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Definition of terms 
 

Acceptability: Peoples willingness to seek services. Acceptability is low when patients 

perceive services to be ineffective or social and cultural factors (such as age, language, sex 

religion) of provider discourage them from seeking services (Levesque, 2013) 

Affordability: The measure o people’s ability to pay for the services without any financial 

hardships, this does not only include price of health services but indirect and opportunity costs 

(Levesque, 2013) 

Contraceptive Use: The use of any method such as injection, pill, intrauterine device, male 

or female condom, sterilization, diaphragms, implants, lactation amenorrhea, withdrawal, 

rhythm and standard days method that is used to avoid pregnancy, limit or delay the number 

of children.(MOH,2013).  

Contraceptive Prevalence Rate: This is the percentage of married women aged 15-49 

years who are currently practicing or whose sexual partners are practicing any form of 

contraceptives regardless of method (MOH, 2013)  

Family Planning: The ability of individuals and couples to anticipate and attain their desired 

number of children, spacing and timing of their births (MOH, 2013) 

Young People: In this study are persons aged between 15 and 24 years (United Nations 

(UN), 2019). 
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Abstract 
 

Background: With a universal knowledge on at least one contraceptive methods among 

young men contraceptive prevalence rate is low. Nonuse has resulted in unintended 

pregnancies, unsafe abortions which have further resulted into high maternal mortality. 

Factors that have influenced low uptake has been found as lack of or inadequate contraceptive 

knowledge, poor aptitude, unclear policies, myths and misconceptions. 

Objective: To explore factors influencing the utilization of Contraceptives among young men 

and their partners in order to inform policy makers on strengthening  SRHR policies that 

involve young men and enhance family planning programs that increase demand and uptake 

for young men and their partners in Zambia.  

Methods: A desk review was conducted using the adapted Andersons Behavioural model of 

1995 health services which was used as a guide to analyse the influencing factors. 

Results: Results reveal that young men and their sexual partners had positive attitudes 

towards contraceptive use and were highly knowledgeable with at least one or two 

contraceptive methods, despite low use. Those with a low level of education and income were 

less likely to use contraceptives than those with a higher level of education and income. 

Gender norms and socio-cultural beliefs were barriers found to utilisation. 

Conclusions and Recommendations: There is need to increase focus on young men as 

they have a role to play as users and partners in contraceptive use, thus reducing unintended 

pregnancies, unsafe abortions and Maternal mortality. This can be achieved by reducing 

health system, community and individual barriers and increase awareness. 

Key words: Family planning, Contraceptives, Young men, Male involvement, Zambia. 
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Introduction 
I am a Nurse Manager working at a Public Pediatric Clinic (0-14 years) which also offers 

reproductive health services to men, women, youths and adolescents with a catchment 

population of over 90,000. Initially, the clinic is meant to only provide pediatric services, as 

a team, I saw it fit to Family Planning(FP) services to parents who brought their children to 

the clinic and provide a holistic service. During our static and outreach activities, we had a 

positive response from the community. However, I faced a number of challenges unskilled 

staff to provide Long acting-reversible contraceptives (LARC) equipment, commodities, stock 

outs and shortage of staff. Among other challenges were inadequate space for privacy which 

made youths shun or have access to our services as they feared to be stigmatised when seen 

by their parents or friends.  In order to overcome some of these challenges, I partnered with 

two local NGOs i.e. Planned Parenthood of Zambia (PPAZ) and Dreams initiative. PPAZ 

provided us with skilled staff and regular suppliers and we saw an increase in the number of 

women coming to access the services. Dreams initiative an international organization on the 

other hand focused specifically on empowering those aged 15-24 years with information and 

life skills. The Organization also recruited girls and boys who were interested in attending 

focus group discussions on FP, HIV and sexuality.  

Being a Nurse Manager, I had the responsibility of analyzing and reporting quarterly and 

annual data. Without adequate knowledge on consequences of low contraceptive use and high 

fertility, it was difficult and challenging to design and develop new strategies and programs 

to improve service delivery. In addition, interpreting indicators was a challenge thereby 

having less supplies and commodities to cope with the demand. With support from DHMT and 

two other partners, we refurbished one of the rooms and created an adolescent youth friendly 

corner. We started providing the young people with information and contraceptives as they 

have the highest population and most affected, with high pregnancy rates and unsafe 

abortions which led to maternal mortality. Unfortunately, there was still low uptake of 

contraceptives especially among the young men, who preferred to be circumcised. This was 

my motivation to find out why there was low contraceptive use among young men and their 

sexual partners despite the interventions put in place.  
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Unintended pregnancies, unsafe abortions and high maternal mortality remains a public 

health challenge. According to Bearak (2018), approximately 210 million pregnancies occur 

worldwide annually of which 44% are unintended while 56% abort.  Darroch (2017) adds that 

about 214 million women in Low Middle Income Countries have an unmet need of modern 

contraceptives.   

Family planning is one of the most important health interventions of the 21st century 

(Bongaarts et al 2012). It enables women to plan their births and determine the number of 

children to have. Its use has far-reaching benefits for individuals, couples, households, 

communities, and society at large, including maternal and child health improvements, 

educational advances, reduction of poverty and empowerment of women. Yet despite these 

benefits and ongoing efforts to expand its access, contraceptive use is still low and unmet 

need for family planning is high in developing countries in which Zambia is part of. It is 

estimated that 225 million women in the developing world have unmet need for family 

planning i.e. they wish to avoid or delay pregnancy but are not using any contraceptive 

method. This exposes them to unintended pregnancies, maternal and childhood deaths, 

morbidity and unsafe abortions (Singh et al, 2013). It is estimated that eliminating unmet 

need for FP in developing countries could avert up to 30% of pregnancy related deaths 

(National Research Council, USA, Institute of Medicine, 2011).  

Contraceptive use among young men and their sexual partners (aged 15–24), whether 

married or unmarried, is lower than among relatively older men and women. In Zambia, 

fertility rate has continued to decrease from 6.5 % (ZDHS, 1992) to 5.3% (ZDHS, 2014), and 

the preliminary findings of (ZDHS, 2018) indicate that fertility further decreased to 4.7%. 

This was as a result of commitment and interventions by Government through Ministry of 

Health to support family planning programs and reduce population growth. Despite having 

free family planning services and interventions in place, young men in Zambia still have 

challenges to access contraceptives at individual, community and at health service delivery 

level. Hence, overall contraceptive prevalence rate still remains low. This research therefore 

is aimed at exploring factors influencing the utilization of contraceptives among young men 

and their sexual partners between the age of 15-24years in Zambia.  
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CHAPTER ONE: BACKGROUND INFORMATION  

1.1 Demography  
Zambia is a landlocked country in sub-Saharan Africa, and shares its borders with eight other 

countries namely, the Democratic Republic of Congo, Tanzania, Malawi, Mozambique, 

Zimbabwe, Botswana, Namibia and Angola. The Central Statistical Office (2010), projected a 

population increase during the census year, with the higher population of people living in the 

rural (60.5%) than in the urban (39.5%). With an annual population growth rate of 2.8% 

between 2000 and 2010, the population had increased by more than three million (33.3%) 

with the majority being young people. The percentage of young people aged 15-24 years was 

20% of the total population, while those below 15 years accounted for 45.4% from which we 

observe a young population structure (CSO, 2010). This youthful population structure meant 

a high population growth which had resulted from a high fertility rate since the majority were 

in the reproductive age. Despite a drop in the fertility rate over the years from 6.5% in 1992 

to 5.3% in 2014 with current preliminary findings of 4.7% births in 2018 (ZDHS,2018), the 

rate has remained high. In addition, due to increase in annual growth rate of 3.3% as 

estimated by the United Nations (2019), population has been estimated to increase upto over 

three million in 2019.  This poses a threat on the health system especially on the provision of 

health services for the young people coupled with shortage of staff and limited skills to serve 

this population.       

 FIGURE 1: Map of Zambia 

 

Source: Mapsoftheworld.com  
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1.2 Economy 
Zambia as Africa’s second-largest copper producer achieved middle-income country status in 2011, after 

a decade (2004-2014) of impressive economic growth, averaging 7.4% per year. However, growth only 

benefitted a small segment of the urban population and had limited impact on poverty. Zambia ranks 

among the countries with highest level of inequality globally whereby 58% of Zambia’s 17.2 

million (Labour Force Survey, 2017) people earn less than the international poverty line of 

$1.90 per day (compared to 41% across Sub-Saharan Africa), and three quarters of the poor 

live in rural areas. 

Zambia’s Human Development value in 2017 was 0.588. The figure put the country in the 

medium human development category, positioning it at 144 out of 189 countries and 

territories. Between 1990 and 2017, Zambia’s HDI value increased from 0.401 to 0.588, 

representing a percentage increase of 46.7, with life expectancy at birth increased by 17.3 

years, mean years of schooling increased by 2.3 years and expected years of schooling 

increased by 5.0 years. Zambia’s GNI per capita increased by about 71.3 percent between 

1990 and 2017 (UNDP, 2018). 

Family planning and contraceptive programmes (FP/C) play a critical role in national and 

human development. They facilitate regulated population growth that results in social-

economic benefits decreased poverty levels, enhanced education opportunities and reduced 

gender inequality (Denton, 2014). Furthermore, they provide an opportunity for improved 

maternal and child health, through prevention of sexually transmitted diseases (STIs), 

unwanted, early pregnancies, and unsafe abortions (Hubacher et al, 2008). Cates et al (2010) 

state that FP/C programmes are among the most cost-effective development investments 

because of their direct influence on improving lives through national security and enhanced 

financial resources for communities. 

1.3 Education  
The education system has a three tier education levels which include; Primary (7years), 

Secondary (5years) and Tertiary (1-7years depending on program). Important to note is that 

the sector provides free education at primary level and has in the past decade embarked on 

a number of initiatives to ensure universal access to education. Education is a fundamental 

and significant tool as it improves the lives of individuals, families, community and society as 

a whole. Further, the 7NDP (2017-2021) addresses issues of human development and their 

ability to be educated, be healthy so that the population can contribute to sustainable 

economic growth and reduce poverty in an effort to have a reasonable standard of living.  
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According to Census (2010), the national literacy level was 63.4%, while youth literacy was 

at 66% with males being at 69% and females 62%. The data clearly shows that males have 

a higher literacy rate than women.  The disparities are due to inequalities in school attendance 

between males and females resulting in low literacy rate for women as compared to men. 

Social and economic development can be achieved when both men and women have equal 

participation in the development process. Nonetheless, policies on education have now 

focused on enrolling more females in order to have equal access to education. The education 

sector also introduced the re-admission policy aimed at helping girls who get pregnant go 

back to school after delivery. 

1.4 Health System 
Zambia has a well-developed private and public health care system which provides specialized 

medical services such as diagnostic, curative, etc. The private health sector in particular has 

earned the reputation as providers of good quality health care. Government has declared 

health care system as a priority sector (Zambia Development Agency, 2013). 

Health systems in Zambia are classified into three major categories:  First Level; comprising 

Health Posts, Rural Health Centres and District Hospitals, where primary health care and 

preventive health services are provided.  Second Level; comprising the provincial and general 

hospitals, these provide the curative care; and Tertiary level; comprising Central hospitals 

and the National University Teaching Hospital providing specialized care (Zambia 

Development Agency, 2013).  

According to MoH (2017), the total number of facilities are as follows; 34 second level 

hospitals, 99 first level hospitals, 1,839 health Centre’s and 953 health posts.  Despite having 

a good number of health facilities, not all Centre’s provide family planning. This is due to a 

shortage of staff to meet the demands of people with unmet needs as in (table 2) below. 

Stock outs and shortage of family planning commodities are some of the challenges which 

disrupt service delivery. 
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Table 2: Number of staff posted per category in public sector by 2005 and September 

2010, and the approved establishment for 2010. 

 

Source: MOH. E-Healthy Strategy (2016) 

However, according to the 2018 Annual Economic Review by the Ministry of Finance, the 

number of workers in the health sector increased to 56, 688 from 50,527 in 2017. A total of 

6, 161 workers were recruited during the review period contributing to an improvement of 

the health workers per 1,000 population to 3.22 in 2018 from 2.97 in 2017. The ratio was 

above the WTO minimum threshold of 2.5 health workers per 1,000 population (MoF, 2018).   

1.5 Health Financing 
The country’s budget is mainly financed by domestic taxes and the higher percentage is from 

donors. Funding allocated to family planning is low because the component is integrated into 

the maternal and child health budget. According to the 2019 Zambia National Budget Analysis, 

9.3% of the country’s’ budget was allocated to health sector. This fell short of 15% 

requirement by the Abuja Declaration (UN, 2012).  In addition, due to a drop in donor funding 

and reduction in the Gross Domestic Product at 2.8% (MOH, 2017), government has started 

working on interventions which could improve financing. Following the London summit of 

2012, the Government of the Republic of Zambia has committed to doubling the national 

budget for FP commodities for  a period of eight (8) years in order to enhance CDBs and 

conduct outreach activities with a view to attaining the 58% CPR by 2020 (FP 2020).   
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CHAPTER TWO: PROBLEM STATEMENT, OBJECTIVES, 

METHODOLOGY AND CONCEPTUAL FRAMEWORK 
This chapter describes the Problem Statement of the study, Justification, General Objectives, 

Conceptual Framework and Factors that have been linked to the Conceptual Framework. 

2.1 Problem Statement  
There is a global consensus that contraceptive use is key in preventing unintended 

pregnancies and men have not equally shared the responsibility of family planning. However, 

there has been low use of contraceptive in Zambia especially among young people aged 

between 15-24 years. It must be noted, that young people in Zambia between the age of 15-

24 account for 20.6% of the total 17.2 million people (CSO: Labour Force Survey, 2017). 

According to ZDHS (2018), 61.7% of unmarried young men and women between the age 15-

19 and 51.4% between the ages of 20-24, were not using any method of contraception.  

Additionally, only 2.3% and 1.6% of young people aged 15-19 and 20-24 respectively, used 

a condom during their first sexual encounter (ZDHS, 2018). This indicates the poor use of 

contraceptives by the youths despite being sexually active.  

There is a  strong commitment from MOH to ensure FP is accessible to all citizens(MOH,2010) 

On the other hand, consistent male condom use among young adults(15-24years)at high risk 

sex(having sex with non-marital, non-cohabiting partner) in the last 12 months is low at 

45.1%(DHS, 2014). The consequences of low use of contraceptives by the youths include 

contraction of sexually transmitted infections (STIs) like HIV/AIDS, unwanted pregnancies 

and unsafe abortions leading to high maternal mortality and maternal deaths of which the 

majority are of the age group between 15-24 (Ministry of Health, 2011).  

In order to increase uptake of contraceptives among young people, the Government of the 

Republic of Zambia collaborated with Abt Associates, Society for Family Health, Planned 

Parenthood Association of Zambia (PPAZ) and Center for Infectious Disease Research in 

Zambia (CIDRZ), Marie Stopes and Scaling up Family Planning (SUFP) to provide the 

commodities and undertake awareness activities (MOH, 2018). Further, the Government was 

currently implementing the Reproductive Health Policy which is aimed at reducing barriers 

adversely impacting the delivery of sexual and reproductive health services for adolescents 

and young people and scale up access to family planning through a variety of contraceptive 

methods and services in the hardest places to reach (MOH, 2000).  

Despite Governments effort to increase uptake of contraceptives among young people, the 

response and the use of these contraceptives has been low. In view of the forgoing, the task 

of this report therefore, is to unearth factors influencing the utilization of contraceptives 
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among young men and their sexual partners aged 15-24years in Zambia. Sexual partners is 

not referred to as having sex with men(MSM) but with casual and regular female partners, 

who should equally take a shared responsibility in contraception use and reduce gender 

inequalities in power relations. 

In 2015, the Ministry of Youth, Sport and Child Development revised the 2006 National Youth 

Policy to make it more responsive and address the needs of young people including the use 

of contraceptives. Lack of access to basic information and diversity of methods has led to 

gaps in service provision contributing to low contraception use among young men and their 

sexual partners.   

The aim of this study therefore, is to understand factors causing the low uptake of 

contraceptives among young men in Zambia and how they can be involved in their sexual 

reproductive health rights and those of their sexual partners. The study will also provide 

information on knowledge gaps in family planning provision, find ways of transitioning the 

knowledge into practice. Recommendations will be made based on findings to policy makers 

and planners to make policies and design programs which are effective and will increase 

uptake.  

2.2 General Objective  
To explore factors influencing the utilization of Contraceptives among young men (aged 15-

24) and their sexual partners in order to inform policy makers to strengthen SRHR policies 

that involve young men and enhance contraception services that increase demand and uptake 

for young men and their sexual partners in Zambia.   

Specific Objectives  

i. To explore perspectives  of contraceptive use among young men in Zambia; 

ii. To identify the demographic, socio-economic and cultural factors that influence 

contraception use among young men and their sexual partners in Zambia; 

iii. To explore health system factors that influence the use of contraceptives among 

young men  in Zambia;  

iv. To analyse the best practices/effective interventions in improving contraceptive 

use among young men and their sexual partners in Zambia and other relevant 

contexts. 

v. To provide recommendations to inform policies makers to focus on priority areas 

of intervention to strengthen and improve SRHS for young men. 
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2.3 Methodology-Literature Review 

The method for this study is based on a desk review. Literature from published peer reviewed 

journals and grey literature articles will be used to explore factors influencing contraceptive 

use among young men and their sexual partners in Zambia and across sub-Saharan Africa. 

Literature is obtained from databases such as Google scholar, PubMed, the VU University e-

Library and will include materials written in English which is the official language of the author. 

Literature review includes various national policies, strategic plans and Zambia Demographic 

Health Survey. In addition, Reports and documents from websites of international 

organizations such as WHO, UNICEF, UNFPA, and Government institutions like the Central 

Statistical Office (CSO), MOH and MoF were considered. Articles published between 1999 and 

2019 are used to provide a wider scope of literature. However, other strategic documents 

such as ICPD 1994, National Population policy 1994 and other important articles will be 

included to see changes and progress after the revision of the policies and 1994 ICPD 

conference.  Snowballing was also used to search other works that have been cited in different 

articles on similar topics since literature specific to Zambia was limited. In this study 

contraceptive use by young men refers to use of condoms and other methods by their sexual 

partner. Relevant literature was selected using my inclusion criteria below. 

KEY WORDS were combined to have a wider search of literature such as Family 

Planning, Contraception, Men/Women, Adolescents/Young people, and male 

involvement/engagement, Zambia/sub-Saharan Africa/ Low –Middle Income 

Countries (LMIC). Accessibility/Affordability/Acceptability, Attitudes AND/OR 

Perceptions Socio-economic OR Cultural factors. 

Table 1: Search strategy 

Objectives  Source Key Words 

To explore perspectives and experiences of 
contraceptive use among young men in 
Zambia 
 

PubMed, Google Scholar 
Vu elibrary 

 Attitudes, Perceptions, health 
beliefs, knowledge on 
contraceptives, benefits and 
barriers, Perceptions 

To identify the demographic, socio-

economic and cultural factors that 
influence contraception use among young 
men and their sexual partners in Zambia.  

 

PubMed, Google Scholar and 

Vu elibrary Guttmacher 
Institute 

Contextual factors, socio-economic 

AND/OR cultural young people, 
Attitudes, Perceptions ,gender and 
culture, beliefs and norms 

To explore health system factors that 
influence use of contraceptives among 

young men  in Zambia 
 

PubMed, Google Scholar 
Vu elibrary and Strategic 

plan MoH Policies 

Contextual factors, Policies, 
Community and  health systems, 

accessibility, acceptability, 
affordability 

To analyze the best practices that have 
been effective on improving contraceptive 
and male involvement from other 
countries among young men, and their 

sexual partners in Zambia 
 

PubMed, Google Scholar 
Vu elibrary, Strategic plans 
Policies and Reports 

Male involvement, engagement, 
interventions, policy decisions and 
recommendations 
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Inclusion criteria 

i. Studies that were conducted in English; 

ii. Articles that used mixed methods, qualitative or quantitative as these gave 

objective and subjective findings which provided a wide understanding of the topic; 

iii. Studies conducted in Zambia and in the sub-Saharan Africa; and 

iv. Studies focusing on contraceptives and male involvement as this is the focus of the 

study. 

Exclusion Criteria 

i. All studies not conducted in English; and 

ii. Studies conducted in developed countries.  

2.4 Limitations of the Methodology 
1. Study limited to literature review, collection of primary data was going to provide more 

in-depth information and experiences from participants; 

2. Data in DHS main focus is on women, difficult to compare with men;   

3. Many studies had a higher sample size of women as compared to men which may not 

be generally representative to the male population; and 

2.5 Conceptual Framework  
The study is guided by a conceptual framework adopted from the behavioural model of service 

utilisation by Anderson (1995). This model has been used and revised by many researchers 

starting in the 1960s. The researchers wanted to understand why people use health services 

and what influences them. Later, it was revised by Anderson and Newman which suggested 

that utilisation of health services can be influenced by various factors such as the 

environment, individual and societal factors. After thorough search and comparison of 

different models, this model has been selected as it seeks to associate how different factors 

influence each other in utilisation of family planning and will answer the overall objective of 

this study, which is to explore factors influencing the utilisation contraception among young 

men and their sexual partners aged 15-24 in Zambia. Using the Andersons (1995) model, a 

new adapted version was developed which applied the individual, societal and health systems 

levels to understand the linkages which show that young men can be influenced to utilise 

contraceptives when all three factors interplay and are well addressed.  
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Health System Factors 

Structural Factors 

This section will discuss structural factors such as policies and how they can facilitate or hinder 

contraceptive use. Health system structural related factors are important in the effective 

delivery and use of the health services.  

Service Delivery Factors 

Service factors such as acceptability, accommodation, distance and transport costs were not 

included in the original model but these have been adapted in this study. Other factors which 

facilitate service utilization at personal, family and community level include household income, 

education and employment level. These must exist and enable young men to access available 

facilities which are provided and this illustrates that when there is a missing link between the 

factors (for example low income or unemployment) demand for the service could be low or 

could result in non-use of the service. Since the concentration of this study is on young men, 

gender norms and equity will also be analyzed as these are the demand driving factors for 

service utilization. According to the theory of reasoned action, service utilization depends on 

the knowledge and information that an individual has acquired and this influences a health 

seeking behavior attitude.  

Provider Related Factors  

It is important to note that, the competence levels especially the beliefs and values that 

providers have towards the young population use of contraceptives, and the way the service 

is provided, contributes significantly to low or high utilization rates. 

Individual Factors   

In this  model, characteristics such as demographics include; age, marital status, level of 

education, knowledge on contraception and religion have an influence on the use or non-use 

of contraception and will be used in this study. Socio-economic factors such as income or 

employment determines an individual’s social status and how it affects health seeking 

behaviour. Other social cultural issues include; health and cultural beliefs, which includes 

attitudes, values, and norms play a great role in the way an individual perceives healthcare 

and the desire to access the service. The knowledge and attitude that one has about their 

health and that of others can greatly impact the decision and perception of healthcare services 

(Andersen, 1995).   

Need Factors 

Perceived needs, in this study are factors which suggests health issues or problems and will 

cause an individual to immediately use and seek health services. Need factors according to 

Behavioral Model (1995), focused on the attitudes, knowledge and values on various health 
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problems and services in relation to their perception of whether they require a health service 

or not. These can be perceived benefits and perceived barriers. The need to or not to seek 

care gives an understanding to health seeking behaviour which is beneficial to themselves or 

their partners in contraception use. Health behaviour are personal health practices such as 

contraception use, understanding their role in contraception use can directly influence 

utilization outcomes.   
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FIGURE 2:   Adapted from the Anderson and Newman Framework (1995) 
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CHAPTER THREE: FINDINGS 

3.1 Factors Influencing Contraception use  
This chapter will explore and present findings of factors that influence contraception use 

among young men in Zambia. In this analysis, contraception is the use of a method for 

protection against a pregnancy. There are a variety of contraceptives available and, condoms 

(male and female) are listed among the modern contraceptives that are used today. Variables 

to help present the findings have been adapted from the Andersons model and illustrate how 

they influence each other at three different levels.  

3.1.1 Health System Structural Factors 

National Population Policy 

The population and housing census of 1980 observed a rapid population growth which would 

have consequences on the country’s economic growth and development. The immediate 

implications were that the structure of the population and growth rate may surpass 

socioeconomic development. The youthful population structure observed in the 1980s remains 

high in present day, due to a high population group which is still in the reproductive age aged 

15-35 and another group below the age of 15 years. According to the Fourth National 

Development Plan (1993), revealed that the population growth will continue to rise and will 

have implications on resources and services such as education and health. Overall the NCDP 

did not focus on male interventions and involvement but was focused at reducing population 

growth for economic development (MOH, 2011). In May 1989, this policy was developed and 

adopted, which was later revised in 1996 and 2007 respectively. However, after two decades 

of implementing these interventions of scaling up family planning, reduce fertility rates and 

strengthening policies, findings show that the country did not achieve the 2015 goals. 

National Reproductive Policy   

Adolescent and young people’s sexuality is becoming a concern in Zambia resulting in 

unintended pregnancies, unsafe abortions leading to MMR. Family planning is one of the 

priority in the reproductive health programs which has focused on improving maternal and 

child health (MOH, 2011). In response to expanding the burden of reproductive ill health, 

reproductive needs, maternal mortality and an increase of family planning demand, a 

Reproductive Policy was adopted in 2008. The focus of this policy was to address safe 

motherhood conditions in an effort to attain sustainable human development. In order to 

achieve this, the policy was revised in 2011, which aimed at providing of guidelines involved 

in the implementation of reproductive health programs.  

Following this, activities and programs have been implemented across the country by 

government and NGOs to address sexual reproductive issues of young people specifically girls, 

without significant improvement/impact especially in reduction of unintended pregnancies, 

unsafe abortions and HIV/STIs. The International Conference on Population and Development 

of 1994, called for gender equality and strategies that support men to take responsibility of 

their sexual reproductive health. Since, the declaration, there has been an improvement and 

increase in awareness of their role in FP and improved support for their partners. (United 

Nations, 1994).  
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In response to young men’s reproductive needs, the policy also focused on increasing 

accessible, available and affordable youth friendly health services to young men through male 

youth friendly corners. In addition, in the FP2020 scale up plan, one of the objectives includes; 

Adolescents and Youth “To more effectively target and serve adolescents and youth with 

quality accessible SRH information and services in and out of school (MOH, 2013). Findings 

reveal that despite these interventions, gaps in logistics management and funding still exist. 

Inadequate provision of SRH and contraceptives through the youth corners is still on a small 

scale as there is no clear guideline and political will on how to involve the young men and 

effectively address contraceptive use.  

National Strategic Plan  

In 2011, National Health Strategic Plan (NHSP) was revised and the new policy document 

2017-2021 was developed. Provision of family planning has been a primary healthcare focus 

as outlined in the National health policy  which aims, to ensure that  quality services are cost 

effective, accessible and close to the family as possible(MOH,2017). Provision and coverage 

of family planning services has been implemented through activities such as, policy revision, 

community based distribution of contraceptives and adolescent youth friendly services 

(AYFS). AYFS however, are currently not being implemented in all health facilities across the 

country (MOH, 2017). This is due to inadequate space, unclear policies to the health providers 

on how to provide SRH especially contraceptives to young men and their partners. Our 

findings show that the plan has focused on reducing teenage and unintended pregnancies by 

increasing the CPR through adolescent youth friendly services which are not fully being 

implemented across the county. This reveals that there is a gap in responding to access, 

inequalities and the plan has made no specific reference to reproductive health of young men.  

Adolescent and Youth Policy   

The National Youth Policy of 2006 was revised in 2015(MoYS, 2015) with a focus on 

addressing the social determinants of health which affect youth health. Other concerns for 

revision was to have a policy which was more responsive to the needs of youth. While the 

adolescent strategic plan was also developed in 2011 to address health problems of this 

group. The adolescent and youth strategic documents were developed in an effort to deliver 

appropriate, comprehensive and accessible Adolescent Youth Friendly Services (MOH, 2011). 

In line with the overall objectives, the two policies have responded to calls of strengthening 

and supporting SRHR including promotion of comprehensive sexuality education. However, in 

school and out of school contraceptive use and pregnancy prevention is not emphasized in 

the Comprehensive Sexuality Education (CSE) framework. In addition, the National Youth 

Policy (2015) and the 7NDP (MNDP, 2017) aims to promote human development through life 

skills, improving knowledge, skills and developing a positive attitude. Following these 

initiatives the policy has not target young men specifically and there is lack of political 

commitment in provision of funding and human resources to effectively respond to young 

men’s reproductive health. 

3.1.2 Health Service Related Factors 

Sources of Contraception 

Family planning services in Zambia are free in public institutions (health posts, clinics and 

hospitals). Currently 82% of women and men are using these facilities (ZDHS, 2014), of which 

69% access the service from government clinics, 9% from hospitals while the remaining are 
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accessed through outreach programs (CBD, mobile services).  In a study by Masiye et al 

(2010),the authors points out that the Private sector (pharmacies, clinics, hospitals, 

traditionalists) are playing their role by partnering with MOH and contribute positively in 

service provision accounting for 9% users, which come with cost barriers especially for those 

without an income. Cases of female sterilization and vasectomy are under-utilised as they are 

seen to be a method which is irreversible especially if a user is not yet a satisfied parity. 

Among young men condoms are the mostly known and preferred method of use as it is readily 

available. Findings reveal that young men access their condoms, from traditional outlets as 

pharmacies, drug stores, private and public clinics, while non-traditional are groceries, kiosks 

and bars but due to the challenges in accessing contraceptives, they opt to seek services from 

friends and other social networks(ZDHS,2014). Furthermore, in public clinics condoms are 

accessed from HIV/AIDS/STI counselling rooms or sometimes placed at the gate(in security 

guards office)(authors observation) as a way of promoting access and reduced waiting time 

Although some methods are easily accessible over the counter they may have affordability 

issues. Ineffectiveness and discontinuation rates of contraceptives have been reported due to 

health concerns, misconceptions, side effects and lack of adequate information and knowledge 

of how to use (especially condoms), and benefits of use..  

Acceptability  

Methods to be used should be acceptable by individuals and partners as this may encourage 

support and reduce the number of discontinuation and dropout rates, therefore, quality 

service should be provided. Studies reveal that services must be accepted in the society both 

by the providers and users (Levesque 2013). It is important to consider a gender sensitive 

approach as it can increase uptake. Non male friendly services, incompetence and attitude 

are among the factors which can influence the use by young men. Beliefs and cultural 

practices have to be considered when introducing or implementing health programs 

(contraception) in various communities. This is because some services may not be acceptable 

in some cultures and therefore, be rejected. In addition, adequate information should be 

provided to avoid misconceptions. 

Condom use by young men is acceptable and they are responsible for ensuring that they carry 

and use the condom, while a girl or woman who buys or request for condom is seen to be 

unfaithful or promiscuous. A study in Malawi reveal that young men sometimes may not use 

a condom for fear of seen to be weak or when a girl appears appealing to them(Dral,2018). 

Contraception for adolescents and young unmarried youths has not been welcomed in most 

societies. For example, in Muslim dominated regions, this service has not been accepted due 

to religious beliefs (Buto, 2015), while in other societies contraception has been socially 

accepted as a good practice.  

Accessibility   

The introduction of community based distributors (CBDs) is a good initiative, CBDs work in 

the communities. Community based distributors work within the communities and provide 

information on contraceptives, make referrals from community to facilities, distribute oral 

contraceptives and condoms(MOH,2017).This is a way of reducing the gap of missed 

opportunities despite only being restricted to oral contraceptives and condoms which comes 

with challenges of stock outs. In addition, due to stock outs (unavailability) of commodities 

young men may not be willing to access services because they already perceive that the 

service is of poor quality with limited methods. 
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More distributors should be engaged and be provided with bicycles or motorbikes so that they 

are able to reach the unreachable areas. Distance to the point of service is among the 

challenges young men face in rural areas. Contraceptives are easily accessible within in urban 

areas compared to rural areas. However, young people especially adolescents’ still face 

challenges of access despite being free and readily available. (Chandra-Mouli, 2014; 

Kabagenyi, 2014). 

Consistent with most studies Benofo (2010) concludes that long distance has an indirect or 

direct cost in accessing contraceptives which decreases the use and the community does not 

accept that young people can access contraceptives. Young men who had access challenges 

did not support their partners to cover transport costs to access contraceptives as it was an 

economic cost on their part, so they engage in unprotected sex. Consistent with other 

findings, Buto (2015) and Chandra-Mouli (2014) agree that young men both in rural and 

urban areas encounter access barriers due to the fact that family planning has been integrated 

in the maternal health department and this makes it difficult for them to access contraceptives 

services due to stigma, judgmental attitudes by providers and community.  

Availability  

Young men have perceived non availability, non-variety of male methods and stock outs as 

an influence on contraceptive use. Studies by Buto, (2015) and Silumbwe, (2018) conducted 

in Zambia have found similar factors which include limited method mix which does not meet 

their needs.  

Further, non-availability of skilled staff to provide long acting methods for their partners 

reduce service utilisation. Ministry of health has also recognized the challenge of inadequate 

skills mix and uneven distribution of staff. This poses a challenge to effective utilisation of 

healthcare, family planning inclusive (MOH, 2017). Young men should be able to have the 

ability to reach a FP service when they have information on operating hours and physical 

access like transport. Findings by Schriver et al (2014), reveal that waiting time, operating 

hours, language and availability of equipment for long-acting reversible contraception (LARC) 

to provide service discourages young men to use family planning and may discourage their 

partners. Services can be available, however, young men and their partners should be able 

to easily access and engage in decision making of their health choices.  

Affordability  

Affordability implies that contraceptives should be affordable, but they have a direct (service 

fees) or indirect cost (transport, waiting time) on the user (Do and Kumrimoto, 2012). 

Contraceptives donated and purchased by MOH and partners, are subsidised as they have 

cost barriers on the end user. These costs can cause delay to start contraceptive use which 

affects utilisation levels. Contraceptives for the young men and their partners are free and 

readily available in public clinics. However, due to unavailability in some instances they may  

have to pay for them. From a personal observation, when contraceptives are out of stock, 

young men access contraceptives among their peers, since they may not afford to buy, 

especially among the unemployed(authors observation).  

Studies show that in sub-Saharan Africa, most health facilities condoms are free and readily 

available because they are within the reach of the community but utilisation levels are low 

because the services are not affordable in terms of direct and indirect costs (Williamson et al, 

2009). Consistent with these findings, Vouking (2014) and ZDHS (2014) found that there is 
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increased contraceptive use in a household with high income. This suggest that generally 

women and men who have a source of income are more likely to use contraceptives than the 

unemployed.  

3.1.3 Provider Factors 

Attitudes, Knowledge and Competence    

Health seeking behaviour and response depends on the quality of service provided to the 

users. Quality of care depends on the clients’ perspective which could be waiting time, 

available methods (Anderson, 2015) competence of providers and client centred approach. 

Low contraceptive use in different studies has been linked to poor service provision by 

unskilled staff (Dehlendorf et al, 2018) who do not provide full information on most of the 

contraceptives, and often health providers have poor attitudes especially among unmarried 

young men. However, in Zambia health providers have been trained on contraceptives and 

sexuality for adolescents and young people, but young people have limited access to care 

(Mmari, 2003). Young unmarried men are stigmatised as contraceptives is considered to be 

for married adults. (Simataa, 2017 and Babirye, 2018) 

In Kenya, health providers had challenges providing contraceptives to adolescents (Warenuis, 

2006). Similarly in the same study conducted in Zambia, the findings were consistent and it 

further revealed that providers had challenges giving contraceptives as norms and values of 

society does not allow sex or use before marriage. Furthermore, nurses and midwives were 

not accommodating and welcoming, instead they play a parental role in service delivery and 

evaluated young men’s needs without engaging young men (Warenuis, 2006). He further 

adds that midwives had more information than nurses and were likely to provide 

contraceptives. A study conducted in Malawi (Michaels-Igbokwe et al, 2011) reported that 

young men were two times more likely to choose a clinic with a male friendly provider. Female 

midwives and nurses are readily available than male nurses, making it difficult to specifically 

allocate a male provider to male friendly corners throughout a work session. Kabagenyi 

(2014) also states that in Uganda, findings are similar in that, most programs were women 

oriented and the settings were for women and children. Providers’ perspective was non 

provision of contraceptives to young unmarried men, it was morally unacceptable to provide 

contraceptives to young men (Warenuis, 2006; Nalwadda, 2011) this discouraged men to use 

the services. Findings show that young people are willing to use contraceptives and prevent 

pregnancies but they are not ready to seek services from providers who play a parental role 

and fear their judgmental attitude towards use, despite their status and age. 

3.2 Individual Factors  

Age 

A survey in Zambia ZDHS (2014) revealed that contraception use is varied by age, and 

condom use is the lowest at 4%, pills 12% with injectables at 19% respectively.  Nyarko 

(2015) and Simataa, (2017) have cited age to be one of the factors influencing contraceptive 

use and results show that older people aged 20-24 years are more likely to use contraception 

than younger people (15-19). Those in the age below 19 are less likely to use contraceptives 

especially condoms due to infrequent sex, lack of partner support among other factors. 

However, Nyarko (2015) argues that younger men had more knowledge and were more likely 

to use contraceptives due to more exposure to social media like Facebook than older men. In 

the same study a comparison between women and men show that young women had more 
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knowledge of contraceptives than the young men. However, a survey conducted by Blanc 

(2009) in 40 developing countries, argues that overall use of contraceptives was higher 

among unmarried adolescents than among the older youths. Due to physiological, emotional 

and mental changes young men and women would like to explore their bodies and sexuality, 

but due to challenges of access as a result of age compels them to engage in sexual activity 

without contraceptives. This was followed by high discontinuation use by adolescents due to 

ineffective use and other reasons. 

Marital Status   

Marital status can determine whether a man or woman can or cannot use any family planning 

method.  Due to the patriarchy system in many societies, men often have the gender power 

to make decisions when their partner can or cannot use contraceptives. This makes it more 

difficult for women to also negotiate condom use. Therefore, unmarried women and men are 

more likely to use condoms than married counterparts, who prefer other methods. Young 

unmarried men can have sex before marriage, while girls cannot as it is associated with 

promiscuity (Pinchofff, 2017). However, findings from the Zambia Sexual Behaviour Survey 

(2010), found that adolescents and unmarried young adults were less likely to use 

contraceptives, particularly condoms because it was associated with promiscuity. In support 

of this, Benefo (2010) further reports that condom use is common among married partners 

or in relationships which later decrease with time. However, Chandra-Mouli et al (2014), in 

his studies carried out in seven countries in SSA, reports that there is higher demand for 

contraception among unmarried than among the married adolescents. Two other studies 

(Vouking, 2014; Apanga, 2015; Pinchoff, 2017) show that age and marital status influence 

each other and there is an association between the demographics and use or non-use. From 

our findings, marital status, gender relations has an influence on contraceptive use. This also 

confirms that socially constructed gender norms and power relations have an influence on 

decisions men make for contraceptive use for themselves and their partners. 

Education   

Review of the Comprehensive Sexuality Education (CSE) framework shows that the 

framework has no in-depth content on contraceptive use, SRH and gender (MOE, 2016). 

Provision of contraceptives is not allowed in school premises. According to UNESCO (2016) it 

is reported that CSE activities which focus on gender and equality can result in reduced STIs 

and a reduction in unintended pregnancies. Despite sexuality education being a controversial 

issue, evidence proves that good quality CSE has positive effects on sexual knowledge, 

attitudes and communication (Kirby, 2011; UNESCO, 2009).However, a study in Uganda, 

reveals that teachers have a challenge in delivering CSE messages due to cultural and 

religious norms (Vanwesenbeek et al.2015). Regarding education and contraceptive use 

findings from Okechi (2011), Nyarko (2015) and Irja (2007) found that those with a higher 

level of education were likely to use contraceptives than those with no education. Other 

studies find consistencies of contraceptive use similar to those of young men (Vouking, 2014, 

Ijadumola, 2010). Research shows that there is a high level of knowledge on contraceptives 

among men 15-24 years in Zambia and across the sub-Saharan Africa. However, this may 

not translate into increased contraception use. Consistent with these findings, in Kenya it was 

reported that men with higher education level had increased odds (OR=2.13) of contraceptive 

use compared with those with no education especially those living in rural areas (Kabagenyi 

et al., 2014 as cited by Simataa 2017). Another study conducted by Okechi (2011) in Kenya, 

reveals that men who are educated have the potential to influence and support their partners 
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to use contraceptives and similarly their sexual partners can negotiate safer sex. Our findings 

show that young men have inadequate knowledge to make decisions on sexuality and are not 

adequately equipped. Therefore, there is need to equip young men with life skills and attitudes 

through CSE and provide safe spaces, in order to prevent sexual violence which may lead to 

unintended pregnancies; coordinate with facilities to address access and SRH issues. Overall 

the level of education has an influence on contraception use. 

Knowledge on Contraceptives    

Knowledge as suggested by various studies has positively been associated to contraception 

use, but does not always translate into use. Theory of reasoned action assumes that humans 

make use of the information available to them to take action and rational decisions are made 

based on the knowledge they have (Albarracin et al. 2001). Evidence suggests that knowledge 

on contraceptives is universal between men (99%) and women (97%) (ZDHS, 2014) younger 

men have knowledge on at least one contraceptive method. While younger men had more 

knowledge about condoms and were more likely to use them as compared to women, as this 

was one of the two methods available to them.  From other countries studies are consistent 

with the findings (Ijadunola et al, 2010; Cleland, 2011) which reveal that young men were 

aware of contraceptives with condoms being highest.  

Despite having increased knowledge on methods of contraception through exposure to 

informal learning, media and other information sources, condom use among young men 15-

24 years is low (45%). Many factors have been found to hinder men from utilising family 

planning services in SSA; social cultural, lack of knowledge on variety of methods, side effects 

and benefits of contraceptive use made young them disapprove the use by their partners 

(Kabagenyi, 2014. Kaida, 2005). On a positive note in the same study men were willing to 

acquire knowledge and learn about contraceptives especially if information came from the 

provider. In a qualitative study by Kabagenyi (2014) in Uganda, a key informant echoed this 

view on lack of knowledge; 

 “Men are not involved in family planning and promotion of contraceptive use 

because they do not know. It is common for women to be sensitized because they 

go for antenatal care, but the men do not go for antenatal care. There are only few 

who go there. At our village, there are no sensitisations targeting men. It is only a 

few women who educate their men, and they can’t explain to them very well”. Male 

FGD Participant, Mpigi 

High knowledge levels shows that messages and information on contraceptives have been 

accepted and young men and women could decide a choice which suits them based on the 

acquired knowledge. It is also possible to assume that the disparity between high knowledge 

and use is as a result of ineffective use of method (Boussen, 2012) or had inadequate 

information about the method which resulted in non-use. Overall, this study finds that young 

men and women have limited comprehensive knowledge on contraceptives and does not 

translate into safer practices or use,  

Religion   

Religion is a significant part of the cultural system which has a major influence on 

contraceptive use in the communities especially among the unmarried. However, religions 

and practices of family planning and contraception are varied. Some have welcomed the 

programs while others have not accepted the policies which are available. In the recent past 
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girls have dropped out of school due to teenage and unintended pregnancies. The Churches 

Association of Zambia (CHAZ) engaged religious leaders in an effort to scale up family 

planning and disseminate information in the communities. Religious beliefs and teachings are 

believed to have an influence on family planning decisions, as the church is known to have a 

following of communities (Achana et al 2015). In Zambia, there is a proportion of the Apostolic 

sect (Religious group from Zimbabwe) commonly known as ‘Mama Zezulu’ who do not 

encourage family planning for women, often women secretly seek care when 

required.(Authors observation)  

However, in regions where the majority are of the Christian protestant religion, contraceptive 

use is supported. However, in other studies conducted in Kenya and Zambia, Christian 

(protestants) are seen to be high users of contraceptives, while in other religions is considered 

a barrier to contraceptive use (Okech, 2011 and Mutombo, 2014). From our findings, religion 

has both a positive and negative influence on contraception use depending on the dominance 

of its religious beliefs and customs. It is also important to note that in Zambia, the majority 

of the population is Christian and contraception is morally accepted for the married while the 

unmarried and adolescents are encouraged to practice abstinence.   

3.3 Socio - Economic Factors  

Income/Employment  

Currently, unemployment levels in Zambia are high especially among the young people and 

majority are living below the poverty line. It is important that the population is engaged in 

economic activities (LCMS, 2015) because this has a direct influence on health seeking 

behaviours and well-being. Secondary data from Zambia indicates that having a higher 

income had a positive association on contraceptive use for women(62%) as compared to 

those with no income (39%)(ZDHS,2014) Frequency of use increased as wealth increased or 

reduced with low wealth. Women who earned an own income have the ability to make 

decisions for their own health without waiting for approval from their partner (Do & Kurimoto, 

2012). Presenting findings from a qualitative study in Kenya Butto (2015) reveals that men 

in the lower quintile who had a source of income through business or farming did not use 

contraceptives despite them being readily available. Income did not have any influence on 

their use maybe because they did not have any level of education and information on 

contraceptives. While those who had a formal job were highly involved in family planning.  

Consistent with these findings in Zambia, Pinchoff (2017), in his study found that those who 

did not use a male condom were the poor (54% in highest poverty wards; p<0.001). This 

revealed that if income was lacking at household level, family planning declined and vice 

versa, Unemployment levels for young men is high this will translate in non-use of 

contraceptives, my study concludes, that economic status has an influence on contraceptive 

use. The 7NDP (2017-2021) addresses issues of human development and their ability to be 

educated, be healthy so that the population can contribute to sustainable economic growth 

and reduce poverty in an effort to have a reasonable standard of living.  

3.4  Socio-Cultural Factors 

Gender and Cultural Norms   

Gender and cultural norms consider contraception use and sexuality for unmarried young men 

and their sexual partners as an immoral act, as F P and contraception is accepted only among 

the married. Findings reveal that young men have a positive attitude towards contraceptive 
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use and are willing to support their partners with available information (Pinchoff, 2017). 

Zambia is a patriarchal society and practicing a patrilineal system in which men are the 

decision makers. They control decisions of their partner’s reproductive health and women can 

only use contraceptives after approval from them Okechi (2011). These gender norms and 

societal values have contributed to intimate partner violence, therefore to avoid conflict many 

women seek contraceptives secretly. Most cases, women have no right to discuss sexual 

matters or deny their partners sex with a condom, especially when they suspect an infection 

or infidelity. These unequal gender norms are persistent in Zambia and SSA, it is important 

to re-examine these power relations. Findings show that masculinity is a social construct 

(Okechi, 2011) and males are brought up to think that contraceptive use is a woman’s 

business and may not use. Men use their masculinity and stereotypes to undermine women’s 

ability to make informed decisions about contraception (UNFPA, 2014; Sonke, 2014; Starrs, 

2018). In relation to gender and education, these two factors influence contraception use and 

it is important to note that as women’s education increase, they are less likely to make their 

own decisions without consent from husband (ZDHS, 2014). In Kenya, 56% of women sought 

approval from their partner/Husband before using contraceptives, while 23% did not. This 

reveals that even when FP is seen as a woman’s business, Gender and power relations has a 

great influence on contraceptive use and it is critical to consider gender sensitive approaches 

in programs an important aspect of male involvement.  

Culturally, women are expected to be submissive and young men’s sexual or desires are 

considered first before a woman’s desire. They perceive that contraception use reduces sexual 

pleasure and may not use contraceptives (Withers, 2015). Young men have conformed to 

what societal norms expects of them, to be manly, strong and not weak. These roles 

determine if, how and to what extent they are will to use contraceptives and support their 

partners. Evidence reveal that FP interventions that have been targeted towards men have 

proved to work and increase use (Kim and Kols, 2001). Social cultural expectations is a barrier 

has a negative influence on young men’s contraceptive use. To address this, community 

leaders should be involved in policy and programs design while using gender mainstreaming 

approaches.  

Young Men’s Health Beliefs/Perceptions and Attitudes  

Due to Health Beliefs, Perceptions and Attitudes, women who have asked their sexual partners 

to use condoms have been regarded as promiscuous and have been at risk of gender based 

violence or intimate partner violence(GBV/IPV). Women and men across the region have 

varied beliefs, perceptions and attitudes towards contraceptives. For a long time now FP has 

been seen as a women’s issue and men’s role is to make decisions and provide money in the 

home. These masculinity norms negatively influence contraceptive use by men and have left 

the burden of using contraceptives to women. Misconceptions on side effects of contraceptive 

use is that they make you infertile and may develop health conditions like cancer, young men 

and their partners preferred using contraceptives after they had reproduced (Withers, 2015). 

It is interesting to note that young mens partners sometimes refuse using contraceptives 

even when they wanted to support them.  

Studies in sub-Saharan Africa suggest that traditional beliefs and norms on contraceptive use 

was seen as a barrier in seeking contraceptives (Vouking, 2014 & Blanc, 2009). Furthermore, 

they add that some negative perceptions by men is that contraceptive use promoted 

promiscuity among women who used. In addition, men did not want to feel less manly or less 

powerful, they reveal that using condoms reduced sexual pleasure especially with a stable 
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partner, with time and building trust so they stop using condoms. Vasectomy was not 

accepted by men because it is a permanent method which made them infertile for the rest of 

their lives (Withers, 2015). On a positive note and from our findings from Nigeria suggest 

that, men were ready to take future contraceptive pills if available and support their partners 

if they had more information on contraceptives. (Ujuju et al, 2011). These results reveal that 

young men have general knowledge on contraceptives, however, beliefs, perceptions and 

masculinity had an effect on attitude towards FP which determined the utilization.  

3.5 Need Factors 

Perceived Benefits  

Young men and their partners often feel the need to use contraceptives when they have been 

exposed to information on benefits of avoiding HIV/AIDS and unintended pregnancies (Buto, 

2015; Onyango, 2010). This improves health seeking behaviour and may lead to positive 

attitudes towards contraceptive use. Responding to a health need, or ability to seek and 

engage in care depends on personal and social values which lead to positive or negative 

changes in attitude towards family planning. Anderson (1995) adds that benefits on fertility 

and limiting family size are likely to change men’s attitudes towards contraception use when 

perceived benefits outweigh perceived disadvantages. These changes are likely to influence 

the use by themselves and support for their partners. 

Perceived Barriers  

Young men perceive many barriers which restrict them from seeking healthcare. According to 

the findings, perceived or actual barriers like cost, distance, poor attitude by staff, 

unavailability and limited methods have resulted in non-use (Silunbwe 2018; Onyango, 

2010). Studies done by Shattuck (2011) and Dral (2018) emphasize the need to avail 

information on the benefits, side effects and solutions in order to make better choices and 

increase uptake of contraceptives among men. Evaluated need by the providers can lead to 

reduced contraception use as the decision to use contraceptive services is be based on the 

provider’s perceptions of their clients’ characteristics and need.  

On the other hand, contraceptive use is low due to the inadequate information that young 

men get from family, friends and their social connections which is most likely based on 

negative misconceptions and myths surrounding family planning (Butto, 2015) also 

perceptions of side effects, masculinity and gender relations. 

 

CHAPTER FOUR: PROVEN STRATEGIES 
Following interventions selected that have worked in other settings, some interventions were 

identified and could be applied to similar settings in LMIC. This section will discuss identified 

interventions and best practices from LMIC that had a common objective such as promoting 

contraception use, understanding gender norms and equality also encouraged partner 

support. While searching, literature interventions that were specific to young men were not 

found. To adopt and implement these best practices it will require a committed effort from 

government to increase funding and other resources if these interventions are to achieve 

similar results.  
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Case Study: Engaging Men in Pakistan: The FALAH Strategy  
The project was implemented between 2008 and 2012 shows evidence that men can be 

included in FP using feasible and effective strategies to improve FP attitudes and behaviours 

in Pakistan and other countries (FALAH, 2012). FALAH, recorded a decrease in fertility 

(0.5children) and improvements in FP behaviour. The project reached more than 9 million 

married men and women in 20 districts with birth spacing messages. To achieve this the 

project designed a communication, advocacy and mobilisation strategy with messages on 

birth spacing, with five communication interventions with specific messages that addressed 

contraceptive choices, where to find services, side effects and impact of birth spacing. 

According to an evaluation  the project created demand by increasing access in both public 

and private institutions through community mobilization, capacity building (skills 

development) improving supply chain and increasing social marketing 

activities(Sather,2015).  

Results reveal that the project reached over nine (9) million married men and women with 

family planning messages. CPR increased by 8% from 29.6%(baseline) - 37.9%(endline) from 

2008 – 2012.While, unmet need dropped from 14.25 to 10.8% with a total demand for FP  

increasing from 64% to 71%(FALAH,2012;Sather,2015).  

Despite Pakistan practicing patriarchy system; men as decision makers, results from the 

intervention reveal that men are ready to change attitudes and participate in contraceptive 

use and support their wives if they are supported, empowered with skills and give them 

information required.  

Project on Male Motivators in Malawi.  
Male motivator were selected based on not having ever used contraceptives or their partner, 

findings from this intervention reveal male involvement and increased contraceptive uptake 

in Malawi (Hardee, 2017). The male motivators or peer educators were provided with 

information on family planning, where to find services and condom use. With these skills they 

shared the information with other men, promoted condom use and encouraged 

communication among partners. They were also motivators for women, provided 

contraceptives and made referrals for men in some cases. The intervention was not only 

focused on increasing contraceptive use but they also addressed use of male methods and 

promoted gender equality in contraceptive decision making. The male motivator project 

showed an increase in contraceptive use with 78% in the intervention group and 59% in the 

control group. Out of the men in the intervention group who reported FP uptake 56% reported 

using condoms, while in the control 63% (Hartmann et al. 2012; Shattuck, 2011). The impact 

of the project increased use among men and participation in family planning and increased 

partner support. 

In summary, the project engaged married men to address gender norms, encouraged partner 

support and promote contraceptive use which resulted in increased use. In the male motivator 

project there was over a 50% rise in men reporting use. Similarly, interventions that are 

feasible and appropriate for young men could be applied.  

Male Motivational Campaign in Guinea 
A male motivational campaign which was aimed at changing attitudes and perceptions on 

gender, masculinity and FP was conducted in Guinea. It also aimed to increase contraceptive 
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prevalence through behavior change communication. Religious leaders (98) and (1045) men 

and women in reproductive age were selected in the intervention. The religious leaders and 

the men were targeted as they had a negative influence on contraception based on their 

religious beliefs. Communication strategies and trainings were conducted where leaders and 

other men shared information on FP. An influential gate keeper was also engaged to promote 

the campaign using different media such as posters, television and radio programs to promote 

FP and communication. 

Findings reveal that there was increase knowledge on FP methods, which reduced perceptions 

of side effects, FP among the religious leaders themselves from 77% - 99%(Blake & 

Babalola,2002). The leaders also supported FP, communication between partners increased 

as well as attitude change toward family size. However, misconception on vasectomy was low 

as it was against their religion. While FP use increased slightly from 95 - 11 %( Blake & 

Babalola, 2002). Overall, the campaign recorded positive attitudes towards contraception and 

dispel gender myths, while communication messages should continue to address negative 

attitudes. 

CHAPTER FIVE: DISCUSSION     
This chapter will discuss the findings that have been drawn and established from other studies 

in Zambia and across the region on the factors that influence contraceptive use among young 

men and their sexual partners. This is based on our conceptual framework (FIG.2), the 

findings highlight health systems which include structural, service related and provider factors 

were found to affect contraception use.  

Young men’s Perspectives on Contraceptive use   
Young men(adolescents) aged 15-19 years were less likely to use contraceptives than those 

aged 20-24 years this is because those aged between 15-19years had challenges of access, 

poor attitudes from providers and society. This can also be attributed to the fact that those 

below age 19years are most likely in the school going age and unlikely to be married. Even 

though the mean age for having sexual intercourse is 18 years, those using contraceptives 

are likely to be exposed to more information on sexuality and contraception in their social 

networks. Which means their demographic characteristics has a negative influence on 

accessing and using contraceptive. This is influenced by the beliefs and religious customs that 

sexuality and contraceptive use is for married people. However, findings from other studies 

conducted in sub-Sahara Africa reveal that younger men (15-19) years were higher users of 

contraceptives than those aged 20-14years. This could be that they are exposed to 

information and have access to services. The desire to experiment what they have learnt in 

school, due to peer pressure and physiological and mental changes taking place in their bodies 

influence contraceptive use. To address this it requires a multi sectoral approach from MOH, 

MOE, parents and civic leaders to play roles of gate keepers and discuss sexuality with the 

young men without fear; empowering them with knowledge targeting issues of physiological 

and mental changes and consequences (HIV/AIDS, unintended pregnancies and unsafe 

abortions) which comes with these changes if not managed or controlled. Health providers to 

have more information on guidelines addressing eligibility of contraceptive use. 

Married and unmarried sexually active men were more likely to use contraceptives than 

married women because they (men) know the consequences of impregnating someone 

outside marriage, which comes with stigma and condemnation from society. While the 
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unmarried were likely not ready for marriage and child maintenance responsibilities. This 

shows that age, marital status and parity influences are used in both groups.  

Evidence suggests that young men are aware of contraceptive methods, but have limited 

comprehensive knowledge and inadequate skills to make important decisions concerning their 

reproductive health. Despite, high knowledge levels discontinuations have been found to be 

due to inadequate information on how to correctly use the contraceptives. This can be seen 

from a high number of unintended pregnancies and unsafe abortions recorded. Despite the 

level of knowledge young men’s perception on contraceptive use has been influenced by 

gender and cultural norms. Young men have been influenced to be the decision makers and 

may have sex with many women and is regarded as normal as they are exploring their 

manhood. While for a girl having with many men is not accepted and may be associated with 

being a prostitute. This illustration reveals that information on gender equality and masculinity 

is lacking as this may result in GBV/IPV. It is important that young men, their partners and 

civic leaders can be brought together and share information on gender and cultural issues, 

these information sharing sessions could also address issues of myths and misconceptions.   

Further, it reveals that young men who had some formal education were more likely to use 

contraceptives than the uneducated men. Despite, having a CSE framework in schools, it is 

not comprehensive as it does not address issues of sexuality and contraceptives in depth for 

better decision making. Knowledge on contraceptive is found to be higher in men, this is 

because condoms is the common method used among men. They also understand the benefits 

that are associated with contraceptive use. The disparity between high knowledge and low 

utilisation could be related to inadequate CSE, which could be as a result of influence from 

misconception, misinformation and cultural beliefs on which further affects their ability to 

make decisions that safe guard their reproductive health. Teachers have a positive impact on 

the information that they pass on to their pupils or students it is perceived to be gospel truth. 

For example, pupils may dispute or argue with something you point out to them by 

emphasising that “teacher said”. Interventions to address these is enhancing CSE framework 

by adding relevant content and empower teachers with skills that can improve young men’s 

attitudes towards sexuality and gender equality. Furthermore, reduce school based home and 

facility barriers (different messages on contraceptives) but rather promote a linkage between 

these sectors that promote information sharing and increased awareness 

Socio-Economic/Cultural Factors  
Young men with a low economic status want to use contraceptives with adequate information 

and with no financial barriers. Findings show that young men with financial access had the 

ability to seek care despite the distance compared to those with less financial resources (e.g 

transport cost).This implies that those with an income could have some level of education as 

there is a linkage between education and income. Despite unemployment rates being high, 

young men who work or have some source of income are likely to use contraceptives than 

those not working and with no income. Residence, was not identified as a variable in this 

study. However, findings show that contraceptive use is higher among those in urban than 

rural areas as a result of distance, cost barriers to access contraceptives or unavailable stocks 

predisposing them to unintended pregnancies and unsafe abortions. The analysis is that if 

inequalities in service provision are not reduced between rural and urban or poor and rich 

CPR levels will continue to be low. In addition, poverty is associated with a non-health seeking 

behaviour. It is important that young men’s social economic status is improved by 
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empowering them with life skills for example, bricklaying or carpentry that can earn them a 

living and be able to support their partners to access and information on contraceptives thus 

improving CPR and a reduction in pregnancies and unsafe abortions. 

Young men’s Gender Perspective 
Partner decisions, gender and societal norms have been found to contribute to the use and 

non-use of contraceptive, as men have a masculinity influence over women. Masculinity 

influences young men to have a negative attitude and poor health seeking behaviour towards 

contraceptive use. This is because, they perceive it to be a woman’s responsibility rather than 

a shared responsibility. In proving their masculinity, young men disapprove contraceptive use 

to satisfy their own sexual desires. Therefore, women perceive this as barriers to 

contraceptive use. Contraceptive negotiation was seen to be influenced by gender roles and 

marital status thereby putting women at risk of intimate partner violence and gender based 

violence.  

Power relations influence decision making concerning the use of contraceptives. As such, men 

often feel they are the decision makers, this social construct is a barrier to women’s access 

and use. Therefore, may undermine her ability to negotiate contraceptive use. Young men 

and women who have some level of knowledge can positively influence each other’s decision 

to utilisation as they may be aware of benefits, side effects and alternate methods to use. 

Similarly, other studies suggest that not only men’s disapproval influence use, but their 

partners’ disapproval can lead to non-use. There is need to address these gender norms as 

the power relations can be attributed to why FP programs have not achieved their goals. More 

information sharing on the side effects, benefits of contraceptives and gender equality 

messages to be emphasized. Communication between partners can increase usage and 

couples are able to support each other and opt out for other methods when they experience 

side effects or health concerns.  

Young men reported that cultural and religious beliefs has a negative influence on their 

utilisation.  Long term methods like vasectomy have not been accepted by men and in most 

societies and women do not support it. Men perceive vasectomy to reduce their masculinity 

as it makes them infertile. This is due to fear of potency effects, reduced sex drive, inadequate 

information on benefits regarding vasectomy. Findings suggests mixed messages from 

providers, traditions and experiences of young men leads to misinformation on benefits and 

method choices which affects utilisation. This may require consolidation of these teachings in 

different languages and increase awareness through IEC materials in order to dispel myths, 

misconceptions on side effects and disseminate a common message. It is important to 

consider that some not all cultures and societal norms will accept contraceptive use by young 

men. Therefore, embracing these cultural norms and involving the community in decisions 

that affect young men can change their perspectives on contraception and support their 

sexual partners. Evidence has revealed and been argued that interventions and programs that 

have effectively reached men, have changed their attitudes towards use with an increase in 

contraceptive use observed.  

Inter linkages across different factors were found in this study and how  they influence each 

other, such as gender norms can be influenced by health beliefs and religious factors. 

Furthermore, age and marital status intersect and are further influenced by power relations 

(masculinity) of the young men. Health systems and cultural influence and contradict each 

other surrounding myths and misconceptions, side effects and benefits. These two factors 
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focus more on women as responsible for family planning, which discourages young men to 

use contraceptives.  

Service Provision   
Despite challenges of access to quality contraceptive services and acceptability, young men 

are eager to seek information and use contraceptives in environments that are friendly and 

non-judgemental. Unavailability of male providers may still be a challenge as there are more 

female nurses than males. As it may be a benefit to use male providers who are not readily 

available, what is needed is build capacity and a change of attitude by the providers towards 

contraception provision. Young men expressed a negative attitude from the providers, non-

engagement attitude and inadequate information provided to them which could be as a result 

of non-comprehensive training on family planning. Regardless of the training health workers 

get in pre-service and in house trainings, cultural norms and personal values influence the 

way the service is provided. In a similar way empowering providers with knowledge and skills 

by engaging professional bodies so that they uphold professional vales before self-values as 

they provide services. Midwives are more equipped with issues of contraceptives and young 

men as they are taught in pre-service, while nurses learn on the job; there is need to enhance 

continuous professional development therefore, bridging the knowledge gap of between the 

cadres as this could compromise quality and dissemination of different messages which could 

impact utilization.  

The national policy in Zambia, is to provide all sexually active men and women with 

contraceptives (WHO, 1995) in reality adolescents and young men have limited access to 

contraceptives (Mmari, 2003). However, policies and guidelines are not clear which makes it 

difficult for providers to effectively provide contraceptives to young men. Improving service 

delivery will need to review and amend policies that focus on young men and address issues 

of financing, supply management and human resources, as this can reduce barriers and scale 

up access. Guidelines to be clear for providers to effectively use so that they offer the services 

with confidence and without fear of providing service. Furthermore, strengthen linkages 

between community and health system. For example, referrals from community to clinics. 

From a policy and health provider perspective, there is a slow and health systems failure to 

respond to the needs of the young men and their sexual partners.  

Family planning is integrated in the maternal and child health units which makes it difficult 

for young men to access contraceptives. Accessibility does not mean affordability or 

acceptability. These factors are difference and can influence each other and use or non-use 

of contraceptives 

It is important to engage leadership which supports and recognise the need for equity of 

service and reduce inequality gaps in service provision. It is important to start strengthening 

and refocusing male oriented reproductive issues and how to feasibly integrate them into 

health polices and other sectors like education. This will give clear guidelines of operation and 

partner with other institutions with a similar objective. This will enhance Private Public 

Partnerships and coordination and increase contraceptive use.  

Proven Interventions 
Evidence from these approaches revealed that the projects had a positive impact on both men 

and women and overall contraceptive uptake increased for women whose partners 

participated in any intervention. Gender norms, masculinity and equality can be addressed 
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using these strategies and adopt activities which are feasible and sustainable. It is evident 

that men can change attitudes when interventions are targeted  at them thus supporting their 

partners; to improve male uptake and participation there is need to increase financing, 

engage the young men as they have a key role to play in reproductive health and gender 

equality.  Despite positive results achieved, it is difficult to determine if young men will 

practice what has been learnt as some changes may not be acceptable. Therefore, continuing 

promoting key FP messages and using gender transformative approaches that promote 

equality between partners and support communication thus rolling them out to other settings 

in order to increase coverage. Inspite interventions focusing on married men, these 

interventions can also be applied to young men. 

Strengths and Weaknesses of Study 
In this study articles and reports various data sources were used. However, I would like to 

acknowledge that there was a limited number of data specific to study area as most data on 

contraceptive use has been focused on women and leaving out special reference to young 

men, making it very challenging to find rich data. As described in limitations of method, 

primary data collection was not done to get real diverse experiences and perspectives to 

understand factors affecting use. Inspite of limited data on young men contraception, his 

thesis can be applied to similar settings. 

The Andersons behavioral model has been used in this study and was useful in analyzing 

factors that influence use, and the variables are comparable to other settings. Need factors 

may require more research to understand the impact of perceived and evaluated needs on 

contraceptive use.   

CHAPER SIX: CONCLUSION AND RECOMMENDATIONS  

6.1 Conclusion 
The findings of the study as policies, accessibility, availability and provider attitudes affects 

contraception use for young men. Health systems face challenges of inequalities in service 

delivery, inadequate resources and non-implementation of gender sensitive approaches due 

to unclear policies which have been seen as barriers to access and discourage young men to 

utilise FP services. Engaging men as partners, in the health system and increasing access and 

availability of mixed method will increase uptake. Improving contraception use among young 

men will require reducing health system barriers which will increase access especially in 

underserved areas.   

Individual and sociocultural factors such as age, knowledge, low income and educational levels 

had an influence on use. Furthermore, cultural beliefs, gender (masculinity), myths and 

misconceptions also had an influence on young men s contraceptive use. Family planning 

programs have focused primarily on women as it is seen as a woman’s business. There is 

need to increase focus on young men as they have a role to play as partners in FP. It is shown 

that knowledge on contraceptives, not been translated into use. More information and 

empowering young men with knowledge and skills to make decisions improves and restores 

their sexual and reproductive health and that of their partners. 

Effective interventions on male involvement have shown to increase contraceptive use 

between men and women across the sub-Sahara region over the years. To achieve FP results   
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one or two feasible interventions could be adopted and understand lessons learnt. That is to 

involve men in FP as users and partners and understand their reproductive needs.   

6.2 Recommendations 

Policy Level   

Ministry of Health should develop policies that are responsive and inclusive of young men’s 

contraception needs, to scale up male family planning services. This can be achieved by 

engaging civic leaders and representatives for young men in the consultative process to revise 

and strengthen SRH policies which address access and provision of SRH services and age of 

accessing contraceptives.  

Ministry of health should develop capacity building and information communication and 

education (IEC) materials for health providers and engage young men and civic leaders, as 

gate keepers to disseminate and enhance messages on importance of male participation and 

shared responsibility through sensitisations, campaigns and media. 

MOH and MOE to strengthen partnerships, train and build capacity in nurses and teachers on 

issues of reproductive health with a focus on young men. Engage pprofessional regulatory 

bodies in the training so that professionalism and ethics can be addressed in an effort to 

create confidence and motivate nurse and teachers as they deliver these messages to the 

young men. 

MOH to adopt best practices from Pakistan, Malawi and Senegal in young male focused   

sensitisation and awareness activities that can improve uptake by young men and their 

partners that are feasible to out settings 

Strengthen partnership between MOH and MOE, revise the CSE framework to include 

comprehensive issues of sexuality and contraception. Design and develop a referral system 

between schools and health facilities which will improve access. Promote Public Private 

Partnerships (PPPs) and strengthen multi-sectoral coordination for effective response. 

Social/community level  

Civic leaders to play the role of male contraceptive ambassadors, so that they can address 

issues of misconceptions and improve communication strategies that promote the use of 

contraceptives. 

Civic leaders to encourage young men to play key active roles in the promotion of 

contraception use, thus promoting ownerships of contraceptive programs and processes. Thus 

dispel myths and perceptions that FP is a woman’s business by promoting social networks 

through information sharing. Promote gender equality and overcome socially constructed 

gender roles on family planning and contraception.  

Civil Society 

Civil society organisations to conduct sensitisations and work with traditional leaders, religious 

men and men as household heads and play key roles to address social norms and gender 

equality, should also focus on engaging young men as agents of change thus promoting a 

shared  responsibility approach, communication and partner support, leading to access 

information and utilisation of SRH issues. 
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Civil society to engage with young men and women to create social networks and strengthen 

existing ones that will be used to promote information sharing, dispel myths and 

misconceptions about contraceptives; this platform can also be used to create awareness on 

dangers of GBV/IPV and promote safe sex practices between partners.  
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ANNEXES: 

 

Annex 1: Structures, roles and responsibilities in Zambia’s decentralised health 

system  

 

Level Unit of structure Roles/Responsibilities 

Central level  Ministry of Health (HQ) Policy and Regulation 

   

Provincial level Provincial Health Office Administrative 

decentralization link 

between the central and 

district level 

District level 

(hospital level) 

District Health 

Management Teams 

Technical support to the 

provision of services 

Support to hospital 

management 

Health Centre level 

(community level) 

Health Centre 

Committees 

Community Participation 

to the management of 

health Centre’s 

 Neighborhood Health 

Committees (NHCs) 

Community participation 

in Health  

   

 

 

 

Annex 2: Zambia 2010: Population, AGE and Sex Structure 

 

 
 

 

 

Annex 3: Anderson and Newman Framework  

 



 

- 36 - 

 

 

 


