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Abstract
Background: While partner involvement in health-related decision-making is linked with positive health behaviors, a key
gap in the literature exists on how this construct should be measured and the specific ways men and women in Uganda
perceive partner support in the context of family planning. The USAID-funded Social and Behavior Change Activity
(SBCA) in Uganda explored the differences in male versus female priorities in the decision-making considerations and
preferred measures of partner support related to family planning in order to design contextually relevant solutions.

Methods: Cross -sectional study using a nationally representative telephone survey among 1177 men and women aged
18-49 years old in sexual partnerships. Key measures included current family planning use (Are you or your partner
currently doing anything to prevent or delay becoming pregnant?); family planning decision-making considerations (In
your experience, which of the following are the three most important considerations as you make family planning
decisions?); and preferred partner support (What level of involvement would you like to see from your partner in your
family planning decisions?). Multivariable logistic regressions explored factors associated with decision-making
priorities and preferred partner support, adjusting for sociodemographic confounders.

Results: Two-thirds (66%) of men and women wanted a high level of involvement from their partner, which was
associated with higher odds of using family planning (aOR: 2.46, 95% CI: 1.87 - 3.24). Specific ways partners could be
involved included accompanying them to health services (39%), permitting them to get family planning services (26%),
and jointly discussing family planning options (23%). Of note, more women wanted their partner to accompany them
(45%) than men (33%) while more men (29%) wanted to jointly discuss options than women (15%).

Conclusions: Partner support needs to be operationalized differently for men and women; therefore, social and behavior
change (SBC) interventions should employ a gender lens when implementing family planning programs. The project
used these insights to implement a health campaign that leverages the views of key audiences; explicitly encourages
partner dialogue across the various life stages; and empowers women with knowledge and skills to have honest
conversations with their partners about when to have children and how many to have.

Plain English Summary
In Uganda, the uptake of family planning services may be influenced by the degree to which partners support or are
involved in decisions and actions regarding family planning use. Partner support has been defined in other studies from
the male perspective as either escorting his partner to the family planning clinic or providing approval or
encouragement. Using a national telephone survey of adults aged 18-49 years, we explored differences in preferred
levels of partner support for family planning among men and women. We found that most (two-thirds) male and
female respondents wanted a high level of involvement from their partner, and this desire was associated with higher
use of family planning. Respondents noted specific ways their partners could be involved: accompanying them to
health services (39%), permitting them to get family planning services (26%), and jointly discussing family planning
options (23%). Of note, more women wanted their partner to accompany them (45%) than men (33%), while more men
(29%) wanted to jointly discuss options than women (15%). Our findings suggest that partner support is defined
differently for men and women in Uganda. Behavior change programs should take this into account when
implementing activities to improve family planning within communities. The study findings were also used to design
and implement a health campaign in Uganda that explicitly encourages partner dialogue across the various life stages
and empowers women with knowledge and skills to have honest conversations with their partners about when to have
children and how many to have.
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Introduction
Expanding access to family planning services so that individuals can choose when to have children strengthens global
health and human rights in a myriad of ways, including lower maternal mortality rates, expanded educational
opportunities, and empowerment of gender minorities(1, 2). Between 2010 and 2019, Uganda was among the top 10
countries with the largest increase in modern contraceptive use and the largest decline in total fertility in the world(3).
Despite these recent gains, the unmet need for family planning in Uganda and elsewhere in sub-Saharan Africa remains
high, with 28% of women in Uganda having an unmet need for family planning(4). In 2020, the Government of Uganda
committed to reducing the country’s unmet need for family planning and aimed to increase the modern contraceptive
prevalence rate from 30.4–39.6% by 2025(5). To do this, efforts to address gender inequalities and foster partner
involvement in family planning decisions and behaviors could be a promising approach. In this study, we refer to
gender as the socially constructed social relationships between men and women in terms of their roles, behaviors,
activities, attributes, and opportunities, and which are based on different levels of power(1). Gender is a hierarchical
construct that produces inequalities, which in turn intersect with other social, economic, and health inequalities(6).

Role of Gender Equality and Partner Support in Family Planning
Recent studies have identified strong associations between such gender inequalities and family planning use(6, 7). The
freedom to choose when to have children and how many children to have offers both women and men opportunities to
achieve their fullest potential, a central premise of gender equality movements(8). Meeting family planning needs not
only relies on the extent to which relevant family planning services are readily available, but also the extent to which
available services are utilized within communities(9). Use of family planning services depends on men and women’s
abilities as sexual partners to negotiate contraceptive use as well as navigate power dynamics in partnerships and
personal relationships in order to ensure shared responsibility in the uptake of family planning(10).

Public health studies and interventions, including those in sexual and reproductive health, often conceptualize men as
the primary decision-makers within the household, while women are the primary enactors responsible for
intrahousehold health(11, 12). Consequently, many health programs further exacerbate existing unequal power
dynamics and have been gender-neutral—not explicitly taking gender-related differences in health needs and health-
seeking behavior into account(11)—or even gender-exploitative—taking advantage of unbalanced gender norms, roles,
and relations(13). There is a need for studies that explore desired partner involvement in family planning within
communities with the intent of challenging the assumption that men are the primary decision-makers within the
household, and that their involvement in family planning decision-making should or must uphold this norm.

Review of Relevant Literature
Improving partner responsibility and involvement in sexual and reproductive health care may positively impact mental
health and well-being for individual women as well as couples(14). A study conducted in rural Uganda demonstrated
that women who found it difficult to have conversations with their partner about reproductive health issues, including
family planning, were significantly more likely to have symptoms of depression and anxiety compared to women who
found these conversations easy(15). Other studies also conducted in Uganda found that the majority of women
expressed a general discontent with partner involvement in reproductive health, with many women describing a lack of
autonomy in decision-making about their health(16, 17). These studies cited financial dependency, gender disparities,
lack of autonomy, poor communication between couples, and perceptions regarding social norms as major challenges
to reproductive health service utilization(16, 17). More broadly, these couple-centric challenges to reproductive health
care act as a barrier to achieving the ideals of gender equality by preventing both women and men from achieving their
fullest potential, as individuals and as couples.
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Research Gaps and Study Aims
One major gap in the current understanding is how to adequately define and operationalize partner support in family
planning. In many contexts, family planning service providers have defined partner support as when a man escorts his
female partner to a health facility(18–20). In addition, partner support is typically reported by women as their partner’s
approval(21) or encouragement(22) of contraceptive use, or involvement in contraceptive discussions and decision-
making, with limited studies exploring partner support from the man’s perspective(20, 23). Striking a balance between
these different perspectives (provider, female, and male) would improve the current understanding of partner support
and male engagement in family planning. This study aims to explore family planning decision-making and partner
support using a gender equality lens. Specifically, we explore differences in male versus female priorities in decision-
making considerations and preferred measures of partner support related to family planning.

Relevant underpinnings for this study include the social support theory(24), which refers to resources such as advice
and information, emotional support, services, or appraisals that people have access to, based on their relationships and
social ties(25). The exchange of such social support can take place daily within couples’ lives and influence their
decisions or actions, such as whether or not to use a contraceptive method(26). We also posit that in order to improve
partner support in family planning, research and interventions alike must employ a gender-transformative approach
that accounts for gender dynamics and differences(27, 28). Amidst the backdrop of hegemonic inequitable gender
norms related to family planning in Uganda(8), our research investigates how couple dynamics in family planning can
be better quantified and leveraged in the design of relevant family planning programs for Ugandan men, women, and
couples.

Methods

Overview
This study was implemented by the United States Agency for International Development (USAID)-funded Social and
Behavior Change Activity (SBCA) in Uganda, a 2020–2025 program managed by the Johns Hopkins University Center
for Communication Programs that envisions a Uganda where individuals and communities are healthy, resilient, and
supported by strong and adaptable systems and institutions to lead productive lives(29). The program provides social
and behavior change (SBC)-related technical assistance to the Ministry of Health and other stakeholders to design and
implement SBC initiatives that contribute towards a healthy nation. Specific outcomes include a reduction in maternal
and child mortality, malaria prevalence, total fertility rate, new HIV infections, and tuberculosis prevalence, and
improved nutrition outcomes. This study was part of formative research to identify individual and social cultural
determinants affecting the uptake of key desired health behaviors and practices, including family planning. Results of
this study and other formative research have since been used to inform the design and implementation of contextually
relevant SBC interventions.

Study Design and Participants
Study data were drawn from a cross-sectional nationally representative telephone survey of adults aged 18–49 years in
Uganda in December 2020. The telephone survey was conducted due to limitations in face-to-face data collection
during the COVID-19 pandemic in the context of high telephone ownership (about 77%) in Uganda(30). Study inclusion
criteria included the following: i) Resides in one of the four selected regions of Uganda: Central, Northern, Western, and
Eastern; ii) Communicates effectively in the local language or English; iii) Provides informed consent; and iv) Has
access to a mobile phone either personally or through someone in the household.

Sampling and Sample Size
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The sampling procedure included a probability proportional to size (PPS) sampling of enumeration areas (primary
sampling units), stratified by region, and based on projected data from the most recent 2014 national census. Next,
study enumerators visited the enumeration areas and worked with community leaders to acquire a list of representative
phone numbers for all households in the area. Specifically, study team members visited each household, briefly
introduced the study, and requested the contact number of the head of the household or responsible adult. The target
number of telephone numbers was then randomly selected from the list of representative phone numbers within the
enumeration area. After this, study data collectors systematically contacted, recruited, and interviewed sampled
respondents. An adult man or woman was selected from each household. If a potential participant was not reachable, a
replacement telephone number was then randomly selected from the list of representative phone numbers.

The telephone survey recruited a total of eight households from all 175 enumeration areas for an overall sample of
1400 based on the following parameters: an outcome prevalence of 0.50 (for maximum variability); power = 0.80; alpha 
= 0.05; delta = 0.075; and a design effect of 1.5. This study explores family planning outcomes and thus excludes
ineligible participants who are not in sexual partnerships (n = 233) for an analytical sample size of 1177 adults.

Data Collection
The telephone survey was administered in December 2020. Trained data collectors called participants, explained the
purpose and benefits of the study, conducted eligibility screening, and obtained informed consent before proceeding
with the survey questions. The survey interview lasted about 20–30 minutes and included questions on
sociodemographic characteristics and behavioral outcomes related to family planning, malaria, maternal and child
health, HIV, and COVID-19.

Ethical considerations
The ethical review and approval of the study were conducted by the Institutional Review Boards (IRB) from the Johns
Hopkins Bloomberg School of Public Health (IRB No. 00013837) and the Makerere University Institute of Public Health
Higher Degrees, Research and Ethics Committee (No. 864). Before participating in the telephone survey, all respondents
provided verbal consent.

Measures
Key variables included the following:

Current family planning use (yes versus no) was based on the survey question: Are you or your partner currently doing
anything to prevent or delay becoming pregnant?

Family planning decision-making considerations were assessed using the survey question: In your experience, which of
the following are the three most important considerations as you make family planning decisions? Response options
included discussing with my partner; choosing the right method; knowing a place where I can get family planning
services; getting money to pay for family planning services; my partner or I do not approve of family planning; and other
responses.

Preferred partner support was explored using two constructs: preferred level of partner support and specific partner
support activities. The preferred level of partner support was assessed using the survey question: What level of
involvement would you like to see from your partner in your family planning decisions? Response options included no,
some, or high involvement.

Specific partner support activities were explored with the survey question: What specific involvement would you like to
see from your partner in your family planning decisions? Response options included giving permission to go to the
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health center to get more information about family planning; accompanying me to the health center; discussing with
me family planning options to consider; giving me permission to use family planning; paying for the family planning
service.

Other variables included reasons for non-use of family planning (Why are you or your partner NOT doing anything to
prevent or delay becoming pregnant?); sociodemographic characteristics by region (Central, Northern, Western, and
Eastern); age in years (18–24, 25–39, and 40–49); location (urban versus rural); education (< primary, primary, ≥
secondary); and parity (0, 1–4, ≥ 5).

Analysis
Cross-tabulations and tests of associations explored male and female differences in sociodemographic characteristics
and family planning outcomes, decision-making priorities, and preferred partner support. Multivariable logistic
regressions explored factors associated with decision-making priorities and preferred partner support. Covariates
included current use of family planning, age, sex, region, rural versus urban residence, education, and parity.

Results

Description of Study Population
The study population presented in Table 1 comprised 53% men and 47% women. On average, the population was aged
25 to 39 years old (61%), lived in rural areas (72%), had less than secondary education (42%), and had one to four
children (63%). There were significant sex differences in age, education, and parity. Specifically, women were more likely
to be 25 to 39 years old or have more children while men were more likely to be educated.
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Table 1
Description of Study Population

  Male (N = 625) Female (N = 552) Total (N = 1177) P- value

  No. % No. % No. %  

Region             0.746

Central 160 25.6 139 25.2 299 25.4  

Eastern 166 26.6 157 28.4 323 27.4  

Northern 132 21.1 104 18.8 236 20.1  

Western 167 26.7 152 27.5 319 27.1  

Age (years)             0.011

18–24 55 8.8 66 12 121 10.3  

25–39 371 59.4 350 63.4 721 61.3  

40–49 199 31.8 136 24.6 335 28.5  

Location             0.825

Urban 178 28.5 154 27.9 332 28.2  

Rural 447 71.5 398 72.1 845 71.8  

Education             < 0.001

Less than primary 152 24.3 210 38.0 362 30.8  

Primary 266 42.6 223 40.4 489 41.5  

Secondary or higher 207 33.1 119 21.6 326 27.7  

Parity             0.036

None 28 4.5 22 4.0 50 4.2  

One to four 375 60.0 371 67.2 746 63.4  

Five or more 222 35.5 159 28.8 381 32.4  

Total 625 100.0 552 100.0 1177 100.0  

Family Planning Use and Reasons for Non-use
Table 2 presents rates of family planning use and reasons for non-use. Overall, about a quarter (26%) of the study
population (similar proportions among men and women) reported currently using family planning (defined as doing
anything to prevent or delay becoming pregnant). Most common reasons noted by non-users of family planning
included the fear of side effects (38%), disapproval from partner, family, or friends (23%), not knowing the appropriate
method to use (11%), and cultural or religious concerns (9%), as well as the cost/inaccessibility of family planning
services. None of these reasons differed significantly by sex.
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Table 2
Family Planning Use and Reasons for Non-use

  Male

(N = 625)

Female (N = 
552)

Total

(N = 1177)

P-
value

Currently using family planning No. % No. % No. %  

Yes 463 74.1 405 73.4 868 73.7 0.782

No 162 25.9 147 26.6 309 26.3  

Reasons for not using family planning among non-
users

Male

(N = 162)

Female (N = 
147)

Total

(N = 309)

P-
value

Fear of side effects 61 37.7 56 38.1 117 37.9 0.936

Partner, family, or friends disapprove 31 19.1 40 27.2 71 23 0.092

Not knowing appropriate method to use 15 9.3 18 12.2 33 10.7 0.396

Forbidden by culture or religion 15 9.3 13 8.8 28 9.1 0.899

Family planning services are expensive/inaccessible 11 6.8 9 6.1 20 6.5 0.812

Family Planning Decision-making Considerations and Preferred
Partner Support
The contexts of decision-making and support among family planning users are presented in Table 3. Most (85% each)
men and women in Uganda aged 18 to 49 years equally considered discussing with their partners to be the biggest
consideration for deciding to use family planning. Other important considerations equally noted by both men and
women included choosing a family planning method (74%), knowing where to get a method (53%), and getting money
to pay for family planning services (24%). Interestingly, significantly more men (28%) compared to women (20%)
viewed getting the money to get family planning services as an important consideration.

Equal proportions of men and women in Uganda (66%) preferred a high level of involvement from their partners.
Specific ways that respondents noted their partners could be involved included accompanying them to health services
(39%), permitting them to get family planning services (26%), and jointly discussing family planning options (23%).
Notable gender differences included more women (45%) wanting their partner to accompany them than men (33%) and
more men (29%) wanting to jointly discuss family planning options than women (15%).
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Table 3
Family Planning Decision-making and Preferred Partner Support

  Male Female Total P- value

Decision-making considerations No. % No. % No. %  

Discussing with partner 525 84 479 86.8 1,004 85.3 0.180

Choosing the right method 459 73.4 415 75.2 874 74.3 0.495

Knowing where to get method 322 51.5 305 55.3 627 53.3 0.200

Getting money to pay for services 172 27.5 110 19.9 282 24 0.002

Personal or partner approval 45 7.2 45 8.2 90 7.6 0.540

Preferred partner support              

High involvement overall 405 64.8 367 66.5 772 65.6 0.544

Accompany to health center 209 33.4 247 44.7 456 38.7 < 0.001

Joint discussion 183 29.3 85 15.4 268 22.8 < 0.001

Permit to go to health center or use method 151 24.2 158 28.6 309 26.3 0.082

Pay for method 37 5.9 31 5.6 68 5.8 0.823

Factors Associated with Family Planning Decision-making
Considerations
Table 4 presents characteristics of people with different family planning decision-making considerations. Adults who
viewed partner discussions as an important consideration were more likely to be from the Northern (adjusted odds ratio
(aOR): 5.25; 95% confidence interval (CI): 2.76–9.98) and Western (aOR: 2.52; 95% CI: 1.52–4.18) regions. Those who
valued such considerations were also five times more likely to be family planning users (aOR: 5.11, 95% CI: 3.58–7.30).
Those who viewed choosing a family planning method as an important consideration were more likely to have higher
levels of education (aOR: 1.56; 95% CI: 1.07–2.28) and had three times greater odds of using family planning
(aOR:3.38; 95% CI: 2.54–4.51). Those who noted knowing where to get a method as an important consideration had
greater odds of having higher levels of education (aOR: 1.40; 95% CI: 1.01–1.93) as well as having one to four children
(aOR: 2.66; 95% CI: 1.40–5.09) or more than five children (aOR: 2.40; 95% CI: 1.22–4.71). They also had about twice the
odds of using family planning (aOR: 1.98; 95% CI: 1.51–2.59). While those who viewed having enough money to pay
for services as an important consideration were less likely to be female (aOR: 0.65; 95% CI: 0.49–0.86) but more likely
to have five or more children (aOR: 2.53; 95% CI: 1.01–6.36), this consideration was only marginally associated with
family planning use (aOR: 1.36; 95% CI: 0.98–1.80). Finally, those who viewed partner approval as an important
consideration for family planning were less likely to be in the Northern (aOR: 0.30; 95% CI: 0.13–0.72) or Western (aOR:
0.40; 95% CI: 0.19–0.84) regions. They were also less likely to have a primary (aOR: 0.57; 95% CI: 0.33–0.96) or
secondary (aOR: 0.51; 95% CI: 0.27–0.95) education. Viewing partner approval as an important consideration for family
planning was significantly associated with reduced odds of family planning use (aOR: 0.30; 95% CI: 0.19–0.47).
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Table 4
Factors Associated with Family Planning Decision-making Considerations

Characteristicsª Discussion with
partner

Choosing the
right method

Knowing where
to get method

Getting money
to pay for
services

Personal or
partner approval

aOR 95%
CI

aOR 95%
CI

aOR 95%
CI

aOR 95%
CI

aOR 95%
CI

Female 1.37 0.96–
1.95

1.16 0.88–
1.54

1.2 0.94–
1.53

0.65** 0.49–
0.86

1.04 0.66–
1.64

Eastern 1.07 0.68–
1.68

1.04 0.70–
1.55

1.31 0.93–
1.85

1.14 0.76–
1.70

1.57 0.87–
2.83

Northern 5.25*** 2.76–
9.98

1.02 0.67–
1.55

1.06 0.74–
1.53

0.93 0.60–
1.44

0.30** 0.13–
0.72

Western 2.52*** 1.52–
4.18

1.48 0.98–
2.21

1.18 0.84–
1.66

1.33 0.90–
1.96

0.40* 0.19–
0.84

25–39 years 0.74 0.40–
1.39

1.38 0.87–
2.18

0.7 0.46–
1.07

1.12 0.69–
1.82

1.08 0.51–
2.28

40–49 years 0.75 0.38–
1.47

1.17 0.71–
1.94

0.76 0.48–
1.21

0.71 0.41–
1.23

0.87 0.38–
1.98

Rural residence 1.03 0.69–
1.55

1.19 0.86–
1.63

0.75* 0.57–
0.99

0.96 0.69–
1.32

1.05 0.60–
1.82

Primary 1.28 0.84–
1.95

1.38 1.00–
1.92

1.09 0.82–
1.45

1.27 0.91–
1.78

0.57* 0.33–
0.96

Secondary or
higher

1.27 0.79–
2.04

1.56* 1.07–
2.28

1.40* 1.01–
1.93

1.11 0.76–
1.63

0.51* 0.27–
0.95

One to four 1.37 0.65–
2.91

1.2 0.62–
2.32

2.66** 1.40–
5.09

2.22 0.91–
5.42

0.65 0.26–
1.64

Five or more 1.34 0.60–
3.00

1.12 0.56–
2.24

2.40* 1.22–
4.71

2.53* 1.01–
6.36

0.82 0.31–
2.18

Currently using
family planning

5.11*** 3.58–
7.30

3.38*** 2.54–
4.51

1.98*** 1.51–
2.59

1.36 0.98–
1.89

0.30*** 0.19–
0.47

ª Reference categories include (respectively) male sex, Central region, 18–24 years of age, urban residence, less
than primary education, nulliparity, and not currently using family planning

*p ≤ 0.05; **p ≤ 0.01; ***≤0.001

Factors Associated with Preferred Partner Support in Family
Planning
Table 5 presents characteristics of people with preferred levels and specific measures of partner support. Adults who
wanted a high level of involvement from their partners were less likely to be from the Eastern (aOR: 0.53; 95% CI: 0.37–
0.76) region but were 2.5 times more likely to be family planning users (aOR: 2.46, 95% CI: 1.87–3.24). Those who
wanted their partner to accompany them to the health center were more likely to be female (aOR: 1.64; 95% CI: 1.28–
2.09) and from the Western Region (aOR: 1.87; 95% CI: 1.33–2.64), but this was not associated with increased odds of
family planning use. Adults who preferred joint decision-making with their partners were less likely to be female (aOR:
0.46; 95% CI: 0.34–0.61), while adults who preferred having their partner’s permission to go to the health center or use a
method were more likely to be in the Eastern (aOR: 1.52; 95% CI: 1.04–2.24) or Northern (aOR: 1.83; 1.23–2.74) regions
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and more likely to be family planning users (aOR: 1.45; 95% CI: 1.06–1.99). Finally, adults who preferred for their
partner to pay for the family planning method were slightly less likely to be in the Eastern (aOR: 0.16; 95% CI: 0.07–
0.39) or Northern (aOR: 0.10; 0.03–0.34) regions.

Table 5
Factors Associated with Preferred Levels and Specific Activities of Partner Support

  Overall Level of
Support

Specific Activities of Support

Characteristicsª High
involvement
overall

Accompany to
health center

Joint discussion Permit to go to
health center or
use method

Pay for method

aOR 95%
CI

aOR 95%
CI

aOR 95%
CI

aOR 95%
CI

aOR 95%
CI

Female 1.16 0.90–
1.49

1.64*** 1.28–
2.09

0.46*** 0.34–
0.61

1.26 0.96–
1.65

0.88 0.53–
1.47

Eastern 0.53*** 0.37–
0.76

0.95 0.66–
1.36

0.98 0.65–
1.46

1.52* 1.04–
2.24

0.16*** 0.07–
0.39

Northern 1.11 0.75–
1.66

1.26 0.87–
1.84

0.91 0.60–
1.40

1.83** 1.23–
2.74

0.10*** 0.03–
0.34

Western 0.86 0.60–
1.24

1.87*** 1.33–
2.64

0.80 0.53–
1.19

0.81 0.54–
1.21

0.65 0.36–
1.17

25–39 years 0.82 0.53–
1.27

1.21 0.79–
1.86

0.90 0.55–
1.48

0.89 0.57–
1.38

0.65 0.28–
1.51

40–49 years 1.03 0.63–
1.67

1.29 0.80–
2.06

1.05 0.61–
1.81

0.75 0.46–
1.24

0.48 0.19–
1.23

Rural residence 1.14 0.85–
1.53

1.22 0.92–
1.63

1.00 0.72–
1.39

0.86 0.63–
1.17

0.85 0.49–
1.48

Primary 0.93 0.69–
1.25

1.05 0.79–
1.41

0.85 0.60–
1.21

1.08 0.78–
1.48

1.27 0.68–
2.36

Secondary or
higher

1.41 0.99–
1.99

0.98 0.71–
1.36

1.39 0.96–
2.01

0.9 0.62–
1.30

0.62 0.28–
1.36

One to four 1.11 0.59–
2.09

1.15 0.61–
2.19

1.49 0.68–
3.25

0.72 0.37–
1.39

1.26 0.35–
4.53

Five or more 1.12 0.58–
2.17

1.02 0.52–
1.99

1.56 0.69–
3.51

0.83 0.41–
1.65

1.45 0.38–
5.55

Currently using
family planning

2.46*** 1.87–
3.24

1.22 0.93–
1.62

1.13 0.82–
1.56

1.45* 1.06–
1.99

0.81 0.45–
1.44

ª Reference categories include male sex, Central region, 18–24 years of age, urban residence, less than primary
education, nulliparity, and not currently using family planning

*p ≤ 0.05; **p ≤ 0.01; ***≤0.001

Discussion

Summary of findings
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This novel study sought to quantify decision-making and preferred partner support for family planning in Uganda using
a gender equality lens. Results showed that the major decision-making considerations significantly associated with
current use of family planning included the following: partner discussion, choosing a family planning method, knowing
where to obtain a method, and having enough money for family planning services. While both men and women desired
a high level of overall involvement from their partners and this was associated with family planning use, sex
differences were observed in decision-making considerations and specific partner support activities. These differences
suggest that partner support should be operationalized differently for men and women and that SBC interventions
would do well to employ a gender lens when implementing family planning programs.

Implications for SBC programming
SBC interventions can positively change gender norms and household power dynamics to improve well-being across
multiple areas, including family planning and reproductive health. Our study corroborates existing literature on the
importance of partner support for contraceptive use(14–20, 23). We show that while men and women mostly want their
partners to support them in similar ways, they define this support differently. Specifically, men view financial provision
while women view being escorted to get family planning services as important aspects of partner support. The findings
suggest the need for interventions that push the narrative of partner support for family planning in Uganda using
approaches that are sensitive to existing gender-based power imbalances among couples while seeking to encourage
equitable partner communication.

Specific SBC approaches based on findings
USAID SBCA used these insights to inform the newly designed national multimedia umbrella family health campaign
named “Happiness.” The campaign was developed using human-centered design processes leveraging the views of
community members, leaders, and health providers in the program design and implementation. The campaign also
infuses behavioral science and economic approaches, such as narrative storytelling and nudges like special invitations
or personalized messages to male partners, respectively. Campaign messages explicitly encourage partner dialogue
and communication across the various life stages: during courtship, pregnancy, childbirth, and rearing. In addition, the
campaign aims to empower women with knowledge and skills to have honest conversations with their partners about
when to have children and how many to have. By engaging community gatekeepers and influencers, the campaign is
also addressing negative gender norms and positioning family planning as not just a woman’s responsibility, as well as
highlighting the fact that women have a right to use family planning regardless of partner approval. The freedom to
choose when to have children and how many children to have offers both women and men opportunities to achieve
their fullest potential, a central premise of gender equality.

Policy and Research Implications
The study findings suggest that appropriate policies that operationalize partner support are needed for increased family
planning uptake. At the community level, further efforts are needed to explore how by-laws can go beyond enforcing
male attendance for antenatal visits to also accommodate joint decision-making related to family planning. This may
include communication strategies during provider interactions with individual and couple clients. Given study findings
highlighting respondents’ concerns about where to get a family method as well as the cost of services, policies should
explore how family planning services can remain accessible to all community members regardless of gender, location
or financial status. Additional research should uncover specific subgroup differences in partner support for family
planning, such as how perceived partner support differs among younger versus older couples, type of sexual
relationship (married versus unmarried), family planning needs (spacing versus limiting) as well as other cultural or
psychosocial drivers of the heterogeneity in perceived partner support in Uganda.

Strengths and Limitations
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Noteworthy strengths of this novel research include the use of nationally representative quantitative data employing a
person-centered gender equality approach to understand how study populations define what partner support means to
men and women in Uganda. However, we acknowledge some limitations that future researchers should aim to address.
These include the use of cross-sectional data, which does not permit the inference of causality, as well as the use of
telephone interviews, which may be prone to social desirability bias and the inability to observe non-verbal cues.

Conclusion
This innovative study explored the specific ways men and women in Uganda perceive partner support and involvement
in the context of family planning. Study findings suggest the need to operationalize partner support differently for men
and women when implementing family planning programs. Study findings can inform the design of necessary
individual- and couple-level interventions to reduce unmet need for family planning in Uganda.
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