TAai way iAere can Ae peace zn iAe Aome." (Kaonde /ezwz^Ze 35 years+, seconz7azy 
ezZwcaizon, zzzarrz'ezZ, 4+ AoiA sexes 7(A7zz)

Some participants especially men, were concerned about the consequences of being 

sterilized when one’s spouse dies. Also, besides cultural reasons, men’s fears appeared to 

be due to lack of proper information on sterilization.

"Ti's vczy AazZ. Ti's ZzAc czzsiraizng a cow. TTzc zzZca z)f Aecomzng aAnormaZ ZzAe iAzzi... no zi’s noi zn 
order.... on czzZizzraZ anzZ religious grounzZs. 7i's aAnormaZ, GozZ made zzs zn 77zs own image, now 
Aow can yozz siari maAzngyoar own image z:/'Azzman Aczngs. " (7ozz znzzZe, 35years+, secondary 
czZacaizon, marrzezZ, 4+/cmaZc cAzZzZrcn LDRb)

"7n my opinion ii (vzzscciomy) cannoi worA Accazzse maZe sieriZizaiion mcazzs iAai iAe organs siop 
/zzneiioning" (EzznzZa mzzZe, <35years, no education, marriezZ^ 4+ AoiA sexes, 7M4Z^
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"^ prefer maM caMMO/ go /or vosgo^omy." (Iwn^a ma/g, 35 ygoM+, no g^/wco^zon, nzarrzgd', 3 
gAzWrgn 6o/A sexes, TMYc^

"fFbzngM sAowW go/br s/erz'Zzzzz/zoM not zngn. Tn c<zsg of zTea/A, even zfsAg rg/nomgs sAg con /g/Z ZAg 
znan ZAzzZ 7 ezznnoZ Aavg gAz/zTrgn. ^z^//or zng zAg /non 7 nggzf cAzZzTrgn Zo ZzzAg zAg ggngroZz'on oAgod^' 
(Lunda ma/g, 35ygars+, no gz/wcaZzon, nzarrz'gzT, 4+ oAz/z/rgn T(ATT^

for zng /zzsZ as 7 sazzT 7 cannoZ acc^Z zZ Agcazzsg /or zng a znan wnzTgrgozng sZgrz/zzaZzon wAz'/g zny 
Mz^ sZzT/ Azzs gggs wzow/zT noZ be Ag/^/' (Zzzva/g ZMzz/g, 35 ygars+, married no gz/woaZzon, 4+ AoZA 
sezas, T^

Most of the views against female sterilization given by female participants related to 

religion, culture, fear or ignorance.

“A woman's ro/g zs znoZAgrAoozT. So zfyoa ZaAe zAaZ away, Agr /^ zs /znzsAgzT" (Lunda /gzna/g, 35 
ygarsf, no gzTacaZzon, znarrz'gzT, 4+ oAzTzTrgn TZATAJ

"7 zAznA sZgrzTzzaZzon zs agazzzsZ rgZzgzon Aggazzsg gzvzng AzrZA zs a GozT-gzvgn ro/g, " Zwva/g /gzwzz/g, 
35ygars+, married no gz/woaZzon, 4+ AoZA sgxgs, T^

Generally women and men who supported sterilization thought it was the best method if a 

woman had poor health or experienced complications during pregnancy and child birth.

SPK: “My zTazzgAZgr- zn- Taw AazT difficulties zTwrzng Agr sgoonzT /zrggzzanzy. So wg thought c/^ Agr 
Aavzng an zygraZzon so that sAg can sZpp Aavzng cAz/zTrgn. Since zAaZ Zzzng sAg Azzs Aggn Azzvzng 
difficulties wzZA Agr Aga/ZA. So 7 think zZls z^ Zo an znzTzvzzTwaZ." (Luvale /gzMzzfg, 35 ygars+, 
znazrz'gzT, no gzTucaZzon, 4+ AozA sgxas, TMTz^

jR. "Tf zny wz/g gygr AazT a cozz^/zgaZgzZ/zrggnanzy 7 would aZ/ow Agr Zo go aAgazT wzZA sterilization ". 
fBgnzAa zwzzZg, 35ygars+, sgoonz/azy gzZweaZzon, married 3 cAzTzTrgn AozA sgxgs, TTDTfz^

SPK: "fg/na/g sZgrz/zzaZzon zs /wsZ oAzzy Aggazzsg wonzgn Zosg a /oZ z)f AToozZ zTarzng childbirth anzZ 
ZAgz agZiza/Zy grow oTzZ quickly. 7Z zs AgZZgr /or zny w^ Zo undergo sZgrzTzzaZzon Aggazzsg zAzs gan 
/zroZggZ Agr Z^, gvgn gAzZzTrgn gan grow well”. (Tonga zwzzZg, 35 ygars+, sggonzTa/y gzZwgaZzon, 
married 4+ AoZA sg%gs, T7Z)T(z^

T(.' "TAgrg zs no /^roAZg/n wAzgA 7 nzysg^/agg AwZ/or zny/rz'gnzT sAg gan Azzvg complications. So zZ zs 
AgZZgr Zo rgzZzzgg childbearing so zzs Zo gzvg Agr an opportunity Zo gain goozZ AgaZzA. Tf a woznan Aas 
znany oAzZzZrgn zZ gazzsgs Agr Zosg Agr Zz/g ^azoA^ Aggazzsg sAg wzZZ have ZzZzZg AZoozZ zn zAg AozZp azzzZ 
ZAg vgzzzs wozzZzT noZ worA propgrZy". (Luvale zMzzZg, 35 ygarsf, no gzZwgaZzon, znarrzgzZ, 4+ AoZA 
sgxas, T(A7g)

8.2.4 Traditional methods/ medicine

Similar to earlier findings from the 1996 Zambia DHS (see Chapters 5 and 6) and those by 

Chisumpa and his colleagues (2003), this study also found that traditional methods were 

mainly popular particularly among the urban poor women or those living in rural areas 

visited. Withdrawal, abstinence and strings were reported to be the most commonly used 

traditional methods among these sub-groups, although in a few FGDs strings and 
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abstinence were named among the least popular methods. The traditional leaders also 

stated that some traditional practices used by their tribesmen such as strings, beads, 

traditional herbs, breastfeeding and abstinence were observed by their ancestors long ago. 

These methods were also alluded to by men and women in focus groups and interviews, 

especially those in rural areas. In the words of one urban male participant ...“when my 

Mother gave birth she went somewhere to make sure that during that period we cowM reucA a 

certain age, fAgM my FurAer rvow/d 6g able ^o mgg/ Agr ^ggfpi and Auvg another cAz/d. Ifg did/z'/ 

Azzorf d wzzsydmzYy piazzzzz'zzg Azz^ tAgz w/grg doing zt uzzd d worAgd. "

Generally traditional methods were discounted as being unreliable particularly among 

urban participants. Some women among the urban poor however stated that they did not 

use these methods because they were not easily available in their areas, otherwise they 

would use them. They argued that their grandparents used them and they worked for them. 

Some of the women in one FGD in the HDR area mentioned that women often got supplies 

of traditional methods from their relatives in the villages.

“The natural family planning method disappointed me. I was using it but when my /n'gnd rt/Ao was 
u/ro zzrzMg zV go/ prggzzozz/ 7 rwz/cAgd zzzzd rvgzz/ /dr /Ag pzd. " fLozz /gmzdg, Jj ygzzrf+, mzzzrzgd, 
sggozzdazy+, 3 mzz/g gAz/drgzz, ZDRAJ

"7 zzrgd /Ag /rzzddzozzzzl mg/Aod Azz/ d wzw zzo/ vgzy good Aggzzzzs^g 7 gzzdgd z^ Azzvzzzg eight cAzYdrgzz. 
So 7 zzow zzrg pd/.9 zzzzd 7 Aovg zzo/ /ozzzzd ozzy problems wz7A /Agm. " (Zzzzzdzz /gZMzdg, 33 ygoz-rf, zzo 
gdzzozz/zozz, mozTz'gd, 4+ Ao/A S'gxg;, RMa).

"TAgz-g w o yozzzzg lozTy zzz /Ag zzgzgAAozzz-Aood n/Ao oozzogzvgd ogzzz'zz n/Agz: /Ag /zz-r/ Aozzz )vzzs 
ozz(y o /gu/ months o/d. TAiy u/zzr o rozzz-gg o/ oozzogzzz zzzzd rAg r/zzz-Zgd rggAzzzg Agi^ Zo spzzgg Agz- 
cAzYdz-gzz. So zz^gz" zzzvgyZzgzzZzozzs rAg czzmg zzoross zzzz Agz-Azz/zsZ zvAo agreed Zo zKrzrZ Agz". SAg ivzzs 
gzvgzz Zwo sAoz-Z rZzcAy zvAzoA wgz-g Zo Ag sewed zAz-ozzgA zzszzzg zz wAzZg ZArgzzd. TTze sZzcA; fizzzzzz^zzzgz^ 
Azzd Zo Ag dzy zzzzd worzz zzz-ozzzzd zAg wzzzsZ. 'Ozzcg yozz wezzr zAzs yozz wz// zzoZ cozzcgzwg zzzzZzV yozz 
z-gmovg 7z', sAg wzzs Zo/d. Unfortunately, sAg mzrzzzzdgz-rZood zAg zzzsZzizoZzozzs. SAg zzzrZgzzd goZ three 
wgZ pz'gggs zzf sZz'gAs zzzzd sewed zAgm Zo zz wAzZg zAz-gzzd zzzzd Zzgd zZ zzz-ozzzzd Agz- wzzzsZ. A; zAg sZzcAs 
wgz-g dzyzzzg z^, prodzzcZzvzZy wzzs aZso dzyzzzg zzp. Ozze dzzy, zAg sticks jzzsZ Az-oAg zzzzd dz-zzppgd. SAg 
zzgvgz" conceived zzgzzzzz zzzzd Agz- cAz/d zs zzow Jyezzrs o/d." fTzzzzgzz/gzzzzz/g, 33 yezzrs+, zzo gdzzozzZzozz, 
szzzg/g, d+ AozA sgrgs, HDRh).

"7 z-gmgmAgz" wAgzz 7 zzggdgd szzoA Ag^ 7 wzzs Zo/d zAzzZ zAgz-g zs zz sZrzzzg wAzoA ozzg ozzzz wgzzz" zzz ZAg 
wozsZ. RzzZ ozzgg yozz ZzzAg zZ z)^ zzzzd /y mz^rZzzzzg zz z-zzZ eoZs zZ, zZ mgzzzzs gvgzz yozzz- fertility zs gozzg 
/oz" good. TAg oZAgr method 7 Azzow zs zAg wzZAdz-zzwzz/ mgZAod. " (3gmAzz /gzzzzz/g, <33 ygzzz-s, zzo 
education, szzzg/g, 3 mzz/g oAz/dz-gzz, T/DRz:^.

"d womzzzz 7 Azzew zzsgd sZrzzzgs zzzzd oozz/d zzoZ cozzog/vg zzgzzzzz. b^ Zo zzow she ozz^ Azzs ozzg cAz7d. 
A/dzzy pgqp/g zzz-g zzoZ zzszzzg zA&sg Zz-zzdzZz'ozzzz/ mgdzozzzgs Aeozzzzsg ZAg g^oZs zzrg /zzz- z-gzzoAzzzg. 
Rgzy/gpz-^z" modern mgzAods Agczzzzsg ZA^ zz//ow oozzo^Zzozz anytime” (Tbzzgzz/gzzzzz/g, 33ygzzz's+, 
zzo gdzzczzZzozz, szzzg/g, ^+ AozA sg%gs, TTDR/^.
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It was also leamt from elderly men and women that some taboos and practices helped men 

and women regulate their fertility. Taboos such as those relating to sleeping with a 

breastfeeding mother or sleeping with one’s wife before the baby began to walk were 

mentioned among rural participants.

8.2.5 Injections

This study found that women from all types of backgrounds chose injections primarily 

because they found them ‘convenient to use’ as the following quotations indicate:

“they can be used without the partner’s knowledge. " (LDRb);

“they don’t Mgg^Z to 6g cam'g^f arowM(/. " (%f qj;

"tAere iy no (fonggr of/brggttzMg to w:sg it, " (?M^;

'^ow con space cAt/drcn very we/Z (even up to 5 ycars^. " fHOKaj ant/

"7t ly quzcA: anzZ easy. Just one przcA and t6at's aZZ. " (ZfZZzq)

All the female IDI respondents who reported having used injections before said that they 

had not experienced any problems and injections were a convenient method for them. 

Service providers had also noted that female clients were happy with the injection because 

they required only periodic visits to a health facility, had long term action and clients did 

not need to remember to take them everyday like the pill. The service providers in some 

urban and rural locations said they had seen an increase in the number of women switching 

from pills to injections. Also most of the new acceptors were opting for the injection 

mainly due to what they had heard from their friends.

DCS: “Injectibles, injectibles! There are so many who like them. They say it’s easy because you 
don V Azzve to tAzzzA: IT6cM you toAe tAc pz'ZZ you Aovc to rczMe/M6g7', but wAcu wztA tAc z/z/eetzoM you 
yust Azzve to rg77zczM6gr tAc zZzzy you Aave to go AzzcA to tAc AczzZtA centre." (7^ oMzZ ZZMcj

fKOFZD^K J.' "TTzcy foy .yozMctz/Mg; tAcy/brget to toAe tAg pzZZ. /t zs ZzorzZ to remember gvg/y tzzMg, 
6ut zzz/getzoTW tAgy take zt yust oueg onzZ two zMznutg; they feel tAg pozzz, tAzzt's oZZ. TAg pzZZ zt's gvg/y 
tzmg tzz/kzMg toAzzzg." fZZDZ(Z^

One female respondent among the urban poor explained why she switched methods from 

pills to injections.

“I Mgvgr used to .^ocg z?:y cAzZzZrgM zzMzZ zt was a proAZg/zz. ^ut Zatgr 7 heard aAout/amzA' pZaunzug 
azzzZ tAat's Aow /put myself o/z tAg pzZZ. /Zbwcvgr, / AaJ a Zot ofpa^ztatzotzs'. /t waszz't goozZfbr zzzg. 
TAgzz /zZz.9COvgrgzZ tAat tAgrg were zM/gctz6Zgs azzzZ tAat',* Aow / got a J-ygar zzz/gchozzfT'ozM ZPPd to 
2000 wztAout azzy proAZgzzz, Zzz 2000 / ozz^ stayezZ /or 2 zzzozztA,* zzzy pgrzozZ* startgzZ azz/ zzz tAg 'Z'^ 
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month, I conceived and delivered a AeaZf/^ 606/ }w^Aowf an}' ca7?^Zzca^ons. So for yne fT^gchOTis 
arg fAg Agyf". (ZaZa female, S5}/gars, no g^Zwcafzon, /narngd^ ^f children, TZD/ZZ)?.

At one rural facility, the service provider said that women in her catchment area preferred 

to use pills to injections. The provider blamed the erratic supply of injections for their low 

use stating that they had been quite popular when supply had been regular. There was also 

an element of provider bias driven by environmental factors (flooding) which for part of 

the year made it impossible for women to have contact with the service provider and vice 

versa (see Chapter 9). The service provider acknowledged that because of the physical 

barriers she advised women to use condoms or pills and gave them ample supply up to six 

months (the normal supply lasts 3 months).

While some female participants in rural areas stated that they preferred injections to pills or 

condoms, some however complained that the absence of menstruation sometimes caused 

them to worry about what was happening to them as this was uimatural. Some of the older 

women in the same groups suggested that lack of menses was a sign that fertility had 

stopped. This study also noted that the ‘convenience’ of injections sometimes superseded 

concerns for their negative side effects among some switchers and first time users.

“It’s nice to take a rest from (menstrual) periods once in a while. " (Bemba female, <35 years, 
secondary education, married, 3 children, HDRb).

For example a male urban upper class IDI respondent who had switched from condoms to 

injections stated that his wife did not mind the irregular bleeding or the amenorrhoea she 

experienced. The respondent also gave a number of other reasons for switching to 

injections (see Box 8.1).

,5v

7; "2%A<r6 AOi^?
A#

7?; “Yes, even herself, she didn’t like it because it was,expensive. SAg Aad 7o Az^pods (^ayzAazy fowg/.^ 
and wooZ and TAen sometimes Aad Agoyy pgrzodkj So zA/gcdons save Agr^om szzcA 7Azngs; Szzyzngpad; 
andAzzd^!g^%j%rd^l^gzy7AbnfA;zfgi^g^vg^.L^.l%/fT^\^,^^^^;?:^^^^

...TA^ fAz/zgf ZzAg Addygd foAinge^ZAgpzZZs 6 cZanA^pAzg, znoyAg jAgj^zg^ png z^V'andrvg 
condAz^g znggAng;; ffzfA /Ag z/yiKApAj/ow doA 'fWp/?}; about ZAzfl Ai^ w^ Aos ngv^ AzKsgd/Ag dai^ <)f 
Agr injection. 7 (AzAt zz^gcdons drg AzOrg g^cdvg ZAaA odzgr nzgzAods. iizg^ arg cAgcpgAdAd arg doAg 
o/zcg ewery gzzoTtgr; sq 7_/ggZ rAi^ arg convgAzgAZ. 2A^ arg cgrfozn^ cAgz^gr /Adn AzazAiidzAzAgdi 
cAzZd "(BgynAd zAaZ^ j^ygdrs, TTzd^gd sggo/zda7y+ gg^dd'on, 7-3 AorA j^gs)
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Although there were more favourable comments made in FGDs about injections than other 

methods, it was also noted that more than half of the side effects reported by study 

participants related to use of injections. Those cited included, vaginal bleeding, irregular 

periods, amenorrhea and weight gain. Although the injection was mentioned in most of the 

women’s discussion groups as proving to be a popular contraceptive choice, in one area 

some female participants feared becoming barren.

“We are not interested in the injection because we are told that once you get zV^gchoMS yoM wzY/ gg/ 
z/wease tAa( cammot 6g cured’’. (Zzzva/g/gzwa/g, <3^ygzzrs, no gz/wgzztzoM, nzorngd 3 nzo/g cAz/z/rgn,

"As /or /Mg 7 .stz// won/ oAzWrgM, so ^7 gg/ z/z/gg/gzf 7 wz7Z 6gco/Mg 6o/TgM. 7 czzMMo/ zzsg z7 ^'//gg/zo/i^ 
6ggoz/sg 7 stz// wont /Morg oAzVz/rgM." (ZwvoZg female, <3jygo/'s, no gz/wcotzo/z, /zot /Mzz/Tzgzf, 3 
female g6z7z/rgM7M767J

It was also noted that discussions on injections among male participants were rather 

limited in comparison with those among the women. Most rural and urban participants 

knew that injections were given periodically by health providers, however some of them 

were unsure of how long an injectible protects a woman for. While some rural and urban 

men felt that inj ections were convenient because they were long-acting, some male rural 

participants said that injections were bad and feared that they would one day result io 

disease and barrenness, referring to them as a fime bomb'. In one FGD among the urban 

poor, some male participants talked of the preference for inj ections among women who 

travelled a lot on business trips because they did not have to carry them around. Men in 

this focus group generally disapproved of this because they felt injections encouraged 

promiscuity since the women knew that they were ‘safe from pregnancy’. Concealed use of 

injections was also mentioned by men and women in most of the areas visited.

8.3 Covert use of family planning

This study found that some women in the areas visited used family planning methods 

secretly. This however appeared to be more widespread in the urban than rural sites visited 

and particularly among the urban poor. In this study injections, pills, traditional methods 

and sterilization (mentioned in one case) are among methods used surreptitiously by 

women.

MODERATOR: “Do some women in this community hide their use of contraceptives from their 
Azty6zz7zza[v? "

SPAA." "ygs sz)/Mg zfo. 7f zz /MzzM z7og.9M'/ zz//ow yon to ztyg, /zzst yzw 6zz/g. fbzz ^Mz/ t/zzzt z: wo/MzzM 
wzzMt.; to zzzTvzzngg ZM Agr czzrggr znzzf tAgn tAg /MzzM fz^f no coMtrzzcg/th/gg ZM tAzA Aozwg. TAgrg L9
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no w<g/_you com Am/e cAzWfgM^'gar (^grj/gar". ^g/mAa /g/moZg, <S5 j/gars+, fgco/k&ZTy g^fuca/zon, 
nkzrngd^ J nza/g cAzZz/rgM, ADTZZ^

SPA7J; "SoTMg woTMgM (tyg/a/Mz/y /zZazzzzzMg sgcrgfZy/br gxzzzMp/g ^ fAg AzisAanz/ can 7 agrgg on zAg 
MzzTMAgr of gAz7z/rgM, S'cy a TPOZMOM wa/zz^ hfo azzb Ag TPonz^ Zezz". (^gwAzz /gzwzz/g, SJ )zgzz7'^+, 
sggOMz/ziz)z education, zMzzrrzgzf, 4+ cAzWrgM, 12)7(A)

SPAT/; "TTzgrg was z3 TVozMzz/z 7 Angiv. TTzg number z^ _ygzzM of Agr zzoZ concgzvzzzg worried Agr 
Az^yAzzTzzf zzzzz^ zA^ sZzzrZg^f gzzzzzTg//zMg. After znvgjzZzgzzZzoMs; zAg AzzsAzzwzf z/zsoovgz'gz/ zAzzZ ^Ag AzzzZ 
zz^gz/ Zrzzz/z'ZzoMzz/ zMgz/z'ozMg fyZrzTzgs^ TfzZAozzZ Azs AnoTv/gzj^g. TTzg AzzsAzzzzzf goZ so zznzzoygz^ that zA^z 
gzzz/gz/ z^ zfzvorozzzg". f7z)Mgzz/gnzzz/g, ^J)zgzzrs+, no gz/zzozzZzoM, szzzg/g, 4f AoZA sg%gs, HDRb).

5PX2; "1% zzz-g Zo/z/ gzzcA A'zzzg wg go /or zZMZg/zzzZzzZ Zo zzsg /zzzMz/y planning. Prgvzozzs/y, nzgn oozz/z/ 
MoZ zz//oMz women Zo go /or /amz/y p/zzzzMZMg. Sozng of zzs cozzW/zzsZ Azz/g/zz/MzZy jo/zzzzMzng zzsg 

/roTM ozzr AzzsAzzzzzZs. " (Sg/zzAzz female, J5 )zgzzrsf, sgcozzz/zzzy gz/zzozzZzon, zzzzzrrzgz/, 4+ children,

In one of the rural areas visited however, male FGD participants stated that it was 

impossible for women in their area to hide their family planning use because the nurse at 

the local health facility did not give out contraceptives unless she met both husband and 

wife. This was later confirmed in the interview with the service provider.

PROVIDER 3: “I tell them Zo come together because I prg/gr Zo gzvg zAg methods Zo AoZA zAg 
woMzzzM zzzzd Agr AzzsAzzzzzf. "

7. "IfAzzZ zzrgyozzr rgzzsozzs/or zAts? "

PPOPTDEP S." "Tozz Azzvg Zess proAZgzzzs ZzzZgr. PgopZg Agrg czzM Ae dzi^czzZz. /I AzzsAzzzzzZ can cozng Zo 
nzg zzzzz7 szzy wAy z/zzZyozz gzvg/zzzzzzZy planning Zo nzy wz/g.''"

The reasons for covert use given by men, women and service providers in this study 

include, “...husband’s disapproval z^^ zzo/zZrzzc^Zzo/z", '/gzzr z^ being AgzzZg/z or z7zvorcgz7" or 

"zzzz^Ag zAg TMzZM Azzs rg^gzi Zo zzsg zzMzZ zAg wozMon /ggZs sAg zzggzTs Zo rgsZ, so sAg goes zzAgzzz^Z zzzzz/ 

zzsgs " and "Agozzzzsg zAgy sgg ZAzzZ zAg family zs Azg zzMz//ggz7zMg zs zz proA/gzM ".

"PrgvzozzsAy, /or zz wozMzzzz Zo sZzzrZ/zzzMzZy pZzzzzMzzzg zz AzzsAzzzzd AzzzZ Zo wrzZg zz ZgZZgr z^z^rovzzZ zzzzzf 
ZAzs was MoZ zzZwzzys gzzjy Zo ggZ. PzzZ now zzzzyoMg z:zz7z ggZ zZ (fz/nz/y planning) ^ozzz zzzzywAgrg. .Evg/z 
zf ZAg ZMZZM doesn't wzzzzZ, yozz ozzzz /zzsZ Azz7g anz/ Zg/Z Azzn ZAaZ szzzZzZg/z^ z'Z Azzs become z7^z:%ZZ Zo 
ooMCgzvg, ygZ yozz Azzow what yozz arg z/ozMg. " fBgzzzAa /gzMzzZg, 35 ygars+, sgoonzAzzy gz/zzoaZzoM, 
ZMarrz'gzf, 4+ AozA sgxgs, TTDPA)

In one female FGDs among the urban poor it was noted that some women used injections 

secretly or advised friends with spouses opposed to family planning to use this method.

"7Aavg a zzgzgAAozzr wAo zfogm'Z ,^zzgg Agr cAzZzZrgM anzf Agz^zzzsg zzfpoor^gzfzzzg Agr oAzZzZrgzz foot 
vgzy zzzzAgaZzAy. So wg az/vzsgzZ Agr Zo sZarZ ZaAz'zzg pzZZs anzf zzoZ Zg/Z Agr AzzsAazzz/. SzzZ ZaZgr Ag 
zZzscovgrgzZ ZAg sgzygZ azzzZ Ag wzzs annoygd. TAg w^ sZz:ppgzi^ AzzZ ZaZgr rgsorZgz/ Zo zzyggZzozzs wAzoA 
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the man could not see an^f ^Aaf's AoTf fAg cAz/^/rgn grgw z^ ^o 4 j/gars zzn&hzrZzgzf". (^Bgy/zAa 
/gzMzz/g, JJ+jvgars, SgcoMz/azy gzfzzca^zozz, ZMZzzTz'gzf, 4+ 6o(A sgxgs, /!ZD7(6J

"SozMg wozTzgn go fo ^Ag cZznzc ^o ggf jzzZk zzz jgcrgZ zzmzZ AzzZg ^Ag/zz /ganzzg ZAoZ wAgzz (Ag husban J 
sge; ^AgzM Ag wzZZ /Arow /Agzzz owzy. Tfg zzzzgAf ggf zzzzzzoygJ ozzzZ sz^ wZ^ sAozzZzZj/ozz f^op ^Ag/gztzZz(y 
which GozZ govgj'ozz?" ZKaozzz/g mzzZg, S5+}'gaz's, Sgconz/ozy education, zzzzzzTzgzZ^ 4+ Ao^A sg%gs, 
JMfz^

According to the findings of this study, service providers can also sometimes influence 

women to practice covert use. In one rural site a provider confessed to advising women to 

use injections if they had too many births or if their husbands opposed contraceptive use 

(and told them not to tell their husbands) (see Box 8.5).

2^DK2)JZZ% 4.- 'TAsomgcAunzAes wgAove/ZAowf 
zZzZ^czzZZzgs OMzZ zzz so?Mg*viZZaggs  Z^ mgR" arg so

*tjA8a3K3BSKe>h«N3>4t
Box 8.2

vgzy ZozzcAzzzg. Tbzz fnd a wozMazz zs jpregzzaAz azzzZ 
Aas a ozzg ygar oZzZ cAzZzZ azizZ/Ag oZAgr ozzg zs 2 
%;^%%%^  ̂

cAzZzZ M szc^ zZ \$ zAg wozzzazz wAo sza%rs, zAg man 
zs /zzsZ szZZzzzg aZ Aozzzg; So /br zAg szzAe 2/ zAzzZ 
wozzzzzzz, yozz /wZ zZo zZ jzrzvaZgZy azzzf '^g Aer 
zzz/gcA'ozzs ^oa Azzvg and forget aboiA it."

2 & wAen yow Z^Z ZAem Zo zfo zZfnvoZeZx, 
what method do you recommend? ”

oygcZ^/zgcznzfg zAg ymm wzZZ noZ Amw ZAzzZ 
' aAg »yzZozAg zzTzyZAzzzg 2Zg will just fz^ wAzztzs „-

.... 2%^ comg Agfg /or zzzZwzcg. So zAg 07z<^ 
zzzZvzcg 7 gzvg » 'wA^; cozz 'Z yozz /wsZ zZo*  zZ 
secretly /or yozzr soAg?', TTzey zzZwzg^ occ^Z 
that and they say that's why they came." '"'^'^ -

7 7 sgg, so Aos zAgrg Aggn o czzsg wAgrg zAg
AwsAo7:;!2/k6z^?" '' . Z '

zznzZggfzzzzgTy. TAgz/z/gcfzAZgsfAgzzZdzzl", 'b(,

7 2)0 yow Am% cAozA wAo zzrg^wsmg
family planning secretly?

W

In some of the men's focus groups, strong opinions were expressed against women’s 

covert use of family planning. Comments like '‘she Azzs zzo rzgAz Zo go agaz'zzsZ zzzy wzsA ", 

"wg Azzvg ZAg azzZAorzZy zzvgr ZAgzzz", "ZA^ zzzzzsZ sggA permission’’ and "zAg AzzsAazzz/'s 

z/gczszozz zs final’’, gave the impression that the consequences of a woman’s secret use 

family planning being found out may be unpleasant. One male LDI respondent shared his 

experience on covert us;
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"J? /K^/?eng(/ /o TMg. Afp M/z/g was wszMg/aTMZ^ p/aM/zzzzg wzVAozzf zzi}' Azzow/gz/gg azzz/ zznagzzzg, / was 
/Ag CAaz'zTMazz /or (Ag ^zgAAowAood Z/ga/zA CommzAgg. 7 zzsgz/ fo fAz/zA sAg z/agsa 7 zzsg /aMz'/y 
p/azzMzng azzz^ 7 waaW /a/A agazMS/ zZ zAaZ zZ Arzzzgs zZ/zzgss, wzZAawZ knowing zAaZ sAg Aaz/ sZarZgzf a 
/oMg ZzzMg ago wzzAazzZ zzs ZaZAzzzg zzAozzZ zZ. Ong dzg/7z/KCOvgrgzfpz% tmzfgr Agrpz//aw. /(^gr zAaZ we 
Za/Aezf so 7 Ag/zgyg woTMgzz zfo Azz/g zAgz'r zzsg z)/yazMz7y /zZaTzzzzzig."

Concerning his reaction the respondent said...

"7sZrz)MgZy rgAuAgz/ Agr ZAaZ there zs zzggzf/bz" agz-ggzzzgzzZ z)M swcA matters. 7Zz)/z/ Agz" ^7zyzz/zz'Z ZzizsZ 
Agr 7 woa/<7 ca// Agr azz az/zzZzgz-zzzzs wozzzazz. SAg zzsAgzf /or /brgzvgzzgss. OzAgrs gygz: ^gAz azzzZ 
zZzvarcg. 7 Aavg wzZzzgssgzZ sacA zAzzzgs. ” (^azzzAwg zmzzfg, 35 )zgars+, SgczzzzzZazy gz/aaaZzzzzz, married 
4+ cAzZz/rgzz, TTDTZAJ

On covert use of family planning, one traditional leader stated that traditionally, spouses 

were not supposed to keep secrets from each other and therefore using contraceptives 

without the knowledge of one’s spouse was unacceptable in his community. Key 

informants, men and women in the different study areas all intimated that clandestine use 

of contraceptives once discovered could lead to divorce, verbal abuse or domestic violence.

“Many young girls have lost their marriages because of wanting Zu space zAgzr uAz/z/rgzz zAruzzgA 
zzszzzg/zzzzzzZy /z/zzzzzzzzzg. TAiy zs gj^ggzziZZp zAg gzzsg wAgzz zz wz/e Azz/gs Agr zzsg z://zzzzzz7y p/zzzzzzzzzg zzzzzZ 
zAgzz zAg AzzsAzzzzzZ zZzscuvgrs. Sozzzg Azzvg gzzzZgz/ zz/z Agzzzg zZzvurggzZ." (Tuzzgzz ZMZz/g, 35 ygzzrs+, 
zzozzg/^zrzzzzzzz}' gzZzzczzZz'uzz, szzzg/g, 4f AuZA sexes, T/DjRAJ

In two of the focus groups, men agreed that ... "‘'instead of AgzzZzzzg zAg wuzzzuzz, zZ zs AgZZgr 

Zu sggA zzzz zzzzz/zgzzcg wzzA Agr rg/zzZz'ves Agczzwsg jzow zzevgr Azzuw wAzzZ sAg wz7/ z7o zzgxZ." 

Some other male FGD participants in rural areas stated that a woman who did such things 

was not to be trusted. It was also noted with interest that while men gave speculative 

responses concerning the consequences of discovering covert family planning use, women 

(who also shared similar views) were more explicit and cited real life examples from their 

respective communities as the quotations below reveal. Some women of the same area 

talked of pills being hidden in the kitchen, at the neighbour’s house and in other unusual 

places as the following three examples show.

SPKl: Woman A ^s story: "7 have a sister-in-law who was conceiving whenever the baby wzzs uzzZy 
d zzzuzzzAs uZz/. Su uzz zAg 3'^'^ uAz/zZ 7 Zu/zZ Agr about /zzzzzzTy /zZzzzzzzzzzg zzzzzZ sAg zZzzZzz 'Z A&yzZzzZg zzzzzZ 
sZzzrZgzZ zzszzzg zZ z'zzzzzzgzZzzzZgZy. Unfortunately wAgzz ZAg Azzj'AzizzzZ zZzscuvgrgzZ sAg wzzs beaten fgvgz-gZy 
Zu ZAg puzzzZ zAzzZ Agr AgzzzZ guZ fwuZZgzz. SzzZ 7 gzzcuzzrzzggzZ Agr zz// ZAg szzzzzg zzzzz/ sAg wgzzZ zzAgzzd zzzzz/ 
sZzzrZgzZ Azz/zzzg ZAg pz/Zs zzZ zAg rzzAAzsA pzZ wAgrg Ag uzzzzZzZ zzuZ .yzzspggZ. ITTzgzzgvgr zZ w Zzzzzg Zu Zaks zZ 
(?Ag pzZ^, j'Ag zZzgs zZ z^, zZrzzzAs' zz/zzZ Azzrz'gs zzgzzz/z. TAg husband w prz/MzZzvg. " (T^zz/zz/gzwo/g, 35+ 
^'gzzrs, MU gzZzzuzzZzuzz, zMzzrrz'gzZ, 4+ AuZA jgxey, 7Z7)/!A)

SPK3: Ifu/MzzM jB's &Zuzy: "TAgrg zzrg fuzMg AzzsAzzzzzZ; wAu czZMMuZ zzZZuw zAgzr wzvgs Zu zffg /zzzMzZy 
pZzz/z/zzzzg. SuzzzgZzzMgs zAey gu Zu zAg gxZgzzZ z^ AgzzZzzzg zAgzr wzves zz/zzZ gvgn urzzsAzzzg zAg pzZZs. 
CzzrrgnZZy zzz zAZ; uuzMZMzznzZy zAgrg zs sumguzzg wAu zs AgAzzvzzzg ZzAg zAzzZ su zAzzZ ZAg w^ Azz/gs zAg 
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pills by burying them until gvgMZMg yyAen sAg z/zgs /Agzzz z^ flzzzZ rg6zzrz&$ /AgzM agzzzzz. &p zzm/zV now 
fAg AzzjAzzzzz/ zfo&;n V Anow >yAa/ /Ag w^/e Zs z/ozng. ^vgzg/Aoz/y Anows Ae Agzzts Ais w/i/e Aeczzwe of 

/zz/Mziy piozzMZMg. So AzzsAzzMzis gjpggza/ip /Ag s/g^)^ a/zzi uneducated ozzas, iAosg wAo Azzvg MO zz/ga 
what z/^gzz/iz'gs gzzcA izzMg zz x^ozMzzzz is izz izzAozzz- /zzzssgs iAz-zzzzgA zzz-g zz problem." (BgzzzAzz /gZMzzZg, 
JJ+jpgzzz-s, zzo gzizzczzizozz, married, 4+ AoiA sgxgs, //Z)7(Z:^

SPAV; "Sozzzg Tvzzzzzgzz Azzvg cAosgzz io zzsg zzygcizozzs io Azz/g iAgzz- zzse zzf/zzzzzzZy p/zzzzzzzzzg. OiAgz-s go 
/or iAg /zzii zzzzzi Azzig zi zzi iAg zzgzgAAozzr's Aozzsg. TAgy /zrgigzzzi iAey zzrg gozzzg io sgg iAgzr neighbour 
wAgzz zzz /zzci iA^ zzrg gozzzg io drink iAg pi//. " (^g/zzAzz, /gZMzzig 35 ygzirs+, sggozzzizzzyf gzizzozzizozz, 
zzzzzrzzgzf 4+ AoiA sg%gs, 77Di(AJ

In one of the FGDs, women mentioned that men also hid their use of condoms from their 

wives as they used them with girlfriends. The women stressed that it was not right for 

either spouse to hide their use of methods. They also added that it was unfair that the 

women should be punished for using methods secretly while the men just got away with 

using condoms with girlfriends even if the elders where aware of it.

SPK4: "Yes they do hide them in their pockets. When you wzzzzi io wzzsA iAg clothes yozz /zzz/ iAgzzz 
zzzzz/ wAgzz yoM zzsA Az/zz, Ag wzZ/ zzgrgg that iAg/ zzrg Aw oozzz/ozzzj^ Azzi Ag wozz 'i zwg iAgzzz ozz yozz. TTzgzz 
yoM Azzow iAzzi Ag w zwzzzg them sozzzgwAgrg ozziszz/g yozzr zzzzzrrzzzgg." (Tizvzz/g female <35 ygzzrs, 
.yggozzz/zzzy+, gz/zzozzizozz, zzzzzrrzgzf 3 zzzzz/g oAzVz/rgzz, /(Afz^.

Interestingly, men too admitted that they hid their use of condoms from their spouses 

because they used them with girlfriends.

SPK4: “It’s wor.9g wziA zzzgzz, g.^gczzz//)/ oozzz/ozzzs. fozi sAozz/z/zz 'i zzzzzAg zz zzzwizzAg /or yozzr w^ io 
/zzz/ iAgzzz zzz iAg /zocAgif, zi brings /gAziy. " ^gzzzAzz zzzzz/g, 35 yezzr5 +, sgcozzz/zzzy gz/zzczzizozz, zzzzzrrzgz/ 
4+ cAz/z/rgzz, HDRa)

6f/^2.' "TAg/ z/ozz 'i zzi^g iAgzzz zzi Aozzzg wziA iAgzr wz'vg; /or/zzr o/ Agzzzg io/z/ iAzzi gvgzz ozzzl9zz/g yozz 
Mse cozzz/ozzz.s so iAosg wAo go ozziszz/g iAgy y'zzsi Azz/g." (^gzzzAzz zMzi/g, 35 years +, sgcozzz/zzzy 
gz/zzozzizozz, zzzzzzTzgz/ 4+ children, A/D/(z^

8.4 Men's participation in family planning

During the survey it was noted that regardless of background characteristics men in this 

study shared similar views on most topics discussed. For instance, when asked about men’s 

contraceptive practice, in nearly all the study sites discussions in men’s FGDs revolved 

around women’s use of methods rather than men’s. Some of the men justified this by 

saying that fertility regulation was a woman’s job and men had nothing to do with it. A 

widespread concern expressed by the men in this study was that they feared that 

contraceptive use would cause women to be come promiscuous. Some men however 

simply said they would not allow their wives to use contraceptives because they wanted to 

have many children. Table 8.4 summarises men’s views on family planning.
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Table 8.5: Summary of men’s views about family planning

foszZzvg vzem TVggaZzvg vzgws
■ It is good
" Improves the quality of life
" Helps with child spacing
" Children can grow well.
" Life is difficult with many children
’ It helps you have the number of children you 

can manage
■ It preserves the life of the woman
“ It is a sin to have many uncared for children, so 
family planning helps

” Men don’t carry the baby, it’s not for 
them to use family planning

" Family planning is a woman’s job
" Limits the number of children which is a 

bad thing
" Makes women become promiscuous
" Destroys fertility
” Condoms remove respect
® It’s bad because it interferes with God's 

plan
" It disturbs the growth of the clan
” Children are a useful resource

Some children may die better to have 
plenty

" The bible says fill the earth

Condoms were the most common family planning method used by men in this study, 

followed by withdrawal and abstinence which were mentioned mainly by rural 

participants. There was a consensus of views among service providers on involving men in 

family planning because of their role in women’s use of methods. Service providers also 

envisaged that involving men could lead to an increase in contraceptive adoption. Some of 

the providers felt that besides cultural factors, men’s opposition to women’s use was also 

due to ignorance. One provider in a rural location talked of how men would listen 

attentively to talks on malaria, cholera and HIV/AIDS during community outreach 

meetings, but would leave the meetings when the subject of family planning was brought 

up saying that it was women’s talk and did not concern them.

PROVIDER 4: “These men enjoy entertainment. You find that if we g/ve a drama presentation 
during outreach instead of just talking most men -will stay to wn/cA even ^zZ z.9 on/oynz^ p/onnzng. "

The traditional leaders who were interviewed attributed men’s lack of interest in family 

planning to lack of awareness programmes, the lack of provision for men in the family 

planning service delivery system and traditional teachings that portrayed fertility regulation 

as a woman’s role.

TRADITIONAL LEADER 3: “Fertility and child bearing arc .yggn os wonzen’s roZes and Z/zg nzan's 
ro/g zs nzaAing Azs wz/g prggnanZ. 2%g onZy Z/zzng ZAg /nan Aas Zo do wzZA rggard Zo /grZzVzZy 
rggw/aZzon zs Zo copperaZg and noZ s/e^ wzZA Azs wz/g zznZzZ zAg oAzZd w wezzngd and was aA/g Zo 
waZt" f%;^.
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It was also pointed out in some of the men’s FGDs that men’s roles in the household were 

sometimes weakened by western influence. Some elderly men in FGDs stated that women 

in their villages were expected to listen to their husbands and never to question their 

decisions.

“Women in this community respect the traditional roles of husbands os' heads. So (f ^Ag /Mom Ao.* 
MO/ o//oivg(/ /OTMz/y p/oMMZMg /Ag WOZMOM Wz// nOt zt*g Z/. .^ /Agy COMZg to /Ag g/zMz'g z/ )VOZz/z/ Ag ZM 
secret .yzMOg /Agy z/oM? rvoM/ /o Ag seezz 05 rgAg/Zzozz* /o Az/jrAoMz/:*," (KziOMz/g Male, <35 ygzzrs, 
fgcOMz/zizy gz/zzczz/zoM, fZMg/g, MO children, TM^Iql

It was noted that all the traditional leaders interviewed supported the idea of male 

involvement in family planning. Their reasons for this are summed up as economic 

difficulties and consequently a rise in household poverty levels, poor child nutrition and 

high maternal mortality.

TRADITIONAL LEADER 1: “The biggest problem /Azz/ ZAovg 5eeM w /Ao/ /Ag*g /oMZzZy /z/oMMZMg 
/o/A* ore /zrzMzorzVy /or wozMgM, /Ag zzzoM i* Mo/ zMvo/vgd OMzf i* Mo/ co//gz/ /o o//gMd /Ag /o/Mz/y 
pZoMMZMg cZzMzo. l^AgM /Ag ivozMOM L* gzvgM coMz/oMi* /o zzsg oMzZ gzvg* /AgMZ /o AgT Azt*AoMd Ag wz'/Z 
S'z^, 'uzAo/ yozz org /oZAzMg about?' .AfgM org MO/ wz/A'Mg /o accept /Agsg /AzMg* Aggozz^g /A^ org ozze- 
.yzdgd. Ifg zMzzs/ dg/zAgro/ez^ /orgg/ /Ag zzzezz. 7%^ zMzz.*/ Ag zMvo/vgd ZM /Ag*g discussions, so /Ao/ 
/A^z zzZso AMOMz /Ao/ /Ag szzrvzvoZ of /Agzr wozMOM OMz/ family z/^gMzZ* OM /ozMz/y p/oMMZMg. " Fozz see 
o wozzzoM wAo Aos Aod more oAz/z/rgM zzzoy z7zg goszTy Aggozzsg sAg zs wzgoAgr. " (%A/z^,

77(/tZ)777OA54Z, l&47)jE/( /.' “If ZMOM uzgrg ZMVo/ved zM /ozMz/y p/oMMZMg some /AzMgs wozz/d Mo/ Ag 
Azs^gMZMg ZM ozzr oozMZMzzMz/y. For g%0ZM/z/g, z^ /o /Ag FDD (Fs/zzMo/gd Do/g of Dg/zvgz)^ /Ag rvozzzozz 
oorrzgs Agoyy /ood* OM Agr head. / /AznA z/ zs /ooA of knowledge. TAosg /Ao/ ore Azzow/gz/^goA/g org 
/zroAoA/y helping, Azz/ /Ae zzzq/orz'/y s/z7/ doM 7 Ae/p. F zs o MOZTMoZ /AzMg /or o wzozMOM eveM wAzVe 
/zrggMOM/ /o perform AozzsgAo/d cAores. TfsAg zs uzozMOM enough sAg wzzd do z7, /Ao/'s /Ag belief”

77MD777D/V/4F FFdDFF 3; "7 uzowW Uke AeoAA worAers /o o/so sz7 wz/A /Ag zzzgM OMd ezgz/ozM /o 
/AgzM so /Ao/ /A^z doM? Aoross /Agzr wozMgM vrAezz /Aey go AocA AozMg^ozzz /Ag g/zMz'g. 7/ zs Ag//gr ^ 
yozz drouz zzp 0 progrozMzzzg ozzd gzvg /o /Ag Chief of /Ae orgo. 7 Aovg /Ag authority /o orgOMzsg zzzgM 
/or szzcA o progroMzzMg. " (7(A7q)

It was reported by the service providers and male participants in this study that men hardly 

- ever used family planning services at the health facilities. One of the providers thought 

perhaps men felt shy because most of the family planning clients are women, while most 

female FGD participants said that it was because men considered family planning a 

woman’s domain. The quotations below indicate some views from male FGD participants 

on reasons for men’s reluctance to use family planning services.

"Dszzo/^ zzzgM org sAy. For yozz /o go /o /Ag c/zMzc wAgrg /Agrg zs 0 /gzzzzz/g Mzzzsg, ozzg /ggZ* sAy. 
TAo/'s wAy ZMOS/ of zzs/dzZ /o go /Agrg OMd gg/." (TtMq)

202



"AfgM 6gco7Mg sAj/ wAgn fAg/ /azZ Zo space ?yg// Zo geZ Zo zAe Aea/zA ce/iZre zAg//ear Zo Ae sAowZezZ aZ 
Ay AeaZzA pgrsonneZ. " (TMYc);

"Zfg zZoM 'Z Aavg prcper 7)ocZors." (RZkR^

"7%g opgMZMg Zz/Mcs are zzzwwzZaAZe." (lZ)7(z^

"TAe Mwrsg zs a TvozMaa azzzZ zZ z's zZz^cuZZ Zo share yowr proAZezMs w/zZA a w/azzzaa. ffAy cazz 'Z ZAgz 
AzVzzg ws a man? " (TWp)

"/pz-^z" Zo Azzy condoms j9-azzz zAg AzasAs Agcazzsg wAga yaw ga Za zAg cZzazc zAgy ZgZZ yaa ZA^ az-g 
/zMzsAgzZ we az-g e^ipecZzag some Zazzzazraw. "(TM^ZAJ

One man narrated his visit to the clinic.

“One day / wgaZ Za zAg cZzmzc Za ggZ some caadazzzs. TAg Mzzz-se cazzzg azzZ (^ zAe cazzswZZaZzaM z-aazzz 
azzd ZaZd zzzg zAaZ zAzs ^zzezzg wzw aaZ /az- pecpZg wzZA zzzaZazia azzd aZAgz" dzjgajgf, zZ wzw for family 
pZanazMg. 7 /gZz ezzzAazrassgd as 7 was ZAg aaZy zzzaa zAgz-g and that's Aaw 7 Z^ and agvgz" wgnZ 
AacA " (^azzde zwaZe, <S.^ygaz'S, zza education, zzzazrz'gd 4+ AaZA sexes, TZDZZz^

It was also noted that although some men opposed family planning and branded it as a 

women’s affair, some (both in rural and urban areas) were however willing to learn more 

about it and said that they would use family planning if methods and services were 

provided. In some of the FGDs in rural areas some elderly men said they would like 

services for sexual health.

“A t our health centre here they just give zzs cAZoz-ogzzzzzg, wg zzggd zzzoz-g medicines zzzzd zzzzz-sgs. /(Zso 
zAgrg zs no zzzgdzczzzg zzZ zAg cZzzzz'c Zo zzzaAg zngn sZz-ozzg wAgzz zZ cozMcs Zo Azzvzzzg sox." (ZzzvaZg zwa/g, 
JJygars+, zzo gdzzcaZzozz, married, J/gzzzaZg cAzZdrgzz, ZMTA)

“TAgz-g zs zzo zzzgdzczzzg Zo AgZp zzzgzz zzzcz-gzzsg zAgz? zzAzZzZ); Zo Agaz- cAzZdz-gzz." (ZzzvaZg male, 35 
ygaz-st zzo gdzzcadozz, zzzazrzgd, 4 cAzZdz-gzz, 7(A4ii^

8.5 Spousal communication

This study also sought to find out about conununication between couples on family size, 

family plarming and HIV/AIDS. Concerning decision-making on family size, some urban 

upper class women felt that couples should decide the family size together while others felt 

that the woman alone should decide because she suffered with the pregnancy and went 

through labour. While most female FGD participants in the rural areas also felt that the 

couple should decide together, the majority were of the view that the man should decide 

alone on family size because he is the head of the household. Also only in three female 

FGDs were the responses “it’s up to God” or “the extended family should decide” given. 

Concerning contraceptive decision-making rural women said they either made the 
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decisions alone, with spouses or with relatives. A few said the service provider helped 

them decide on use. The most common response however was decisions made with spouse.

Among the male FGD participants generally the commonest response to 'who decides' and 

‘who should decide’ on family size was joint decision by husband and wife followed by 

the man alone and then God. Some of the male rural participants and the urban poor also 

mentioned that deciding on one’s family size was something unheard of, but they had 

observed that "these things happen among our educated friends ".

Having discussions on HIV/AIDS with one’s spouse was noted to be common among all 

the IDI respondents in this study while discussions relating to family planning were 

reported by all the respondents with the exception of four (2 male and 2 female). One of 

the men said he did not discuss family planning with his wife because they had no 

problems with spacing their children, while the 2 female respondents (RI and R2) had this 

to say:

7(7. “Ab I don't talk about family planning with my husband. But there was a time when 77g; 
Aws6<3M(7 told me 7Aa7 Ae Mee(7; more children. F/e 7oW me ^Ao7 we .9Aow7(7 /oo^ /or a 7ra(7zn'oMa7 
z7oc7or 7o Ae(p me have more eTz/Wrem, /zever77ze/e.ys my parents re^ezf. TTzgy sazz7 tAe/bzzr 
cAz/z/rezz were e/zozzgA. TlToyAe zV w<z$ Goz7 'j^ wz/7 /or me 7o f7zyz Aavzzzg children. “ (Zzzva/e, /emzxZe, 
J.^year.y+, j^ecoziz/arpt marrzez/, Vf AorA se%e.s, TZATz^

7(2." “Afp AzzsAazzzf zb Mo( very .yzzpporrzve Aeeazzs'e Ae 5ay5 we wz7/ z7zbz?zz:9S wAa( me^Aozf we wz77 zzse, 
6zz7 we never z7o. A7e /zzs7 Zezzveiy evezyrAzzzg zzp ro me, 7zAe Ae won V remz'nzf me (o take zV (/zzY^) zf 7" 
Azzve /orgofTen. I wozzW Zove z7 zf Ae wzz.; a AzV more ooneemezZ ZzAe remznzZzng me every evening io 
ZaAe /Ae pzY/. " (TzzmAwAa/emzz/e, <3 J years', seeonzZary+ ezZaeaizon, marrzezZ, 3 eAz/zZren AoiA sera;, 
7ZD7(f()

Generally men in this study indicated that discussions with their spouses on AIDS revolved 

around prevention and protection (e.g. being faithful to each another and educating each 

other on ADDS). Most men in this study said that it was not very easy to talk about AIDS 

with their spouses because it could raise suspicion or bring quarrels. Although women 

generally said they also discussed prevention and protection with their husbands, most 

urban women in this study said they feared that their husbands would contract AIDS and 

give it to them. Most women stated that it is women who often start conversations on 

HIV/AIDS between couples because they are more worried about the disease than men are.

Men’s comments
7(.' 'WrA my wz/g we s/zzrZezZ Zzz/AzMg zzAz)zzZ zf wAezz we szzw tAzzt (Ae Umas' were AzzrzZ, zZzbezzse; zzre 
mzzzzy zzzzzZ ATDS zb zz6z) oz: /Aa zzzcrezzse. Sz) we Azzve gfvezz zzzzrse/ve; rzz/a; zzz ozzr zzzzzrrzzzge oz: Aow 
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/o fa^ core oA owrseZvgs'. TVbng f AowW /gave a ^zen(/ an^/ go ow^sz^/g TMarrzage fo Aave fg%." 
(twMz/a Afa/g, <Jj )/garf, MO ez/wca/zoM, TMaTTzez/, j cAz/z/rgM 6o(A fg%gg, /(A/Z^

/(; "A^ w^ /MgMfzoMj /o 77K gacA /zzwe 7go ozz/ ^o 6g carg/W 6gca:<;g /Ag;g z/oya /Aerg are so zMazg/ 
z//sezzses. SAe Ze/Zs ZMg Zo zAz/zA (^zAe/aznzj^/zrsZ before )/ozz z/o aryZAzMg. 6'0 A Ae^ ZM ZM}? ZMzzzz/ zAaZ 7 
Aove /^ Azz/y aZ Aozme azzz/ zf 7 ggZ sozMeZAzzzg owZ Agrg zAgz TVzZZ sz^r." (Zozz zwa/e, Jj jz^rs+, 
sgcozzz&zzy gz/woaZzoz:, zzzarrzez/, 4j%zz!a/g eAz7z/rezz, 7,7)7(A)

Women ’ s comments

SPTT^. "1% are eozzzp/azzzzzzg Aecatzse ozzr AzzsAazzdk are zzzZs'AeAavzzzg. So we are Ze/Zzzzg ozzr 
Azzs6azzz6 Zo behave azzz/ zzoZ Zo Arzzzg ZAe z/zseose zzz zAe Aozzse." (T^zzva/e /ezMzz/e, <75 jpears, 
zzozz/)!zrzzzzazy ezZzzeaZz'ozz, zzzarrzez/ Szzia/e cAz/z/rezz, HDRa)

SPAC^. "Z^e Tvorrp aAozzZ wAaZ ivz// happen Zo ozzr cAzZz/rezz zf we geZ AIDS azzz/ z/ze." /BezzzAa 
/ezMzz/g, J5_pears+, seeozzz/azy ez/zzeaA'ozz, zzzarrzez/, 4+ cAz7z/rezz, Z7)P6J

P; "Pzzszea//p, 7 azzz yzzsZ /brZA right wzZA Azzzz. 7 sajz /ooA, zf AIDS zs gozzzg Zo eozzze zzzZo ZAzs 
family zZ^y zzoZ gozzzg Zo eozzze ^ozzzzzzg6ecazzse7AzzowzAaZ7 azzz Ae^zzzgzzzjpse^ sa/e, 7 z/ozz'Z 
Azzow aAozzZ jzozz. Okay, zzza^'Ae ear/zer ozz zzz zzzazrzage we used Zo Za/A opezz^ aAozzZ zZ, AzzZ zzow 7 
Aave /bzzzzz/ zAaZ Ae zs a AzZ wzZAz/rzzwzz azzz/ 7 z/ozz 'Z Azzow wAeZAer Ae zs o^roaeAzzzg zzzzz/-/^ crisis. 
TAe oZAer wo^ z^^pzzZZzzzg ZAe zzzessage across Zo Azzzz zs Ay vzszA'zzg peop/e wzZA 77/7^ ZAose wAo 
are ozz the brink of z/eaZAeZe, ZAezz7AzzowZAaZzAe zzzessage zs szzz^zzg. "(^^^'^^/^'Mzz/g, <35 
years, zzzarrzez/, 3 cAz7z/rezz AozA sexes, secondary+ ez/zzeaPozz, 7/Z)PAJ

In this study, participants were also asked about their perception of their own and their 

partner’s risk of getting infected with HIV/AIDS. Some female study participants in the 

urban areas argued that their risk of getting HIV/AIDS was directly connected to their 

spouses’ behaviour. It was observed that some of the women’s comments were filled with 

emotion as observed by the tone of voices and body language.

R: “Yes I feel I can have AIDS because zziy husband cazz Arzzzg ATDS zzz ozzr Aozzzg. Otherwise zzzg 
a/ozze7cazzzzoZggZ/t7Z)S. " (Zozz /czzzzz/g, 35ygars4-, secondary gz/zzcaZzozz, zzzarrzcz/, 3 zzza/g cAz7z/rgzz 
ZDTfAJ

SPK7: "fgs wg z/o zAz'zzA zAaZ we arg aZ n'sA z^ ggZZzzzg ATDS. Especially zzs zzzarrzcz/ pgcp/g wg z/o 
zAzzzA zAaZ wAgzz AzzsAazzzA go zzzzZ zAgz meet wzZA zAgzr gzrA^'z'gzzz/y, Agzzcg zAey Anzzg AIDS zzz ozzr 
Aozzzgs. So gvgzyozzg i* worried Agcazzfg A/7)S zs rea/." (Luvale /gzzzzz/g, <35 ygars, zzo gz/zzz%zZzozz, 
zzzarrzgz/, 3 zzza/g cAz/z/rgzz 7/Z)/^

/(.' "7f 7 wzzs zzoZ married 7 wozz/z/ sz^ 7 wz7/ zzever ggZ zZ ^^4705^, AzzZ wzZA zzzgzz yozz wz7/ zzgvgr Azzow. 
7/g Azzows 7 do zzoZ ZrzzsZ Azzzz 700%. A/z^Ag ^I was a wzz/ow 7 cozz/d say 7 wz// zzcvgr ggZ A/DS zzow 
wzZA a zzzazz arozzzzz/, 7 azzz zzoZ Zoo szzrg." fTzzzzzAzzAa /g/zzzz/g, <35 years, sgcozzz/azy gz/zzcaZzozz, 
zzzarrzgz/, 3 cAz/z/rgzz AoZA sexes, ZDPA)

Unlike the women, the men in this study distanced themselves from their views on 

perception of risk of getting HIV/AIDS. General comments like "gvezyoMg w a/ 

"zAw z/Lsgzwg zs gygzywAgrg", "wg wz7/ a// d/e" were common among men and there was a 

tendency to agree with one another on the subject of HIV/AIDS in most male FGDs. It was 
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also noted that some of the male FGD participants' comments were concerned about the 

extent of the disease in their areas.

SPATd; "7 agree wzVA TM), ^ew^f. (fe are worrzeJ. 7%^ foy ^Aa/ wAere rAere are ^e» peop/e, 7Ma)/6e 
om/y rwo ore no^ zV^cief/ tAe re;/ ore, fo we perceive <wrfe/ve$ ic 6e ai ri^A:" (Zuva/e /Mofe, Jd 
ye<2rs+, no education, married, 4-v children, TMTcJ

,^4; "7^ we <7o perceive io Ae ai riyA since even in iAi; area we Aove iosi a ZoZ o/ynenzTs, ozAers 
were T^-iendk Zo owr wives, so we are aware zAaZ even Acre AZDS is zAere." (^enzAa ma/e, 55 
jyears+, seconzizT}' eziwcaiion, marriezi, V+ AoZA sexes, 7i7)i(zz?.

On perception of spouse’s risk, nearly half of the male respondents thought it was possible 

for their spouses to get the virus while the other half either said they could not tell or that it 

was not possible because their wives were faithful. The following are some excerpts from 

interviews with three different respondents identified as RI, R2 and R3.

I: “Do you perceive your wife io Ac ai risA o/coniraciing ..fTDS? "

jR7.- "AZb, iils noi caay."

7.' "IfAynoi.?"

7(7. “Well sincc 7goi nzarriczi sAc is iAc onZy woman 7Azzvc cvcrs/zarczi a Aczi wiiA. jEvcn wAcn 7 
wzzs a j/owng man, 7 Aazi Zinziiczi scxwaZ rciaiionsAzps. Ad^ wi/c cannoi go owi wiiA an); oiAcr man 
anzi 7 cannoi go oui wiiA anoiAcr woman, iAcrc is no possiAiZiiy. Tow see before we goi marriezi we 
ziizi an HIV iesi anzi we were AoiA negative. SAe is so/aiiA^Zyzzsi ZiAe me. So zzTz/ess Ay oiAer means, 
we can 'Z gei ii zArowgA sex. "

7(2; "7 wowZzin 'z Anow, iils zzp io Aer. 7 AeZieve my wi/e is a /aiiA/izZ anzi is noi iAe iype of person 
iAai goes owi anyAow. 7 Anow Aer veyy weZZ. j4rywzy, you never Anow Aow peepZe are, Awi 7 AeZieve 
7 Aave goi a Zoi of /aiiA in Aer. "

7(5." "A7y wi/e io iAinA of Aer ZiAe that? fkeZZ mz^yAe Aecaose we zion'i see what is in someone Is 
Aeari. Swi considering iAe years we Aave Aeen iogeiAer, 7 zion 'Z zAinA sAe can Ac unfaithful io me. "

S7*7iZ5. "TAis issue is a ve/y zii^^znzZi one anzi ii wswaZZy Anngs ^warreZs in mam'age. ZiAe/or ws men 
you ywsi come Aome ai night iAe w07?zan siaris sAznziing 'yon wani io pzzi me in proAZemsZ'. Usually 
women iAinA iils iAe AusAanzis wAo can infect iAem anzi noi vice- versa. But women forgei iAai iA^; 
aZso move about anzi cowZzi aiso gei AIDS anzZ in/eci iAeir AosAanzis." fBemAa, male, 55 years+, 
seconziafy ezizzeaiion, marriezZ, 4+ AoiA sexes, 77D7(Z^

8.6 Socio-cultural factors influencing family planning

In the subsequent sections, the views of study participants on socio-cultural factors 

influencing contraceptive practice are discussed with reference to fertility, family size and 

fertility regulation. The section also looks at traditional laws governing lineage descent 

with regard to inheritance of children, leadership and property and their influence on 

contraceptive behaviour. An important finding in this study is that regardless of lineage or 
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ethnic background, the views of the men and women in this study on the social context of 

fertility and fertility regulation were generally similar.

8.6.1 Views on fertility and family size

One of the findings of this study is that some men and women in the areas visited have 

high fertility aspirations and desire to have large families. This was noted among men and 

women of different ethnic and lineage background. Their reasons included expectation of 

future child losses, high infant mortality, high esteem accorded to women with high parity, 

prestige and having children as an investment for the future. However, there were some 

women in both urban and rural areas of different lineage background who acknowledged 

that having fewer children was much better than having many children in the present 

economic conditions. An interesting observation made during this study is that most young 

women in the rural areas and the majority of urban women of different social classes were 

in favour of small families.

Some elderly men and traditional leaders recalled how important it was long ago to have 

many children as the economic sustenance of the family largely depended on having a 

large clan, hi explaining the social context of high fertility in the rural areas, one key 

informant said that although the need for children to help with tiling the land was less 

nowadays, the existing social environment made it conducive for women to have babies 

frequently. He cited lack of recreational activities (including traditional forms of 

entertainment), the breakdown of social structures (e.g. initiation ceremonies), lack of 

education and employment opportunities and boredom as contributing to the high fertility 

levels. Traditional leaders shared similar views with FGD participants in their respective 

areas on fertility issues. For example, it was pointed out by the traditional leaders and 

men’s focus groups that long ago it was necessary to have many children because people’s 

livelihood was agriculturally based and children were a source of labour.

TRADITIONAL LEADER 3: “Such ideas are changing as things are now different with the 
introduction of formal education and a cash economy, for instance." (Rf^

TRADITIONAL LEADER 1: “There is virtually nothing for people in the villages to do besides 
tilling the land. And with the absence of entertainment, even sex has become an entertainment on 
hs own. fgqp/g spend more tznze of Aoyne and tAe naturo/ tAzng to do zs to Aave ^e. So we end z^ 
Aovtng more AzrtAs....

....PFAen tt w wnder^ve o/znzo day zzt tAe AeoZtA centre yow wozz/d 6e sAooAed. Tow wozz/d tAznA 
tAere ts a AaAy Aoom. ^eczzMSe tAere’s notAzng/or women to <jb Aere, tA^ tooA at cAzYdAearzng zzs 
an occwpatzon and con^ete to Aave AaAze; or envy tAezr^^-zendk wztA new AaAzes " (RMa).
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It was noted that teenage pregnancy was a common problem in all the areas visited without 

exception. One traditional leader blamed the high levels of fertility especially among 

young girls on modem culture, loss of respect for moral values and the eroding of 

important cultural systems such as initiation ceremonies. However, it was observed that in 

spite of acknowledging that teen pregnancies were common, men and women in rural areas 

and some in urban areas (particularly elderly participants) generally opposed the idea of 

use of contraceptives among the youth saying that it would make them sexually immoral.

TRADITIONAL LEADER 1: ‘‘If you let them use family planning, it’s like you are giving them a 
licence to say go ahead, f re-7Munra/ 5ex iy no/ a//cnvgd ZM owr cwZ^wrg. " (RMc^

77M7)777C)7\64Z Z&4D^/( S. "Zz^ yozz ^zzd /Aerg u/<i$ a Zo/ of/ear ZoMg ago. Gz'rZ* dzd zzo/ /nove 
about anyAow/...6zz/ u/zfA z?zodernzja/zoM azzzZ /Azmgs like jreAooZs, ^Aey are ^ee /o move about and 
/Mz% jvz/A 6cys. Zong ago girZs/z/s/ zz^ed /o sz/ a( home wzVA ^Aezr AZb^Aers and Grandmo/Aers ". (Z(Z^

With regard to ideal and average family size, there were contrasting views between men 

and women’s groups irrespective of study site. In most of the areas visited the figures 

given in men’s focus groups were generally much higher than those given by the women. 

In one of the urban sites visited men put the average family size at between eight and ten 

while women said it was about four and six children.

“The number 12 is too small. You need many children because .yomg wzZZ Ag intelligent wAzZg 
orAgrs won Y. TTzQz cannof aZZ be znZgZZzggzzr ivAzZg ofAgra nzz^ dz'g AaZ zf yozz Aavg onZy /bar and 
.yaddgTzZy ZA^z oZZ dz'g, wAo wz'ZZ Agj^ yow.^" (Zanda zwzdg, Ji ygarsf, no education, poZyganzzs/, 4+ 
Ao/A fgxgy." (RMb)

"dccordzng Zo oar rradzdon.9, nzo.y( pgopZg have .ycc or gzgAZ cAzZdrgn and orAgra wAo arg 
poZygaznZyZs goaZd Aavg gzgAz wzZA ong wz/g and /?vg wz/A ano/Agr. So ozAgrs ooaZd Aavg nz'ng and 
oZAgr.; ten c/^ /Agzr own cAzZdrgn. " (Luvale zwaZg, Ji ygars+, nong^ziznazy gdaoa/zon, poZygaznwr, 
4+ AorA sg%gy, Z?AYA)

Generally in this study figures for family size given by women and urban upper class male 

participants seemed more realistic and in-keeping with national statistics from sources such 

as the 2000 Census of Population and Housing and the 1996 Zambia DHS. Both groups 

also had lower figures averaging between three and five children for ideal family size.

SPATJ.- "Tn /bc^ nowadays yoz^orgno^j:z<^osgdte Aavg znorgZAanZArgg cAzZdrgn Agcazzsg/Zzg 
gconozny zs vgzy Aad. So z'/ 's better te Aavg Zzznz'ted naznAgr of children. ’’
(Tonga ZMzzZg, Jiygars+, sgcozzdazy gdacadon, zzzarrzgd ^Argg/gznaZg cAzZdrgn, ZT)T?Z;/
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J?; "f^g Aa(/ fo pZan/or oi/r/amz/y Aecaiwg 7 come^om a ve/y 6zg/amz7y of ZTwre ^Aazz 75 cAz/zZren 
aM<7 z? vwa,; fo z7z^ca/Z /or my FafAer ^o /ooA: c/)er zzs. 7 am ^/z/7 /oo^Vzg o/?gr fome of my s'zAZzngy, 
^Aaf's: wAy 7/zzsZ w/azzZ /o Aave fAree cAz7z7reM, 6gszz7e^ 7 am a worAz/zg woman, ^zAe cAz'Wren zye Zoo 
c/ose z'Z Aecomay zZ^czzZZ /o worA. (Zozz /emaZe, 75 years+, secoTwfa/y e<7%zcaZzon, J moZe cAzZzZren, 
TTDTZAJ

While most men with high fertility aspirations gave cultural and religious reasons for their 

ideal family size, women and men who desired to have fewer children cited difficulty in 

raising many children in the prevailing economic conditions for their choice. Notably, 

regardless of background characteristics, men and women across this study stated that they 

did not prefer to have children of one sex or the other.

“It’s better to have both sexes because either s'gx Aas zZs own azZvanZaga; antZ cowZzZ 6g Agi(^Z zn 
zZz^rgnZ wayf. " (TiwMzZa/gmaZg, 75ygars+, sgconzZa^y gzZwcaZzoM, 4+6ozA sg%g.9 children, TMTZ^

"CAzZzZfgM arg zAg one* wAo wzZZ ZaAg carg (^zz.9. 7z dogs noZ maZZgr wAzcA sg% zZ Zs. " fBcmAa maZc, 
75ygars+, sgeoMdayy gducaZzon, 4+6oZA sexes cAzZdren, 77D7(<^

8.6.2 Views on fertility regulation

In this study distinct views on fertility regulation were noted: It was the common view in 

this study regardless of ethnic or lineage background that fertility regulation long ago was 

used primarily for spacing and not limiting births. All the traditional leaders stated that 

fertility was (and in their opinion should be) regulated solely for child-spacing purposes 

(“zo avoid the children falling sick”) and not limiting the family size. There was a 

widespread view across the study that it was a disgrace to have closely spaced children as 

this brought shame. Some rural male and female participants and traditional leaders talked 

of restrictions imposed by society on having sex with a nursing mother as a way of 

avoiding short birth intervals. According to the key informants such traditional norms 

greatly assisted in achieving well-spaced births long ago. Some of them gave examples of 

children in their ethnic groups being breastfed for two to six years and parents achieving 

good spacing of births as a result. According to the ZDHS, the average breastfeeding 

period was 20 months and 21 months in the 1996 and 2001/02 surveys respectively. 

Studies conducted in the region show that women in SSA achieve spacing through 

prolonged breastfeed and an average of 18 to 26 months has been recorded in most of the 

region (Jolly and Gribble, 1993).

TRADITIONAL LEADER 2: “In our tribe, it was a taboo and totally unacceptable to sleep with a 
ArgzzsZ/ggzZzng zMozAer. TAg 6a6y wozzZzZ 6rgus^gz7 z^ Zo 5 yeurs oy fo. So you were zzAZo Zo /uzZ^g 
ZAoZ there ore oAZe Zo prooZzoo AzrzA control. " (ZtATZ^.
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TRADITIONAL LEADER. 1: “We learnt /o s^ace fAe cAz/^/rgn s'o ^Aa/ a cowp/g ivowW onZy Ag aA/g 
fo Aavg ano^Agr cAz/z/ wAg» /Agz Aazf szzgggs^/^ wgzzngj OMg. ZAg aggq^faA/g ,^agzMg/or cAzWrgn 
zzz owr (rzAg wzi; 2 jzgary: JVow fAa( gowW onf)z Ae posszA/g ^ fAerg woa a zMgfAoz/. ffAgrgvAa/ 
spacz/zg was Mo/ z/ang azzz/ azzg cAz/d gamg too soon z^gr /Ag o^Agr anzf we wowZzf sajz (Ag cAzVz/ wz// 
Azrvg zzMZrzZz'ozzaZ prz)AZgzMS (^'Afwa/za wAeZa Azzsg

5o Zo avz)zzZ zZzaZ, zAg child AazZ Zz) Ae aAZg Zz) sarvzvg without zAg ArezzsZ zzzzZA, zAen zZ wzzaZzZ Ag 
sz^ Zo Azzvg aMZ)ZAgr. ffozMgn wz)rg traditional rooZs arzzwzzzZ ZAg wazsZ. 7A^ believed zZzaZ zzs Zozzg zzs 
ZAgz wzzre them, ZA^ wzzwZzZ zzzzZ coMcez'vg azzzZ sz)ZMgAow wAaZever zAe sczgncg AgAzzzz/, zZ zzsezZ zo worA 
(ZawgAZg?/, TAgz aZsz) zzsezZ zAg natural ZMgzAz)zZ. 7A^ Arzgw wAgn zZ wzzs easier Zz) coMggzvg azzzZ wAaZ 
zAg sa/e zfa)zs wgrg zAzzagA ZA^ zzgvgr Aaz/ calendars." (TtAYz^

7%4j[)777O7\&4Z, Z&1Z)^7( J; "Ozzr people arg vg/y zfzsczp/zzzgz^ /zgzzp/g. 7f a wo/zza/z Azzs goZ a vg/y 
jzawMg cAz/z/, usually wg z/oM 'z aZ/z)w Agr Zz) sleep wzZA aM}'z)zzg, wAgzAgr sAg zs yz)ar wz/e, we z/z)M 'Z 
a//z)w zAaZ. Unless zAgjzzzazzg cAz/z/ Azzs grz)WM zzp zZ^9 when ZA^ arg a//z)Wgz/ Zz) ZMggZ. lz)Mg Zzzzze agz) 
ZAgy zzsgzZ Zz) Ag very sZncZ. TVowazA^s, azz/gss ZAg cAzZzf Azzzzws Aow Zo waZA; ZAg» yow can 
/MggZ. ’’(RMc).

7; "f^AaZ wow/zZ Zzz^pgzz zAgzz if zAg wozMazz Aggazzzg /zrggzzaaZ A^rg ZAg child Aggazz Zo waZA? "

77t/LD777OZ\&4Z Z&4Z)jEZ! J; "TAg zzzam raspozzszAZg wowZzZ /ggZ very zzsAazzzgzZ. AZg wowZzZzz 'Z gvgn 
zzzovg about azzzZ zzzuz /rgg^ wzZA ozAgrs Agcazzsg evezyo/ze woaZzZ Ag ZaZAzzzg aAoaZ Az'zzz. 7Z was a vgzy 
sAazzz^Z ZAz'zzg, ZzAg a zzzzrsg. ./4^cazz zzzzsZozzzazy Zaws arg vgzy/zrzzz azz7 /zgzyZg wgrg /orcezZ Zo 
oAsgrvg zAgzzz. Sometimes a zzzazz wowZzZ Agoozzzg a polygamist so zAaZ wAezz ozze w^ zs breast 
/ggzZzzzg Ag Azzs azzoZZzgr w^. ^aZ where a AzzsAazzzZ Azzs oa^ oag wz/g Ag AazZ Zo oAservg zAosg 
oaZZaraZ values aazZ zAaZ's Aow cAzZzZ iS^aczag was acAz'gvgzZ." (/(Mz^.

The traditional leaders interviewed in this study felt strongly that couples should be 

encouraged to have the number of children that they could afford to look after. Although 

they all talked of the need for increased family plaiming education, involving men and 

‘cautiously’ welcomed modem family planning (mainly due to the hardships their people 

were facing), they also emphasised the importance of using the local traditional methods 

too. One of the chiefs stressed the need for more research on traditional methods and side 

effects particularly in view of widespread beliefs about the pill causing cancer and 

infertility. “There could be evidence could be lying out there to support women’s claims o/^ 

s^zzZg g^f/ecZs.... 7z z5 zzzz?ozzcgZvzzAZg zAzzZ ZAg wozzzgzz zzrg /zzsZ zzzzzzgZzzzzzg zAgs^g zAzzzgs." It is 

also worth-noting that none of the chiefs supported the use of contraceptives by unmarried 

or young people as they feared that they would abuse contraceptives. The words of one of 

the traditional leaders summarises the leaders views “Family planning is about families.

What/zzzzzzZz'gj' zzrg .fzzzgZg people pZzzzzzzzzzg/hr? "

In nearly all the focus groups regardless of study location, female and male participants felt 

that the elders (especially the females) generally did not support family planning for 

various reasons. Some of the female elders in rural areas believed it brought disease and 

infertility and feared complications. Others said they wanted large families, while some felt
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that family planning encouraged promiscuity. Some elderly male participants were also 

particularly opposed to condoms and sterilization which they said were inappropriate for 

cultural reasons.

Service providers in all the areas visited talked of opposition especially from elderly 

women and singled out grandmothers as being instrumental in discouraging family 

planning use and encouraging high fertility saying, “zf causes cancer and all these other 

f/tygoaea", yow wz/Z become bazvgn", "fA&yg z/Kgojgg Aove come Zo /(/?zca 6gcaK;g of 

/o/MzZy p/oMMZMg" and “before zAg zMvo.yzoM of/ozMzZy planning, /(fioo wzis /roo (^ .ywoA 

(Zw'goj'&s'." It was also noted that some younger women in FGDs in particular were quite 

negative about what elders thought of family planning. Some of young participants in 

mixed groups (both younger and older participants) openly disagreed with the elderly 

women saying that things were different now and having many children was not 

economical.

SPK2: “Grandmothers can send you to the grave because zAgy )vaM( a AaAy eve/y ygar TAgy arg 
Za/aZZy agazw/ya/MzZy /zZaMMzVzg. They gvg/z ZgZZyaw zAaZ zfyau zZa not Agar cAzZzZrg/z _yoar AzzsAanzZ 
wz'ZZ zZzvorggyow. But tAg good tAzng w zAat 7 azn not gzzszZy swaygd Ay rvAat S'Ag 5ay5 Agoaz^yg zVly ZMg 
wAo /ggZ; the pazzz and aZZ tAg coz/^ZzcatzozLy fo 7 don Y Zzstgn to wAat sAg says. 7fzzst spaog nzy 
cAzZdrgn. " (BgnzAa /gnzoZg, <jjiygars, no gdwcatzon, nzarrz'gd, 7+ cAzZdrgn, TTDZZz^

jPTI'Z; "TAgy arg against family pZannzng Agcaztsg tAgy say cAzZdrgn arg newer enoagA. Tn /act wAo 
Anoiws /nay Ae tAe ones yow are AzZZzng through /anzzZy //Zannzng are tAe ones wAo are sz^osed 
to ZooAz^eryow zn/atare. ” (TaZa /etnzde, <JJyears, no edacatzon, nzarrZed, 4+ cAzZdren, TZDTZa)

In the men's focus groups it was mentioned that generally elders encouraged large families 

but discouraged having closely-spaced children. It was also noted that there were mixed 

views among men about elders thoughts on using family planning to reduce the family 

size. In some of the men’s groups it was revealed that while some elders still held on to old 

traditions of having many children (“to perpetuate the cZan /or instance'”) others were 

now advising couples to have fewer children primarily because “times arg hard” and “so 

that children caw grow wgZZ and noZ sz^r/ro/M malnutrition". Some elderly men who 

advocated for the use of traditional methods wondered why young people could not 

practice self control which was needed to use traditional methods (e.g. separating beds, 

abstinence and withdrawal).

8.6.3 Lineage issues

Lineage systems are distinguished by laws governing inheritance of leadership, property 

and children (in the event of death or divorce). For instance, in the matrilineal social 
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systems, inheritance is through the female line, while in the patrilineal system it is through 

the male line. It was the interest of this study to find out if these issues influence 

contraceptive behaviour among matrilineal and partilineal ethnic groups.

This study observed that participants of matrilineal and patrilineal descent all agreed that 

lineage descent had no influence on fertility decisions and fertility regulation. In some of 

the female groups it was revealed that the extended family played a part in such decisions. 

Some participants felt that perhaps long ago when people strictly observed these cultural 

norms, this might have been the case. On whether people of different lineage background 

preferred children of particular sex, the majority of the study participants in both rural and 

urban areas stated that in their commimities people generally did not prefer one sex over 

the other because “children are the same” and “you never know which child might be 

more helpful to you, so it’s better to have both ". It was a commonly held view across the 

study among men and women of different lineage descent that when people got married 

they did not think about who the children belonged to because they regarded them as theirs 

together.

In this study FGD participants in the rural locations were usually of the same ethnic and 

lineage background. In the urban areas however, FGDs were made up of participants of 

different ethnic and lineage background (see Tables 7.1 and 7.2 in Chapter 7). It was noted 

that men in this study were generally more knowledgeable than their female counterparts 

on issues relating to lineage descent regardless of place of residence. Among the FGD 

participants of matrilineal descent in both rural and urban FGDs, there was a consensus 

that the rights to the children belonged to the woman and in the case of divorce or death the 

children would go to her (or her family). This view was supported by a traditional proverb 

cited by men and women of matrilineal descent and whose literal translation is "fAe cocA 

produces but the chicks are for the hen " (“Jangana ba nzoro ba nkanga ba Tumbuka " in 

Kaonde, "JCwfema cAa»(fe/M6a vana vacAaZz" m Lunda). This means 'the man only 

produces, but the children belong to the woman and therefore follow her wherever she 

goes’.

Traditional leaders also argued that the issue of child inheritance was not adhered to 

presently. Throughout the study it emerged that traditions to do with rights to children 

were not strictly followed and were treated merely as guidelines. Men and women 

mentioned that modernity and inheritance laws formulated by the Government had made it 
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difficult for people to hold on to their traditions on rights to children. Some men of 

matrilineal descent said it was unfair for children to be taken by their mother and that 

nowadays men preferred to take care of their own children rather than taking care of their 

nephews because in reality it was children who took care of their parents in their old age 

and not nephews. Harsh economic times were also said to have had an influence in child 

inheritance rights as relatives on the woman's side were no longer not as willing to take the 

children as in the past in the case of death. Consequently, it was now not uncommon to 

find children being shared between the two families.

SPK3: “Nowadays in event of death the families sit down to make a decision as to who should 
take care of the children. They also tA^ Auvg to wezgA tAe gcono/Mzc cqpuczVy (^ tAg family to 
6g gtvgM tAg rg.^0Mfz6zA'ty to look q/?gr tAg cAz/(/rgM." (3g/M6o female, 35 ygors+, .ygoonz/o/}' 
gdwoattoM, /Morrtgd, V+ children, ZZ)/(ql

&PX5. "TA /oct tAg,9g z/qys when o wozMOn » worAzng, .yAg ts tAg ong wAo rgmotns TPztA tAg 
children zMorg gjpgcto/^ wAgzz wg /ooA ot tAg zzew tows of swccgiS'jrtoM. ^f Zozzg ttzwg ago a u/ozziazz 
wowW 6g taken Ay azzotAcz- zzzazz so tAat Ag looks a^gz- tAg cAzVi^z'gzz. ^at zt iy zzot longer /z'Ag tAat 
6gcazzsg wozzzgzz arg worAzzzg azzd arg a6/g to /ooA after tAg cAz/z/rgzz." (Zozz /g/wziZg, 35 years+, 
sgcozzdazy gdacatzozz, zzzarrzgzf 4+ cAz/z/rczz, LDRb)

7(. '7 tAzzzA gygzz tAosg zigAts zzow arg Agcozzzzzzg dzVwtgd 6g<%zzzsg ofpovgrty. ff a /zgrsozz ivas rzcA, 
rg/attvgs M/Z Aavg interest, otAgzwzsg tAgy woa/d zzot gvgzz bother. 7%gy wzY/ ta/A a6oat tAg Aa6 
being tAgzrs 6at tA^ wozz't /zAyszca/^ take tAgzzz azzd ZooA z^gr tAgzzz. Even tAg /azzzzZy tz'gs arg Azzzd 
of weakened, so tAgy arg zzot rga/Zy zz/ZagMCgd by oar tradztzozzaZ practzcgs. " (7azzz6aAa female, 
<35ygars, sgcoza/azy gdacatzozz, zzzarrz'gzf 3 cAz/drgzz both sexes, ZTDTZA^

Some of the male participants however also mentioned that these traditions of long ago 

were difficult to follow in the urban areas because parents were close to their children and 

therefore it was now more common for children to remain with the surviving parent rather 

than go to the relatives.

It was also noted that study participants of Tonga origin (which is documented as a 

matrilineal tribe) claimed to be patrilineal and not matrilineal by descent and that in their 

tribe the rights to the children belonged to men rather than women. This confirms earlier 

findings by Price (1995). There were also some contradictions among Bemba (who are 

matrilineal) participants. While some said children belonged to their mother’s side, some 

said that they belonged to the man “because he paid bride price”. One male participant of 

Luvale origin also stated that his tribe had started following the patrilineal system with 

regards to rights to children and other participants in the group agreed with him.

According to a key informant the rights to children among ethnic groups of patrilineal 

descent belong to the man. However while some FGD participants agreed with the key 
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informant, about half of the FGD participants (particularly women) mentioned that the 

children belonged to the woman and her family and even cited the same proverb quoted by 

among participants of matrilineal descent.

“In most cases it is the mother’s side which is their vi//agg. .Bgcawsg soTMehma* /Ac muM TMoy even 
^g// rAg cAiZ^A-gM Zo go ZAgz? Uncle's vz7/ugg Aggausg Ag Anows /AoZ iAg fAzc/g's szzfg zs zAg vzZ/agg 
/br Azs cAzWrgn. TA ZMOsi cosgs (Zzzrzzzg z/zvorcg zAg woTzzazz ZoAgs ZMOSZ of zAg children ozzzZ goes w^zZA 
ZAgzzz ozzzZ zzzqyAg leaves yozz ZAg zzzozz wzZA ozz/y ozzg child. Tzz sozzzg coses sAg zzzqy gvgzz carry o/Z. 
TAgz-g zs o sqyzzzg zAoZ cAzZ^z'gzz oz-g /bz- zAg wozzzozz. TAg wozzzozz zs ZAg ozzg wAo ZoAes zAg children 
wAgzz zZzvoz-cg ZoAgs /zZocg. " (Lunda zMzzZg, J.^ygoz'+, zzo gzZzzcoZzozz, zzzozrzgzZ, 4+ both saxes, Z(AZZ^

Concerning inheritance of leadership and property, in almost every FGD, it was stated that 

the nephew of the deceased (Sister’s son) inherited property and the throne among tribes of 

matrilineal descent. The nephew was the most important male in the clan and would 

assume the role of father to the deceased’s’ children. Among the patrilineal groups 

however, with regard to leadership inheritance, a distinction was made between ascent to 

the royal throne of Chieftainship and to village headman ship.

TRADITIONAL LEADER 1: “Long ago property sharing used to be 50-50. ^zzZ zzow there Zs 
cozz/zzszozz zzzzzozzg zzzaZz-zZzzzgaZ Zz-zAcs like ozzz-s. fgqpZg sZzZZ vrazzZ /zz-qpgz-Zy Zc be sAaz-gzZ zzz Zza^ 
AgZwggzz zAg Zwo families ZzAg zZ zzsgzZ Zc Ag, but zAg govgzTzzzzgzzZ Aus Az-czzgAZ cozz/zzszozz. ZbzZzzy z/ a 
zzzzzzz z/Zas, zAg cAz/zZz-gzz geZ J0% zzzzzZ zAg w^ 20% wAzcA zzzgozts zzzosZ of zAg wga/zA, goas Zo ZAg 
woman's szz/g. TAzzZ Azzs cozzsgzZ <2 /oZ of cozz/wszozz ozzzZ pgqp/g oz-g zzoZ Azzppy oAowZ zAoZ ztz/g 
Agcozzsg ZAgy Aovg vzoZoZgzZ ozzz- Zz-ozZzZzozzoZ zzozTzzs. .OzzZ we oz-g zzzoZz-zVzzzgoZ. So gvgzz cAz^ arg ozzZy 

ji-ozzz zAg zzzoZAgz-^s szz/g. Fbzz see zzzy cAzVz/z-gzz cazzzzoZ Ag CAz^, AwZ zzzy SzsZgz-'s sozzs cazz Agcazzsg wg 
az-g matrilineal." (RA/Z^.

The key informant also revealed that whereas inheritance of Chieftainship runs through the 

male line and ozzZy sons can inherit the throne. However, regarding village headman ship, 

there is a striking resemblance with the ethnic groups of matrilineal descent because 

maternal nephews or grandsons inherited the throne of headmanship as this is passed 

through the female line.

Most study participants of both lineage stated that the traditional system of inheritance was 

no longer observed as it was now the children that were inheriting their father’s property. 

While some of the male participants attributed this to the new Government laws and were 

happy with it, others felt it had destroyed the culture and that it was unfair to be taken to 

court for getting your relative’s property. Inheritance to the throne had however not 

changed as the nephew or grandson still assumed the throne of the deceased because 'Ag Z5 

zAg qf^pz-z'zzg of zAg g/zzzi'
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It was also revealed in some male FGDs that this was also changing as sons were now 

inheriting village headman ship and not nephews and grandsons..."So ^Aof fAe cAzWroM 

<2/50 benefit. At first people wore z^oronf 6w/ now fAgy ore onZzgA^OMOzf os swoA ZAgy go Zo 

zAo/otAor's sz(/g. TAo poszhoM zAoZ zAo zzq^Aow ocowpzes Aos now Aoen gzvgM ^o owe's o)VM 

children." (ZzzMz/o ma/g poZnZzMoo/ Jj yeors+, married, zzo oz/zzooh'oM, 4+ oAz7z/rezi^

'7zz ZMy case zV zs opposing /o wAzzt zzzy coZ/gogwgs Aovg szzzd szzzcg w/g org patrilineal. 7/^ / dz'g /ozAzy 
ozzd zMy children zzrg o/d gzzozzgA, zAgz TPz// zzo/ go iwYA ^Ag Afo^Agr, Azz/ iwZ/ remain wz^A z/zy 
Aro^Agrs. TjffA^zzrgs/z/ZyozzMg^A^ivz/ZgoiwYA^AgzrzMO/Agz". TAgzz/gzzzs^Azzf zf sAg Zgzzvgs 
^Ag vzV/zzgg ^Ag gAz/drgM iwZZ follow zzzzzZ zV ivzZZ Ag zZz^gzzZ^/or zzs /o Zzvg wzVA ^Ag/zz. Ozzr belief zs /Azz^ 
oAzZzZrgzz grow wgZZ wAgzz their AzoZogzozzZ zzzo/Agr M zzrozzzzzZ zzzzzZ zY zzsgzZ fo wort vgzy wgZZ. Tozz /zzzzZ 
sozzzgAozZy Azzs zZz'gzZ zzzzzZ Z^ J or J children. Ifg AgZz'gvg ^Azz( 7Agzr gs/zz^g zs wz^A tAg FzzfAgr's szdg zzo( 
the [/zzcZg. " (Tbzzgzz zwzzZg, J.^ygzzrsf, sgcozzzZzzzy education, zzzzzrrz'gzZ, j/gzzzzzZg oAzZzZrgzzJ

Wi± regard to inheritance of leadership, participants stated that nephews inherited the 

throne among the matrilineal tribes and Tonga participants insisted on following the 

patrilineal system with regard to leadership and indicated that property was inherited 

through the male line. Concerning property inheritance, nephews were said to inherit on 

the father’s side for the partilineal as the case among the Lozi. However, in most of the 

FGDs participants also mentioned that the law was now in control of everything and that 

culture was laid aside.

‘‘Tongas are patrilineal. You never find zz woman leader in Southern Province. Whether her 
Father wzzs zz CAz^ /A^ geZ zzzz LAzcZg zzz" szzzzzgzzzzg gZsg /z) fzzAg zzvgz- ^Ag pzzsztzzzzz." ^Tbzzgzz male, 35 
ygzzz-sf, sgczzzzzZzzzy gzZzzczzAzzzz, zzzzzzrz'gzZ, 4+ children, IDZZz^

"/fzzzZ zzzz /Azz( zzzzg zf Zo zzzy AZAfAgr^yszzZg ^Agrg zszzzAgzV/zzzzggz^AgzzzZzzzzzzzsA^,/Agzz/AgyAzzvg 
/o produce cows m pz^ zzzy /zzfAgz'/bz' ^Agzzz. / wzZZ szzy zzzz /zz zny /zzZAgz-^ side zzzzzZ / wzZZ zzzz fzzzzggz" be 
czzzzzztgd, Azzf /zz zzzy Afzz/Agz" 's side. Fzzz- zzzg /zz Agczzzzzg Agzzz/zzzzzzz zz/ zzzy Mzz/Agz- 's p/zzcg, /A^ Azzvg /zz 
pay czzws. " (Tbzzgzz ZMzz/g, 35ygzzz's+, secondary gzfzzczz/zzzzz, zzzzzzrz'gz/, 3/gzzzzz/g cAz/zfrgz^.

8.7 Summary

This chapter has presented findings of the demand side factors influencing men and 

women’s contraceptive behaviour with a socio-cultural context. The results presented in 

this study were derived from interviews with key informants, FGDs and IDIs with 

members of the community in the selected study areas as well as interviews with health 

providers.

In this chapter, the results from all the different data sources and instruments have been 

presented concurrently to make it easier to compare views on similar topics and across 

gender, place of residence, socio-economic status and lineage and ethnic backgrounds. The 
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combination of the different data sources is aimed at gaining a better understanding of the 

socio-cultural context in which men and women's contraceptive behaviour occur. Since the 

findings show that there were generally no notable differences in contraceptive behaviour 

across ethnic or lineage groups, the results presented in this chapter take into account 

background characteristics, such as gender, rural or urban residence and socio-economic 

status. It is observed that these factors rather than ethnicity and lineage background 

accounted for some of the differences observed in this study.

The results in this chapter are presented under different themes which emanated from the 

data collected and those that were generated before the study was undertaken. These 

include Knowledge and awareness of family planning. Information access, Attitudes 

towards family planning. Covert use of family planning, Male involvement, Spousal 

communication, Socio-cultural factors and Lineage issues. These results are then 

deliberated upon in the discussion section and thereafter a summary of the chapter is given 

at the end. The inclusion of traditional leaders is significant in that it has revealed that the 

potential for engaging community leaders in family planning exists. The importance of this 

cannot be emphasised especially in view of activities on men’s involvement in family 

planning which can benefit from the support of community leaders. Men in the areas 

visited without exception are still largely alienated from the responsibility of family 

planning despite their critical role in reproductive decision-making. Issues in the service 

delivery mechanism presented in Chapter 9 may shed some more light on the findings from 

the qualitative study on the socio-cultural context of family planning.
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CHAPTER 9

FACTORS INFLUENCING FAMILY PLANNING SERVICE DELIVERY

9.0 Introduction

This chapter is on based on results of the qualitative study on the socio-cultural context of 

family planning in Zambia (see Chapter 7 for details). In the absence of information on 

supply side factors from the ZDHS such as policy context, logistics, accessibility to 

methods and so on, a qualitative study was designed to investigate some supply factors 

influencing contraceptive practice in the areas visited.

In this chapter, the views of health providers and men and women in the areas visited on 

the supply factors influencing the uptake of contraception among women and men in 

Zambia are presented. Some suggestions given by smdy participants on improving family 

planning service delivery are also given. The findings of this qualitative enquiry are 

synthesised and discussed in Chapter 10.

9.1 Policy context

In 1997, the Ministry of Health (MOH) of Zambia formulated policy guidelines and 

framework of operations for family planning and other reproductive health services (see 

Chapter 3 for details). With the aim of examining the role of policy guidelines in 

determining family planning service delivery, in this study, district family planning 

coordinators and facility managers in the areas visited were asked about their knowledge 

and views of the family planning policy guidelines. They were also asked about factors 

that hindered or facilitated the implementation of the family planning policies in their 

respective districts.

In some of the districts visited, the district family planning coordinators seemed unfamiliar 

with some of the existing policy guidelines relating to family planning. A few of them 

mentioned having seen the document containing the guidelines while others said they had 

just heard about it. Suffice to say, all the health personnel interviewed stated that there 

were only a few policy guidelines that sometimes made it difficult for them to deliver 

family planning services. Some policy guidelines which were considered helpful in service 

delivery were also cited by some of the health staff. It should be mentioned that views 
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were varied as Table 9.1 shows and that some policy guidelines were mentioned by some 

and not others.

Table 9.1: Health provider's views on policy guidelines relating to family planning

Positive policy guidelines______________ _______________________ ____________________
- Removal of spousal consent
- Expansion of service delivery network (e.g. chemists, kiosks, TBAs, CHWs, CBDs, shops, bars, 
workplaces etc)
- Wide availability of methods,
- Supermarket approach
- Provision of services to youths
- Free provision of family planning services
- Involvement of men in family planning

Negative policy guidelines_________________________ ________________ _
- SupeiTnarket approach
- Contraceptive logistics management
- Limited method mix

Gaps identified ___________ ______________
- Lack of policies on male involvement
- Lack of policies addressing religious beliefs
- Lack of policies addressing traditional beliefs and practices

9 .1.1 Policy context for service delivery

In all the areas visited, district family planning coordinators commended the removal of 

‘spousal consent’ in order to obtain family planning services and the provision of free 

family planning services to all. However some of the comments made by some male and 

female FGD participants in the rural areas indicated that some service providers may not 

be adhering to these policy guidelines.

‘‘When you reach the clinic, you tell the Sister that I have come here for family planning. She will 
always want information to show that your husband has allowed you to start family planning 
medication. If you doM Y Aovg a Zettgr j:Ag wzVZ te// you to Ari/zg yozzr /zztyAzzzzd. " (Xhoude female, 
<JJyg<3r.9, MO gdzzootz'oM, ZMO/rzed, 4+ children, Ril^

It was also observed that some of the men and women in some of the areas visited lacked 

knowledge about the policy guidelines. For instance, while most women in the areas 

visited knew that family planning services were free, some male FGDs participants in rural 

sites thought that one had to pay for family planning services.

In this study although the views of family planning district coordinators on most policy 

guidelines were similar, some differences were noted. For example, while health providers 
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in the urban areas welcomed the 'supermarket approach'^ of delivering services, their 

counterparts in the rural districts criticised it saying it was an unfair policy considering the 

conditions they were operating in.

Z)C4; "SwpenMw^ approach camnot %/orA Aera 7? aznno/ wort Aecausa of /act (  ̂.yto;^ amd aZ;o 
fAc (tonsw/faf/oMl room djc^ iy mof corndwc/vg. Fou canmot qg^ fgndca; ^c/onf/y /» o smo// 
room //te tAiy a/ omy time OM any day. " fRA/Z^

In the urban areas, the district coordinators highly commended the government for the 

wide availability of a range of methods. In contrast, their rural counterparts complained 

about the limited choice of methods, stating that they were only supplied with condoms, 

pills and injections. The district coordinators working in the rural areas suggested that 

Government should make other methods such as Norplant and IUD more easily accessible 

in Rural Health Centres (RHCs) as well.

DC4: “Sometimes we have inadequate supply of contraceptives and choice w verp /zmded. /» 
mcj( cases we on/p Aave one (ppe, ^Aa^ zs Af/crogpMOM (p//^. Ifg are sz^osed to Aove zM/ecdon, Azzt 
zt doesM? a/ways come" (RMb).

DCS. "7t wozz/d 6e good if tAcp cozz/d szzpp^ zzs wzYA mazzy different types of cotztrac^tzves" 
(2Wz^.

/.' “Like wAzcA ones? "

DCS. "Some dzstrzets zn CopperAe/t provzzzce /or erazr^/e (^r so many metAoz/y. TAgy Aave 
zmp/azzts, D^o Provera, .^rzsterate azzd /oops wAzcA we dozz't Aave. 7 tAzzzA tAe goperzzmezzt sAozz/d 
revisit zts po/zczes ozz cozztrac^tzve cAozee for tAe rzzra/ arezzs. Adbst of tAe people /zve zzz rzzra/ 
arezzs, Azzt most of tAe commodztzes go to tAe/ew wAo are zzz zzrAazz areas. D tAatj{zzr.^ " (%AA:^

While some of the rural district coordinators expressed concern about the absence of policy 

guidelines on male involvement in family planning, those in urban areas mentioned that 

these guidelines existed, although it was acknowledged in one of the districts that activities 

involving men had not been undertaken in that district.

Some of the district family planning coordinators also identified some gaps in the policy 

guidelines as indicated in Table 9.1, which they felt could lead to contraceptive adoption if 

addressed. For example, some service providers in rural sites felt that policies addressing 

religious and traditional beliefs and practices that discouraged men and women 6om 

regulating their fertility would be helpful in service delivery as the following quotations 

reveal:

8 Supermarket approach is one ‘in which services are provided in the same place at the same time, and clients 
are considered holistically rather than separated by function and body part.’ (Banda et al., 2004, pl 1)
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DCJ; - yfAe /raa^zVz'oMs were a^Wragfg(f (Ais w/owW Ag^ Agcaifsg owr peop/e Aarg arg wszTzg aZZ son^ 
0/^ things for family pZaMMzMg. ,4Zs6i /Ag cwZ/wrg .yaj/s _yow 7Mws( Aavg os /Mamy cAZZtZrgM os possible. " 
ZHD2(6;

Z)C3; "TAg ofAgr proAZg/M /Aa/ wg gMcown/gr arg ^Ag gAwrcA gro&pf. Somg (Zo MoZ gncowragg i^g of 
modern TMgZAogZy, jztyZ MoZwroZ /a/MiZy pZoMMZMg. 7%^ tZo MoZ gvgM ggg^Z gOMcZo/MS Zm zAgZr gZzMzgy. 
fFg Aavg hfo szzcA gg/zZrgs zn ZAzj cZzsZrzcZ." fZMTz^

Z)C'/; "7 think zAg govgmzMgMZ ^AozzZzZ ZaZA Zo churches ziAozzZ zAg Agm^Zs of /ozMz'z^ pZzzMMzzzg 
because pgopZg zzrg AgzMg AzMz/grgzZ jT-om zziyz/zg zZ. TfzAg cAzzroA Agar.y ZAzzZ pgop/g arg using family 
pZoMMZMg ZA^ gZzoyg ZAgm^o/M ZAg Church. TAg govgrnzMgnZ ZMzzsZ ZooA zzzZo ZAiy. " (7M<ZZ^

DCS; "SoTMgZzTMgs wozMgM org MoZ z/5z>2g/oTMzZy pZoMMZMg Agcozzs'g zAgzr Cro/zzZ/MoZAgr:; ZeZZ 
ZAg/?z ZAzzZ ZAg/oTMzZy Mggz/s cAzZzYrgM Zo enlarge zAg oZoM." (%A<ZaJ

As part of involving adolescents in reproductive health, one of the strategies of the policy 

framework is to provide ‘young people with the family planning methods they request, 

subject to them meeting the agreed eligibility criteria without the interference of personal 

opinions or preconceived biases of the service providers’ (MOH and CBoH, 1997, p6). 

With the added concern of preventing of HIV/AIDS, the Government introduced youth 

friendly services in some districts which mainly distribute condoms to young people and 

provide sexual and reproductive health counselling. In the rural areas, some male FGD 

participants and traditional leaders stated that the use of condoms by young people was 

against their culture as it encouraged pre-marital sex, something which is prohibited. One 

man in a HDR area complained that he would not go to the health facility to obtain 

condoms because they were given out by youths.

I: “Would you consider using condoms for family planning? "

7?." “Yes, but the problem is that at ozzr cZz/zzc zAey Anve zzsszgngdynzzZAs Zo Ag giving ozzZ condoms. 
/fnd j;o oZzZgr pgqpZg ZzAg nzg do noZ/ggZ^gg Zo ggZ zAgnz. TAgy should pzzZ gZzZgrZy pgqpZg zAgrg .yzMgg 
wg arg noZ Aqppy zzAozzZ AgzAg givgn condo/Ms Ay zAg yotzZA.;. TAg yozzZAy zio noZ Aovg rgjpgcZ". 
(ZzzMzZz: wzz/e, 3iygars+, secondary +, szngZg, 4+ AozA sgxgy, 7TZ)7(qj

9 .1.2 Family planning logistics

Generally an effective and efficient logistic and supply system should ensure that service 

delivery points have adequate contraceptive supplies with good shelflife. This study noted 

widespread dissatisfaction among the health providers about the way the family planning 

logistics were managed. It was revealed that the new family planning logistics system 

which was introduced about six months prior to this study had caused some problems in 

delivery of contraceptive supplies to some facilities. District health staff and facility 

managers revealed that whereas in the past district offices ordered supplies straight from 
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the Government supplier (Medical stores Ltd), in the new system the requisitions had to be 

sent to the Central Board of Health which would then order the supplies (see Chapter 3 for 

details). The result, as this study established in the areas visited, were unwanted delays in 

the delivery process leading to supplies running out before the next order arrives. Some of 

the district coordinators also wondered whether it was possible to reclassify contraceptives 

as essential drugs so that they could follow the same delivery protocol as other essential 

drugs such as TB drugs, which according to them were usually in good supply. Some 

health providers also felt that the information given on how the new logistics system would 

work before it was implemented was inadequate. Later after the fieldwork trip, a source^ at 

the CBoH refuted these claims stating that a logistics team had visited every district in the 

country to explain the new system to service providers.

g:-
g

9.2 Staffing levels and training

Use of family planning services can be influenced by the levels of staffing as well as 

service providers’ knowledge and skills. In this study, poor staffing levels were prevalent 

in all the facilities visited without exception. District family planning coordinators blamed 

poor working conditions such as low salaries, lack of incentives to work (especially in 

rural areas) and lack of equipment as factors for the low staffing levels. In two RHCs the 

staffing situation was very critical as there was only one person providing all the clinical 

services and doing administrative work on top of that. This meant that when the family

®. It was not possible to interview the MOH logistics manager at CBoH as she was reported to be out of town 
and there was no-one else available who could supply the information on logistic operations.
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planning provider was absent from the facility or busy with other duties, family planning 

services could not be provided.

PROVIDER 3: ‘I give health education during children's cZzMzcs. .BwZ / t/zzMAr/sAowW do 7Mwo/z 
TMorg, /zAe taZ^'/zg fo one cZz'gMt at a tz/Mg. fba see wAg» wg taZA; zzz pwZzZza .yoz/ze wo/MgM M^wgMcg 
otAgrs. SozMg ZMzrp wa/zt to zzsg family pZa/z/zz/zg, 6wt otAgrs' ZMajp zz^agzzog them. 7 wowZd rgaZ^ ZzAg to 
s'gg OMg cZzgTzt at a tz/Mg, 6at tAg main /zroAZg/zz zs aot gaoagA tzzag because 7 aza aZoag Agz-g.' (TMTz^

The findings of this study also highlight the inadequacy of the skills of service providers in 

the facilities visited. District family planning coordinators expressed concern in the skills 

gap of service providers, particularly those working in the rural areas.

DC3: “We have a shortage of trazagzZ nurses, gspgczaZZy z'a /azazi^ pZaaazag. AZbst of tAgza az-g 
woz-Azag wzztAoat Agzag tz-azagd zafazazZy pZaaazag .yg/vzog dgZzvgzy." (KAfia^

DC2: "Ttl; tAg gaz-oZZgzZ awz-fay }fAo az-g worAz'ag tZzg zizz-aZ az-gas. AfayAg tAg curricular of tAg 
gaz-oZZgd awz-se; aggzik to be rgvzsgd. ^ctzzaZZy tAgz-g Zya't zawoA taught oa fazazZy pZaaazag duziag 
tAgza trazazag, it's^ vgzy Aaiyzg, 7 ivas a ZXAzayzag twtoa .fo 7 Aaow w/Aat w taugAt. " (7Z7)Z(Z^

This study noted that two of the providers in this study had not covered family planning in 

their basic nursing training as the results in Table 9.2 show. While one of them had 

attended a refresher course since 1993, the other has never had any training on family 

planning. Four of the providers reported having covered family planning during basic 

nursing training. Among these, two of them felt that the subject of family planning had not 

been adequately covered as the comments below suggest.

PROVIDER 3: “We looked at family planning during the basic training, but z( wos vgzy Azdgf FPg 
dzd zzoZ go zzz/o dgtzzzZj. TzAg ozz s^ozzzg of tAg methods, tAgy yzzj^t jrozd tAgz'g zs tAzs ozzd tAot, Foz- 
gxozz^Zg, stgziZZyotzozz, tAgyyzzst zzzgzztzozzgd zY, tAot's oZZ. " (%AA^.

PROVIDER d; "Tit's ZzAe tAg cowz-sg wasfzzst dgszgzzgd to gzvgyotz ozz zdgo of wAotfdzzzzZypZozzzzzzzg 
zs oZZ oAozzt. In zzzy vzgw zt n/os zzot vgzy helpful Agcozzsg tAg sztzzotzozzs wg dgoZ wztA Agz-g oz-g vgzy 
dz^z-gzzt ozzd tAg training i; zzot vgzy AgZ^^Z. " ZRATc^

Although all the service providers with the exception of one, had over 18 years work 

experience, most of those working in RHCs felt that they would have benefited from more 

training in family planning service delivery during their basic training. They emphasised 

that more regular hands-on training would benefit them a great deal. All the providers, 

except for one, had attended at least one refresher course since 1993 which included 

general clinical skills in family planning and five of the providers had also received some 

training in HIV/AIDS/STI treatment and counselling.
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It also came to light that in some of the RHCs service providers were performing duties 

that they were not trained for as the quotations below reveal.

I: What is the most difficult thing about /owryo6?

f/(OXZZ).ER .^.' /Tow Anew/, 7 am yM^t a narjg rwnnmg fAw 2U7C. 7? w s%^a.s6<7 fo 6e run Zy a 
Clinical Q^cer a/i^ 7 Aovg Mof 6ggM gfvgM any fraz/ung on Aow Zo rwM zZ (%A<tic^.

.Box 9.2 " ;

7" "DoyowzyozZg/zvgrzggAgrg?" -i 
fROKZDjERJ. :,^^

7. "Z)oypw:Aavga<7gZzvgyyroam?'\ 6f^;<N 

fROKZDERg. %"

I: "So yozz arg a mzzAvz/g a; well? " ' 
fROFTZXERJ.' \^,7azM/!zs(aMg?zro7/gzfzizzr9g...jBzzfZAgrg^;7zotAzMggZyg7ca7Zz7o6gcazzsg7am 
ZAgOTzfyoqgafZAgggTz^g. 7Aavgz/o/zg^rm(/gZzvgrzgg."

7. "7Azvg_yo«Aa^a7^Zraz7zzngz7zzf^zvgrz/zg6a6z&s'?"
fROjEWTlRS." IVb, 7Aavg/!i;f6ggMZgar7zzngfAr'qwgAg3pgrzgMcg."

7. ^^^7)og^7Ag MOH Arnow ZAaf yozz arg conzAzeZzmg zfgZzvgrzga wAAowZ frdzMzng? " 
fJZOFZDERj. ]%gfA6^A7Krwf3Ukk(A:

Table 9.2 presents a summary of skills and type of training family planning providers had 

received. While the two family planning service providers in the urban sites were 

Registered Nurses (RGN), all those in rural areas with the exception of one (who was an 

Environmental Health Technician) were Zambia Enrolled Nurses (ZEN).
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9.3 Service delivery factors

9.3.1 Commodities and equipment inventory

According to Table 9.3, only two facilities had run out of injections in the six months prior 

to the study. None of the facilities visited had offered IUDs, diaphragms, spermicides, 

Norplant or emergency contraceptives in the six months prior to the survey or at the time 

of the survey. Also, none of the study participants across the study sites mentioned having 

heard of or used spermicides, emergency contraceptives or diaphragms. An inventory of 

contraceptive supplies showed that pills and condoms were available in all the facilities on 

the day of the study while injections were available in only four of the facilities.

All the service providers without exception also complained about inconsistent supplies of 

contraceptives. Some of them admitted that although stock levels for the last 6 months 

were okay, shortages of pills and injections of up to a month or more in their facilities were 

common. In one of the districts, the district coordinator mentioned that when stocks run out 

at the DHO (which distributes the supplies to the health centres), she gets supplies from 

other health facilities within the district which have adequate stock and then redistributes 

them to other facilities with low supplies.

Although contraceptive supplies were available in nearly all the facilities at the time of this 

study, it was revealed that this was not the case all the time as FGD results indicated, a 

finding consistent with the views of service providers. Women in most rural FGDs and 

those in the urban poor sub-groups complained of the non-availability of pills and 

injections at the facilities sometimes, while some of the male FGDs participants in rural 

sites complained of shortages of condoms. In the two urban sites among the urban poor, it 

was mentioned that sometimes injections were not available and the nurse would ask them 

to go back after a few days.

Table 9.3: Contraceptive supplies available at facilities
Type of method Available at time of study Available in last 6 months

Yes No Yes No
Combined pill 6 - 6
Mini Pill 6 - - 6
IUD 6 6
Injection 4 - 4 2
Condoms 6 - - 6
Diaphragm — 6 - 6
Spermicides 6 - 6
Norplant - 6 - 6
Emergency contraception - 6 - 6
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In family planning service delivery different contraceptive methods require different 

equipment. The WHO (1996) set a minimum standard for equipment that should be 

available for the safe provision of contraceptive methods. For instance, safe provision of 

pills and injections requires monitoring the clients’ weight and blood pressure, while for 

insertion and removal of IUD, equipment such as trochar and canula, forceps, scissors, 

sterile gloves and local anaesthetic are required. Facility managers were asked about 

whether or not the facilities had necessary equipment for examining clients before 

prescribing methods. In this study, a health facility is considered to have the minimum 

equipment needed if it met the requirements shown in Table 9.4. All of the facilities had at 

least basic equipment such as blood pressure machines, adult weighing scales (which are 

necessary for the provision of pills) and examination couches as Table 9.4 shows.

Table 9.4: Checklist for equipment inventory
1. Are the following available and in 
working condition at the facility?

No. of facilities with 
equipment

No. of facilities 
without equipment

Operating theatre — 6
Recovery room 1 5
Sterilising equipment 5 1
Gynaecological lamps 4 2
Blood pressure machines 6 -
Adult weighing scales 6 -
Needles 6 -
Syringes 6 -
Examination couch 6 -
Procedure area for IUDs and or injections 6 -

9.3.2 Supervision and protocols

Supervision is an essential component of evaluating service provision in health facilities by 

ensuring that service delivery protocols are being followed and that appropriate levels of 

quality of care are being maintained. In Zambia, district family planning coordinators act 

as supervisors for health facility staff in their respective districts and are required to make 

supervisory visits every quarter. All the facilities visited reported having had a supervisory 

visit from the district office in the three months prior to this study’s fieldwork. Some of the 

district family planning coordinators in the rural areas however said that sometimes it was 

not easy for them to arrange regular visits to monitor the delivery of services in RHCs 

because of factors such as lack of transport, fuel shortages and environmental factors (i.e. 

flooding in the rain season).
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Written guidelines or protocols for the delivery of reproductive health services such as 

treatment of STIs, prescribing of pills or injections and pre-natal care act as important 

guidelines of operation for service providers. These were available at all the facilities 

visited. In two of the facilities these protocols were seen physically by the investigator. 

Protocols for sterilization, IUD insertion, pregnancy and HIV testing were not available in 

any of the facilities primarily because these services were not offered in the facilities 

visited.

9.3.3 Accessibility of services

In this study, among the facilities visited only one had been offering family planning 

services for more than 10 years. The rest had been offering these services for six years or 

less. Men and women can only use family planning services if they are accessible to them. 

In this study, all the facilities visited opened every weekday (8:00 am to 4:00 pm), on 

Saturdays for half a day and on Sundays for two hours in the morning. Various types of 

reproductive health services were offered at the facilities as Table 9.5 shows.

Table 9.5: Type of reproductive health services provic ed in health facilities visited
1. Does this facility usually provide the following 
services? (Tick appropriately)

No. of facilities providing service

Family planning 6
Female sterilization
Male sterilization
Natural family planning counselling 4
Infertility counselling 2
Exclusive breastfeeding counselling 6
Dual method counselling 3
Pregnancy testing
HIV/AIDS counselling 6
mV/AIDS testing -
Diagnosis of STIs 5
Treatment for STIs 6

Although all the facilities opened seven days a week, access to family planning services 

was restricted to designated days and times particularly in the RHCs due to staff shortages. 

This was confirmed in the female FGDs. In some of the rural areas however the women 

said that sometimes they were not able to get the services because the provider was not 

available. The women also mentioned that family planning services were offered only on 

days and times that coincided with children’s clinic days. In another area, one female FGD 

participant said that "if rAe service prcvi<fer was Moi very 6wsy yew coM gei swppZies, 

oiAenviseyew wii/ Aove ie go 6acA ane/Aer d^". This is one of the areas where the service
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provider was the only staff member at the health facility. The magnitude of workload at 

this facility was evident by the long queues on the day of the field trip.

In the urban areas accessibility to services appeared to be comparatively better as the 

quotations below suggest. The pharmacy as a source of methods was only mentioned by 

women from the LDR areas.

“We are usually attended to within a short time when we go to the c/zMzc" (77Z)7(a).

"7%e c/zezMiy^ m vezy coMveMzezzA Tozzyzty^ go zzz zzzzz/ 6z^ zzzzz/yozz z/ozzY Azzvg /o wozZ/bz-yozzz- 6/ooz/ 
/zz'&s'.yzzz'g Zo 6g cAgcA^zZ. 7 ZAzzzA .yozzzg wzzzzzgzz Azzvg/bzzzzzf zZ convenient Zo gz) zzzzzZ Azzy zAg pill ovgz" ZAg 
cozzzzZgZ" Agczzzzsg zZ'g ^zzzcA" (Bemba /gzMZz/g, <35 ygzzr.9, j'ggozzz/zzzy gzfzzczzZzozz, 3 zzzzz/g cAzZz/z-gzz, 
ZD2;fz).

It was noted that regardless of background characteristics, men did not have much to say 

concerning their use of family planning services. The main reason cited in most male 

FGDs was that they hardly ever used the services. Low attendance of male clients was also 

mentioned by all the service providers interviewed. On the question of why they did not 

use the services, men’s views from rural and urban sites are summarised in the following 

quotations.

“Usually men are busy working. Some work from 5 am to 3 /zzzz. So there zs zzo Zzzzzg /bz" ZAgzzz Zo go 
Zo zAg o/zzzzo Aggzzzzsg z'Z wz'// 6g o/osgzf rvAgzz zAgy ^zzwA woz-A: Some yzzyZ zgzzoz-g zZ .yz^yzzzg zAgz-g iy 
nothing zzz^ozYzzzzZ zAgy zzzzzz Zg// zzzg ZAgz-g". (Mambwe zzzzz/g, 3jygzzz-.9+, fgoozzz/zzryf gz/zzczzZz'ozz, 
zzzzzzTzgz/, 4+ zzAzYz/z'gzz, 77Z)7?Z^

"7/gg/ zAg sgzTzgg; zzZ ZAg C/zzzzc oz-g zzoZ /zz-ovzz/gzZ /zz-qpgr^. TAgyyzzsZ gzvg oozzz/ozzzs zAgz-g. IFg z/ozz'Z 
Azzow wAy zAg Ago/zA /bczVzZz'gy ozzzf zAg Government oozzzzoZ zAzzzA o6ozzZ zzs also ". (Luvale zmoZg, 33 
ygaz-jf, zzo gz/zzoaZzozz, zzzazrzgzf, 3 zzza/g cAz/z/z'gzz, RAfq)

SMfd; '%zza//y zzzgzz az-g .yAy. Foz-yozz Zo go Zo zAg o/z'zzzo wAgrg zAgz-g zs a /gzzza/g nurse, ozzg /ggZy 
sAy. TAaZ^s wAy zzzoj^Z of zzj /az7 Zo go ZAgrg azzd ggZ". (3([aozKlg maZg, <33 ygony, zzo gzZwcaZzozz, 
zzzazTigzZ, 4+ oAzYz/z-gzz, /(A<A^

SPAJ." "iTe /gg/ j^ Zo go azzzZ j^ZazZ asking/bz" cozzz/ozzzs ^ozzz a /gzzza/g zzwz'S'g. Unless yoa az-g vgzy 
owZgozzzg.... ". (aZZ laugh) (XaozzzZg ZMzzZg, <33ygaz'.;, sgcozzzZazy gzZucaZzozz, married, 4+ 6oZA sgxey,

SPAIZO." "IFg should have male nurses so zAaZ gvgzz zfyow goZAgz-g yoa can talk freely than to 
a /gzzzaZg zzaz-sg. Fba coaZzZ 6g zAzzzAzzzg zAaZ sAg woaZzZ 6g zAzzzAz'zzg zAaZ yoa az-g pz-ozzzwoaozzs". 
(Kbozafg zzfzzZg, 33ygaz-s+, zzo gfZacaZzoz*, zzzazrz'gzZ, 4+ 6oZA sgxgs, RAZz^

9.3.4 Choice of methods

This study found that the only family planning methods clients could obtain from the 

health facilities visited in both rural and urban areas were injections (Depo provera or 
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Nohsterate (which was only available in the urban areas)), pills (Microgynon and 

Microculut (mini pill) and condoms. Although IUD was not offered at any of the facilities 

visited, one urban provider said she had been trained on how to insert IUD, but was not 

very confident with performing the procedure although she had successfully inserted it in a 

fewer than five clients.

All the providers in this study said that they gave one packet of pills to first time users. The 

other two said they gave old clients three packets. This was done to ensure that the client 

returned so that the service provider could follow-up on the pill use. Four of the providers 

also mentioned that they gave one packet of pills as well to those who had successfully 

used the pill for 12 months. Some of the providers in the rural areas said they gave 20-30 

condoms to clients (who were usually young men) per visit to the facility.

Some of the service providers mentioned that the shortages in contraceptive supplies 

sometimes discouraged women from continuing use or adopting methods for the first time. 

These views were also echoed in the women’s FGDs among the urban poor. One provider 

said that sometimes when pills were out of stock, she advised the women to buy pills (safe 

plan) at the facility or buy them from the chemists. In two of the sites, it emerged that 

sometimes pills were unavailable not because of stock-outs but because they had expired.

I: “Do you currently have adequate stocks of contraceptives? "

DCl: “Yes we do, except for Microlut which is expiring in June (this interview took place in May). 
It's not fast moving because it's a mini- pill” (HDRa).

DC4: “The one which we had, (Afr'crogyno^^ expired Z^w/ /MomZA. 7%g owe wg Aavg ZM .yZocA: i* 
AfzcroZwZ wAzcA i* ozzZy good /hr ArezzyZ/ggdzzzg zMozAers. M^ zz/so Azzve .yz^ p/zzzz wAzz;A wg Azzy ^z)ZM 
Society /or FzzzzzzZy AZigzzZzA, AzzZ zZ fr zzfrz) z)wZ z^  ̂,yZz)cA. 7z /znzlyAgzf zAfr ZMzzzTzzzzg " (ZM^.

In two other areas women said that their main difficulty was that the methods never 

reached them because their village was remotely located. They complained that the 

Community Health Worker (CHW) only had malaria tablets and that outreach workers 

who visited the area occasionally only seemed concerned about ADDS issues. The latter 

view was also expressed in the men’s FGD in this area.

Concerning sterilization, this study noted that most urban upper class women were in 

favour of female sterilization and felt that if proper mechanisms were in place, more 

women would opt for this method. According to them, the procedure for ascertaining 
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medical eligibility for sterilization takes quite long and in the process many women get 

discouraged. In addition, the urban upper class women stated that sterilization was out of 

the reach of most women for a number of reasons as the following quotations reveal:

SPK3: “Most women who have reached the stage of not woMtz/zg zzzzyTMorg cAz'WrgM Mzazz/ 71 (tubal 
Zzgatzoz:^, 6zz/ z/ u gayg/zszve at k[2J0, 000.00, wAo cam q;$t>rd tAzzt.^ 7 tAznA tAg j:Aozz/z7 q;!?^/' fzzcA 
sgnzz'gg; zzt a cAgqpgrprzcgj:ay 7^7 00,000 zt’s gzzztg z^rz/zz6/g zzot 7^250,000.00. 7t zs quite 
z/z'j^gozzrzzgzMg zzzzz/ yozz /bzzMz/ tAzzt zz Zot of Tvo/Mg/z wAo wzZZ gzzzZ z^ having 5 cAzZzZrg/z zM.9/gzzz/ of 
4. 7 OZM ZzzZAzMg )9-ozM gaygrzg/zog ZozzgAZgr". (Sg/zzAo female, 25 ygars+, .ygoozzzZzzzy gz/zzootzozz, 
zMzzzTz'gzZ, 4+ children, 17)7(7^

67'775; "7%grg zs zz cZzzzzc w/zgre 7 Tvgzzt zzzzzZ 7 wow toZ^ to cozMg wztZz zzzy Azzw6oMzZ" (lozz 
female, 25ygorj+, sgcoMzZzzz}' gz/zzozztzozz, ZMzzzTz'gzZ, 4f cAzZzTrgM, LDRb)

67'772;" 7t zw o OZZ zZZggzzZ Zo z7o zAoZ zzs 6zzZ when 7 go Zo ggZ my pzZZs zAgy 7ozz 'Z owA mg Zo Arzzig my 
AzzwAzzmZ....TTzgy wzZZ owAyozz Aow many oAz/z/rg/z zZo yozz Azzvg 7y zAg way zzzzoZ wAy z/o yozz wo/zZ 
Zo Aovg TBL? .^MzZyozz zirg sZzZZ yozzMg omz7 these arg womg of zAg aZZzZzzzZgw". (SgmAo female, <25 
ygzzrw, wggOMoZozy gzAzcaZzom, mzzzTzgzZ, 2 mzz/g oAzZz/rgM, 17)7(7^

/47Z6P&47[E7;6; ZzzwgAZgr.

67'777; “For wZgrzZzzaZzoM, 7 zAzzzA zAg AgzzZzA pgzwoMMgZ shouldn 'Z moAg zZ z7^ozzZz/br womg of zzw wAo 
WOMZ Zo 6g wZgrzZzzez7 because gacA Zzmg yozz go zAgrg Zo make on zzppozVzZmgTzZ ZAgy soy yozz go omZ 
zAzzzA zzAozzZ 7Z Agoozzwg now 7 zAzzzA gvgzz oZ zAg ogg of 25, 25 zZ zs zz^vzwzzAZg Zo go /or wZgrzZzzzzZzoM. 
Onog yozz go zAgrg yozz discuss wzzA yozzr AzzwAazzzZ zAoZ'a zZ". (Lozi /emtz/g, <25 ygorw, sgooMz/aty 
gzZzzcaZz'oM, wzzzg/g, mo cAzWrgm, 77)7(ql

67'7^4. "7 zAzmA zAgy [service provzz/gr.^ wAozz/<7 ATs'Zgm Zo zAg womom, gspgozaZTy zAowg wzZA a ZoZ of 
children omzZ wAo Azzvg zZ^owZz A!z.96amz79. 6o zf zAg AojpzZaZ oom wZgrz'Zzzg zAg woman woom q/Zgr 
^ZgZzvgzy zZ oom 6g better”. (TVgomz /gmzzZg, <25 ygzzrw, wgoomzAzzy gzZzzcoZzom, single, 2 /gmoZg 
cAzZzZrgm, 77)7?q^.

Some rural female participants in one area stated that access to tertiary health institutions 

for sterilization was difficult because of their local provider’s bias against the method. It 

was revealed that service providers turned away women who wanted to be sterilized 

because they had three or less children or were too young in their opinion. For example, a 

26 year old FGD participant talked of how she was denied sterilisation after her third child 

because of her age and parity. The local service provider refused to refer her to the 

Government hospital for sterilisation and without the referral letter the woman said it was 

unlikely that she would have been attended to at the hospital.

Provider bias against sterilisation was also noted during the interviews with some of the 

service providers. It was quite apparent that some of them were reluctant to refer clients 

for sterilisation, while others stated that they would only make a referral if the woman was 
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having problems in pregnancy or had high parity a»J her spouse was in agreement with the 

decision.

9.3.5 Dual protection

In this study it was noted that there was generally a lack of understanding among study 

participants and service providers alike of what was meant by 'dual protection'. After the 

interviewer gave the meaning, all the providers said that they had heard about it and talked 

about it to clients. All of them however admitted emphasising HIV/AIDS protection rather 

than pregnancy prevention in relation to condom use. One rural provider mentioned that 

some women in the catchment area did not associate condoms with family planning but 

rather they associated them with HIV/AIDS prevention (see details in Chapter 8).

Most of the providers spontaneously talked about 'dual method use’ (use of any two any 

contraceptive methods to prevent pregnancy). Dual method counselling was only provided 

in three out of the six facilities visited. The three providers mentioned that they only gave 

this type of counselling if a client was found with an STI. If the client was on the pill or 

injection they would be advised to use another method such as condoms or abstinence.

9.3.6 Physical barriers to use of family planning services

In one of the rural sites visited, it was learnt that the high levels of water during the rain 

season caused severe flooding for close to six months and thus made it virtually impossible 

for clients to access the health facility during this period. Consequently, the service 

provider said she gave clients an ample supply of pills for this period. She stated that the 

situation was a bit complicated for the few clients who were using Depo Provera because 

they needed a re-supply after three months.

I; “So what do you do about clients on injectibles? "

PROVIDER 6: “Luckily there are only a few on injectibles, I give them condoms or ask them to use 
pills."

7. “What is the women’s reaction to this? "

PROVIDER 6: “Some, they taA:g (Ae condoTMS otAgM doM T ^ut Z/Ag 7said onZywomen Agrg usg 
iVpggdA/gs Aggawsg of poor supply. TA /dot 7 /AznA owrrgnZ/y zAgrg arg onZy two wAo comg Agrg."

Distance to the facility was also an issue of concern in some of the rural and urban sites. 

Participants in the FGDs mentioned that because the clinic was far, it was difficult for them 
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to seek services. In two of the areas visited with catchment areas as far as 10-18 km from 

the health facility, women complained about the long distant to the facility. On the supply 

of methods, some of the women in these areas wondered why they could not be given 

enough pills to last for six months instead of three months.

SPK12: “The Clinic is far (12 km) from here and there is no transport from here. PFAgn / ivgMf 
tAerg ^Aw zMornz^g / wa$ .;o .ycurgz/ tAa( / was rwMMZMg zmos/ (^^tAg tzzMg. / gow/z/z) 7 sgg wAgrg / was 
comingj^-azM azzd wAgz-g 7 was gozzzg because it was darA, 7t is so scazy iAai if ozzg is aiiacAgd sAg 
caz: gasiiy Ag rz^gd". fBgzzzAa /gzwafg, <35 years, sgcondazy+ gdwcaiion, sizzgig, 3 zzza/g children, 
TfD/Zal

.R." "TAg ciizzic is /ar azid iAg paiA is AasAy. TAgrg arg zzo Aowses izz Agiwggzz.... Sozzzgiizzzgs iAg siz^ 
at iAg ciizzic p/gzigg io come, Aai iA^z/aii sayizzg iA^z Aavg zzo irazzspori, so yow Aavg zzo choice Aai 
io wa/A iAgrg". (Zazzda /gzwaig, sgcozzdazyf gdwcaiiozz, sizzg/g, 4+ cAi/drgzz, AiDRp)

"1^ would iiAe iAg ciizzic io Ac ArowgAi izz iAis arg, so iAai wg cazz Aavg iz/orzzzaiiozz aAoai /azzziip 
piazzzzizzg azzzi AiDS. TAg ciizzic is ^r f^RAzz^ /rozzz Acre." (Zwzzzia /gzzzaig, <35 years, zzo gdwcah'ozz, 
married 3 zzzaig cAiizirgzz, iZPi^

^6P&iKE2&9. "ygs"

9.3.7 Information exchange

The type of information given to clients plays a vital role in ensuring an informed choice of 

family planning. Informed choice is supported by two basic human rights namely, the right 

to decide freely how many children to have and when to have them and the right of access 

to family planning information and services. Most countries including Zambia, have 

incorporated these two principles in their national population policies. According to Bruce 

(1990), clients should be given information about the range of methods available, proper 

use of methods, potential side effects, contraindications of methods, both the advantages 

and disadvantages, possible impacts on sexual practice and information on follow-up 

services that are available.

Using a series of questions it was possible to determine the type of information service 

providers gave to new clients (see Table 9.6) and also the type of information they 

obtained from clients in order to assess and understand their family planning needs (see 

Table 9.7). While nearly all the providers stated that they discussed multiple methods and 

how they are used with new clients, only half of them mentioned discussing the advantages 

and disadvantages of the methods. Also two of the providers did not talk about side effects 

with clients. The study noted that only one provider said they discussed danger signs or 

perception of HIV/AIDS risks with clients or told them to inform their doctor that they 
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were on the pill. Table 9.6 shows the type of information on family planning service 

providers give to new clients

Table 9.6: Type of family planning information given to new clients
Type of information No. of providers who gave information
Discuss advantages 3
Discuss disadvantages 3
Discuss side effects 4
Discuss multiple methods 5
Discuss how to use methods 5
Other (5pgc^
Danger signs 1
To inform Doctor about their pill use 1
Perception of HIV risk 1

Part of the interaction between the client and the provider before prescribing a method 

involves an assessment of the clients’ needs from the information they give. The main 

objectives of this assessment are to determine that the client is not pregnant, to assess 

whether any conditions requiring precaution exist for a particular method and to find out 

whether the client has specific problems that require further assessment, treatment or 

follow up (JHPIEGO, 1998). The Technical Guidance/Competence Working group and 

WHO/Family Planning and Population Unit (1996), recommend that a client should also 

be asked about their reproductive intentions, breastfeeding status, preferred method, 

previous use of method(s), sexual relations and symptoms of STDs.

In this study it was observed that some of the providers did not mention obtaining some 

important information (such as that highlighted above) from clients. This type of 

information would enable providers to make a good judgement of the clients’ needs. For 

instance, only one out of six providers asked clients about their breastfeeding status, 

number of sexual partners or regularity of their menstrual cycle. In the absence of a 

pregnancy test, information on the last menstrual cycle and date of last delivery is 

important before prescribing hormonal methods. It was noted that information on the last 

menstrual period was not mentioned by two of the providers, while the date of last delivery 

was surprisingly not mentioned by any of them. Table 9.7 gives the checklist used to 

understand and assess new family planning clients’ needs.
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Table 9.7: Checklist to understand and assess new clients' family planning needs
Type of information No. of providers who mentioned 

information
Number of children 3
Wants more children 2
Method she prefers 3
Breastfeeding status 1
Last menstrual period 4
Number of sex partners 1
Regularity of cycle 1
Partner preferences -
Level of education
Date of last delivery -
Age 2
Other (specify) 
Reason for use 2

9.3.8 Information, Education and Communication (lEC)

lEC can play an important role in creating awareness and communicating vital information 

to clients about services. lEC materials have been extensively used in health facilities to 

inform clients. However some have criticized materials such as posters saying that they 

often just end up being decorations on the walls rather than vital pieces of information. 

Posters and brochures on HIV/AIDS and STIs were available in nearly all the facilities 

visited from newly acquired ‘family planning kits’ containing guidelines on family 

planning provision and counselling. Table 9.8 gives an indication of DEC materials 

available at health facilitates visited.

Table 9.8: lEC materials available at health facilities visited

lEC material No. of facilities having 
Posters

No. of facilities having 
brochures/ pamphlets

Family planning methods 4 5
Family planning counselling 2 2
HIV/AIDS 3 4
Other STIs 4 2
Pregnancy testing - -

Four of the facilities had posters on family planning (all in English) displayed. Some of the 

facilities had run out of brochures and only had single copies left. All the providers 

interviewed complained that the materials given by the Ministry of Health were all in 

English and therefore not very useful as most of their clients were either unable to read 

English or could only read a local language. However, although these materials are useful 

for providing additional information, they are not a substitute for counselling particularly 

in areas where hteracy levels are low.
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f/((9P7D^7( 2; "Tow Arnow fAerg was omg c/:gn4 a/)gr a/feM^/zMg fo Agr/govg a ArocAwrg OM^/ ^oW 
Agr ^o go oMcZ ygocf zf of Ao/mg. M%gn sAg rgocAgcf fAg z/oor, j;Ag asAezi mg 'Szs/gr wAzzf sAozz/z/ 7 zfo 
wzVA fAw letter j/z^zz Azzvg gzvgm mgP' 7 fo/z/ Agr zf wzzsM V zz Zgffgr zzMz/ fAzzf j;Ag sAozzW go zzMz/ rgzzzf zf 
af Aomg Agcazz^g zf Aaz/ s'omg morg zzz/bTTMzzfzoM ozz fAg methods. SAg fAg/z sazzf zf wzzs nof possible 
Agz^aztsg sAg z/zz/zz Y Azzow Aow fo rgzzzf A'zzgZzsA " (77D7?Z^.

7^7(0 P77)^?Z 7; "TAasg /zazz^A/gZls zzrg zzz a wzgz /zzsf a wzzjfg zzf zzzozzgz. &zzMg z^ fAg wozzzgz: fzzAg fAg 
/zazz^A7gfj Awf fA^ czzzwof z-gaz^ Tozz 7?zzz7 fAgz Aznzg fAz-owa fAgzzz oaf^zz/g or arg zzszzzg fAgzzz af fAe 
market /or wrz^zzzg vgggfaA/gs". (HDRa).

9.3.9 Procedures for providing methods

In all the facilities visited, service providers reported measuring client’s blood pressure and 

weight before prescribing the pill. According to WHO (1996), weight is not relevant for 

eligibility of combined pills, but there may be some concern regarding weight gain with 

injections. Except in two facilities, all the other providers performed these two 

examinations before prescribing injections as well. It is recommended that pelvic 

examinations and screening for STIs be carried out for the safe use of IUD and are not 

essential in the prescription of methods such as pills and injections (JHPIEGO 1998). The 

majority of providers did not screen for STIs before prescribing pills or injections. Further, 

pelvic examination was performed only by three providers before prescribing pills and by 

only two (out of five) before prescribing injections. Table 9.9 gives a summary of the 

procedures carried out before prescribing methods.

Table 9.9: Procedures carried out before prescribing methods.

Procedure Type of method
PUl Injections

Blood pressure 6 5
Weight 6 5
Medical history 4 4
Breast examination 4 4
Screening for STIs 2 2
Pelvic examination 3 2
Urine test 0 0
Haemoglobin test 0 0

In one of the rural health facilities, the provider (who was male) stated that he was unable 

to perform pelvic examinations because it was considered culturally inappropriate for a 

man to examine a woman in that way.

PROVIDER 4: “Today there was a woman who was on injections but after a month she developed 
/zzwgr zzAz/zzzzzzzzzz/ /zzzzzz.^ zzzzzf AzzcAzzcAg. 6Ag czzzzzg AzzcA .yzzyzzzg zzzz^Ag zf 19 tAg zzygg/zozz. IPAgzz 7 wzz9 
counselling her 7 szzzz7 maybe sAg AzM PTD (Pelvic 7zz/Zzzzzzzzzzz7ozy Dzsgzz.9^ Agczzzzsg tAg zzygg/zzzzz 
zZoes zzz)7 czzzzsg zzAz7z)zzzzzzzz/pzzzzzs ". (RTp
7. "Soz/zzfyzMzzfozzpg/vzcexzzzMzzzzz/zozz?"
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f7(0P7D^7{ 4; 'Wb. Tow see .yomg of fAeso ^AzMg.9 Agyg org cwAwroZ. Zf^y z/z^cw/^ fo z/o a /zgMc 
examination OM a c/zg/zA .^Z z/o a /zg/vzc acamz/za/zoM am a w/ozMazz wAo comes /bz-ZazzzzZy /?/azzzzzzzg 
zzzaz^ M/Z zzoZ cozzzg back. Z cazz zZo zV zf sAg zs .yzc^ AwZ /bz" /azzzz^^ p/azzzzzzzg fA^ yt/z'/Z say zzzgzz az-g 
azzzZz'gsszzzg zzs azzzZ ZA^ wozz'Z cozzzg AacA".

In some of the rural sites visited having male or female providers attend to clients of the 

opposite sex was also considered culturally inappropriate as the following quotations 

reveal.

KEY INFORMANT 1: "ZAg nurse aZ zAg AgaZzA ggzzZrg zs/gzzzaZg. Zz's uncultural /bz" Agz" Zo ZaZA Zo 
men, Zo ozAgz" pgqpZg's AzzsAazzz6 aAowZ sgx zsswgs. Zz's a Zaboo. Ifg zzggzZfellow zzzgzz zzz zAg AZOZZ Zo 
ggZ zzzoz-g zzzvoZvgzZ zzz zAgsg/azzzzZy /zZazzzzzzzg zsswgs. ”(RMa).

7; "7)o yoa zAzzzA zzzgzz wzZZ use family pZazzzzzzzg sgzvzggs ^ ZAg pz-ovzzZgz-s continue Zo bg /bzzzaZgsP "

XEF TZVFOTZAfXZVr 7; "ZVb, zZls vgzy azzZzAg^. T'z-obab^ sozzzg would oozzzg azzzZgz" oovgz- of zzz'gAz Zo 
asA/bz-ybzzzzZy pZazzzzzzzg, bwZ zzoZ qpgzz^h'. Don’t wg Aavg zzzgzz zAaZ az-g Zz-azzzgz/ zzz this? IFg zzggz/ 
zzza/g sgz-vzgg/zz-ovzz/grs Zo educate zAozr/g/Zoyv zzzgzz, oozzz/wgZ a clinicyzzsZ/bz' zzzgzz, Aavg a zzzgzz^ 
ZaZA eZc. 77ow wowZ<7 ZAg zzaz-sg ZaZA Zo the zzzgzz? .^sAg Aas Zo zZgzzzozzsZraZg bow Zo zzsg zZ (IcozzzZozz^, 
bow wzZZ sAg zZo zZ.!' 7Z woaZzZ bg a Zaboo, yow woaZzZ sgg aZZ zAg zzzgzz would zzoZ ZooA aZ Agz" zzz the face 
azzzZ bgZz'gvg zzzg zZ woaZzZ bg taken as azz zzzsaZZ" fRA/a).

9.3.10 Characteristics of facilities

The provision of good services requires good infrastructure among other things. This study 

also sought to find out whether physical infrastructure necessary for the provision of 

family plaiming services such as running water, adequate space and so on were available 

and appropriate. In all the facilities visited, water supply was generally problematic. The 

two facilities which had piped water experienced erratic supply and staff often had to draw 

water from other nearby areas. In the two areas where boreholes were the main source, it 

was revealed that the water was contaminated with bilharzia in one and in the other with 

waste products (from pit latrines located a few metres away from the borehole). The 

problems in water supply mentioned above may indicate that the provider is unable to 

observe good hygiene practices like washing of hands before and after each consultation, 

thereby increasing the possibility of spreading infections.

Except for one, all the facilities had electricity but only one had a working electricity 

generator. Although all of them had separate working toilets (pit latrines) for male and 

female clients, it was noted that in two of the three facilities which had flush toilets, these 

were exclusively for staff use, despite being in an area easily accessible to clients. In the 

other facility flush toilets were for staff and in-patients only, primarily because of the poor 

water supply.
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PROVIDER 4: “Yes we have/Zz^yA /ozVg/s/or ZM-/?a/zgm^s zZTzzZ .9/6^azzzZpz? Za/rzzzgy/br ozz^ -pzz/zezzts, 
fF^gzz wg z/ozzY Azzvg wafgr wg zzfg/Agm Zoo, 6w/ ZAoZ^ rorg. " (TZA/Z^

All the facilities visited had waiting areas for clients and in five of the six facilities this was 

situated alongside a corridor outside the consultation room. While in three of the facihties 

there was sufficient seating for the clients, in the other three, facility managers mentioned 

that it was common for clients to stand while waiting to be attended to because of 

insufficient seats. It was observed that all the facilities maintained good standards of 

cleanliness in the examination areas. In two of the six facilities it was possible for others to 

hear the conversation in the consultation room. In two of the facilities visited there was 

lack of privacy as it was possible for other clients to partially observe an examination 

taking place as the provider and client are only shielded by a flimsy curtain screen.

DC4: “This room (consultation room) is not good. You can’t work all the time in a small roomz 
/zAg zAzs. 7%grg w MO /zrzvzzgz zzMzZ others czzM gvgM Agzzryozz Zzz/AzMg Zo zAg c/zgMZ. " (9(AZZ^,

There was generally a shortage of office accommodation in most of the facilities. For 

instance, in four of the facilities, there was no designated consultation room for family 

planning services. In two of the facihties, a consultation room was also used as a 

storeroom. In one facility each time someone entered the consultation room to get 

something, the consultation was interrupted. This observation was made by the investigator 

while at the facility. In the other facility, clients had to wait before getting supplies until 

consultations had finished in the consultation room where contraceptive supplies were 

kept. Such factors as highlighted above can affect the quality of care given and the clients’ 

satisfaction with the facility. One key informant had this to say:

KEY INFORMANT 2: “The number of rooms at health centres should be looked into, because you 
find zAuZ zAg Agzz/zA ggMZrg Azzs /^ roozMj', Aow do yozz ocAzgyg privacy? SoMzg ZA^ /zzj^Z zzifg zz 
ozzrZzzzMZopzzrZzZzoMzzzzz/^/AMOwyozzrvoz'gg/ will say oA zZly%ggZZzMg /zzMiz/yp/zzMMZMg. IfAzzZ/ 
wozz/zZ rggozMMZgMzZ w ZAzzZ zAgrg sAozz/zZ .ygvgrzzZ roozM.;.' zz zMzzZgnzzZy rooMz, rggovg/}' roozM, OMg /or 
critically szoA pgzzpZg Zo r&yZ, Zwzo /or consultation roozMS, ^Zgy, zAgrg j:AozzZzZ Ag zz pZzzgg /or/zZg; zzMzZ 
sZorg rooMZj." ^Zj5Z(z:^

9.3.11 Monitoring of service provision

In two of the facilities a ‘suggestion box’ was used to obtain feedback from clients on the 

quality of service provision, while four facilities obtained feedback through meetings with 

the Neighbourhood Health Committees (NHCs). One service provider talked of a group 

called ‘Circle of friends’^^ which also gives feedback on family planning services

’° These are small groups of 3-5 women who come together to share information and experiences about 
family planning. They also try to recruit new users by inviting them to join the group. 
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specifically. In this study only two facilities had received feedback from clients which had 

led to some changes in the six months prior to this study. In two of the facilities, clients 

wanted injections and temperature readings taken each time they visited the facility 

(regardless of the illness). In one case meetings with the NHC over these complaints were 

not fruitful and in the other, staff decided to take temperature readings for all clients. The 

request for injections on every visit was however ignored as it was considered unethical. 

Other changes implemented as a result of client’s suggestions included increased 

community involvement in special health events such as ‘Malaria day’ and ‘World ADDS 

day’ as well as improvement in the reception given to clients at the facility.

This study noted that staff meetings were the most popular way of receiving feedback from 

staff members in all the facilities visited. Some suggestions from these meetings had been 

implemented in the six months prior to the survey in the facilities visited. These 

suggestions from different facilities included, administrative changes, involvement of all 

staff in outreach activities, introduction of outreach register, improvement of staff towards 

work and clients and improvement in monitoring of drug stock.

9.3.12 Suggestions for improvement of family planning service delivery

Study participants and service providers were asked to give suggestions about what could 

be done to improve delivery of family planning services in their respective areas. The 

suggestions given are summarised in Table 9.10. Some of the suggestions were mentioned 

by the community while some were mentioned exclusively by health personnel 

interviewed in this study. For example, poor staffing levels and training of health personnel 

was mentioned by all the study participants.

Table 9.10: Suggestions for improvement of family planning service delivery_________
FGDs, IDIs and Key informant interviews ________________ __ ___________
- Removal of users fees (men’s FGD)
- Improve staff attitude
- Have both male and female providers
- More staff required
- Train more male providers (men’s FGD)
- Improve supply of methods
- Expand health facility infrastructure
- Increase number of facilities in catchment areas so that the distances are short
- Health education (men’s FGD)
- Provide funding for community activities
- Have programmes for men and women of different ages
- Have both male and female providers in centres 
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Table 9.10: (continued)________ __________________________
District family planning coordinators_______________________________
- Funding for training of local district staff in family planning service delivery
- Formulate new policies on religion and traditional beliefs
- Improve logistics management
- Improve conditions to attract and retain nurses
- Improve transport situation
- Revise of enrolled nurse curricular
- Health education for community leaders
- Increase involvement of men
- Strengthen CBD, CHW and TBA programmes
- Expand method mix especially in rural areas
- Improve contraceptive supply
- Refresher courses for nurses at the facility___________________ ________  
Service providers _______________________ ________ _________ __
- Have policies and programmes to involve men
- Increase involvement of TBAs, CHWs and traditional leaders
- Increased donor involvement.
- Increase awareness through lEC programmes
- Strengthen activities such as circle of friends
- Formulate laws on religious and traditional beliefs
- Improve availability of contraceptive supplies
- Expand infrastructure
- Improve staffing
- Capacity building _______ ____________ ________________
Facility managers________________________________________________
- Improve water supply
- Improve facility infrastructure
- Improve roads to facilities
- Revise logistical management
- Expand method mix
- Increase staffing levels
- Update health staff skills 

9.4 Summary

In sum, this chapter has looked at the supply factors influencing the family planning supply 

environment and how these have impacted service delivery and shaped the context in 

which men and women’s contraceptive behaviour occur. The study has also been able to 

identify some factors that have facilitated delivery of family planning services. For 

instance useful policy guidelines that have helped in service delivery such as broadening of 

the service provision network, provision of youth fiiendly services and the removal of 

spousal consent requirement were mentioned by providers. It is also suggested that besides 

poor provider competence levels revealed in some of the areas visited

Various barriers to service delivery have been identified by health personnel at different 

levels in the different districts visited. They prevent health providers from offering good 

quality of care and also act as barriers to men and women’s use of methods in this study. 

Those highlighted include, inadequate staffing, poor working environment, limited method
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mix, shortages of contraceptive supplies and inadequate training of staff and poor logistics 

management. These results along with those presented in Chapter 8 are discussed in 

Chapter 10.
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CHAPTER 10

DISCUSSION AND CONCLUSIONS

10.0 Introduction

This chapter begins with a summary of the thesis. The discussion of the main findings of 

the qualitative and quantitative analysis presented in Chapters 5, 6, 8 and 9 constitute the 

bulk of the chapter. The first part of the discussion focuses on the results of the quantitative 

analysis of contraceptive use and method choice. The section begins with a discussion of 

the results of the analysis of women’s contraceptive use and method choice. This is 

followed by a discussion of the men’s results. The second part of the discussion is based on 

the results of the qualitative study. The results are discussed with reference to the socio­

cultural context of family planning in Zambia and the factors influencing family planning 

service delivery. This is followed by the conclusions and policy implications of the 

findings. The Chapter ends with some thoughts for future work.

10.1 Summary of the study

The conceptual framework for this study is largely borrowed from ideas of earlier work by 

Bertrand et al., (1996). A range of demand and supply factors such as socio-economic, 

demographic, socio-cultural, political, administrative and service delivery factors have 

been observed to influence contraceptive behaviour through various ways. The main aim 

of this thesis was to explore the underlying demand and supply factors influencing women 

and men’s use of modem contraception and method choice in Zambia. Specifically, the 

study aimed to: investigate the determinants of contraceptive use and method choice 

among women and men in Zambia; determine whether regional variations in contraceptive 

use and method choice are a result of demand factors such as ethnicity and lineage, or 

supply factors such as access to information; investigate the potential of condom use for 

dual protection; explore the differences and similarities in the contraceptive behaviour of 

different ethnic and lineage groups and to understand the socio-cultural context of family 

planning. Both quantitative and qualitative data were used in this study.

The 1996 ZDHS provided the quantitative data for this study. The statistical software 

package SPSS version 11.0 was used in managing and cleaning the data. The statistical 

package STATA Release 7.0 was used in the analysis of modem contraceptive use and 
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method choice as it is able to account for the survey design. Bivariate analysis was used to 

determine the characteristics of men and women according to contraceptive use and 

method choice. Standard and multinomial logistic regression models were used to isolate 

the effects of various determinants of contraceptive use and method choice respectively. 

The results of the logistic regression were presented as odds ratios while those for the 

multinomial logistic regression were presented as estimated probabilities of using a 

method.

The qualitative information for this study was collected through FGDs and IDIs conducted 

in 2003 in selected districts of Copperbelt and North-western provinces of Zambia. The 

main aim of the qualitative study was to understand the socio-cultural context in which 

contraceptive behaviour occurs, to explore underlying reasons for some of the findings of 

the quantitative analysis and to identify supply factors influencing contraceptive behaviour 

which were not addressed in the ZDHS. Information was collected from men and women 

in the selected areas and from district health personnel and health providers at local service 

delivery points in each study site visited.

From the results of both the quantitative and qualitative analysis used in this study, it has 

been established that both demand and supply factors as outlined in the conceptual 

framework by Bertrand et al., (1996), which was adapted for this study, influence men and 

women’s contraceptive behaviour. It should be mentioned that while it has been observed 

that contraceptive use is driven by demand and supply factors independently, contraceptive 

behaviour is also influenced by a combination of both demand and supply factors among 

men and women in Zambia. For example men in some of the rural areas visited attributed 

their lack of use of family planning services to the lack of male service providers at the 

facilities. Another example is that of the demand for contraception being affected by 

shortages of contraceptive supplies. Some of the women in this study women mentioned 

that they sometimes got discouraged from using methods because of erratic supply of 

contraceptives at their local health facility.

This study has also noted important similarities and differences between the factors 

influencing men and women’s contraceptive behaviour which are presented in subsequent 

paragraphs. Some key findings are that rAe place and' regzon 0/ re^zdence, partner'a 

approval of family planning and family planning information source are important 

determinants of both men and women’s contraceptive use and method choice in Zambia. 
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This study has also observed that some of the results from the men's analysis reveal a 

different pattern from what has been observed in other studies. For instance, most studies 

have noted that men with secondary or higher education have the highest probability of 

using modem methods and are the least likely to use traditional methods. This study has 

however observed that the chances of using condoms are higher among men with primary 

education than secondary or higher education while the reverse is observed with regard to 

traditional methods. The results also show that there is no variation in the chances if using 

‘pill, IUD or injection’ between men with primary or secondary education. Another 

surprising finding is that urban and rural men virtually have the same likelihood of using 

condoms. The typical finding in most studies is that urban men are more likely to use 

condoms than rural men.

Generally the results of this study are not very different from those observed in other 

studies in the SSA region. At the beginning of this study, it was thought that ethnicity and 

lineage background would be important in explaining men and women’s contraceptive use. 

However, it has been established that although ethnicity is associated with contraceptive 

use, the association is a weak one. In addition, the qualitative study conducted found that 

knowledge, attitudes and practices of family planning are quite similar among men and 

women of different ethnic and lineage groups. The observed differences among the study 

participants are due to socio-economic and demographic factors, such as gender, place of 

residence and socio-economic status rather than ethnic differences. Factors in the supply 

environment such as poor contraceptive supply, poor logistics and so on are also found to 

influence contraceptive uptake in the areas visited. In light of the similarity of these 

findings with those observed in other countries in the region, it is possible to develop 

generic family planning programmes that can be implemented regionally.

10.1 Discussion of results

The role of knowledge, awareness and education in family planning

DHS data collected in most of SSA over the years indicate that levels of contraceptive 

knowledge among men and women are considerably high and comparable to those of 

developed countries. However, most research studies have found that knowledge and 

awareness of family planning does not necessarily result in contraceptive adoption. Despite 

high levels of knowledge, contraceptive prevalence levels are still quite low in most SSA 

countries including Zambia. This study found high levels family planning knowledge and 

awareness among the qualitative study participants in the areas visited, a finding which 
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corroborates ZDHS results. DHS results on knowledge can however be misleading as the 

surveys are designed to find out ‘what methods respondents have heard of without 

determining ‘what they know about the method’, for instance. In this study, this limitation 

was overcome by designing question routes that would also solicit in-depth information.

The qualitative study revealed lack of in-depth knowledge on some methods as 

misconceptions of how some methods work and perceived side effects of methods such as 

pills, injections, condoms and sterilization were common particularly among the less 

educated study participants. The most common misconception noted in this study is that 

pills cause cancer and infertility. These views were noted particularly among rural men and 

women and the urban poor. The belief that pills cause cancer and infertility is not peculiar 

to this study as other studies elsewhere have found similar views. For instance, a study on 

the factors influencing the uptake of contraceptive use in Malawi, found that women feared 

getting cancer as a result of using the pill (Opportunities and Choices Programme, Fact 

sheet 14, 2003). Controversies about whether or not pills cause cancer have been long 

standing among researchers. Some independent population-based case-control studies 

suggest that the pill has the advantage of protecting women from developing ovarian cancer 

(Ness et al., 2000; Westhoff et al., 2000). While a recent study by Marchbanks et al., (2002) 

dismissed the link between breast cancer and pill use, an earlier study found that 

menopausal women who had used the pill for over 10 years had a slightly elevated chance 

of getting breast cancer than those who had not (Collaborative group on hormonal factors in 

breast cancer, 1996). Although there is no evidence so far to support the association 

between infertility and pill use, this was a commonly held view, one that has been noted in 

other studies as well (Castle, 2001; Rutenburg and Watkins, 1997).

While the fears of the risks of getting cancer or sterility are largely based on rumours and 

misconceptions among rural communities, urban women are more educated and sometimes 

more well informed and thus their perception of risk could be based on substantive 

information rather than just rumours. In this study, women were more concerned about 

side effects than the men and were able to correctly identify known side effects of pills and 

injections, such as dizziness, excessive or irregular bleeding and nausea. Side effects were 

also the most commonly cited reason for discontinuation by Bangladeshi women who used 

the pill (Klitsch, 2002). Concerns about health risks were often cited as a major reason why 

women decided against pill use in this current study, a finding similar to that observed by 

Rutenburg and Watkins (1997) in their study in Kenya.
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Men and women residing in low density urban areas during the qualitative study were the 

most knowledgeable about methods probably as a result of their high levels of education 

and exposure. The role of education in contraceptive adoption has been established in 

various research studies. A typical result of most research studies including this study is 

that female education is an important determinant of contraceptive use and method choice 

(see for example Lutalo, 2000; Bertrand et al., 2001; Gupta et al., 2003; Zlidar et al., 

2003). Educated women may value the health and economic benefits of smaller families 

more than uneducated women and are also more likely to be aware and use modem 

methods to protect themselves from unplanned pregnancies.

Although both female and male education typically have a direct relationship with 

contraceptive use, this study has found that the relationship between male and female 

education and the different methods may not necessarily follow the same pattern. While 

female education is positively related to use of modem methods, the opposite is observed 

for traditional methods. In a recent article, Magadi and Curtis (2003) also observed that use 

of modem methods is higher among Kenyan women with better education while 

uneducated women tend to prefer traditional methods. Among the men however, this study 

found an unusual relationship between use of modem methods, traditional method and 

level of education. For instance, the likelihood of choosing condoms declines as education 

increases: men with primary education are more likely to use condoms than their 

counterparts with secondary or higher education. This finding differs from findings of a 

number of studies which have observed that condom use is positively related to education 

(Ezeh et al., 1997; Bankole et al., 1999; Adetunji, 2000; Salem, 2004). The marginal 

difference in the chances of using ‘pill, IUD or injection’ between men who have primary 

education and those with secondary or higher education is also an unusual result. Use of 

modem methods such as pills, IUDs and injections is generally noted to increase with 

men’s education attainment (Dang, 1995; Petro-Nustas, 1999). Some studies have noted 

that men may misreport use of female methods such as pills, IUDs or injections because 

they may not be aware of their partner’s use or non-use of such methods, particularly if 

some women use family planning secretly due to husband’s opposition. This could 

therefore account for the result observed in this study. During this study’s fieldwork, 

injections, pills, sterilization and traditional methods were mentioned among methods that 

women use secretly. Injections were the most commonly mentioned methods for covert 

use, followed by pills. Injections were said to be easy to hide, whereas pills can be 
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discovered. Women in this study stated that they use family planning secretly to regulate 

their fertility as they were finding it difficult to take care of their children in the face of 

economic difficulties.

It is observed that the probability of using traditional methods is significantly higher 

among men with secondary or higher education compared to men with primary education. 

It has been observed in most studies that men with primary education are more likely to 

use traditional methods compared with their counterparts with secondary or higher 

education. Further exploration of the data reveals that a large proportion of men with 

secondary or higher education are aged 40 years and above. This could explain the unusual 

result since older men are more likely to use traditional methods than younger men. Thang 

and Anh (2002) also observed a similar pattern in their study on ‘Accessibility and use of 

contraceptives in Vietnam’. The preference for modem methods among educated women 

could be due to the fact that they are better informed about such methods compared to their 

counterparts who have never been to school, for instance.

Rural and urban residence and family planning

So far, the most consistent difference in contraceptive use that has been observed over 

time, is that between rural and urban residents. Various studies including this one have 

observed that levels of use are higher among urban than rural women (Curtis and Neitzel 

1996; Tuone, 1999; Magadi et al., 2001; Katende et al., 2003). According to Salem (2004), 

in the 25 SSA countries where DHSs have been conducted since 1990, contraceptive use is 

consistently higher among urban than rural men except in Rwanda where rural men have 

higher levels of use than urban men. Whereas favourable conditions (e.g. easy availability 

and accessibility) for using modem methods are prevalent in urban areas, service provision 

in most rural parts of Zambia is radimentary and access to services such as family planning 

is limited. Further, the rural areas in Zambia are characterised by low socio-economic 

development, poor road and transport networks and comparatively lower female education 

levels.

The results of the DHS analysis also reveal that current residence is an important predictor 

of women’s and men’s choice of methods. In the qualitative study, urban poor sub-groups 

and rural women and men exhibited better knowledge and higher use of traditional 

methods than urban participants of high socio-economic status. Possible explanations 

could be that these methods are easily available in the rural areas and the urban poor may 
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have stronger links with the rural areas than urban women of high socio-economic status. 

This study also found that rural women and men in the urban poor sub-groups shared 

similar views on traditional practices of fertility regulation. It is likely that some of the 

urban poor populations are migrants from rural areas who have carried their traditional 

beliefs and practices with them and share similar characteristics such as low education and 

employment levels, with rural women. Omondi and Ayiemba (2003) in their recent article 

based on the 1998 Kenya DHS propose that rural to urban migrants may either adapt to the 

reproductive behaviour of those in the destination area or bring with them limited 

knowledge, fertility values, and fertility regulation practices from the rural areas.

Urban women in this study have significantly higher chances of choosing all types of 

modem methods compared with their rural counterparts, a conventional finding in most 

studies, while among men this is true only for use of pill, IUD or injections. These results 

conform to the hypotheses that urban residents are more likely to use modem than 

traditional methods, and that use of traditional methods is higher among rural than urban 

residents. Traditional methods are more readily available and accessible than modem 

methods in rural areas. In addition, women living in raral areas are under more pressure to 

conform to traditional beliefs and practices which encourage the use of traditional methods 

of fertility regulation rather than modem methods. Programmatic factors such as an erratic 

supply of modem contraceptives in raral districts as well as a limited method mix are also 

partly responsible as the qualitative component of this study found.

The surprising pattern of condom use among raral and urban men which shows that they 

have similar chances of using condoms departs from the typical result of most studies. 

Most studies have found that urban men are more likely to use condoms than their 

counterparts in rural areas. (Adetunji 2000; Kiragu et al., 1996; Roudi and Ashford, 1996). 

This result could be explained by the theory that when a method is widely available and 

use is widespread, the differences in the different segments of the population are not large. 

For example in countries where contraceptive methods are widely available like developed 

countries, the differences in use among sub-groups of the population are minimal (Zlidar et 

al., 2003). Thus among Zambian men, the widespread availability of condoms in the 

country appears to have bridged the gap between rural and urban areas. The widespread 

availability of condoms in the country has been largely influenced by the response to the 

HIV/AIDS pandemic by Government, NGOs and social-marketing programmes over the 

years. The study results also reveal wide variations in use of ‘pill, IUD or injection’ and 
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traditional methods among rural and urban men. While urban men have a higher 

probability of using 'pill, IUD or injection' than rural men, the opposite is true for 

traditional methods. Use of ‘pill, IUD or injection’ (which mostly constitute of pills in this 

study) has been observed to be strongly associated with urban residence mainly due to 

relative ease of availability and accessibility of these methods in urban areas.

Region of residence and contraceptive use

Throughout the modelling of women’s and men’s contraceptive use in this study, the region 

of residence is observed to be a significant variable. Four provinces, namely Central, 

Eastern, Lusaka and Western provinces are found to be significantly different from the 

respect reference groups for sex. Whereas the results for Lusaka and Central provinces 

conform to this study’s assumption, it is quite surprising that Copperbelt province is not 

significantly different from the reference category. Copperbelt province is one of the best- 

endowed provinces with health and education facilities, having been the centre of mining 

activities in the country for a long time. For the women’s analysis it is noted that 

Copperbelt province is significantly different from Luapula province (see Table 5.5) until 

family planning variables (respondent’s and spouse’s approval of family planning) are 

added to the regression equation. Adding these variables to the model confounds the 

relationship between contraceptive use and region of residence. A test of significance found 

that only the relationship between region of residence and spousal approval is significant. 

The results also show that there is a significant interaction between region of residence and 

spousal approval. The results suggest that spousal approval has a significant effect on 

women’s contraceptive adoption, particularly in Western province.

Sometimes regional variations may reflect local differences in demographic, socio­

economic characteristics and the supply environment (e.g. availability and accessibility of 

family planning services). A comparison of the characteristics of women in Eastern and 

Western province such as education, age or rural-urban residence do not reveal much 

variation with Luapula province. A possible explanation for the result for Eastern province 

could be the comparatively wider availability of modem methods in this province 

compared to Luapula province. Eastern province has had a strong Community Based 

Distribution (CBD) programme, with emphasis on rural coverage since 1994 as part of a 

public-private partnership in family planning service provision between the Government 

and the PPAZ (Gordon and Phiri, 2000). The influence of CBD on raising contraceptive 

use levels has also been observed in a recent study in Zimbabwe by Muwhava (2003) who 

248



examined the effect of the family planning service environment on contraceptive use. He 

found that women in clusters where CBD was in operation were more likely to use modem 

contraceptives than those living in areas which did not have the programme. The well- 

known door to door visits of family planning fieldworkers in Matlab, Bangladesh have 

now become a mark of success for increasing prevalence levels through community-based 

interventions. Kirsten and Valente (2003) in their study on Community-based programs in 

Madagascar found that men’s use of modem methods was also associated with 

communicating directly with a CBD agent. When information access variables are 

controlled for the regional differences between Western province and the reference group 

are magnified. Interactions between region of residence and information access variables 

were performed. The results indicate that only the interactions between region and 

residence and ‘listens to radio’, source of condoms and family planning information source 

are significant.

Region of residence is also found to be significantly associated with women’s choice of 

methods in Zambia. The results indicate that women living in Lusaka province are the 

most likely to use pills, IUDs or injections. This result is not surprising because the 

province has a concentration of both public and private health and related services and 

consequently access to modem methods and family planning services is comparatively 

easier. Lusaka province also has the largest proportion of educated women, female labour 

force participation and has a higher proportion of women residing in urban than rural areas. 

In North-western and Northern provinces, which have comparatively low levels of use of 

pill, IUD or injection, conditions for adopting modem methods are not as favourable as 

these provinces are largely raral and disadvantaged in terms of service provision. Most 

NGOs and other private organisations working in the area of family planning are based in 

Lusaka province or other urban locations particularly along the line of rail. Unattractive 

conditions in some of the provinces such as low socio-economic development, lack of 

appropriate infrastructure, roads and communication could be among the reasons for not 

setting up programmes in the more mral provinces.

The comparatively lower use of methods such as pill, IUD or injections in the different 

provinces compared with condoms is largely due to the fact that use of ‘pill, IUD or 

injections’ are not as common among Zambian men as is condom use. Reported use of 

modem methods such as pill, IUD or injection may be low because men may be unaware 

of their partner’s use of these methods since they are female methods and may be used 
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without the partner’s knowledge. Variations in use of traditional methods are also noted. 

Men in Luapula and North-western are the most likely to use these methods, while those 

residing in Western province are the least likely users. While the result for North-western 

and Luapula provinces are expected as these are largely rural provinces and rural 

populations tend to use traditional methods of contraception more than urban populations, 

the result for Western province is unusual as it is an equally underdeveloped and rural 

province. Explorations of the data to try and establish other underlying factors that may be 

influencing this result do not provide sufficient evidence to explain the results.

Attitudes and practices offamily planning

Attitudes towards family planning play a critical role in determining the levels of 

contraceptive uptake. This study noted that both the respondent’s and spouse’s approval of 

family planning are significantly associated with women’s use of modem methods. These 

are important findings with implications for family planning programmes. Further 

explorations of the data reveal that more women approve than oppose family planning in 

Zambia. Approval of family planning is a good indication of potential to use methods rather 

than if one is against family planning in the first place. Some women however may not use 

contraception despite having positive attitudes towards family planning because they lack 

access to methods for instance.

Although men in the rural and urban areas visited have high fertility aspirations, this study 

also noted that men are not necessarily opposed to family planning, a finding similar to that 

observed in the ZDHS results. Most men in this study also stated that they would be 

willing to participate in family planning. Like the women, the most commonly cited reason 

to regulate fertility among men is economic difficulties facing their households. The 

positive views about family planning expressed especially by women (and some men) in 

this study indicate a potential for increases in contraceptive use levels if certain factors 

were taken into account. When asked about what they thought of their spouse’s use of 

methods, it is apparent that some of the men in both rural and urban areas are 

uncomfortable with it. According to them, contraception undermines their authority and 

could lead to women becoming promiscuous.

Men and women particularly in the rural areas and traditional leaders interviewed opposed 

the idea of young people using family planning methods. It was generally felt that family 

planning was for people with families. Traditionally, young women are supposed to be 
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virgins when they get married. This study observed that in all the rural areas visited the 

potential tor engaging traditional leadership in family planning exists as they generally had 

positive attitudes towards family planning particularly for birth-spacing. As was the view 

of one traditional leader interviewed in this study, issues relating to fertility and its 

regulation should be talked about all the time among all members of the society.

During the qualitative study, it also emerged that pills are the most popular method among 

women followed by injections. The reasons given for the popularity of the pill among 

women in FGDs include easy accessibility and availability. Pills are more commonly used 

among urban than rural women in the areas visited. Rural women prefer to use traditional 

methods such as strings, periodic abstinence and withdrawal, than pills because of myths 

and misconceptions highlighted already. The effectiveness of strings is something that has 

never been tested clinically. However, some of the female participants in this study 

mentioned that if the instructions on using strings are followed properly, they are a reliable 

family planning method, though the consequences of incorrect use include infertility. In 

spite of fears expressed by some of the urban women residing in low density areas about 

the effects of prolonged pill use, pills are still the most popular method in this sub-group. 

The pill is the oldest method in Zambia and is easily available particularly in the urban 

areas. Better levels of education and modem lifestyles which revolve around formal sector 

employment could have a greater influence on urban upper class women’s use of methods 

compared with the urban poor or rural women who are mostly self employed or 

unemployed. In the rural areas visited during this study, it was noted that access to modem 

methods is often hampered by shortages of supplies especially in the mral areas as study 

participants and service providers revealed.

An important finding in this study is the generally favourable attitude towards injections 

among women in the areas visited regardless of background characteristics. The most 

popular reason cited was that they are ‘convenient to use’ as they do not have to be carried 

around, they required only periodic visits to the health facility and could be used without 

the partner’s knowledge, for instance. For some women, these factors override even the 

side effects of the method such as amenorrhoea or spotting. In Zambia, injections were 

reintroduced into the method mix in the 1990s after being withdrawn in the 1980s. In this 

study some of the service providers interviewed mentioned that some first time users in 

their respective areas preferred injections and that more women were switching from pills 

to injections. These findings agree with results from Demographic and Health Surveys 
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which indicate an increase in the uptake of injections among women in Zambia over the 

1996-2001/2 inter-survey period. While only a mere 1% of women reported using 

injections in 1996, 12% declared intentions to use injections in the next year or so. The 

2001-2002 ZDHS indicates that the proportion using injections has risen to 4.5% among 

currently married women, while the intention to use injections in the future has increased 

to 31%.

While male and female sterilisation are relatively common contraceptive methods in some 

Western countries and parts of Asia, in SSA use of such methods is negligible. The views 

of some men and women in this study on sterilisation indicate that the horizon for its 

acceptance in some of the areas visited seems quite far. Negative views against female 

sterilisation and vasectomy were more common among men than women in this study. 

Among the FGD participants, it was noted that there were more favourable attitudes 

towards female sterilization among some men and women in both rural and urban areas. 

Pregnancy complications and health concerns were among the major reasons for this. 

These findings suggest that there is a possibility for female sterilization being an option 

that women may consider in the areas visited. While another study in Zaire revealed strong 

cultural barriers to the adoption of voluntary surgical contraception among women, in 

Kenya, results of a similar study found a more favourable attitude towards female 

sterilization among couples who considered it as a logical choice for the future (Bertrand et 

al,1989).

Clearly, socio-cultural barriers and misconceptions about sterilization exist in the areas 

visited and do influence the non-use of this method. According to this study’s findings, the 

belief that vasectomy affects sexual performance was the biggest concern for most of the 

men regardless of background characteristics. The findings of this study are in agreement 

with those of past studies on sterilization. For instance a qualitative study on attitudes 

towards voluntary surgical sterilization also found uniformly negative attitudes towards 

vasectomy in the FGDs (Bertrand et al., 1989). It was noted that most of the men’s views 

were characterised by apathy, ignorance and mainly cultural beliefs, while women’s views 

against sterilization had to do with religion, culture, fear or ignorance. In a study of rural 

men in Ethiopia, Dibaba (2001) observed very low levels of knowledge on vasectomy. 

However after explaining the method to study participants, over three quarters expressed 

favourable views towards vasectomy. Those that were against it stated possible child loss, 

death or divorce as their reasons.
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j^OMfaZ opprovaZ o/^mzZy pZaMMZMg

Various studies have reported that spousal opposition to family planning is a powerful 

obstacle to women's use of methods, therefore the importance of the spouse's approval of 

family planning cannot be overemphasised (Bhushan, 1996; Biddlecom and Fapohunda 

1998, Mahler, 1999 and Castle et al., 1999; Miller et al., 2001). Like most of SSA, men in 

Zambia tend to dominate couple’s decision-making about family size and contraceptive 

use. Undoubtedly, women may be reluctant to use methods if their spouses are against it or 

may resort to using the methods secretly as has been noted by Biddlecom and Fapohunda 

(1998) in a study conducted in parts of Zambia. The researchers observed that spousal 

opposition against contraceptive use influenced covert use indirectly through spousal 

communication. Socio-cultural norms such as high value placed on children or preference 

of one sex over the other usually override men’s desire for fewer children. As the case is in 

most SSA countries, in Zambia men are not yet well integrated into the family planning 

service delivery system and this could affect their use and appreciation of family planning 

and its benefits. In countries where men have been targeted for family planning, women’s 

use and compliance to methods has been observed to improve (Wang et al., 1998; 

Population Council, 1995). The Zimbabwe male motivation campaign of 1993 and 1994 

demonstrated that involving men in family planning increases couples’ communication 

which ultimately may lead to increased use of methods (Kim et al., 1996).

It is perhaps not surprising that in this study the partner’s approval of family planning is 

significantly associated with women’s and men’s choice of methods. Further explorations 

of the data also revealed that the vast majority of men (users and non-users) in Zambia 

approve of family planning. This finding corroborates other studies which have found that 

more men approve rather than oppose contraceptive use (Roudi and Ashford, 1996; Ezeh 

and Mboup, 1997; Salem, 2004). Another study by Ezeh and his colleagues (1996) found 

that with the exception of West Afiican countries, men’s approval for and intentions to use 

family planning methods are observed to be similar to that of women’s. The result 

indicating the importance of spouse’s approval in women’s use of methods is not a peculiar 

in view of the fact that men control their partner’s reproductive decisions and their 

attitudes towards family planning are important. Women may therefore need their 

husband’s permission to use methods such as pills, IUD or injectibles. In a study in 

Malawi, Zulu (1996) found that while men expected their wives to consult them and get 

consent about use of modem contraception, they traditionally played a limited role in 

decision-making relating to use of traditional methods of contraception and initiation of 
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childbearing. Since condoms are male methods, women require their spouse’s cooperation 

and approval in order to use them as a family planning method. While the probability of 

using modem methods among women whose spouses approve of family planning is higher 

than among those whose spouses oppose family planning, women with spouses who 

oppose family planning are significantly more likely to use traditional than modem 

methods. It is likely that the spouses’ opposition to family planning is with reference to 

modem than traditional methods. It is also noted in this study that the likelihood of using 

condoms is significantly higher among single than married women generally. The 

association of condoms with sex outside marriage may be a reason for their low use among 

married women. Among single women, their desire to prevent unwanted pregnancies and 

thus avoid pre-marital child bearing could be influencing their use of these methods.

In this study, it has been observed that married men who approve or oppose family 

planning use are significantly less likely to use condoms when compared to those who are 

not in union. This comparatively higher use of condoms (which largely constitute of 

condoms in this study) among unmarried men confirms findings of other studies which 

have demonstrated that condom use is much higher among unmarried than married men 

(Salem, 2004; Alan Guttmacher Institute, 2004). Since condoms are the main contraceptive 

method used by men in this study, the comparatively lower use of contraceptives among 

married men in this study suggests that these men and their wives are pre-disposed to the 

risk of contracting HIV/AIDS, since sexual behaviour studies and other studies have 

shown that extra-marital sex does exist. Both the 2000 and 2003 sexual behaviour surveys 

found that about 30% of married men reported having had their last sex encounter with a 

regular partner. The results of the surveys showed a slight increase in the proportion who 

reported using condoms during the last sex with a non-regular partner from 39% in 2000 to 

42% in the 2003 survey (Mwanamwenge et al., 2004). Using nationally representative data 

from 16 countries which had detailed histories of contraceptive use, Ali et al., (2004) 

examined the contraceptive effectiveness of condoms versus pills among other things. 

They observed that although condoms were less effective for contraception than the pill to 

prevent pregnancy, the effect on pregnancy rates of couples switching from the pill to the 

condom would be negligible. They therefore support the promotion of condom use in 

marriage particularly in view of the HIV/AIDS pandemic.

It is worth noting that men whose partner’s approve of family planning have a lower 

probability of using condoms compared with those whose partners disapprove of use. The 
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expectation is that men would be more likely to use condoms if their partners approve of 

family planning than if they do not. The results also indicate that men whose spouses 

approve of family planning have a higher probability of using ‘pill, IUD or injection’ than 

those whose partners disapprove of family planning. The findings of this study suggest 

that condom use patterns vary widely between married and unmarried men in Zambia. 

According to Adetunji (2000), levels of condom use may be higher among single than 

married men because single men are most likely engaged in short-term relationships and 

may want to avoid unwanted pregnancies and HIV/AIDS/STDs. A comparison of married 

men who approve or disapprove of family planning and single men reveals that single men 

are far less likely to have a partner who uses ‘pill, IUD or injection’. It is possible that 

unmarried men are much more unlikely to be aware of their partner’s use of methods such 

as pills, IUDs or injections as these methods can be used without the partner’s knowledge. 

The findings of this study on the existence of covert use of family planning in the areas 

visited conform to results of an earlier study in parts of Zambia by Biddlecom and 

Fapohunda (2000). A Ugandan study also observed that some of the women indicated 

using family planning surreptitiously due to lack of agreement on use with their spouses 

and sometimes women went ahead and used methods secretly if they anticipated a negative 

attitude from their spouses (Blanc et al., 1996).

In this study more women among the urban poor than any other sub-group mentioned that 

covert use of methods existed in their respective communities. In the rural areas however, 

covert use was mentioned only in a few FGDs in some areas and was said to either be rare 

or non-existent. The reported low prevalence of covert use in rural areas could be due to 

the fact that rural women are more subservient to their husbands and fear being found out 

and the consequences thereof. Both male and female participants mentioned that the 

consequences of discovery of covert use include divorce and domestic violence. Other 

studies conducted elsewhere have also noted similar reactions among men to women’s 

covert use (Cheque et al., 1994; Blanc et al., 1996; Bawah et al., 1999). The striking 

difference in men and women’s style of reporting of the consequences of covert use are 

worth noting. Men often distanced themselves from their views on the consequences of 

covert use while women even sighted examples in their communities. Men would rather 

give socially acceptable responses, give general views and be seen to be responsible. In 

this study, it was clear that men are the main decision makers in the home and they have 

control over their spouse’s use of methods. This was found to be the case regardless of 
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ethnic or lineage background. Although urban women seemed to have more freedom in 

making decisions about family planning, in the rural areas men control such decisions.

The role of ethnicity and lineage in fertility regulation

It is also observed that ethnicity is a significant predictor of women’s contraceptive use and 

is also a significant predictor of men’s method choice in this study. Although ethnicity is a 

statistically significant variable, the contraceptive prevalence for various ethnic groups is 

still very low and thus bears relatively little programmatic importance. In the final model, 

only two ethnic groups, namely Barotse and Tumbuka, are significantly different Irom the 

reference group (Luvale). It is also noted that the association between ethnicity and 

contraceptive use is a weak one. Women from these two ethnic groups mostly reside in 

Western and Eastern provinces respectively, as this study observed. These two provinces 

are also significantly different from the reference category as has already been highlighted 

in the preceding paragraph. The similarity of the results of these two variables suggests 

that a possible relationship exists between ethnicity and the region of residence. It could be 

argued that ethnicity is indeed a proxy for region of residence. Explorations of the data 

indicate that compared with women of Luvale ethnic origin (reference group), Barotse and 

Tumbuka women are better educated. Also, a comparatively higher proportion of women 

from these two ethnic groups reside in urban areas.

Among the men, the chances of using ‘pill, IUD or injection’ are comparatively higher 

among those belonging to Kaonde and Barotse ethnic groups. These results should 

however not be over-interpreted as both ethnic groups had very few respondents. There are 

marked regional differences in method choice. The probability of using condoms is highest 

among Nyanja men, the majority of whom reside in Eastern province (see Table 6.6). This 

finding reaffirms the proposition that the CBD programme in Eastern province has had a 

positive effect on the contraceptive behaviour of men and women in that province. A study 

in Mali also observed significant differences in condom use among men before and after 

the CBD program was introduced. Katz and her colleagues (1998) observed that in villages 

where the CBD program was introduced, levels of use among men and women were much 

higher than in those where only education programmes were introduced.

Although ethnicity is a statistically significant predictor of men and women’s contraceptive 

use and method choice, the levels of use among the different ethnic groups are still quite 

low and the associations between region and contraceptive use are low. This result 
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compares with the results of the quantitative study which observed that men and women’s 

views, attitudes and practices of fertility regulation, were very similar regardless of ethnic 

and lineage background. This study has also established that while men seem to have high 

fertility aspirations, women generally do not. Roudi and Ashford (1996) noted that men’s 

ideal family size was higher than women’s in their findings of men’s family planning 

practice in Africa using DHS data. It was particularly interesting to note that educated men 

living in low density residential urban areas shared similar views on high fertility with their 

counterparts in rural areas and the urban poor. Similarly young rural women and women 

from the urban poor sub groups had similar fertility aspirations of having few children like 

the urban upper class women. It appears that the fertility desires of urban upper class 

women, the urban poor and young rural women are influenced by the economic hardships 

they face in caring for their children. Urban and rural women in this study also expressed 

concern for their health as a result of difficult deliveries as one of the reasons for their 

desire to limit child bearing. Among those who felt there was need to limit family size, 

poor household economic conditions may act to reverse men’s desire for large family sizes 

as men expressed concern about the high cost of living.

In the study areas, issues of lineage descent such as the rights to children, property and 

inheritance do not appear to influence fertility decisions, fertility regulation or sex 

preference among the different ethnic and lineage groups. Additionally, there were no 

distinctions noted in attitudes or practices of family planning according to ethnicity or 

lineage type. Beliefs and practices operating in the social environment that influence 

contraceptive use are not necessarily associated with a particular tribe or lineage in the 

areas visited. Some studies have also observed that traditional beliefs, values and norms 

governing fertility and its regulation are similar across ethnic and lineage type (Miller et 

al., 2001). For instance. Miller et al., (2001) observe that in both matrilineal and patrilineal 

ethnic groups in Malawi fertility is said to be regulated solely child spacing purposes and 

not limiting the family size. To achieve this, traditional values and practices such as taboos 

on sleeping with a breastfeeding mother, physical abstinence and traditional medicines are 

used. This was also observed in the rural areas visited regardless of ethnic or lineage 

group. Total abstinence which was commonly practiced long ago is still alive in the rural 

area, as this study found. This physical separation is meant to help the woman regain her 

strength after delivery and the absence of sexual contact between the couple helps them to 

space their children. It is also observed that child inheritance in the event of death or 

divorce is influenced more by economic factors rather than cultural norms and practices. 
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Similarly, it is noted that inheritance and property rights do not influence fertility decisions 

or fertility regulation in the areas visited.

Sex preference in matrilineal and patrilineal ethnic groups do not appear to exist in the 

areas visited although generally men stated that they would be more satisfied if they had at 

least a male child as well. In some strong patriarchy societies in West Africa, having a son 

or sons is the ambition of every man (Isuigo-abanihe, 1994). Some studies in parts of Asia 

have however noted that son preference particularly in patrilineal societies significantly 

influences contraceptive behaviour (Population Council, 1997). A recent article by Leone 

et al., (2003) notes that in Nepal, sex preference decreases contraceptive use while others 

observe that sex preference decreases contraceptive use and is an important barrier to the 

increase of contraceptive use.

Information access

It is also noted in this thesis that women and men with multiple sources of information 

(cognitive access) and those who obtain information from health providers only are better 

off in their use of methods than their counterparts who have no source of information. 

Multiple information sources can create a synergistic effect: the more the sources of family 

planning information, the more likely a person will adopt a contraceptive method. In 

Tanzania, Jato et ah, (1999) found that the more types of media sources of family planning 

messages women were exposed to, the greater the chances of adopting contraception. 

Similarly, Kane et al. (1998) found that contraceptive use and was positively associated 

with obtaining information on family planning from multiple media sources. The source of 

family planning information is also important in men’s choice of methods. Surprisingly, 

the probability of using ‘pill, IUD or injection’ is highest among men who do not have a 

source of family planning information. A plausible explanation for these results is that 

since it is their partner’s who are using these modem methods, they are the ones who seek 

information and services on these methods.

The results of this smdy emphasise the importance of the known source of methods. While 

information on the ‘actual’ source of information may be more relevant for policy 

interventions, information on the known source of method provides a good indication of 

what could be the actual source. The results highlight the importance of private sources 

relative to public sources. The private sector has been noted to contribute substantially to 

contraceptive use in Kenya for example, where the strong private-public partnership 
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eventually translated into a successful family planning programme which has yielded 

significant results over time (Sai, 1994).

Among the media exposure variables, only listening to the radio regularly is a significant 

predictor of women’s method choice. According to the results of this study, listening to the 

radio is associated with using pills, IUDs or injections. In Zambia the past five to ten years 

have witnessed an increase in contraceptive social marketing campaigns on radio where 

programmes relating to family planning and HIV/AIDS are frequently broadcast. Previous 

studies have demonstrated the impact of radio family planning programmes on 

contraceptive adoption (Valente et al., 1994; Vaughan et al., 2000; Kincaid, 2000; Sharan 

and Valente, 2002). This study has also highlighted the significance of the source of 

information on family planning among women in Zambia. Cognitive access to family 

planning information and obtaining information from health providers increases the 

chances of adopting methods such as pill, IUD or injections. This result is not unusual as 

‘medical methods’ such as pills, IUD and injections are mostly clinic-based and are 

dispensed by health providers in Zambia.

Ethnicity or information access

One of the objectives of this study was to find out if regional differences in contraceptive 

use are a result of demand factors such as ethnicity or supply factors such as information 

access. The results of the analysis performed reveal that among Zambian women, regional 

variations in contraceptive use can be explained by both ethnicity and information access 

variables. Specifically regular exposure to newspaper or radio, known source of method 

and the source of family planning information are important predictors. The importance of 

these information access variables is also noted in the final model of the logistic regression 

analysis that was performed with all the correlates of contraceptive use selected for this 

study. Access to infonnation is a form of empowerment and can lead to contraceptive 

decision-making. According to the findings, women who read newspapers or listen to the 

radio regularly are more likely to adopt modem methods than their counterparts who do 

not. These findings confirm those of other studies that media exposure increases 

contraceptive uptake (Witwer, 1997; Olenick, 2000 and Vaughan et al., 2000; Islam and 

Hasan, 2000; Gupta et al., 2003). The importance of exposure to radio in contraceptive 

adoption is a significant finding in a country where over 50% of women are illiterate. The 

advantage of the radio is that it is able to reach more people because programmes can be 

broadcast in local languages and it has wider geographic coverage. An evaluation of the
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effects of a radio soap opera on family planning in Tanzania found that family plarming 

adoption among listeners increased. The study also observed an increase in discussions on 

family planning among couples and peers as a result of listening to the programme (Rogers 

etal.,1999),

For the men’s analysis when separate models were applied for region of residence, ethnic 

and lineage background and information access variables to establish whether regional 

differences in men’s contraceptive use can be explained by differences in ethnicity or 

information access, it was observed that only information access and not ethnicity is an 

important determinant of men’s use. While information access variables such as regular 

exposure to television, source of condoms and family planning information source are 

found to be important in explaining the regional variations in use, it is however important 

to note that when all the correlates of modem contraceptive use in this study are taken into 

account, the source of condoms is the only significant predictor of men’s contraceptive use 

among the information access variables. Unsurprisingly men who do not know a source of 

condoms are significantly less likely to use methods than those who know a public source 

(reference category). This result merely confirms the fact that knowledge of a source is an 

important indicator of contraceptive adoption.

Desire for more children

According to the results, in Zambia, the desire for more children is also an important 

predictor of women’s use of methods. It is observed that ‘limiters’ and ‘spacers’ are twice 

as likely to adopt modem methods as women who want to have children soon. The results 

of the bivariate analysis for this study indicate that prevalence levels are quite low and are 

surprisingly about the same for both ‘limiters’ and ‘spacers’. It would be expected that 

limiters would have much higher levels of use than spacers having made a decision to end 

child bearing. Observations from DHS data from some SSA countries show that in most 

countries, spacers either have higher use of methods than limiters, or the levels of use are 

about the same for both groups (Robey et al., 1996). The desire for fewer children is 

usually expressed in a rise in contraceptive use, therefore the low prevalence levels 

observed suggest that there are some underlying factors which are preventing women from 

using methods. Previous smdies by Westoff and Bankole (1995) and many other 

researchers have observed that unmet need for family planning is common in most of SSA. 

An array of studies have identified factors such as lack of service availability, poor 
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provision of services, lack of knowledge, fear of side effects, cultural norms which 

discourage contraceptive use, spousal opposition and the lack of male involvement in 

family planning as being responsible for the gap between the desire to avoid or postpone 

births and contraceptive use (Bongaarts and Bruce, 1995; Ezeh et al., 1996; Zulu, 1996; 

Bankole and Singh, 1998; Dodoo, 1998; Stash, 1999).

Age and parity and contraceptive use

This study observed that young women in their teens are also more likely to use condoms 

than older women. These results are not exclusive e to Zambia as other studies have had 

similar findings. For example, Chen and Guilkey, (2003) also found that women in their 

teens have a lower likelihood of using hormonal methods such as pills and injections than 

older women above 20 years of age. It has also been observed in this study that use of 

traditional methods rises as the women grow older. Older women usually prefer to use 

traditional methods as they are towards the end of child bearing and may be experiencing 

sub-fecundity, thus have reduced need to use more effective methods.

The number and sex of living children is also significantly associated with women’s 

method choice in this thesis. It is hardly surprising that women who do not have any 

children have a significantly higher likelihood (70%) of using condoms, than their 

counterparts with children. Further explorations of the data reveal that most women who 

had not had a child yet were not in union and were aged below 20 years. Condoms may be 

more suited to this group because they may be engaged in short term relationships and sex 

may be spontaneous and sporadic. Their low use of hormonal methods could also be 

explained by the way reproductive health services for adolescents in Zambia are designed. 

To increase access to family planning and reproductive health service, youth friendly 

services were established in some of the health facilities. Peer educators provide 

reproductive health services and counselling to young people. The programme is strongly 

biased towards HfV/AIDS and condom distribution is one of its primary goals. Methods 

such as pills and injections are not provided in these services and can only be obtained 

through mainstream family planning services which the youth hardly use, hence they have 

limited access to hormonal methods. It could also be that young women who do not have 

children are reluctant to use hormonal methods because of fears of their effect on their 

future fertility. Castle (2003) found that young Malians were reluctant to use pills or 

iryectibles because they believed that these methods would make them sterile. The young 

Malians indicated strong preference for condoms.

261



It is not surprising that men who are not yet fathers are significantly less likely to use 

modem methods than those who have four or more children of both sexes. Compared with 

men without children, men with high parity and children of both sexes have higher 

motivation to regulate their fertility as they have most likely achieved their reproductive 

goals. Childless men on the other hand have unfulfilled aspirations of fatherhood and 

hence their lower use of modem methods.

As other studies have shown, men who do not have children have the highest likelihood of 

using condoms while those with high parity (four or more children of both sexes) are the 

most likely to use ‘pill, IUD or injection’. The association between sex of the children and 

method choice is not straight forward. It is noted that use of modem methods is lower 

among men with at least three female children compared to those up to three male children 

only, while the reverse is observed for traditional methods. This may imply that some men 

without sons may prefer not to use modem methods until they have a son, while those with 

up to three male children only appear to be more satisfied with having only boys. Arnold 

(1997) argues that method choice is associated more with the parent’s satisfaction of the 

sex distribution of the children than with the preference of one sex over the other.

Condom use, HIV/AIDS and dual protection

The results of the analysis of condom use indicate that in Zambia the typical male who is 

using condoms to prevent pregnancy is young, unmarried and has no children. It is 

observed however that the differences in condom use according to marital status are 

greater compared with those for age or the number of living children. Other similar studies 

have also found that use of condoms is far much higher among unmarried than married 

men and younger than older men (Roudi and Ashford, 1996; Serbanescu and Morris, 1997; 

Gorgen at al., 1998 and Adetunji, 2000). This study’s results also confirm results of similar 

studies conducted in Lusaka and elsewhere which have found that an increasing proportion 

of unmarried men are using condoms to avoid HIV/AIDS infection (Agha, 1998; 

Mwanamwenge et al., 2004).

Condoms feature prominently in studies on dual protection as they are about the only 

method besides abstinence, that is able to protect against both pregnancy and HIV/AIDS 

infection. It is particularly interesting to note that a significant proportion of Zambian men 

who are currently using family planning methods are now using condoms to prevent 
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pregnancy and protect against HFV/AIDS/STDs. This is an important finding in a country 

with a high HIV/AIDS prevalence. The analysis of condom use for dual protection in this 

study was however quite limited due to limitations in the data available in the ZDHS. Past 

research studies on dual protection are also few as this is a relatively new subject. Some 

which have been conducted focus on the role of lEC and counselling in promoting dual 

protection. Although the DHS results indicate a potential for men to use condoms for dual 

protection, readiness of service provision to enhance this may be weak in some areas. For 

instance, in this study dual method counselling was only provided in three out of the six 

facilities visited. All the service providers however mentioned that they sometimes told 

clients about the ability of condoms to protect against HIV/AIDS and prevent pregnancy. 

All of them however admitted to focussing more on HIV/AIDS protection rather than 

pregnancy prevention in relation to condom use.

Negative attitudes by men and women towards condoms have been reported in most 

studies conducted in SSA and this study is no exception. Service providers and key 

informants in the rural areas said people in their respective areas generally disliked 

condoms. Although condoms are also known as a family planning device in the areas 

visited, they are largely associated with HIV/AIDS protection and not family planning. 

Men and women reported that condoms are largely used by men in non-marital 

relationships to protect against disease and not in marriage as HIV/AIDS/STDs infection is 

not really considered a threat. Common reasons given by men and women in this study for 

non-use of condoms include spousal opposition, partner trust, lack of access (particularly 

mentioned by some rural participants) and reduced sexual pleasure. Other barriers against 

condoms identified in some studies include, infidelity, promiscuity, dislike for condoms, 

perception of HIV risk and stigma attached to condoms (Kigondu et al 1995; Bond and 

Dover, 1997; Dodoo and Adomako, 1998; Ankomah, 1998; Johnston, 2000; Population 

Services International (PSI), 2002). With regard to dual protection, while faithfulness, 

condoms and abstinence were the three methods mentioned that could be used in dual 

protection, a few rural male and female participants expressed ignorance about the dual 

function of condoms. Generally more men than women felt it was more important to 

prevent HIV/AIDS than pregnancy because they wanted to have children. Such views 

together with the association of condoms with non-marital sex and HIV/AIDS rather than 

family planning have implications for their promotion for dual protection.
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This study also found that communication between couples about HIV/AEDS was said to 

be more common compared with discussions on family planning. It was noted that men 

and women have various ways of encouraging fidelity by talking about fears, risks, 

prevention, prevalence and consequences of HIV/AIDS infection. This suggests that men 

and women are addressing the issue of HIV/AIDS prevention in their homes. Zulu and 

Chepngeno, (2003) also made similar observations in a recent study in Malawi. Dodoo et 

al., (2001) also observed that men and women even use non-verbal communication to 

inform their partner of their fears and risks of HIV/AIDS infection. This could be due to 

the sensitivity of such discussions as they reflect lack of partner trust.

Family planning service provision factors

The level of provider’s skills is critical in provision of family planning services as it 

impacts on quality of care. This is important particularly in view of the fact that female 

education in Zambia determines use and method choice and that the majority of women in 

Zambia have only reached up to primary school level of education. In addition, the myths 

and misconceptions noted in this study act as a barrier to contraceptive uptake. In the 

qualitative study, provider incompetence was reflected in the information provided by 

service providers and the type of examinations carried out before prescribing methods and 

the type of information exchange between the provider and client. In some studies client­

provider interactions and provider’s competence are assessed through observations of the 

consultations and by conducting exit interviews with clients (Bessinger and Bertrand, 

2001). It was however not possible to use these two methods due to time and financial 

limitations.

The lack of adequate information exchange noted in this study casts doubts on the quality 

of service provision in the areas visited. The information from the client is critical as it 

enables the provider to establish the client’s needs, while information given to the clients 

enables the client to make informed choices about contraceptive use. Many studies have 

shown that good quality of care leads to increase in contraceptive adoption. A recent article 

based on a longitudinal study in Bangladesh by Koenig et al., (2003) provides compelling 

evidence that improvements in quality of care are likely to lead to continued use and 

greater acceptance of methods. ‘High quality’ of health worker (in the case fieldworker) 

was found to be associated with a greater chance of adoption of methods. ‘High quality 

fieldworker’ was defined as one who responds to clients questions, appreciates client’s 

privacy and provides of enough information. In the areas visited during this study posters 
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and brochures on HIV/AIDS and STIs were available in nearly all the facilities, however, 

in some of the facilities visited these were all in English and were virtually of no use as the 

majority of the people in those areas cannot read English.

Although contraceptive supplies (pills, condoms and injections) were available during the 

visits to the health facilities, it was established that this was not the case all the time as 

shortages of methods such pills and condoms were reported to be common. Shortages of 

contraceptives are often cited as reasons for non-use or discontinuation of methods in most 

SSA (Zlidar et al., 2003). None of the facilities visited in this study had offered IUD, 

diaphragm, spermicides, Norplant or emergency contraception in the six months prior to 

the survey. This confirms the fact that in reality the method mix only has three methods in 

the areas visited although the method mix in Zambia supposedly consists of at least 10 

methods. Interestingly none of the study participants across the study sites mentioned 

having heard of or used methods such as spermicides, emergency contraception or 

diaphragm. A study on family planning service provision in Lesotho also found that 

method mix was limited to pills, injections and condoms (Tuone et al., 2004). This method 

mix was also typical in the 12 SSA countries where situation analyses were conducted 

(Miller et al., 1998).

The quality of services provided can also be affected by the levels of staff able to attend to 

clients at the service delivery point. In this study poor staffing levels were prevalent in all 

the facilities visited without exception. These were blamed on poor working conditions 

such as low salaries, lack of incentives to work (especially in rural areas), high turnover of 

nursing staff and lack of equipment. It was claimed that many health personnel had left for 

greener pastures in other countries. In two of the RHCs the staffing situation was very 

critical as there was only one person providing all the clinical services and doing 

administrative work on top of that. It was also observed that the poor staffing levels 

resulted in services not been provided as and when clients need them (which is according 

to government guidelines) and generally the quality of care was poor. Poor staffing levels 

can also lead to low staff motivation. In two instances, service providers were offering ’ 

services for which they had not received any training.

/f ccessz6zZz(y offgryzca;

Without access, family planning services cannot be utilised. In this study family planning 

services in most of the facilities were only offered on some days and at designated times 
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due to staff shortages in spite of the 'supermarket approach' policy. All the health facilities 

visited in this study offered family planning services and other reproductive health services 

such as diagnosis and treatment of STIs. Although distance to the facility was a problem in 

a few of the areas visited, the role of outreach programmes such as those using male and 

female CBDs is an important one.

This study has also revealed that providers and clients in some of the areas visited were 

unclear about the eligibility for sterilization. There was also provider bias against 

sterilization which limited access to this method. Other barriers identified against the use 

of female sterilization are cost, bureaucracy and limited provision of services. Although 

female sterilization is not popular and its contribution to family planning effort in Zambia 

is negligible, the favourable attitudes of women in this study (particularly those of high 

socio-economic status) towards female sterilization suggest that it could be an option worth 

considering if service delivery barriers such as cost, provider bias, and bureaucracy which 

were noted in this study are removed.

It was noted that regardless of background characteristics, men did not have much to say 

concerning their use of family planning services. A major reason given in FGDs was that 

they hardly ever used family planning services. While rural men stated that the fact that 

staff at the facilities are mostly women discourages them from using services, urban men 

stated that they are unable to visit facilities as they are only open when they are at work. 

Some of the male FGD participants mentioned that they would prefer to be served by a 

male service provider because they did not feel free to share with the female providers. 

This suggests that men are uncomfortable to discuss health issues with female providers or 

may trust a male provider with information more than a female. Research studies in Kenya 

found that men were concerned about the quality of service and the gender and calibre of 

the service provider (Fapohunda and Rutenberg, 1999; Nzioka, 2000). Some studies have 

found that provider bias against men exists and that some providers make men feel 

uncomfortable and unwelcome (Reveising, 1999; Pile et ah, 1999). In some of the areas 

visited, some participants preferred older providers whom they considered mature and 

experienced enough.

jPo/zcy contgxt and /ogish'cs /MG/zagg/MgMt

Although health providers in this study knew some policy guidelines on family planning 

and identified those which they felt were helpful and those which were not helpful in their 
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work, the findings generally reveal lack of familiarity with policy issues among health 

providers (at all levels) and the public in this study. This is an indication of how some of 

the health reform objectives are failing to be realised.

This study also noted widespread dissatisfaction among the health providers about the way 

the family planning logistics are managed. They stated that poor delivery systems cause 

unwanted delays and erratic supply of methods in their facilities. The service providers 

complained of lack of good flow of information in the supply chain as well as lack of 

guidelines and updates of logistics management. Lack of availability and accessibility to 

contraceptives have been cited in numerous studies, as reasons for non-use of methods. 

These two aspects are directly dependent on the contraceptive logistics system. If the 

supply chain is operating smoothly, service delivery points will undoubtedly be well 

stocked and taking into account the theory that access leads to increases in contraceptive 

adoption, the role of good logistics cannot be overemphasised. A good logistics system is 

one that ensures that the right product gets to the right place in the right quality and 

quantity at the right time. Countries that have achieved considerable success in raising 

prevalence levels have often had a functioning logistics system. Zambia uses the ‘pulT 

distribution model where health facilities request for supplies from a central body. This 

method can be effective if there is a good flow of information back and forth through all 

the levels (Setty-venogopal et al., 2002). As the level of contraceptive use in Zambia rises, 

the need to coordinate logistics more effectively is imperative if this momentum is to be 

maintained and even surpassed. Zimbabwe which has had one of the best family planning 

delivery systems in SSA has maintained consistent distribution of family planning and 

reproductive health supplies through public and private sectors by having a good logistics 

system in place. Another example is that of Kenya which has an automated system that 

collects data when supplies are delivered to district offices. This information is then used 

to calculate the amount of supplies needed to maintain stocks for the next six months, to 

schedule deliveries and to plan effective transportation strategies so as to prevent stock­

outs (Wilson and Nzoka, 2000).

10.3 Conclusions and policy implications

The findings of this study have highlighted the importance of both demand and supply 

factors in influencing the contraceptive behaviour of women and men in Zambia. The 

findings suggest that strategies aimed at promoting the use of contraceptive methods 
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among men and women in Zambia should recognise the importance of background 

characteristics and the supply environment.

The significance of female education in the adoption of modem methods is an important 

finding. Nevertheless, since reaching relatively high levels of education is not feasible in 

the near future, facilitating cognitive access to family planning information may be key in 

raising contraceptive adoption. Carefully designed lEC messages disseminated through 

radio and newspapers can help demystify family planning and inform the public about 

available services and where to get them. Family planning programmes could maximise 

use of radio and newspaper as they are found to be highly associated with contraceptive 

use and method choice. It is important that both English and local languages be used 

because some sections of the populations are illiterate and these messages may not be of 

use to them as the qualitative study found. It is suggested that ‘drama series’ and other 

types of radio programmes on family planning be designed by local experts who can 

incorporate local cultural values into the messages. These programmes should have a wide 

target audience as well since age is observed to be an important factor in women’s method 

choice. Access to newspapers among Zambian women is quite limited mainly due to low 

literacy, cost and limited availability particularly in rural areas. Nevertheless since regular 

exposure to newspapers has been found to be a significant factor in women’s contraceptive 

use, it is suggested that family planning be promoted in local newspapers through 

advertisements and feature stories about family planning.

Perceptions of the risks of contraceptives, particularly pills are often exaggerated. 

Increased educational efforts by health care providers should emphasize the health benefits 

of contraception and attempt to dispel the common misconception. Thus in view of the 

prevalence of rumours and misconceptions and the perceived risk of getting cancers, it is 

important the lEC messages be designed to specifically educate men and women about the 

health benefits of contraceptives and their potential side effects so as to enable them to 

know the ‘facts’ and the ‘myths’.

The importance of current residence in men and women’s contraceptive use and method 

choice has policy implications. These results are reinforced by the findings of the 

qualitative study which highlighted rural-urban differentials in attitudes and practices as 

well as family planning service provision in the areas visited. It is proposed that the 

Government should improve contraceptive supply and expand method mix in the rural 
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areas as a priority as this was cited as a limiting factor to women’s use of methods. 

Widespread availability of condoms in rural and urban areas should continue as the results 

reveal similar chances of using condoms among urban and rural men, for instance. It could 

be that if the provision of pills, IUDs and injections was increased as well, levels of use of 

these methods would increase too. Government policy can be used to direct NGOs and 

other collaborating partners in family planning to focus some of their activities in rural 

areas as well. Kenya particularly achieved substantial increases in contraceptive prevalence 

which resulted in massive declines in total fertility mainly through close collaboration with 

the private sector in family planning service delivery (Sai, 1994). Zimbabwe’s family 

planning programme, which is another success story, has had strong emphasis on rural 

areas right from the beginning.

With reference to the region of residence, programme initiatives should target all the 

provinces without bias considering the generally low level of use of modem methods 

among Zambian women which lies between 10-15% for most of the country. However 

more emphasis should be directed to the provinces whose odds ratios were insignificant 

when all other factors were controlled for in the modelling of contraceptive use for both 

sexes. These are Northern, North-western, Southern, Luapula and Copperbelt provinces. It 

is proposed that the CBD programme in Eastern province which could be the likely 

explanation for the relative success of contraceptive uptake in that province should be 

examined closely with a view to introducing the programme in other provinces. 

Establishing a strong national CBD programme involving both male and female agents 

could be a step in the right direction considering that the majority of Zambians reside in 

rural areas and may not easily access services at health facilities which are few and may be 

located far from the people.

Of importance in this study is the influence of the partner’s approval of family planning on 

women’s and men’s use and choice of methods. As long as men are kept at bay, women’s 

use of modem methods will remain low, while covert use of methods and its unpleasant 

consequences could rise. Although fertility aspirations among men are generally high, the 

realities of difficult economic conditions prevailing in the country appear to be influencing 

a positive attitude towards fertility regulation among them. However, the lack of use of 

family planning services by men noted in this study needs to be addressed. In spite of 

policy guidelines on male involvement the family planning programme still largely focuses 

on women’s needs. It is proposed that a national programme on male involvement with 
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strategies aimed at promoting use and favourable attitudes towards family planning among 

men and boys and adopting a male friendly approach to family planning service provision 

could be designed. In rural areas, these programmes could be developed in consultation 

with community leaders, so that important cultural aspects that negate or encourage the 

fertility regulation are addressed. Community leaders can encourage people to seek family 

planning services, but they can also block attendance if they feel uncomfortable about it.

Men's approval of family planning methods observed in this study indicates that 

possibilities for dialogue in getting men involved in family planning in Zambia do exist. 

This can be exploited towards the enhancement of reproductive health for themselves, 

women and children. Agha (1998) concludes that programs directed at men are more 

likely to succeed in encouraging condom use than are those aimed at developing women’s 

skills in negotiating condom use because of inequalities between men and women in sexual 

relations. Since partner’s approval is important for both men and women’s contraceptive 

practice, it is suggested that programmes target couples in addition to targeting individual 

men and women. If men are folly integrated as individuals and couples are counselled 

together it is possible that there would soon be no need for covert use and its 

consequences.

The study findings also reveal that young men and women who are not married and have 

low parity are the likely users of condoms. However, since there is no reproductive age 

limit for men and the fact that HIV/AIDS affects everyone regardless of age, programmes 

aimed at promoting safe sex through condom use, for instance, should target married men 

and women as well. In recognition of the achievement of the national HIV/AIDS program 

efforts in lowering the incidence of the disease among Zambian youth in the last five years, 

it is suggested that HIV/AIDS programmes focus attention on promoting condom use for 

dual protection among couples while at the same time strengthening adolescent 

programmes. The high proportion of men using condoms for dual protection among 

condom users in this study shows that the potential exists for promoting condoms for dual 

protection among all sexually active men. This can be done by modifying condom social 

marketing strategies to address ‘dual protection’ and not just HIV/AIDS as has been the 

case in Zambia. There is need to educate health providers and men and women on dual 

protection as the results of the qualitative study in the areas visited reveal that such 

knowledge is limited.
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The generally negative attitude towards condoms expressed by the study participants were 

also confirmed by the service providers, give little hope to its success as a family planning 

method in the areas visited, unless vigorous promotion campaigns are undertaken. With the 

extent of the HIV/AIDS epidemic in the country, it is important to educate providers and 

clients about dual protection. The reluctance of men to obtain condoms in some of the 

health facilities visited because they are dispensed by young people (in youth friendly 

comers) should be taken seriously. Such services could be best delivered by service 

providers themselves as is the case in some of the facilities visited. It is commendable 

however that family planning services are now available in every health centre in the 

country, thus ensuring that the services reach even the remotest part of the country as long 

as there is a health centre.

There is also need to strengthen capacity building and increase recruitment of health 

providers as the qualitative study found poor skills and staffing levels in the areas visited. 

One limitation of this study was the lack of examination of the curricular for nurses’ 

training in Zambia. Therefore this study is unable to criticise or recommend changes in the 

curricular based on the findings in the areas visited. Nevertheless, the results of the 

qualitative study clearly reveal provider incompetence in service provision which 

inevitably affects quality of care and contraceptive uptake. Instead of attending short 

‘chance’ courses, all service providers should be given in-service training regularly to 

update their knowledge and skills. It is also suggested that each supervisory visit should 

include a ‘skills assessment’ to ensure that providers are up to date with their skills and 

knowledge. It is proposed that recruitment strategies be adopted to train more nursing staff 

and attract men to the nursing profession to specialise in family health nursing. These male 

providers could serve rural areas in particular where cultural issues predominate. The 

availability of male providers could increase rural men’s access to services.

This study has highlighted the need for a good contraceptive logistics system with good 

flow of information and understanding of how the system works by providers at all levels. 

It may also be necessary to eliminate intermediaries in the supply chain such as CBoH and 

revert to the old system. A strong management information system is also critical if the 

logistics management is to function properly. An examination of best practice 

contraceptive logistics mechanisms from other countries which have scored successes in 

increasing levels of use even among rural populations, such as Zimbabwe and Kenya is 

strongly recommended. This study also suggests that the information system be improved 
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so that there is a flow of information back and forth through all the levels, staff be given 

fresh and clear instructions and training (including Medical Stores staff) on logistics. The 

added level in the supply chain (i.e. CBoH) has affected supply negatively and should be 

removed and the old system be re-instated. However, all other systems related to logistics 

such as transport, telecommunications, personnel etc must be looked into critically. The 

government should liaise with the donors who supply the commodities so that only 

supplies with a longer shelf-life are imported and dispatched to the districts promptly.

Communicating policy guidelines to health providers and the general public cannot be 

overstated There is need for widespread consultation within the health sector before 

policies are formulated and the results should be disseminated to all staff involved in 

service provision. The findings of this study have also highlighted the importance of 

feedback from all the service providers to policy makers. Unless such issues are looked 

into, women and men will continue to be underserved in these respects.

Besides embarking on increasing contraceptive use levels, there is need to expand the 

modem method mix and to shift emphasis from the pill to other modem methods as well. 

The method mix largely consists of pills, condoms and injectibles. The relatively low use 

of injectibles (although they are steadily gaining popularity) suggests that more needs to be 

done in making these methods available to women with ease and promoting them as a safe 

method owing to their past history of negative publicity in the country in the 1980s. It is 

necessary to increase publicity and availability of longer-acting methods, especially to 

mral women. The advantage of such methods is that they do not require frequent supply 

and administration and may be easier to comply with than the pill, especially among less 

educated and mral women. The fact that they are clinically based may, however, be a 

problem in areas where there are few health facilities which may not be easy to reach.

IUD and sterilization still play a marginal role in contraceptive uptake and although the 

1997 family planning policy guidelines and the Nurses' act (Article No. 31) was ratified to 

include insertion and removal of IUDs, this is far 6om being accomplished in the areas 

visited during this study. The lack of appropriate skills and equipment for the delivery of 

IUD were major barriers towards its provision. There is need to address the service 

delivery issues in the provision sterilization so that it is accessible to women as long as 

they fulfil the medical eligibility criteria. There is also need for awareness creation if this 

method is going to be embraced as a family planning in the areas visited. Traditional 
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leaders could be key in educating older men and women and those with high parity on 

methods such as sterilization, as cultural factors besides misconceptions were observed to 

be barriers against sterilization.

Increased awareness campaigns, coupled with adequate provision of a large range of 

methods and services, facilities with adequate trained male and female providers may go a 

long way in increasing uptake in the areas visited during this study. Service delivery can 

also be complimented by CBD. The HIV/AIDS crisis with its consequences of increased 

burden of care on the part of the remaining relatives could also bring a turn about of 

cherished cultural norms such as high fertility. While interviews and FGDs yielded 

important findings in this study, it is acknowledged that the use of other methods as well 

such as exit interviews and observations which provide a better assessment of the quality 

of services provided on the day of the survey would have enhanced the results further. The 

importance of targeting men and couples has been highlighted by the importance of the 

partner’s approval of family planning for both sexes.

Finally, the similarity of the findings of this thesis and those of other studies conducted in 

the region on a similar subject suggests that it is possible to have similar family plarming 

programmes that will address family planning in the region. The determinants of 

contraceptive use are quite uniform with those of other demographic and health surveys in 

the region. In addition, the supply side factors influencing contraceptive uptake in the areas 

visited are not any different from those observed in other SSA countries. In the absence of 

wide literature on family planning in Zambia, it is hoped that the findings of this study will 

provide some information on men and women’s contraceptive practice in Zambia and 

some insights upon which further work can be built upon.

10.3 Future work

The rationale of this study was based on the premise that various factors influence women 

and men’s contraceptive behaviour in Zambia. It was not possible to study the dynamics of 

contraceptive use in Zambia to provide insights into switching and discontinuation of 

methods due to the generally low levels of use of modem methods. Such applications are 

possible in countries where the levels of contraceptive use are very high. It is hoped 

contraceptive use levels in Zambia will reach high levels in the near future so that it would 

be possible to perform such an analysis, thus enriching the understanding of the context of 

men and women’s contraceptive behaviour in Zambia. There is also a need to examine the 
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factors associated with the high level of unmet need for family planning for spacing and 

limiting among women in Zambia.

While this thesis has established that demand and supply factors that impact on men and 

women’s use of modem methods and their choice of methods, this study also found that 

the interaction of the two factors provide the context within which contraceptive behaviour 

occurs. While the past ZDHSs have focussed on the demand side of contraceptive and a 

pattern of characteristics of users and non-users is now emerging, a Service Provision 

Assessment study on a national scale is yet to be conducted and this could provide a 

complete picture of the supply side of family planning for the country as a whole.

Although the supply of contraceptives has improved over the years and has led to an 

increase in uptake, erratic supplies of methods still exist as the findings of the study reveal. 

It is suggested that a comprehensive assessment of the factors hindering the existence of an 

effective logistic system be examined. Best practice examples in logistics management 

could be borrowed from countries within the region that have overcome such barriers.

Issues in service delivery to do with staffing and training emerged as a major issue in this 

study and reflected a poor quality of service provision. Also the fact that most health 

providers commented on inadequacy of training on family planning in basic nurse training 

there is therefore need to re-examine the training syllabus of both enrolled and registered 

nurses in Zambia. This study also identified the need to design in-service training 

programmes for family planning providers to be undertaken on a regular basis in order 

establish an on-going system for updating skills and addressing issues confronted in 

service delivery in the different areas of the country.

Community involvement in activities has often been at the heart of programme success. A 

feasibility study to investigate formation of reproductive health forums addressing men, 

women and couples reproductive health needs could be undertaken. This may facilitate 

involving men in family planning through the establishment of men’s clubs and male 

motivation programmes as those in other SSA countries. There is also need to investigate 

the possibility of strengthening and expanding the CBD programme to cover every area of 

the country, particularly rural areas where access is sometimes hampered by lack of access 

to services.
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10.4 Limitations of this study

Some limitations were noted in this study. While the quantitative data used in this study 

were collected in 1996, the qualitative data were collected in 2003. At the time of this 

study, the latest DHS for Zambia was the one conducted in 1996. Therefore the time lapse 

between the 1996 ZDHS and the qualitative study which collected data in 2003 could be a 

limiting factor since the respondents’ characteristics are likely to have changed over the six 

years. However, the results of the 1996 and 2001/02 ZDHS as well as the 1990 and 2000 

census for most indicators (see Table 3.1) which are likely to influence contraceptive use 

did not change significantly over the time period thus their influence on the results is likely 

to be minimal. Thus it was possible to make some comparisons between the results 

obtained from the two data sources.

A key factor in the supply side factors is access to contraceptive services which is usually 

measured by distance or travel time to the nearest service delivery point. According 

Bertrand et al., (2001) the suitable methodology to examine ‘access’ is to link data from a 

household survey to data from a facility-based survey in the same geographic area. Some 

of the DHS have used a service availability module which covers the supply side factors in 

more detail. The survey is designed to provide quantitative information on access to family 

planning and health services (e.g. distance to source, travel time to source, type of family 

planning services available etc). Although the service availability modules provide useful 

information on service delivery, one limitation of these modules is that there is little 

information on the infrastructure of the facilities, the operation, or on provider bias. This 

particular module was however not included in the 1996 Zambia DHS, thus, it was not 

possible to examine the role of access to family planning services on contraceptive use in 

this study.
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Table 5.1A: Logistic regression coefficients and standard errors of women’s contraceptive use by selected 
characteristics. Zambia DHS, 1996.____________________________________________ ______ ______
Predictor variables Standard Errors P value 95% Confidence Interval
Age

15-19 (R) 0.000 - - -
20-29 0.164 0.765 0.676 1.334
30-39 0.158 0.085 0.414 1.058
40-49 0.169 0.186 0.472 1.158

Education
None(R) 0.000 - -
Primary 0.268 0.001 1.011 2.090
Secondary+ 0.446 0.285 1335 3.144

Number and sex of children
None(R) 0.000 - -
1-3 Males 0.157 0.285 0.555 1.062
1-3 Females 0.141 0.098 0.493 1.062
1-3 Both sexes 0.118 0.101 0.580 1.050
4+ Both sexes 0.173 0.174 0.449 1.157

Childhood residence
Rural (R) 0.000 - - -
Urban 0.116 0.854 0.775 1.235

Current residence
Rural (R) 0.000 - - -
Urban 0.340 0.000 1.651 3.010

Ethnicity
Luvale (R) 0.000 - - -
Bemba 0.276 0.403 0.773 1.896
Tonga 0.402 0.076 0.953 2.603
Lunda 0.552 0.485 0.592 3.014
Kaonde 0.554 0.220 0.768 3.134
Barotse 0.415 0018 1102 2.796
Nyanja 0.322 0.394 0.750 2.073
Mambwe 0.336 0.936 0.539 1.955
Tumbuka 0.657 0.015 1.159 3.907

Desire
Wants within two years (R) 0.000 - - -
Wants after two years 0.308 0.000 1.587 2.815
Wants no more 0.383 0.000 1.558 3.096

Region
Luapula (R) 0.000 - - -
Central 0.653 0.005 L284 3.993
Copperbelt 0.361 0.356 0.747 2.242
Eastern 0.647 0.002 1353 4.026
Lusaka 0.902 0.000 1.678 5.438
Northern 0.408 0.320 0.746 2.447
North-western. 0.547 0.163 0.834 3.140
Southern 0.363 0.604 0.639 2.158
Western 0.925 0.001 1.538 5.423

Respondent’s approval
Disapproves (R) 0.000 - - -
Approves 0.373 0.026 1.064 2.580

Partner’s FP approval
No spouse (R) 0.000 - - -
Disapproves 9.00 0.529 0.648 1.250
Approves 3.450 0.000 2.783 4.400

Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category.



Table 5.1 A (continued)
Reads newspaper

No(R) 0.000 - - -
Yes 0.149 0.013 1.061 1.652

Listens to radio
No(R) 0.000 - - -
Yes 0.148 0.034 1.019 1.608

Watches television
No(R) 0.000 -
Yes 0.141 0.915 0.772 1.335

Known method source
Public (R) 0.000 - -
Private 0.469 0.000 2.942 4.807
Don't know 0.045 0.000 0.064 0.255

FP Information source
No source (R) 0.000 - - -
Electronic media 0.284 0.990 0.575 1.751
Print media 0.295 0.789 0.488 1.726
Health worker 0.309 0.015 1.096 2.342
> One source 0.276 0.008 1.132 2.241

Acceptability of FP messages
No(R) 0.000 - - -
Yes 0.154 0.617 0.662 1.278

Home visit by FP worker
No(R) 0.000 - - -
Yes 0.239 0.466 0.775 1.743

Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category.



Table 5.2A: Coefficients and Standard Errors for the logistic regression model (with interaction terms) of 
women’s contraceptive use by selected characteristics. Zambia DHS, 1996. ________________
Predictor variables Standard Errors P value 95% Confidence Interval
Age

15-19 (R)
20-29 
30-39
40-49

Education
None (R) 
Primary 
Secondary-H

Number and sex of children
None (R)
1-3 Males
1-3 Females
1-3 Both sexes
4+ Both sexes

Childhood residence
Rural (R)
Urban

Current residence
Rural (R) 
Urban

Ethnicity
Lnvale (R)
Bemba 
Tonga 
Lunda 
Kaonde 
Barotse 
Nyanja 
Mambwe 
Tumbuka

Desire
Wants within two years (R) 
Wants after two years 
Wants no more

Region
Luapula (R) 
Central
Copperbelt
Eastern 
Lusaka 
Northern 
North-western 
Southern 
Western

Respondent’s approval
Disapproves (R) 
Approves

Partner’s FP approval 
No spouse (R) 
Disapproves 
Approves

0.000 
0.167 0.884 0.696 1.366
0.160 0.098 0.423 1.076
0.173 0.217 0.479 1.183

0.000 
0J59 0.064 0.981 2.024
0.424 0.002 1.277 2.995

0.000
0.159 0.311 0.562 1.203
0.146 0.122 0.499 1.086
0.120 0.121 0.585 1.065
0.174 0.192 0.461 1.169

0.000 
0.115 0.862 0.777 1.235

0.000 
0.336 0.000 1.565 2.909

0.000
0.279 0.388 0.777 1.914
0.400 0.075 0.954 2.596
0.531 0.517 0.584 2.905
0.536 0.253 0.746 3.034
0.412 0.019 1.096 2.777
0.315 0.426 0.740 2.035
0.324 0.946 0.509 1.878
0.641 0TB7 1.141 3.820

0.000
0.311 0.000 1.600 2.843
0.385 0.000 1.570 3.113

0.000

7.002 0.096 0.718 55.816
9.888 0.047 1.027 78.444

12.964 0.023 1.410 101.141
0.000 0.000 2.350 1.140

11.407 0.132 0.527 127.064

8.613 0.048 1.019 65.215

0.000 
1.211 0.648 0.285 7.467

0.000
1.985 0.495 0.276 14.226

12.717 0.001 0.296 78.689
Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category.



Reads newspaper
Table 5.2A (continued)

No^Q 
Yea

0.000 
0.152 0.011 1.070 1.673

Listens to radio
No(R) 0.000 - - -
Yes 0.150 0.042 1.009 1.604

Watches television
No(R) 0.000 - - -
Yes 0.142 0.813 0.788 1.354

Known method source
Public (R) 0.000 - - —
Private 0.482 0.000 2.990 4.908
Don’t know 0.046 0.000 0.064 0.258

FP Information source
No source (R) 0.000 -
Electronic media 0.273 0.920 0.559 1.691
Print media 0.287 0.761 0.487 1.693
Health worker 0.299 0.025 1.057 2.263
> One source 0.274 0.010 1.117 2218

Acceptability of FP messages
No(R) 0.000 - - -
Yes 0.152 0.639 0.669 1.280

Home visit by FP worker
No(R) 0.000 - - -
Yes 0.233 0.484 0.774 1.714

Iregion_2 6.118 0.102 0.704 46.790
Iregion_8 2.920 0.000 0.7820 1.750
Iregion2 X approval 1 1.311 0.826 0.162 9.790
IregionS X approval 1 0.645 0.672 0.970 4.505
Iregion4 X approval 1 1.047 0.894 0.183 6.988
Iregion5 X approval 1 0.809 0.865 0.131 5.528
Iregionb X approval 1 - - -
Iregion? X approval 1 1.060 0.867 0.064 10.498
IregionS X approval 1 - - -
Iregion9 X approval 1 1.233 0.770 0.208 8.322
Iregion2 X husapp2 0.947 0.872 0.089 7.809
Iregion2 X husapp] 0.221 0.128 0.034 1.535
Region] X husapp2 0.596 0.591 0.072 4.469
Region] X husapp] 0210 0.104 0.043 1.340
Iregion4 X husapp] 0.168 0.095 0.015 1.401
Iregion4 X husapp] 0.180 0.077 0.032 1.197
Region] X husapp2 0.812 0.810 0.100 6.077
Region] X husapp] 0.182 0.070 0.041 1.136
Regions X husapp] 0.458 0.427 0.049 3.606
Region? X husapp2 0.619 0.580 0.047 5.527
Region? X husapp] 0.152 0.047 0.031 0.975
IregionS X husapp2 0.098 0.045 0.006 0.945
IregionS X husapp] 0.116 0.021 0.024 0.734
Region9 X husapp2 0.253 0.198 0.019 2.279
Region9 X husapp] 0.237 0.137 0.048 1.520

Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category; husapp denotes partner’s approval of 
family planning



Appendix Al'.Tables for the analysis of women’s contraceptive method choice

Table 5.3A: Multinomial logistic regression coefficients and standard errors of contraceptive 
method choice by selected characteristics. Zambia DHS, 1996.________________________
Predictor variables Coefficient

LOg(P|/P;)

S. Enor Coefficient

LogCPg/Pa)

S. Error

Constant -2.865*** 0.709 -2.074 0.723
Age

15-19 0.000 - 0.000 -
20-29 0.743* 0.321 -0.268 0.260
30-39 0.570 0.374 -0.558 0.354
40-49 0.290 0.394 -0.965* 0.441

Education
None 0.000 - 0.000 -
Primary 0.152 0.290 1.081** 0.380
Secondary+ 0.621 0.333 1.416*** 0.430

Number and sex of children
None 0.000 - 0.000 -
1-3 Males 0.019 0.321 1.129** 0.407
1-3 Females 0.226 0.323 0.962* 0.415
1 -3 Both sexes -0.077 0.237 -0.034 0.350
4-t- Both sexes -0.230 0.582 2.414*** 0.507

Childhood residence
Rural 0.000 - 0.000 -
Urban 0.258 0.173 -0.449* 0.207

Current residence
Rural 0.000 0.000
Urban 0.640** 0.206 0.405 0.253

Region
Luapula 0.000 - 0.000 -
Central 0.361 0.439 1.096* 0.510
Copper-belt -0.428 0.384 0.125 0.468
Eastern -0.204 0.378 0.315 0.444
Lusaka 0.558 0.381 0.669 0.465
Northern -1.142** 0.371 -1.507** 0.544
North-western -2.075*** 0.452 -1.006* 0.472
Southern -0.657 0.379 41.212 0.459
Western 0.048 0.406 -0.074 0.492

Partner’s FP approval
No spouse 0.000 - 0.000 -
Disapproves -1.020*** 0.304 4.314*** 0.368
Approves 0.199 0.259 -0.078 0.256

Listens to radio
No 0.000 - 0.000 -
Yes 0.532** 0.177 0.205 0.206

FP Information source
No source 0.000 - 0.000 -
Electronic media 0.434 0.539 -0.251 0.482
Print media -0.915 0.874 -0.920 0.573
Health worker 1.489*** 0.370 -0.019 0.311
> One source 1.272*** 0.360 -0.102 0.293

Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category. P,: Estimated probability of using

hormonal methods, P ^ : Estimated probability of using modem 'barrier' methods and P 3 : Estimated 

probability of using Traditional methods (R).



APPENDIX 2A: Tables for the analysis of men’s contraceptive use and method choice
Table 6.1 A: Logistic regression coefficients and standard errors of men’s contraceptive use by selected 
characteristics. Zambia DHS, 1996._________________________________________________________
Predictor variables Standard Errors P value 95% Confidence Interval
Age

15-19 (R) 0.000 - - -
20-29 0.297 0.142 0.899 2.103
30-39 0.397 0.512 0.656 2.327
40-49 0.381 0.667 0.602 2.208

Education
None(R) 0.000 - - -
Primary 0.391 0.953 0.482 2.171
Secondary+ 0.752 0.118 0.852 4.129

Number and sex of children
None(R) 0.000 - - -
1-3 Males 0.276 0A18 0.355 1.540
1-3 Females 0.179 0.070 0.299 1.050
1-3 Both sexes 0.235 0.886 0.598 1.559
4+ Both sexes 0.173 0.043 0.236 0.978

Childhood residence
Rural (R) 0.000 - — -
Urban 0.133 0.692 0.717 1.248

Current residence
Rural (R) 0.000 - -
Urban 0.296 0.003 1.205 2391

Ethnicity
Mambwe (R) 0.000 - - -
Bemba 0.600 0.705 0.454 3:212
Tonga 0.886 0.377 0.553 4.756
Luvale 0.565 0.867 0.262 3.095
Lunda 0.625 0.898 0.343 3.377
Kaonde 0.707 0.959 0.227 4.087
Barotse 0.624 0.941 0.323 3.387
Nyanja 0.697 0.715 0.403 3.752
Tumbuka 0.517 0.793 0.259 2.810

Desire
Wants within two years (R) 0.000 - - -
Wants after two years 0.236 0.147 0.911 1.862
Wants no more 0.242 0.858 0.661 1.645

Region
Northern (R) 0.000 - - -
Central 0.729 0.034 1.056 4.154
Copperbelt 0.586 0.174 0.805 3.307
Eastern 1.131 0.018 1.183 6.159
Luapula 0.483 0.552 0.590 2.676
Lusaka 1.006 0.027 1.108 5.507
North-western 1.195 0.059 0.965 6.404
Southern 0.483 0^17 0.424 2.596
Western 1.673 0.006 1.442 8.985

Respondent’s approval
Disapproves (R) 0.000 - - -
Approves 1.433 0.000 2.419 8.434

Partner’s FP approval
No spouse (R) 0.000 - -
Disapproves 0.096 0.000 0.130 0.541
Approves 0.117 0.005 0.360 0.833

Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category.



Table 6.1 A (continued)
Reads newspaper

No(R) 
Yes

0.000 
0.159 0.651 0.659 1.298

Listens to radio
No(R) 0.000 - - -
Yes 0.243 0.711 0.700 1.686

Watches television
No(R) 0.000
Yes 0.239 0.599 0.735 1.703

Known method source
Public (R) 0.000 - - -
Private 0.136 0.533 0.678 1.223
Don't know 0.118 0.002 0.205 0.702

FP Information source
No source (R) 0.000 - — -
Electronic media 0.223 0.197 0317 1.269
Print media 0/119 0.586 0.610 2.393
Health worker 0.676 0.134 0.838 3.757
> One source 0.432 0.094 0.924 2.707

Acceptability of FP messages
No(R) 0.000 - - -
Yes 0.237 0.557 0.490 1.470

Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category.

Table 6.2A: Multinomial logistic regression coefficients and standard errors of men’s contraceptive 
method choice by selected characteristics. Zambia DHS, 1996.



Note: * p <0.05, ** p <0.01, *** p <0.001; (R): Reference category. P j: Estimated probability of using

Predictor variables Coefficient
LOg(P,/P;)

S. Error Coefficient
LOgCPz/P;)

S. Error

Constant -20.454*** 1.100 2.854** 1.030
Education

None 0.000 0.000
Primary 19.772 0.000 -0.249 0.624
Secondary+ 19.323*** 0.298 -0.364 0.617

Number and sex of children
None 0.000 - 0.000 -
1-3 Males 0.160 0.586 0.122 0.605
1-3 Females -1.300* 0.577 -0.795 0.505
1-3 Both sexes -0.733 0.456 -0.234 0.453
4+ Both sexes -0.400 0.419 0.043 0.414

Current residence
Rural 0.000 - 0.000 -
Urban 1.440*** 0.363 0.337 0.354

Ethnicity and lineage
Luvale (Matrilineal) 0.000 - 0.000 -
Bemba (Matrilineal) 0.523 0.682 0.280 0.622
Tonga (Matrilineal) 1.364 0.829 1.178 0.771
Lunda (Patrilineal) 0.059 0.924 -0.951 0.842
Kaonde (Matrilineal) 0.389 0.997 0.368 0.953
Barotse (Patrilineal) 1.088 1.154 1.660 1.194
Nyanja (Matrilineal) 2.914** 1.139 1.326 1.340
Mambwe (Patrilineal) 0.963 0.787 0.771 0.739
Tumbuka (Patrilineal) -0.022 0.906 0.520 0.728

Region
Luapula 0.000 - 0.000 -
Central 0.162 0.790 -0.542 0.737
Copper-belt 0.427 0.724 -0.430 0.670
Eastern 0.066 0.812 -0.017 0.713
Lusaka -0.243 0.802 -1.444* 0.647
Northern -0.361 0.791 -0.987 0.691
North-western -0.161 0.872 0.287 0.788
Southern 0.109 0.874 -1.438 0.871
Western 1.194 1.121 1.037 1.202

Partner’s FP approval
No spouse 0.000 - 0.000
Disapproves -0.108 0.657 -2.783*** 0.550
Approves 0.335 0.444 -2.938*** -0.334

FP Information source
No source 0.000 - 0.000 -
Electronic media only -2.452** 0.983 -1.021 0.772
Print media only -0.995 0.817 -0.566 0.749
Health provider only -0.312 0.972 -1.293 1.005
> One source -0.771 0.653 -0.480 0.587

hormonal methods, P ^: Estimated probability of using modem 'barrier' methods and P 3: Estimated 
probability of using Traditional methods (R).
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Figure 2.1 A: Maximum condom label
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Figure 2.2A: The family planning logo in Zambia

Figure 2.3A: Family planning posters
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SOCIO-CULTURAL CONTEXT OF FAMILY PLANNING USE IN ZAMBIA:
WOMEN’S FOCUS GROUPS

Greeting
(Introducing self: who and where) My name is. I am from the University of Zambia. 
(Stating mission: what) We are carrying out a study on family planning to find out what factors 
influence men and women use or non-use of family planning. We are interested in understanding your 
opinions on what people like yourselves feel about family planning and what can be done to improve 
provision of family planning services for men and women in this community. (Why) We feel that 
talking to people like you can help us find the best practices and opinions about these issues and enable 
us to help improve service provision in this community. (Confidentiality) We would like to assure you 
that the information you provide is very important and will be treated with confidentiality. 
(Participants consent) We will appreciate your participation and would like to find out if you would be 
willing to be part of the discussion?

Before we begin our discussion, I will greatly appreciate your help in responding to a short interview. 
Would you take some minutes to answer a few questions? I will start by asking questions about 
yourself.

(Interviewer’s instruction: Please circle appropriate response)
BACKGROUND INFORMATION: WOMEN'S FGD SIFT QUESTIONNAIRE

Categories
QI Province 1. Copperbelt

2. North western
Q2 District 1. Ndola

2. Kit we
3. Solwezi
4. Zambezi A
5. Zambezi B

Q3 Village
Q4 Catchment area
I would like to ask you about your family life?

Q5 How old are you? 1.15-24
2. 25-34 
3.35+

Q6 What is the highest level of education you have 
reached?

1. None or primary
2. Secondary+

Q7 What is your marital status? 1. Currently in union
2. Currently not in union

Q8 Do you have any children of your own? l.No>END
2. Yes>GOTOQ9

Q9 How many daughters/ sons do you have? 1.1- 3 females
2. 1-3 males
3. 1-3 both sexes
4. 4+ both sexes

(Show appreciation) Thank you for answering the questions. We are holding a discussion group (give 
time and venue). This will be an informal discussion with 6-12 women like yourself.

(Before the FGD begins )I would like you to be as comfortable as possible throughout the talk. (Ask 
for consent for note-taking and recording) During the discussion, (note-taking) my colleague will 
be taking notes to keep track of the discussion and to remind us if we forget to ask certain things. (Tape 
recording) However, we will also record the discussion on tape in case we do not write what you say 
properly. Please do not let that worry you. The tape and written material will be kept safe and not shared 
outside the research team. After writing our report, all the tapes and written notes will be erased, so no- 
one will know what you said.



WOMEN'S FOCUS GROUP DISCUSSION GUIDE

FERTILITYANDSEXPREFERENCES

(Instruction: Do Mo/ j^gMtf too wwcA /zmg OM /Aw ^gc/zoM os z/ w /zw/ a Tvan/z-z^ to geZ ZAg 
Z/WCZWSZOM gOZTZg)

How many children (own) does the average family in this area have?
In your opinion, is that too many, too few or ideal? (Probe: cultural etc rgzwo/zj^
Who decides on the number of children a couple should have? (Probe: why)
Who do you think should decide on the number of children to have? (Probe: why)
Do people in this area prefer female, male or children of both sexes? (Probe why separately
/bzTM TMgM amz/ WOZMgZ^

FPKNOWLEDGEANDAWARENESS
Can you tell me about ways of preventing pregnancy that you know of? (Probe: modern/ 
traditional).
Where did you find out about these methods? (Probe: raz/zo, pggrx describe zMgxxagg^
How are the methods you have mentioned used?
In this community what advice is given to young people about FP?
What do you think are the best ways of giving information about FP to people of this 
community?

Moderators are asked to ZaAg Zz/Mg wAg/z doing zAis xgcZzan. froAg aar^/Iy Za xa/z'gzZ as zuz/gA 
zz^zTMaZzoM OM socza-gzz/Zzzra/ zsszzgs as possible)

CONTRACEPTION
Can you tell me about what people in this area DO to prevent pregnancy? (probe trad./ 
/zzaz/gzTz ways, wAy/ wAy zzoZ)
From what you have just told me what is more commonly used in this community? (Probe 
why: cultural, rgZzgzozw, gZc/ar gacA mzgZAaai mentioned)
From the methods you have mentioned what are the least popular methods in this 
community? (PraAg reasons: cultural, availability etc for each method mentioned)
Generally in this community, what kind of people are most likely to use FP methods? (Probe: 
sex, marital status, parzZy gZz^

DUAL PROTECTION
Do you know of any method which can prevent both unwanted pregnancy and STIs? 
(probe: methods if yes)
Is it common for people in this community to use the methods you have mentioned to prevent 
pregnancy and STIs?
What do you think about the use of such methods?
What are people’s views in this community about using condoms for FP?
Where do people obtain condoms in this community?
Do women in this community perceive themselves and their partner's to be at risk of getting
HIV/AIDS? (Probe separately for men and women: Why/ Why not?)
What are people in this community doing to avoid getting HIV/AIDS?
Do men, women and couples here talk about HIV/AIDS/STDs? (Probe content)
Are there any cultural beliefs and practices in your community about protection against
HIV/AIDS/STIs? (proAg/hr zfgZozZs)

PERCEPTIONS
In your view is FP use good or bad for your community (Probe: why/ why not?)
Do you think unmarried people should use FP? (Probe: IPAy?/ IPAy zzoZ?)
Who do you think should be responsible for FP use between men and women?



What do you think the elders in this community feel about FP use?
In your view is it more important to use a method to prevent pregnancy or to prevent STIs?

SPOUSAL COMMUNICATION
Do women in this community talk about FP with their spouses? (Probe: why?/ why not?, 
Details of discussions)
Who has the final say about FP use among couples in this community?
What do the women in this community feel about their own use of FP?
What do the women in this community feel about their partner's FP use?
Do some wives hide their FP use from their husband's? (Probe: if yes, why)
In your view what would the husband's do if they find out?

FP SERVICE PROVISION
Where do people in this community get FP methods from? (Probe why? distance, convenience, 
etc.)
What factors make it easy for people of this community to use FP services? (Probe separately 
for men and wo/Mg/^
What factors make it difficult for people of this community to use FP services? (fro6g 
fq?arate/y/or men an(f wome?^
What do you think about the FP services available in your area? (probe)-.
How best do you think access to FP methods in your community can be improved ?
What sort of improvements would you like to see made to the services that offer family 
planning in your area? (probe for: methods preferred, facilities, timings etc).



SOCIO-CULTURAL CONTEXT OF FAMILY PLANNING USE IN ZAMBIA: 
MEN'S FOCUS GROUPS

Greeting

(Introducing self: who and where) My name is^- I am from the University of Zambia. 
(Stating mission: what) We are carrying out a study on family planning to find out what factors 
influence men and women’s use or non-use of family planning. We are interested in understanding your 
opinions on what people like yourself feel about family planning and what can be done to improve 
provision of family planning services for men and women in this community. (Why) We feel that 
talking to people like you can help us find the best practices and opinions about these issues and enable 
us to help improve service provision in this community. (Confidentiality) We would like to assure you 
that the information you provide is very important and will be treated with confidentiality. 
(Participants consent) We will appreciate your participation and would like to find out if you would be 
willing to be part of the discussion?

Before we begin our discussion, I will greatly appreciate your help in responding to a short interview. 
Would you take some minutes to answer a few questions? I will start by asking questions about 
yourself.

BACKGROUND INFORMATION: MEN'S FGD SIFT QUESTIONNAIRE
Categories

QI Province 1. Copperbelt
2. North western

Q2 District 1. Ndola
2. Kitwe
3. Solwezi
4. Zambezi A
5. Zambezi B

Q3 Village Q4 Catchment area
I would like to ask you about your family life?

Q5 How old are you? 1.15-24
2.25-34 
3.35+

Q6 What is the highest level of education 
you have reached?

1. None or primary
2. Secondary+

Q7 What is your marital status? 1. Currently in union
2. Currently not in union

Q8 Do you have any children of your 
own?

l.No>END
2. Yes > GO TO Q9

Q9 How many daughters/ sons do you 
have?

1. 1-3 females
2. 1-3 males
3. 1-3 both sexes
4. 4+ both sexes

(Show appreciation) Thank you for answering the questions. We are holding a discussion group (give 
time and venue). This will be an informal discussion with 6-12 men like yourself.

(Before the discussion begins )I would like you to be as comfortable as possible throughout the talk, 
(seek consent to take notes and record discussion) During the discussion, (note taking) my 
cooleague will be taking notes to keep track of what we have covered and to remind us if we forget to 
ask certain things. (Tape recording) However, we will also record the discussion on tape in case we do 
not write what you say properly. Please do not let that worry you. The tape and written material will be 
kept safe and not shared outside the research team. After writing our report, all the tapes and written 
notes will be erased, so no-one will know what you said.



MEN'S FOCUS GROUP DISCUSSION GUIDE

FERTILITYANDSEXPKEFERENCES

(Instruction: Do not spend too mwcA /zMe OM /A^y sec/zon zz^ zY zs /zzs^ a li/azTM-z.^ /a geZ zAe 
z/z'sczziyszoM gozzzg)

How many children (own) does the average family in this area have?
In your opinion is that too many, too few or ideal? (Probe: cultural gZc rezzyoziy)
Who decides on the number of children a couple should have? (ProAewAy/^
Who do you think should decide the number of children to have? (Probe: w^
Do men in this area prefer female, male or children of both sexes? (Probe: why ^^araZg/y 
ybr ZMgM aMzf wo/ngzi^

FPKNOWLEDGEANDAWARENESS
Can you tell me of ways of preventing pregnancy that you know of? (probe trad./modern)
Where did you hear about these methods? (Probe ^7?az/za, 71K, Posters z/gygrzAg
Can you tell me how these methods are used? (probe/ar gacA zMgZAaz^
What do you think are the best ways of telling men about FP in this community?
What advice is given to young people about fertility regulation in this area?

Moderators are asked to take tizne wAgn doing zAzs section. ProAg car^/Iy Zo so/zczZ zzj znacA 
information on soczo-czzZZaraZ iyszzgy aiy /zosfzA/^
CONTRACEPTION

What do men in this area DO or use anything to prevent making a woman pregnant? (probe 
Zrad./ znodgm way)
With whom do they use the methods you have mentioned? (Probe: inside znarrzagg, outside 
znarrzagg, wAy/or gacA zngzAoz()
From what you have told me what are the common methods? (Probe reasons /or gacA zngzAod 
g.g. czz/ZzzraZ, rg/zgzozzj, avazZaAzYzZy gZz^
From the methods you have told me, what are the least popular methods? (Probe: why /or 
gacA nzezAod zngnZzoncd/
Generally, what kind of people are most likely to use FP (probe for zncZAozZy) in this 
community? (Probe: sg%, /zzarzZaZ status, /aznzTy fzzg gZc^
Are there any cultural beliefs and practices observed by the men in this area with regard to 
FP? (Probe for details).
In your view are these traditions helpful or not? (probe: why/why noZ/^

DUAL PROTECTION
Do you know of any method which can prevent both unwanted pregnancy and protect 
against STIs?
Is it common for people in this community to use these methods to prevent pregnancy and 
STIs?
Where do people in this community get condoms? (Probe: cost, easily accessible)
What do men in this community think about using condoms for FP? (Probe for details)
What factors influences the decision to use condoms? (probe: type of relationship; wAczz gZc)
Do you think men in this community perceive themselves and their partner's to be at risk of
getting HIV/AIDS? (Probe separately regarding zMczz zzzzzZ wczMg/i^
What are men in this community doing to avoid getting HIV/AIDS?
Do husbands and wives talk about issues related to HIV/AIDS/STDs?
Are there any cultural beliefs and practices in your community about HIV/AIDS prevention?
(probe for details)



PERCEPTIONS
In your view is FP use good or bad for your community? (probe: why/ why not?)
What do you think about unmarried men and women using FP? (Probe: reasons)
Who do you think should be responsible for FP between men and women? (probe)
What do you think the elders in this community feel about FP?
In your view is it more important to use FP to prevent a pregnancy or to prevent STIs?

SPOUSAL COMMUNICATION
Do men in this community talk about FP with their wives or girlfriends? (Probe: Why?/ (Vhy

What do couples talk about concerning FP? (Probe: decision to ws, /MeiAod' eZc^
Who has the final say about FP use among couples?
What do men of this community feel about their own FP use?
What do men of this community feel about their partner's use of FP?
Do some women hide their use of family planning from their husband's? (Probe: Why/ why 
not?)
What do you think would be their husband's reaction if they find out?

F^J^IL1fPIJUSFnF^35dQR\T(:EiqiOl^KTCW^
Generally, what type of services do men in this area frequently use at the health facility?
Where do men in this community get FP methods from? (Probe: why: distance, convenience,

What factors discourage men from using FP services in this area? (Probe: place, provider 
characteristics, etc)
What factors would encourage men to use FP services in this community? (Probe: place.

In your opinion would men use FP services if these things you have mentioned were in place?
(Probe:/not, explain)
What FP methods would you like to be offered in your area?
What other medical or health services besides FP, do you think men in this community would 
like to be offered to them?
How best do you think these services you have mentioned could be offered to men? (probe: /or 
details)



WOMEN’S CASE STUDY GUIDE
Greeting
(Introducing self: who and where) My name is . I am from the University of Zambia.
(Stating mission: what) We are carrying out a study on family planning to find out what factors 
influence men and women to use or not use family planning. We are interested in understanding your 
opinions on what people like yourself feel about family planning and what can be done to improve 
provision of family planning services for men and women in this community. (Why) We feel that 
talking to people like you can help us find the best practices, opinions and feelings about these issues 
and enable us to help improve health service provision in this community.

(Explaining nature of interview) I would like you to share with me the experiences you have 
had concerning fertility regulation throughout your life that is, from when you reached 
puberty, before you got married, during marriage and up until now. You may find some of the 
questions I am going to ask you on family planning a bit sensitive. (Confidentiality) I assure you 
that the interview is completely confidential. Your name will not be written on this form and will 
never be used in connection with any of the information you tell me. You do not have to give me 
an answer to a question you do not wish to respond to.

I would like you to be as comfortable as possible throughout the talk, (seek consent for note 
taking and tape recording) During the discussion, (note taking) I will be taking notes to keep 
track of what we have covered and to remind me if I forget to ask certain things. However, I will 
also record the discussion on tape in case I do not write what you say properly. Please do not let 
that worry you. The tape and written material will be kept safe and not shared outside the research 
team. After writing our report, all the tapes and written notes will be erased, so no-one will know 
what you said. (Participants consent). I will appreciate your participation and would like to find out if 
you would be willing to be interviewed?

Before we begin our discussion, I will greatly appreciate your help in responding to a short 
interview. Would you take some minutes to answer a few questions? I will start by asking you a 
few questions about yourself.

BACKGROUND INFORMATION: CASE STUDY SIFT QUESTIONNAIRE
Categories

QI Province 1. Copperbelt, 
2. North western

Q2 District 1. Ndola
2. Kitwe
3. Solwezi
4. Zambezi A
5. Zambezi B

Q3 Village
Q4 Catchment area
I would like to ask you about your family life?
Q5 How old are you? 1.15-24

2. 25-34 
3.35+

Q6 What is the highest level of education you have 
reached?

1. None or primary
2. Secondary+

Q7 What is your marital status? 1. Currently in union
2. Currently not in union

Q8 Do you have any children of your own? l.No>END
2.Yes>GOTOQ9

Q9 How many daughters/ sons do you have? 1.1- 3 females
2. 1-3 males
3. 1-3 both sexes
4. 4+ both sexes



WOMEN'S CASE STUDY GUIDE

Introduction: I would like ^o 6ggzM Z?y ojAzng yow /o ^g// TMg <a6ow/ w/ztiZ yow Ayzow a6owZ yj/Mz/y 
pZoMTZzng. (MAKE THIS SECTION AS BRIEF AS POSSIBLE).

KNOWLEDGEANDAWARENESS
7. Can you tell me of the ways you know of preventing pregnancy that can be used by men or 

women? (probe: how /zzeZAozZ zs zzsgz^
2. Where did you find out about these methods? (Probe: zf roz/zo, TK, posters, .ycAoo/, 

pargMZ;, pggrs. .^/jo z/gycnAg ZMgy,yaggs^

Now 7 ivozzW /zAg Zo ZzzZt about zAg gapgrzgzzggs yozz Aovg /zzzz7 zzz yozzr /^ rggzzrzZzzzg evg/yZAz/zg Zo z/o 
wzzZA fertility rggzz/zzZzoM. 7 wozz/zf /zAg yozz Zg// zzzg zAgyg zss^zza* AggZTZZzzzzgj^o/M tvAg/z yozz reached 
pzzAgrZy.

PUBERTY
FzZ/gr; 7 Anowz zAzzZ there zzrg Zrzzz/z'Zzozzzz/ cgrgZ7Zz)Mzgs zAzzZ ZzzAg pZzzcg z'zz zAw gozMZMZzMzzy wAzcA gzrk 
go through g.g z/zzZzoA'on ggrg/zzonz'g;. Dzzf yozz go through ozzg? (ZF THE A/V^FEEjR Z9 7VO, zzsA Agr 
Zo Zg// yozz u/AoZ sAg Azzows zzZZ zAg szzzzz^.

3. Can you tell me about what advice you were given about avoiding pregnancy? (Probe for 
details)

4. Did you find this advice useful? (Probe: z/zz/ sAg zzsg zZ gZz^
J. Can you tell me what advice was given to you about relationships with the opposite sex? 

(Probe: teachings ozz 5gx /zrzzgZzgg gZz;)

A^w 7 wzzzzZ Zo talk zzAozzZ ZAg Zzzzzg wAgn yozz began Zo Azzvg zzzzz/g /rzgzzzZ* wAo wgrg interested z'zz yozz 
zzs ZZ yozzzzg /zzz/y before yozz goZ zzzzzzrzgz/. Ifos zAgrg j'zzcA o Zzzzzg? (Tjfya; pz-ooggz/ tvzZA question­
route; zf zzo zzzoz/^ ^zzgyZzozzs Zo ggzzgrzz/zzg

Pre-marriage period (Courtship)
6. Did you have relationships with the opposite sex before you got married?
7. Did you think the relationship (s) would result in pregnancy or STIs? (why/ why not?
8. If yes to Q7, what did you do to avoid pregnancy?
9. What did you do to avoid getting STIs?

MARRIAGE
Filler: 7 A/zow that there zzz-g marriage z-zZg; ZAzzZ /zgzzp/g z'zz zAzs cozzzzzzzzzzzZy go through A^z-g zAg; 
ggZ zzzzzzTz'gz/. Di7yozz go zAz-mzgA zAegg nZa;? (^ zAg ozzfxw w zzo, j;Zz7Z ofA Agz- Zo Zg/Zyozz ivAoZ j^Ag

Teachings and advice
10. Can you tell me what advice were you given about fertility issues? (probe: pregnancy, 

children, childbearing etc)
11. Where you given any advice about what to do to avoid pregnancy? (Probe for details)
12. Did you find this advice useful? (probe: using advice? Askfor z/gZazZy)

A/bw 7 would /zAg Zo Za/A aAoaZ yoaz" gz^gzigzzgg; wzZA /azzzzZy p/azzzzzzzg z'zz yoar zzzazrzagg 
Past use of FP
13. Have you ever tried to do something in your marriage to avoid getting pregnant? (probe 

z-gasozzs.- S'ogzo-ga/Zaz-a( z-g/zgioag, AgaZzA gZz^ IF ANSWER IS NO ASK WHY NOT AND 
GOTOQ14)

74. What did you actually do/ use to avoid pregnancy? (probe: zzzoz/gzTZ Zz-azZzZz'ozaz/ ways, 
soarcg (^^zzzgZAod^

71 Why did you choose the method (s) you have told me about? (pz-oAe /bz- gacA zzzgzAozZ; 
access, soczo-ca/Zaz-aZ, gZz^



16. I would like you to tell me about what your experiences were with using these methods? 
(Probe: side ejfects, user-friendliness, availability, spouse’s attitudes etc)

7 7. Did you consider using any other method? {probe: Tv^/ wAy Motl^
Current use of FP
75. What are you currently doing to avoid getting pregnant? (probe: reasons /or wzetAod', 

re<i9OMS /or using/ not w.9Z7:g)
7P. Where do you get your supply of FP methods? (proAe why? e.g z/zj/ance etc^
20. From your experience, what factors have made it easy for you to use FP services?
21. Can you tell me about any factors that have made it difficult for you to use FP services in 

your area?

FP Communication with spouse
Now I would like us to to/A oAozzt/grtzZzty rogw/otzoM zM re/otzoM to you ozzz7 your AzzshoMzf

22. Have you ever talked about family planning with your husband? (Probe: why?/ wAy zzot.V 
OL^gcts discussed)

25. At what stage (s) in your marriage did you talk about FP with your husband? (probe: 
number z^^children, zMorrz'oge z/urotzon, otAer/actors/

24. In your home who makes the final decisions about FP use? (probe: wAyJ
25. Is your husband always aware of your FP use? (Probe: what Au vzcwj/
26. Have you ever had to hide your FP use from your husband? (Probe: if yes, wAy)

Condom use
77zg.sc zAzyj; tAcrc u zz /ot z^tzz/A zzAout .47DS zzMzt zz/ot z/pccpZc zzrc z^Vzgfrom zt.

21. Can you tell me of any ways you know of preventing HIV/ADDS infection.?
22. Do you and your husband ever talk about HFV/AIDS/STDs? fProAc." aspects z7uc!U.9ez^
25. Have you ever used condoms for FP in your marriage? (Probe: why/ wAy zzz)() (IF NO TO 

Q23 GO TO Q25)
24. I would like you to talk about your experiences with using condoms? (Probe: user- 

friendliness, zzvzzzVzzAzZzty, spouse ’s zzttztzzz7cs ctz^
25. Would you use ever use condoms in your marriage? (Probe: why/why notPJ
26. Do you perceive yourself and your husband to be at risk of getting HIV/AIDS? (Probe 

s^zzrzrtc^/br AzuAzzzzzf zzzzzt w^; IPAy/ IFAy zzzzt.^
27. What are you doing to avoid getting HIV/AIDS?

Sterilization
There is a method of family planning which men or women can use to stop having children altogether. It 
involves a small operation and it can be done on either the man or the woman.

28. What do you think of female sterilization? (Probe.'for details)
29. Is it something you would consider if it was made available at the health facility? (Probe 

reasons: socio-cultural, religious etc)
30. What do you think about male sterilization? (probe: for details)
57. Is it something you would want your husband to undergo? {probe: why/ why not? Socio­

cultural, religious etc rczuozz.^



MEN'S CASE STUDYGUIDE
Greeting
(Introducing self: who and where) My name is . I am from the University of Zambia.
(Stating mission: what) We are carrying out a study on family planning to find out what factors 
influence men and women to use or not use family planning. We are interested in understanding your 
opinions on what people like yourself feel about family planning and what can be done to improve 
provision of family planning services for men and women in this community. (Why) We feel that 
talking to people like you can help us find the best practices, opinions and feelings about these issues 
and enable us to help improve health service provision in this community.

(Explaining nature of interview) I would like you to share with me the experiences you have 
had concerning fertility regulation throughout your life that is, from when you reached 
puberty, before you got married, during marriage and up until now. You may find some of the 
questions I am going to ask you on family planning a bit sensitive. (Confidentiality) I assure you 
that the interview is completely confidential. Your name will not be written on this form and will 
never be used in connection with any of the information you tell me. You do not have to give me 
an answer to a question you do not wish to respond to.

I would like you to be as comfortable as possible throughout the talk, (seek consent for note 
taking and tape recording) During the discussion, (note taking) I will be taking notes to keep 
track of what we have covered and to remind me if I forget to ask certain things. However, I will 
also record the discussion on tape in case I do not write what you say properly. Please do not let 
that worry you. The tape and written material will be kept safe and not shared outside the research 
team. After writing our report, all the tapes and written notes will be erased, so no-one will know 
what you said. (Participants consent). I will appreciate your participation and would like to find out if 
you would be willing to be interviewed?

Before we begin our discussion, I will greatly appreciate your help in responding to a short 
interview. Would you take some minutes to answer a few questions? I will start by asking you a 
few questions about yourself.

BACKGROUND INFORMATION: MEN'S FGD SIFT QUESTIONNAIRE
Categories

QI Province 1. Copperbelt
2. North western

Q2 District 1. Ndola
2. Kitwe
3. Solwezi
4. Zambezi A
5. Zambezi B

Q3 Village
Q4 Catchment area
I would like to ask you about your family life?
Q5 How old are you? 1. 15-24

2.25-34
3.35+

Q6 What is the highest level of education 
you have reached?

1. None or primary
2. Secondary+

Q7 What is your marital status? 1. Currently in union
2. Currently not in union

Q8 Do you have any children of your 
own?

l.No >END
2. Yes > GO TO Q9

Q9 How many daughters/ sons do you 
have?

1.1- 3 females
2. 1-3 males
3. 1-3 both sexes
4. 4+ both sexes



]\IEN'S CASE STUDYGUIDE

Introduction: I would /zAe /o 6ggzM Ay asking )/ou ^o /g/Z /Mg a6ow/ w/Aa^ jom ^o>y <36ow^/a//!z/y 
p/on/wng. (MAKE THIS SECTION AS BRIEF AS POSSIBLE).

KNOWLEDGEANDAWARENESS
1. Can you tell me of ways of preventing pregnancy that can be used by men or women that 
you know of? (Probe: description of HOW methods are used)
2. Where did you find out about these methods? (Probe: if radio, 71 Fl, po.ytgr.9, .ycAooZ, //arg/zts, 
//ggrs. ./4/sro cfgygnT/e messages)

TVbw 7 wowZ/Z ZZA:g /o ZaZk a6owZ ZAg g:(ygrZg/zcga )/ow Aovg Ao^Z zn yowr ZZ/g rggarzZz/zg gvg/yZAZ/zg Zo zZo 
wZzA /g/ZzZZZy /"ggwZzzZZo/i. 7 wowZ(Z ZZAg _)zow ZeZZ /mg zAgyg K.;wg:9 AggZ/z/zZ/zg J^-o/zz when )zow rgacAg^Z 
pwAg/Vy.

PUBERTY
FzZZgr." 7 Tnow zAzzZ ZAgrg a/-g ZrazZ/Zzo/zaZ ggrg/MO/zZa; zAzzZ Zukg //Zzzgg Z/z zAw go//z/MZ//zzZy wAzcA yozzzzg 
//zg/z go zArozzgA g.g z/zzZzzzZzo/z ggrg/Mo/zz'gy. Did you go ZArozzgA o/zg? (IF ANSWER IS NO, os-A Az/n 
Zo ZgZZ yozz what Ag A/zows zzZZ zAg szzz/z^.

3. Can you tell me about the advice you were given about avoiding pregnancy? (Probe for 
details)
4. Did you find this advice useful? (Probe: zZzzZ f Ag zziyg it gZz^
5. Can you tell me what advice you were given about relationships with the opposites sex? 
(Probe: teachings on j:g% //rocZzog gZz^

ZVbw 7 wzz/zZ Zo talk zzAozzZ ZAg ZZ//zg wAg/z yozz Aggzz/z Zo Azzvg /g/zzoZg^'g/zdl; wAo yozz were z/zZgrgj'ZgzZ 
z/z A^rg yozz goZ //zzz/rzgz/. ITas zAgrg .yzzcA o Zz//zg? (If YES proceed with question-route; if no 
modify questions to generalize)

PRE-MARRIAGE PERIOD (COURTSHIP)
5. Did you ever have sex with anyone before you got married?
6. What did you do to avoid pregnancy? (probe for <7gZazZs.' wAoZ, source of /MgZAoz^
7. Where did you get information from about what to do to avoid making a girl pregnant 

before you got married? (Probe: 7)^g of information)

MARRIAGE
FzZZgr.- 7 A/zow zAzzZ there zzrg //zarrzzzgg rzZes ZAoZ pgqpZg z/z zAis co//z//zzz/zzZy go ZArozzgA A^rg zAgy 
ggZ married. Dzz/yozz go zArozzgA ZAasg rzZgs? (if the answer is no, still ask him to tell you what he 
knows).
Teachings and advice

8. Can you tell me what advice you were given about fertility issues? (probe: pregnancy, 
gAz7z/rg/z, oAz/z/Agorz/zg gZq)

P. Where you given any advice about what to do when you want to avoid pregnancy? (Probe 
for z/gZzzzZ^

10. Did you find this advice useful? (Probe: zz.sz/zg oz/vzcg.? ..^sAfor zZgZzzzVs)

Past use of FP
11. Have you ever tried to do something to avoid your wife having children? (probe: why/why 

not, .foczo-ozzZZzzroZ rg&9O/z.s, rg/zgzozzs, //zzrzZy, .sgx //r^rg/zcgs gZo.!' If answer is NO ASK 
WHY NOT AND GO TO Q 15)

72. What did you actually do to avoid pregnancy.? (probe z/gZaz7s; Zrzzz/zZzo/zzz/ or /noz/g/TZ 
//zgzAozZsJ

73. Why did you choose the method(s) you have told me about? (probe for each //zgzAocl.' 
zzccasf, soczo-ozz/Zzzra/, /zzz/wAgr a/zzZ sgx of cAz?z/rg/z, s^gx //rg/^g/zcg; gZq)



14. I would like you to tell me about what your experiences were with using these methods? 
(Probe: side effects, user-friendliness, OTailability etc)

Current FP use
15. What are you currently doing to avoid having children? (probe: reasons for metAodl, 

rgaisoMS/or (tying/ not using g.g ntz/Mtgr and sex of c/nWron, sex prg/^gnc&y etc. If answer
is NOTHING go to Q18).

7(^. Where do you get your supply of FP methods? (/,ro6e w/zy.^ g.g (/iytance gt<;l
17. From your experience, what factors have made it easy for you to use FP services?
18. Can you tell me about any factors that have made it difficult for you to use FP services in 

your area?

FP Communication with spouse
NoVi> I would like us to talk about fertility regulation zn rg/atzon to you zznz/yozzr wz/g

19. Have you ever talked about family planning with your wife? (Probe: why?/ wAy not?/ 
ojyggty z/tygztyygz/1

20. In your home who makes the final decisions about FP use? (probe reasons: yoczo-gzz/tzzrzzZ 
rgzzsons gtz^

Condom nse
7%&yg z/uys tAgrg w a lot of talk ahozzt JTDS anzf a/ot ofpeop/g are zfyzng ̂ ozn zt.

21. Do you and your wife ever talk about HIV/AIDS/STDs? (ProAg; aj^gcty z/iycztyygz^
22. Have you ever used condoms for FP in your marriage? (Probe: wAy/wAy not?/ gapgrzezzces 

ayzzzg cazzdonzs^
23. Would you use ever use condoms in your marriage? (Probe: why/ wAy zzot/^
24. Have you ever used condoms with anyone else other than your wife? (probe: why/ wAy 

zzot/^
25. Do you perceive yourself and your wife to be at risk of getting HIV/AIDS? (Probe 

separately /ar A(z.sAaMzf azzzl wz/g.' IPAy/ IPAy zzat.!^
26. What are you doing to avoid getting HIV/AIDS?

Sterilization
There is a zMgtAazf af/azMz/y planning wAz'cA zMg/z ar wazMgzz aazz zzjg (a .rtap AavzVzg cAz/z/rgn 
a/taggfAgr. 7t zzzva/vg* a szMa/Z apgratzaz: azzd zt aazz be z/azzg azz gz/Agr lAg zzzazz ar the wazzzazz. 
FZavgyaw gvgr Agard z^^tA/s method?
27. What do you think of male sterilization? (Probe: for dgtazZsJ
28. Is it something you would consider doing if it was made available at the health facility? 

(Probe reasons: socio-cultural, religious etc)
29. What do you think about female sterilization? (probe."for details)
30. Is it something you would want your wife to undergo? (probe: why/ w/gz zzat.? Socio­

cultural, rg/zgzazz.y g/a rgafazzs)



KEY INFORMANT INTERVIEW GUIDES (MEN AND WOMEN)

Greeting

(Introducing seif: who and where) My name is . I am from the University of Zambia.
(Stating mission: what) We are carrying out a study on family planning to find out what factors 
influence men and women to use or not use family planning. We are interested in understanding your 
opinions on what people like yourself feel about family planning and what can be done to improve 
provision of family planning services for men and women in this community. (Why) We feel that 
talking to people like you can help us find the best practices, opinions and feelings about these issues 
and enable us to help improve health service provision in this community. (Confidentiality) We would 
like to assure you that the information you provide is very important and will be treated with 
confidentiality. (Participants consent) We will appreciate your participation and would like to find out 
if you would be willing to be part of the discussion?

Before we begin our discussion, I will greatly appreciate your help in responding to a short interview. 
Would you take some minutes to answer a few questions? I will start by asking questions about 
yourself.

BACKGROUND INFORMATION: MEN'S FGD SIFT QUESTIONNAIRE
Categories Codes

QI Province Copperbelt
North western

1
2

Q2 District Ndola 
Kitwe 
Solwezi 
Zambezi A 
Zambezi B

1 
2
3 
4
5

Q3 Village
Q4 Position
Q5 Catchment area
I would like to ask you about your family life?
Q6 How old are you? 15-24 

25-34
35+

1
2
3

Q7 What is the highest level of education 
you have reached?

None or primary
Secondary+

1
2

Q8 What is your marital status? Currently married 
Ever married 
Never married

1
2
3

Q9 Do you have any children of your 
own?

No 
Yes

1>END
2 > GO TO QIO

QIO How many daughters/ sons do you 
have?

1-3 females
1-3 males
1-3 both sexes 
4+ both sexes

1
2
3
4

(Before the discussion begins)! would like you to be as comfortable as possible throughout the talk, 
(seek consent to write notes and tape record and explain why) During the discussion, I will be taking 
notes to (note taking) keep track of what we have covered and to remind me if I forget to ask certain 
things. However, we will also (tape recording) record the discussion on tape in case I do not write what 
you say properly. Please do not let that worry you. The tape and written material will be kept safe and 
not shared outside the research team. After writing our report, all the tapes and written notes will be 
erased, so no-one will know what you said.

(Show appreciation) Thank you for answering the questions. Ask them if there any related issues 
which we could discuss.



pa^^Cf^DR^LU^riNTERMEV/GLIDE

FERTILITY
1. About how many children on average do people in this community have? (probe 

reasons)
2. Is it important for your people to have female, male or children of both sexes?
3. What is the role of men in this community regarding fertility decisions? (Number of 

children, when to have them etc)
4. What is the role of women in this community regarding fertility decisions?
5. What role does the extended family play regarding fertility decisions?

FERTILITY REGULATION
6. Can you tell me about what people in this community use/ do to regulate their fertility? 

(probe: source of methods)
7. What factors influence those who use these methods?
8. Why factors deter some people from regulating their fertility?
9. What is the role of men and "women in fertility regulation in this community?
10. In your view is the practice of family planning good for your community?

SEXUALBEHAVIOURANDHIV/AIDS/STDs
11. What are people’s attitudes towards sex in this community?
72. Can you tell me about young unmarried people’s sexual behaviour in this community? 

(Probe: prevalent? Teen pregnancies? Abortions? Etc)
13. Can you now tell me about married people’s sexual behaviour in this community? (probe 

: extra marital sex etc)
14. What are the people of this community doing to protect themselves against 

HIV/AIDS/STD infection?
15. What do people in this community feel about the use of condoms outside marriage?
16. What do people in this community feel about the use of condoms inside marriage?

CThLTTflRALBI^U0EFS7lNI)PIlALflnW:ES
17. Can you tell me about traditional beliefs and practices that are held in this community 

concerning sexual behaviour?
18. What traditional beliefs and practices are held in this community concerning fertility and 

fertility regulation?
19. Do people in this community practice these traditions? (Probe: what, why/why not?)
20. In your opinion do you think some of these traditions are valuable or TvoTl(probe: which 

ones? why/why not)
21. Did the forefathers of this community use anything to limit or space births? (Probe: If yes, 

what did they use? If no, why did /A^ no/ wsg ony/Amg.?)

HEALTHSERVICEPROVISION
22. What are the major health concerns in this community? (probe for men and women 

separately)
23. Do men in this community play any role with regard to their wife’s health? (probe for 

details')
24. What factors discourage men and women from FP services in this community?
25. What factors encourage men and women to use FP services in this community?
26. In your opinion, what should be the role of men in family planning issues?
27. What in your opinion are the concerns of men regarding their health in this community? 

(probe: why, where they seek help, what can be done?)



APPENDIX D



HEALTH FACILITY MANAGER INTERVIEWS GUIDES

Greeting

(Introducing self: who and where) My name is __ ________ . I am from the University of
Zambia. (Stating mission: what) We are carrying out a study on family planning services in 
Zambia. We want to find out what factors influence men and women to use or not use family 
planning. I am interested in understanding your opinions on what people like yourself feel about 
family planning and what can be done to improve provision of family planning services, for men 
and women in this community. (Why) I would like to talk to you about protocols and guidelines 
used in this facility. (Confidentiality) We would like to assure you that the information you 
provide is very important and will be treated with confidentiality. (Respondent’s consent) I 
appreciate your participation and would like to find out if you would be willing to be interviewed?

The information collected with recommendations will be presented to programme managers of 
family planning organisations and to the Ministry of health so that they can address the situation.

Date

Province 1. Copperbelt
2. North western

District 1. Ndola
2. Kitwe
3. Solwezi
3. Zambezi A
4. Zambezi B

Designation of staff member: 1. Doctor
2. Clinical Officer
3. Nurse
4. Midwife
5. Other

Name of facility

Type of facility 1. District hospital
1. General hospital
2. Health centre
3. Other_____________ _

Locality 1. Rural
2. Urban

Estimated population in catchment area



A.FACILITYHISTORY
1. When was this facility established?

2. How long ago did this facility start to provide 
family planning services?

Months............... .............. .........
Years..........................................

3. What changes have occurred in this health facility since 1991?

B. INFRASTRUCTURE
1. Does the facility have the following? Yes No

Piped running water
Electricity
Working toilets
Sufficient seating for clients

2. OBSERVE the condition of the facilities Comment
Auditory privacy

Visual privacy

Cleanliness

C. OPENING TIMES
1. What time did the health facility open today? Time.................................................

Could not be determined....................
2. What time does the facility normally open? Time.............................

3. On which days and at what time are family 
planning services available at this facility? (Tick 
appropriately)

Open Close
Monday .....................................
Tuesday .....................................
Wednesday .....................................
Thursday .....................................
Friday .....................................
Saturday .....................................
Sunday .....................................

4. OBSERVE: Record whether the facility opening 
times are displayed clearly outside the clinic.

Clearly displayed..................... ..............
Not clearly displayed..............................
Not displayed..........................................



D.S;E]Kl/I(:E:S]Pfl()\TO[HE])
1. Does this facility usually provide the following 
services? (Tick appropriately)

Yes No

Family planning
Female sterilization
Male sterilization
Natural family planning counselling
Infertility counselling
Exclusive breastfeeding counselling
Dual method counselling
Pregnancy testing
Termination of pregnancy
HIV/AIDS counselling
mV/AIDS testing
Diagnosis of STIs
Treatment for STIs

E. FAMILY PLANNING METHODSSUPPLY
1. Does the facility usually provide the following contraceptive 
methods?

2. IF YES TO QI, in 
the last 6 months did 
this facility run out of 
supplies?

Method Yes No Yes No
Combined pill
Mini-pill
IUD
Injectible
Condoms
Diaphgram
Spermicides
Norplant
Other (specify)
Emergency contraception

F. EQUIPMENT INVENTORY
1. Are the following available and in working 
condition at the facility?

Yes No

Operating theatre
Recovery room
Sterilising equipment
Gynaecological lamps
Blood pressure machines
Adult weighing scales
Needles
Syringes
Examination couch
Procedure area for IUDs, injectables



GkCECAlATEBlALS/C^AEL^BLE
1. OBSERVE if there is a sign 
outside the building stating the 
services available at the facility.

Sign stating services available........ 
Sign but services not stated............ 
No sign............................................

............ .  ....... .

2. Which materials on the 
following topics are available in 
this facility?

Poster Brochure/ pamphlet

Family planning methods
Family planning counselling
HIV/AIDS
Other STIs
Pregnancy testing

H. RECORDKEEPING
1. How are the client’s records maintained at this facility? (Tick appropriate response)

Kept in clinic
Kept by client
No cards
Other

2. ASK TO CHECK RECORDS: Could you show me the records of the number of clients by 
year and contraceptive method used from 1991? RECORD ON SEPARATE PAPER

I. PROTOCOLS AND GUIDELINES
1. Please show me the most recent versions of 
written guidelines and protocols for the delivery of 
family planning services.

1. Available and observed
2. Date of latest version

3. Available but not observed
4. None available
5. Don’t know

2. Are protocols present for each of the following 
services?

Yes No

Female sterilisation
Vasectomy
Termination of pregnancy
Insertion of IUD
Delivery of injectable
Treatment of common STIs
Prescribing the pill
Routine pre-natal care
Pregnancy testing
mV/AIDStesting



J. USE(^FnfFORAl^rKX\IN FACILITYMANAGEMENT
1. What methods do you have for determining 
clients’ opinions?

1. None
2. Client suggestion box
3. Provider asks client
4. Other staff asks clients
5. Other

2. In the past 6 months have any changes been 
made in the facility based on clients’ suggestions?

l.Yes
2. No
3. Don’t know

3. (IF YES) Please describe the changes that have 
taken place?

4. What methods do you have for finding out staff 
opinions about services offered by this facility?

1. None
2. Staff suggestion box
3. Staff meetings
4. Internal facility evaluations
5. Other

5. In the past 6 months have any changes been 
made in the facility based on staff suggestions?

l.Yes
2. No
3. Don’t know

KLSTAFFEVG
1. How many of each of the following health care 
providers are assigned to this facility and how 
many are in post? (record number)

Full time Part time

Doctors
Nurses
Midwives
Health Assistants
Counsellor
CBDWorker
Health Worker
Others _

L. SOCIO-DEMOGRAPHIC PROFILE
How old are you? 1.15-24

2. 25-34
3.35+

What is your religion?
What is your tribe?
What is your marital status? 1. Currently in union

2. Currently not in union
Do you have any children of your own? l.No

2.Yes
How many daughters/ sons do you have? 1. 1-3 females

2. 1-3 males
3. 1-3 both sexes
4. 4+ both sexes

What FP method are you and your partner currently 
using



r]I/lPfK[T^()lJ]PC)Rir()UR CO-OPERATION.
FAMILY PLANNING SERVICE PROVIDER INTERVIEWS GUIDES

Greeting

(Introducing self: who and where) My name is __________ . I am from the University of
Zambia. (Stating mission: what) We are carrying out a study on family planning services in 
Zambia. We want to find out what factors influence men and women to use or not use family 
planning. I am interested in understanding your opinions on what people like yourself feel about 
family planning and what can be done to improve provision of family planning services for men 
and women in this community. (Why) I would like to talk to you about protocols and guidelines 
used in this facility. (Confidentiality) We would like to assure you that the information you 
provide is very important and will be treated with confidentiality. (Respondent’s consent) I 
appreciate your participation and would like to find out if you would be willing to be interviewed?

The information collected with recommendations will be presented to programme managers of 
family planning organisations and to the Ministry of health so that they can address the situation.

Date

Province 1. Copperbelt
2. North western

District l.NdoIa
2. Kitwe
3. Solwezi
3. Zambezi A
4. Zambezi B

Designation of staff member: 5. Doctor
6. Clinical Officer
7. Nurse
8. Midwife
5. Other

Name of facility

Type of facility 1. District hospital
4. General hospital
5. Health centre
6. Other______________

Locality 3. Rural
4. Urban

Estimated population in catchment area



A. TRAINING
1. When did you start working at this facility?

2. When did you finish basic training?

3. Did the basic training cover family planning?

4. Have you attended any refresher course related to family 
planning or HIV/STIs counselling and treatment since 1991?

Year Course

5. Did that training include the following? (Tick appropriately) Yes No

General clinical skills in FP
FP counselling
IUD insertion/ removal
Female sterilisation
Vasectomy
Exclusive breastfeeding
Natural family planning
STI screening
HIV/AIDS testing
mV/AIDS/STIcounsellmg

B.SERVICE PROVISION
1. Do you yourself provide the following services to clients at this 
facility? (Tick appropriately)

Yes No

Family planning
mV/AIDS testing
Other STI counselling
Other STI diagnosis
STI treatment
Pregnancy termination services
2. In the last 12 months have you yourself provided family 
planning to clients?

3. IF YES TO Q2 did you provide the following to clients in the last 
12 months?

Yes No

Combined pill
Mini pill
IUD
Injectable
Norplant
Condom
Diaphragm
Spermicides
Female sterilisation
Vasectomy
Natural family planning
Exclusive breastfeeding
Emergency contraception
Other (specify)



1
4. What procedure do you normally follow 
before giving the following methods

Pill Injectable IUD

Blood pressure
Weight
Medical history
Breast examination
Screening for STIs
Pelvic examination
Urine test
Haemoglobin test

C. CLIENT-PROVIDER ASPECTS
1. Which FP methods do most client’s who use this facility prefer? 
(Circle all metioned)

1. Combined pill
2. Mini pill
3. IUD
4. Diaphgram
5. Condom
6. Spermicides
7. Natural family planning
8. Female sterilisation
9. Male sterisation
10. Exclusive breatfeeding
11. Emergency 
contraception 
12. Other (specify)

2. Why do you think they prefer the methods you have mentioned?

3. In your opinion are there factors that prevent women from using family planning services in this 
community?

4. Why do people in this catchment area seek family planning? (PROBE



5. Are there factors that prevent men in this community from using family planning services?
((PROBEFORDETAILS)

6. What do you think can be done to improve family planning service delivery in this area?

7. Are there FP methods that you recommend for 
some clients who want to delay or space births 
assuming there are no contraindications?

1. Yes
2. No
3. Depends on client’s health
4. Depends on client’s preference

8. IF YES TO Q7 Can you tell me the methods and the reasons for your suggestions.

Method Reason

9. Are there FP methods that you recommend for 
clients who do not want to have anymore children 
assuming there are no contraindications?

1. Yes
2. No
3. Depends on client’s health
4. Depends on client’s preference

10. IF YES TO Q9 Can you tell me the methods and the reasons for your suggestions.
Method Reason



19. What advice do you give to an FP client who appears to be at risk of STI?

14. Are there FP methods that you would never 
recommend under any circumstance?

1. Yes
2. No
3. Depends on client’s health
4. Depends on client’s preference

15. IF YES TO Q14 Can you tell me the methods 
and the reasons for your suggestions.

Reason

16. How many packets of combined pill do you 
routinely supply to a client who is using the pill for 
the first time?
17. How many packets of combined pill do you 
routinely supply to a client who has successfully 
used the pill for 12 months or more?
18. What advice is normally given to a client who comes for a re-supply of contraceptives?

D. SOCIO-DEMOGRAf SIC PROFILE
How old are you? 1.15-24

2. 25-34 
3.35+

What is your marital status? 1. Currently in union
2. Currently not in union

Do you have any children of your own? i.No
2.Yes

How many daughters/ sons do you have? 1.1-3 females
2. 1-3 males
3. 1-3 both sexes
4. 4+ both sexes

What FP method are you and your partner currently 
using
What is your religion?
What is your tribe?

THANK YOU FOR YOUR CO-OPERATION.



MSTRMTTEn^J/MISTAFFINTEB^TEV/GinDE

Greeting

(Introducing self: who and where) My name is . I am from the University of Zambia. 

(Stating mission: what) We are carrying out a study on family planning to find out what factors 

influence men and women to use or not use family planning. I am interested in understanding your 

opinions on what people like yourself feel about family planning and what can be done to improve 
provision of family planning services for men and women in this community. (Why) We feel that 
talking to people like you can help us find the best practices, opinions and feelings about these issues 
and enable us to help improve health service provision in this community. (Confidentiality) We would 
like to assure you that the information you provide is very important and will be treated with 

confidentiality. (Respondent’s consent) I appreciate your participation and would like to find out if you 
would be willing to be interviewed?

Date
Province 1. Copperbelt

2. North western
District 1. Ndola

2. Ki twe
3. Solwezi
3. Zambezi A
4. Zambezi B

Total number of health facilities in district 1. Hospitals
Govt.____________ Private _______

2. Health centres

3. Health posts

Designation



ISSUES AFFECTING FAMILY PLANNING PROGRAM
1. Policy issues

FACTORS AFFECTING IMPLEMENTATION OF NATIONALFAMILYPLANNING 
POLICY
Can you describe to me the logistical management 
of family planning stock in your district? (probe: 

frequency of contraceptive supply 
type of methods 
clinical protocols

From your experience, are the financial resources 
allocated to family planning activities in your 
district are adequate?

Do you have adequate staff delivering family 
planning services in your district?

District office operations regarding family planning
• Describe to me the type of family planning activities that have been embarked upon in your 

district in the last 12 months
® Are there any problems that you encounter in your district with regard to family planning 

activities? (Probe: if yes, explain)
e Can you tell me about the kind of coordination your office has with local NGOs (in the district) 

and co-operating partners with regard to family planning activities




