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Article History: The determinants of contraceptive utilisation amoneshage mothers in refugee settings
Received 20th, July, 2015 are poorly understood. To establish and compare detentsirof contraceptive utilisation

amongst refugee and host teenage mothers in KyangRefligee Settlement, we
conducted a case-control study to interview 132 cases 264 controls made up of
mothers aged 13-19 years during April 2014, using suguestionnaires and a focussed
group discussion. Quantitative data was analysethuSPSS 16.0.Chi-square testing and
Odds ratios at 95% confidence interval, and p<0.05%igsificant were conducted to
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Key words: determine factors that significantly influenced corggtve utilisation. Of the 396 teenage
Case-Control, Contraceptive-Utilisation, mothers, 64.6% (256) were refugees whereas 35.4% (140)hastenationals. Spousal
Nationals, Refugees, Teenage-Mothers support [)@26.489, p=0.039; OR=2.250 (1.99471) 95% CI], husband’ level of

education [¥=16.189, p=0.000; OR=2.043(1.442-2.896) 95% CI] andva birth order
[X?=7.749, p=0.005; OR=1.227 (1.072-1.405) 95% CI] were figmit determinants of
contraceptive use. The major barriers contraception wereofeade effects 35.4% (140),
refusal by the husband 30.3% (120) and lack of comyuased access 23.0% (91).
There was no significant statistical difference in autrrese of contraceptives between
refugee teenage mothers and host nationals@X38, p=0.710; OR=1.087(0.701-1.686)
95% CIl].There is need to restructure delivery of conpriee services in a way that
enhances maximum uptake amongst teenage mothersfugeee settings, through
integrated outreaches, girl-child education and neaigeted messages in order to curtail
the consequences of contraceptive underutilisatiahis population.
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INTRODUCTION The poor adolescent population in Africa and Uganda is at
high risk of unwanted pregnancy and HIV/STI’s due to unmet
Kyangwali Permanent Refugee Settlement is a home for oveheed, low uptake and low contraceptive prevalence rate)CP
40,000 refugees (UNHCR, 2013) and Ugandan nationalsiUN, 2001; Westoff, 2001; UNFPA, 2002). In Uganda CPR
living in host areas. It is located in Hoima District, 80kmmfro s only at 24% and unmet need for FP at 35% (UNFPA, 2001
Hoima town-South Western Uganda. The refugees are fromyestoff, 2001) resulting in abortions (Global health council,
Congo, Rwanda, Burundi, South Sudan, Somalia and Kenyezooz), h|gh adolescent pregnancy rate (UNDP’ 2006) and
(Action Africa Help International, 2013). The on-site refugee high fertility rates of 6.7 children per woman (Population
settlement management is headed by the Office of the Prim@ata Sheet, 2007) amidst HIV pandemic (UNFPA, 2001).
Minister (OPM) alongside the United Nations High Only 12% of teenage mothers use contraceptives (Alan
Commissioner for Refugees (UNHCR) with its” implementing Guttmacher Institute 2004, Macro International 2002)
partners (UNHCR, 2013). resulting in high maternal mortalities due to high blood
pressure, excessive bleeding, obstructed labour and néw Hi

The settlement has 4 health facilities that offer Family jnfections (UNAIDS, 2004; Myagmar E, 2000; Catetsal.,
Planning (FP) services. Referrals are made to Hoima2010; Crossettet al.,2005).

Regional Referral (80km from the settlement) and Mulago

National Referral Hospitals (207km from the settlement) for Maternal mortality and low contraceptive uptake are reported

specialist services. Provision of quality FP and ensuringto be highest amongst women in rural areas (WHO, 1997;

manageable families for economic development and self-UNDP 2006) like Kyangwali Refugee settlement, where

reliance are in line with the government and UNHCR’s contraceptive usage is only at 29% (Action Africa Help

objectives (UNHCR, 2007). Uganda, Performance Indicators Report, 2013), despite the
reported availability of free FP services.




I nternational Journal of Current Advanced Research Vol 4, I ssue 8, pp 243-257, August 2015

Statement of the Problem e To compare determinants of health and contraceptive
utilisation between refugee and host teenage women

Africa’s adolescent pregnancy rate is highest in the world aged 13 to 19 years living in Kyangwali Refugee

with 12% of African teens giving birth every year as Settlement.

compared to 3% in developed countries (UNDP, 2006). « To highlight priority areas for programmes and

Despite Maternal and Child Health having a high priority on policies aimed at improving contraceptive security

the Global agenda, most prominently underlined in the for adolescent mothers in Refugee Settings.

Millennium Development Goals (MDG) 4 “To reduce child

mortality” and 5 “To improve maternal health”,the prospects Review of Literature

towards achieving these MDGs by 2015 in Uganda appear
bleak.Ugandan CPR of 24% is too low compared to 60% inFactors|nf|uencing Contraceptive Usage in General
Asia and 70% in Western Europe yet teenage birth ratemare Population
high amidst AIDS pandemic (UNFPA, 2001).

Despite the existence of adolescent and other reproductive
Ugandan adolescents conceive as early as 13 yeasdas health policies, lack of political will has been a major
more than 50% engage in sexual relationships by the fage chindrance to improving contraceptive security in Uganda,
15 years (Luleet al, 2013). In a refugee setting, the with 70% ofcontraceptive supplies being provided through
implication of an unplanned teenage pregnancy is not onlydonor funding (Leahet al., 2009).Even in areas where the
socially devastating but also economically delays self-refian government has made the FP services freely available and

that contravenes the goal for humanitarian agencies. accessible, no significant increase in uptake has beeredotic
o at community level(Anthony, 2003).There is paucity of data
Justification on case control studies targeting FP utilisation amongst

refugee teenage mothers in Africa and Uganda in general.
Ugandan Maternal Mortality Ratio and Infant Mortality Rate However for the general reproductive age group, the
continues to be high at 700/100,000 live births and 172/1,00&commonest reasons for non-use of FP include: rejecton b
live births respectively (UBOS, 2007), despite the availability the husband (Onwuzuriket al., 2001; Calverton, 2002;
of free FP services. An important intervention towards |kechebelu et al., 2005), insufficient knowledge (Ozgur,
achieving the MDG 5 target is the provision of modern FP 2001; Naghma, 2002; Koret al., 2002), fear of side effects
among women in Sub- Saharan Africa (Cadtsal., 2010; and religious prohibition (Korrat al.,2002; Ikechebelet al.,
Sachset al.,2005). There is evidence that if couples can space2005; Kumaet al., 2005), level of education and urban
their pregnancies by at least two years apart throughsthefu  |ocality (UNDP, 2006) amongst others.
contraceptives, up to 35% of maternal deaths and up to 13%
of child mortalities could be averted (Clelaed al., 2006; Determinants of Family Planning Usage in Refugee settings
Rutstien, 2008; Stoveat al.,2010), whilst 25% of under- five
mortalities could be averted if birth intervals were at least Although some studies demonstrate that camp based refugee
three years (Rutsien, 2008).The cost-effectiveness ofand IDPs have better reproductive health outcomes than the
contraceptive usage in poverty reduction and socio-economigopulations in their host country or country of origin (dgn
development in the poor communities is well et al.,2002) and that some risks such as maternal and infant
documented (Reproductive Health Supplies Coalition, 2009;mortality increase in early stages of an emergency, &t ¢
Singhet al.,2009; Speidett al., 2009). diminish as refugees benefit from health services in statbilize

camp settings (Bartlett al., 2002), sustainability of such
Thus contraceptive uptake in refugee settings will not onlyimproved reproductive health services in refugee popuktion
break the cycle of poverty but also enhance self-remains a challenge as some implementing partners tend to
reliance.However no such case-control studies have tlyrren withdraw donor funds in the stabilisation phase, especially in
been conducted in Ugandan refugee settings to provide tha permanent refugee settings like Kyangwali.
evidence base for restructuring such services in this age
group. Establishing the determinants of FP utilisation will Despite the fact that an ideal programme for refugees should
guide Ministry of Health, UNHCR and other relevant health comprehensively cover FP, safe motherhood, STIs/HIV
bodies in setting up plans and strategies that will enableprevention, and sexual and gender-based violence protection
vulnerable teenage refugee mothers to seek and access KRAWG, 1999), often FP services are not seen as lifeagavi
services. Study findings will be used as evidence to ingprov interventions in crisis humanitarian situations (Beattyal.,
contraceptive security to minimise delays in access t02001). Improving FP services in refugee settings not only
contraceptives for survivors of sexual violence and gtrem safeguards individual health and rights but also impraves t
human resource capacity to provide sustainable FP ssrivic ~ quality of life for individual women, their husbands, ahe

conflict and post conflict situations. children. However according to the Palestinian Central
Bureau of Statistics (PCBS, 2004) and (UNFPA, 2006), the
Main objectives of the study FP consumption rate tends to be low amongst refugee women

compared to the general population. It is also true that the
+ To determine the socio-demographic, sociocultural world’s highest maternal and infant mortality rates are often
and service delivery factors that influence reported in refugee populations where FP consumption is
contraceptive utilization and preferred methods in extremely low (UNFPA, 2007; Tomczydt al.,2000) thus the
Kyangwali refugee Settlement. current contraceptive prevalence rate of 29% in Kyangwali
refugee settlement is worrying.
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Whilst support for contraception and other reproductive healthlack of understanding of how the information from service
programmes has increased considerably over the past twstatistics can be used, long delay in new directives fioan t
decades in refugee population, there is still variation é th central level reaching local levels may all affect usage of
quality and availability of such comprehensive services byavailable family planning services in refugee settings like
country, setting, and service provider; with the greatestteff ~Kyangwali.
especially during the emergency response phase being set
towards STI/HIV prevention (Krauset al., 2000; IAWG, Reproductive health staff may also lack adequate, consistent
2004), yet experiences from Sierra Leone (Sonnetldd., guidelines and protocols on service provision or may face
2008; CARE Sierra Leone, 2005) warrantees attention toobstacles in effectively implementing them, particularly in
emergence contraception as sexual exploitation, gender-basedatute crisis situations (IAWG, 2004). In some casesigesf
violence, and transactional sex during conflict situations aresettlements have not appointed reproductive health focal
commonly reported, particularly when rebels decide to rapepersonnel or gender and child protection officers (Women’s
women and girls as means to subdue and humiliate theiCommission for Refugee Women and Children, 2003),
opponents (Human Rights Watch, 2003). It is also notespecially for youths and adolescents as desired. Other
uncommon for women in conflict situations to offer sexaas  refugee settings lack protocols like the (Bosmans and
easy way to access food and shelter, or to gain passagéemmerman, 2003; Centers for Disease Control and
through border crossings and get transportation to safePrevention, 2007; and Women’s Commission for Refugee
locations (Women’s Commission for Refugee Women and Women and Children, 2004 and 2006) for addressing rape
Children, 2004). These risks come along with increasedthat include provision of emergency contraceptives (Human
unwanted pregnancies, STIs and vicious cycles of povertyRights Watch, 2005). Policy frameworks for meeting the
that socioeconomically disempower such victims from being reproductive health needs of teenage refugee mothers may
self-reliant yet self-reliance is the core value and mainalso be lacking (Michaeét al., 2005) but also inadequate
objective of the humanitarian agencies. guidelines on coordination and collaboration amongst
implementing partners in reproductive health in refugee
Even though there may be willingness for refugee wotoen settlements can weaken the quality services delivered (IAWG,
use contraceptives, limited options, supplies and stock-out2004). In the absence of clear guidelines and supenvisi
may limit their consumption in camp setting®omen’s service providers may rely on their own judgments to
Commission for Refugee Women and Children, 2003; Krausedetermine which clients are eligible to receive FP services that
et al, 2005). Stock-outs of contraceptives are common due tomay create an unmet need for adolescent mothers aed rap
irregular supply and disrupted distribution systems, as well a victims especially where there are restrictions based en ag
difficulties in estimating needed quantities (Dixon, 1996; marital status, parity, spousal refusal, religious prohibition
Beattyet al.,2001). Such limitations cannot be disputed for and parental consent.
Kyangwali Refugee Settlement where host nationals also
compete for the same reproductive health servicesedffat Refugee populations may have various religious, cultural,
health centres within the settlement. In the context of limited gender, and social norms that may prevent them frangus
supplies, high demand, and corruption, clients may becontraceptives (Morrison, 2000; IAWG, 2004; Women’s
charged informal fees or may be asked to provide their o Commission for Refugee Women and Children, 2003; and
supplies (Beatty,et al., 2001). In some cases, minimal Human Rights Watch, 2005). For example, women may be
contraceptive options are available at a time as long-termunable to negotiate condom use or may face opposition from
methods are often seen as less critical in crisis situatiahs antheir husbands in using other contraceptive methods. Also,
may be lacking (IAWG, 2004). attitudes held by men and broader perceptions about male
involvement in family planning may result in limited outrkac
Even in presence of reliable supplies for contraceptivesto men. In terms of demand, the stress and uncertaiotties
accessibility by refugee women may be limited due to conflict situations may result in increased demand for
shortages of trained medical personnel both in camp @amd n  contraceptives.
camp settings (Pougiet al., 2005), since identifying and
deploying staff with experience in emergency relief may be Conversely however, in post-conflict situations, women may
impossible (Krauseet al., 2000). Whilst it necessitates feel increased pressure to replace their lost families orrbelp
training staff in conflict situations; in fields of FP and the populate their countries of origin, thus limiting FP
latest contraceptive technologies (Women’s Commission for consumption (McGinn, 2000; McGinet al., 2004). On the
Refugee Women and Children, 2004), retaining such staff inother hand; lack of transportation and long travel distances;
remote and hard to reach areas like Kyangwali is difficult inconvenient hours of clinic operation; lack of teenage-
especially in presence of demotivating low salaries (IAWG, friendly reproductive health services; lack of appropriate
2004). Maintaining appropriate gender balance of staff,information, education, communication (IEC) materials for
particularly for women seeking contraception for rape andrefugees; and limited monitoring and evaluation of
other sexual abuse also remains a challenge (Women’s reproductive health services in refugee settings may
Commission for Refugee Women and Children, 2003; IAWG, potentially affect the quality, delivery and consumption of FP
2004) as more males than females form health carédarnsy services. It is upon these dynamics that routine accessibility
Frequent absence and turnover of personnel, dispropatdion acceptability and attitudinal studies become mandatory to
urban-rural or regional distribution of doctors and nurses,enable the evidence base for restructuring policies aiutk gu
medical barriers like restrictions on the personnel permitted delivery of such services in a vulnerable refugee pdpula
distribute contraceptives or to administer drug treatment, andAlthough researchers have evaluated factors associated with
the requirement of spousal consent for adolescent mothers
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the use of family planning methods in most parts of Africa contraception but whose spouses were currently practicing
and Asia where consumption tends to be low. None of suchmodern male contraception.

case-controlstudieshad been conducted in Uganda particularly

in refugee settings. To fill these gaps, this case-costualy Controls

determines the socioeconomic, sociocultural, service dgliver

and socio-demographic factors as well as individual attude Study population included all teenage mothers aged 13 to 19
and knowledge influencing the use of contraceptivesastong years living in Kyangwali Refugee Settlement who have
teenage mothers in Kyangwali Refugee Settlement, Souttmever used any modern contraceptive method. The target
Western Uganda. It is hoped that study findings will population included teenage mothers aged 13 to 19 years
contribute to the improvement of FP consumption particularly living in Kyangwali Refugee Settlement who have never
amongst the vulnerable teenage women in refugee settingpracticed any modern contraceptive method. These controls
through appropriate service delivery strategies andwere matched for; age group, marital status, place of

community desired approaches. residence and country of origin.
RESEARCH METHODOLOGY Exclusion Criteria
Study Site, design and Scope General

A case control study was employed since no such a smaly ~Teenage mothers who are not registered or with no proper
been conducted in this region yet appropriate for a dynamiddentification document to live within Kyangwali Refugee
refugee population whose follow up might be difficult. A 2:1 Settlement, severely sick or insane mothers of the sigey
matching was employed where two control persons weredroup living with in the refugee settlement and women
sought for every case person.The study was both healthputside the age bracket of 13 to 19 years were beyoad t
facility and field based, carried out in 4 weeks during th Scope of this study. Eligible mothers who declined an
month of April 2014, in Kyangwali Refugee Settlement in informed written assent/ consent were also excluded.

Hoima District, South Western Uganda. The cases were

selected from registers of clients accessing contraceptiorf-ase

services at the four health facilities available within the o
refugee settlement including; two government aided public Teenage mothers aged 13 to 19 years who were practicing
facilities (Kyangwali HC Ill and Kasonga HC II) and two traditional methods of family planning were excluded since

private UNHCR funded facilities (Rwanyawawa HC Ill and the aim of the study was to establish determinants folothe
Nguruwe HC II). use of modern contraceptives.

Study Population Controls

The study population wasteenage mothers aged 13 to 19 yead €enage mothers who had practiced modern contraceptive

who were living in Kyangwali Refugee Settlement at the time Method in the past but were not currently using any nmoder
of data collection. contraception were excluded. Teenage women were tiyrren

using traditional contraceptive methods were also excluded.

Inclusion Criteria . N
Sample size estimation

General ) ) ) )
The sample size was determined by using the Keish and

Teenage mothers aged 13 to 19 years living within Kyatig ~ Leslie (1965) formula as below:

Refugee Settlement were recruited and interviewed once until )

the required sample size was obtained. Evidence ofN=ZPQ/D’

registration as a refugee by show of registration card or ) )

equivalent and presentation of proper identification for host Where N= sample size required

nationals was a prerequisites fOI_’ inclusion into the_ _stulj;s T Z is the standard normal deviate at =5% (1.96 for a 95%

was to screen off those who might have been visitoredo t : :

: o - ~ confidence interval)
settlement. Each identified eligible participant was then be

assigned an anonymous unique code. P and Q are the population proportions; P = Probability of

exposure give that a person is currently using fapléyning

and Q is (1-P). Since the contraceptiveexposure ratetfiem
revious survey is reported to be 29%, then P=0.29, and
=0.71 D = the level of precision desired (0.05); Therefore,

Cases

The study population included teenage mothers aged 13 to 1
years in Kyangwali Refugee settlement who were registered
modern family planning users. The target population included N = (1.96§ x 0.29x 0.71
all teenage women aged 13 to 19 years who live in Kyalngwa (0.05%0.05)
Refugee Settlement and were currently using any moderry; - 317
contraceptive method and all women in the specified age

group who were not currently using any modern method 0 agming a 75% response rate, additional 25% was added on
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the sample size, thus N=317+79

Main Study Variables
The sample size was 396 participants. In this study, two
controls were matched for each case i.e. (controls: c29§s=  The study variables include both dependent and independen
thus the exact number of cases and controls were deaived In this study, the determinants of contraceptive utilisatien a
follows: ncontrols +ncases=396. Buicontrols2ncases, thus  the independent variables while current contraceptive
number of cases wre 132 while number of controls \2éde utilisation is the major dependent variable.

Sampling procedure, | dentification of Cases and Controls Outcome Variables

According to action Africa Help Uganda (2013), there are The study determines factors influencing contraceptive usage
only four available static health facilities within the refugee Percentages, Chi square and Odds ratios are calculated for
settlement where people seek for health care and eacksef th each of independent determinants for contraceptive usage
offer contraception and reproductive health services. ®fvo Data on exposure variables including; Socio-demographic
these are government facilities and the other two are privateharacteristics like; age, religion, parity, marital status,
UNCHR funded facilities. For maximum representation, all education level, refugee status; Service delivery factors like
these wererepresented in the study. For equal representatiotravel distance from home to the nearest health facility,
with the aid of FP registers, proportional allocation of sample duration of stay in the refugee settlement, convenience of
sizes were computed for each of the 4 health units dapendi opening hours at the health facility, service provider atitud
on number of cases that accessed FP services at m giveavailability of preferred options of contraceptionwas obtained.
facility. Information on sociocultural factors like spousal and pafenta
approval for use of FP and any other cultural hindzangas
Since there were family planning registers for all women also obtained in the survey questionnaire, and was
using modern contraceptives at each of the four healthcomplemented with one focussed group discussionfor
facilities with in Kyangwali refugee settlement, selection of qualitative analysis.
cases were initially stratified into two age groups: (13-17)
years and (18-19) years. The rationale for this ageStudy Procedures
stratification was because the Ugandan constitution considers
any sexual relationship with women below 18 years asEvery respondent was explained to the purpose and outcome
defilement. Using proportional allocation, sample sizes wereof study and consented/assented to participate. A self-
calculated for each age stratum. Simple random samplisg w administered research questionnaire was then admimistere
then conducted to select the pre-determined number ofWomen who could read and write filled the questionnaires
participants for each age stratum from the stratified register themselves while the rest were assisted by the investigators
These cases were then be traced through safe motkderhod/HTs and midwives who had been trained on the concept of
promoters, local chair persons and village health teamscase control studies and administration of the questionpaires
(VHTs); with the aid of address lists extracted from the to avoid misinterpretation of concepts. It took about 5-10
regional office of the prime minister and regional Health minutes to fill each questionnaire. The right of each patient to
Centre FPregisters within the refugee settlement. participate or opt out of the study at any stage was highly
respected.
The team of 2 VHTs, 2 safe motherhood promoters and 2
Local Council one Chairmen for each facility weretrained on Forty-five minutes focussed group discussion with 20
the recruitment criteria and wererequested to trace andgitrecr purposively selected key informants including; 8 members of
as many teenage mothers as needed who are using modeBafe Motherhood Promoters, 8 members of Village Health
contraceptives. This approach was suitable sinceeach Healtiieams (VHTs) and 4 midwives who had not participated in
Center in the refugee settlement is attached to these saféhe data collection was conducted in the last week of data
motherhood promoters and VHTs, who not only know the FPcollection. The selection was made in such a way that there
clients personally but also by their house hold locality. The was equal representation of males and females in each grou
recruiting team of 24 were broadly divided into two groaps  for each of the health centres. Each of these was dwaith
12 i.e. those recruiting cases and those recruiting dentro a focused group discussion guide. Counting and tallying
however these moved together. The potential clients weraespondents’ opinion and recording any other additional
invited to report at their respective nearest Health Centres foresponses by use of notebooks and tape recorders was
screening and recruitment once they met the inclusiterie. conducted to avoid missing any verbal deliberations.
Transport refund was made for these participants.
Data Collection
Control persons were recruited from the same localitiesavher
case persons resided. These were matched for; agialmar The survey questionnaire was pretested in Kiryandongo
status, place of residence and country of origin. Actiegcse  refugee camp, a smaller refugee settlement outside the study
for controls was conducted starting at the house holdsefsca area but presumed to have similar characteristics to tdg stu
In the event that no suitable controls were found within asite. A pretested questionnaire was modified accordingly
house hold, they were sought in the adjacent househalills un before the real field work. These tools were designed in
the required number was achieved. Controls were théeihv  English based on variables elicited in the problem statement
at their respective nearest health facility to be screened foand study objectives; with both closed and open ended
eligibility and recruitment. guestions that were filled on spot to obtain quantitative and
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qualitative data. To cater for other commonly used languagesThe pre coded questionnaires was pretested amongst teenage
in Kyangwali refugee settlement, these questionnaires weranothers in Kiryandongo refugee camp (Northern Uganda) to
translated in French and Swahili by use of secondaryeesch ensure accuracy and validity and were translated to local
who mastered in these languages and were validatedgdurinlanguages to avoid misinterpretation of concepts. Female
data collection workshop with the safe motherhood prommoter midwives and chaperones were present during interviews to
and VHTS who were fluent in these local languages.improve disclosure. Each respondent was identified, itedru
Qualitative data was alsoobtained through FGDs by use ofand interviewed once and a track or records was kegdacit

key informant interview guides, manila papers and tapeof the 4 health facilities to avoid duplication and double
recorders to ensure that no verbal responses were @mitte recruitment. Questionnaires were rechecked for completeness

The data collection process took 4 weeks. every after the interview and were stored centrally taens
_ safety of the items. Key informant interviewsprovided a
Data Management and Analysis strong backup for reliability of the information obtained.

Questionnaires from each study site were packed in on

envelope, labelled and put in a water proof bag. Data sc)rtingeRESUL'I‘S
coding, entry and analysis was conducted by the irgadstis . ) .
with the help of a biostatician and stored on passwordSCcio-demographic Data of Participants
protected computers. Quantitative data was analysed usin

Statistical Package for the Social Sciences (SPSS Inc.%'c the 396 teenage mothers, 64.6% (256) were refugees

Chicago, IL, version 16.0 for windows), while directed whereas 35.4% (140) were host nationals.Their age ranged

; : P from 13 to 19 years with a mean age of 17.44years
content analysis of themes of transcribed qualitative dasa wa o L . .
conducted manually for common categories and Sub_(Std.DeV|at|on 1.392). Majority 85.4 % (338) had lived with
categories. in the refugee settlement for more than six months and

majority 32.3% (128) were Protestants followed by Catkolic
Data Presentation 26.85% (128). Majority 83.1% (329) had not attained primary
education and 30.8% (122) were single mothers. A total of
Results are displayed in charts as appropriate. Descriptivd5.7% (62) teenage mothers reported having conceived their
statistics including frequencies, percentages, mean, mediacurrent or most recent pregnancy following rape.
and standard deviation are used. Categorisation of variables,
Chi square testing, and Odds ratios were computed, with theSocio-demographic determinants of contraceptive usage
main dependent variable as “current use of modern amongst teenage mothers
contraception” to determine the factors that significantly
influence contraceptive utilisation. The modern contraceptionThere was no statistically significant association between
referred to in this context include oral contraceptive pills, current use of family planning and duration of stay withia t
Injectaplans, condoms, implants, intrauterine devices,refugee settlement [¥1.010, P=0.367; OR=1.045(0.963-
vasectomy and tubal ligation. The variable was measured as #.135) 95% CI].There was a significant association between
dummy binary variable with “No” representing non-usage and  current use of contraceptives and country of origin
“Yes” representing usage. [X?=10.321, p=0.016 (95% CI)]; Fig.1

Ethical consideration o . Country ¢l Crem

Approval to execute the study was obtained from the
institutional review board (IRB) of the Uganda National
Council for Science and Technology and a technical ethical
regional committee from the Office of the Prime Minister.
Permission was also sought from the respective heattinece
administrators and local village chiefs. The consent form wa
translated into relevant local language to cater for those who
do not understand English. The study participants indicated
their consent/assent by endorsing the predesigned forms ir
presence of the investigators. Respondents were fregtto
out at any time if they so wished. Confidentiality and mywa
was highly observed as respondents names did notppe
the data collected. Tape records were destroyed aftetutihe s
duration to avoid retrieval by non-investigators. Data was o o o
kept in password protected files until final stages of There was no sta_ltlstlcally significant association between
dissemination. The results of the study were availed to thecugrent contraceptive usage and age of teenage mothers,
health centre administrators, relevant local governments[x =3.757, p=0.710, 95%Cl]

Ugandan Ministry of Health through a national stake holder’s

conference on adolescents’ health held 29™ to 30" July 2015 ~ There was no statistically significant association between
at Imperial Royale Hotel, Kampala. current use of contraceptives and religious affiliation

[X?=3.395, p=0.494, 95%Cl] (Fig. 3).

Count

Are you currently using any modem contraceptive
method?

Figure 1 Showing bar graph for current contraceptive use cross
tabulated with country of origin

Quality Control o )
There was no association between current contraceptive use
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and attainment of primary education amongst teenage motherand below were more likely to be currently using family

2_ _ . . _ .
[X“=0.411, p=0.814, 95% CI] (Fig.4). planning [OR=1.227 (1.072-1.405) 95% CI]. Fig. 6
v ',:,, i lised ?rl..;.::l_n.":muiu. Al
st R Ty
e
The
®1c
ol jm )
o3 40 o
“r
el hi
fre you currently using any medern contraceptive Are you currently using any modern contraceptive
method? . . mata i
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religious affiliation

There was no association between current use of

y keszondsznts’ Lewe of . .
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Figure 4 Showing bar graph of current FP use cross tabulatiéd wi : ek -
respondents’ level of education Are you eurrently using any medern cantraceptive
matho
However there was a statistically significant association Figure 7 Showing bar chart of current contraceptive use cross
between current contraceptive usage amongst teenagersothe tabulated with marital status

and husband’ level of education[X?=16.189, p=0.000, 95%  Sociocultural Determinants of Contraceptive Usage

Cl]. Teenage mothers whose husbands attained an &ducat amongst Teenage Mothers

level above primary seven were more likely to use

contraceptives|OR=2.043(1.442-2.896) 95% CI] (Fig. 5). Husband’s support and escort to the health facility was also
significantly associated with current FP use?§&.489,

There was a significant association between parity obige p=0.039, 955 CI]. Teenage mothers who reported spouse’s

mothers and current use of contraceptives’=[X749,  support and escort in accessing FP were more likelgdo u

p=0.005, 95% CI). Teenage mothers with a birth ordewof contraceptives [OR 2.250(1.994-2.571) 95% ClI].
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Majority of respondents 87.4% (346) reported that theyldvou When asked if there is any special category of people with

want FP services in their communities; however 34.3%)(136 major barriers to accessing contraceptives, majority 60.6%

believed that adolescents and teenage mothers should n@240) cited adolescents (Fig. 8).

have open access to contraceptives citing that such would

result into infertility before they attain their desired birth Service Delivery Determinants of FP Utilisation amongst

order.In a forty five minutes focussed group discussio Teenage Mothers

teenage mothers who are members of the safe motiterho

promoters and VHTs cited that adolescents who useThere was no association between current use of

contraceptives are rebelled as prostitutes in theircontraceptives and respondents’ travel distance from home to

communities,amidst strong rejection from their husbands.  the nearest health facility f%2.910, p=0.088; OR=1.440
(0.946-2.191) 95% CI]. Fig. 9

“We pay bride price for them to produce for us children but

even when we escort them to the healthy facility, us men wéhjectaplans were the most preferred method of conttiacep

are not given or taught anything, may be because we don’t 53.3% (211) amongst teenage mothers, followed by barriers

produc€, says one of the male members of Village Health and combined oral contraceptives in that order (Fig. 10).

Team. “When we go to the healthy facility, we need to find

providers who are fellow refugees who understand our

language, when we feel we are not understood, we give ug

after all it is against God’s creation to use family planning”,

says 17 year old teenage mother. “We stay in extended

families in a camp setting; where ever you go your mother-in-

laws follow you and cannot afford seeing you swallowing the

pills. At least if they would get us inject plan when they come

to immunise our childrénsays an 18 year old mother. "They

may also imprison you if you escort your young wife because

this is defilement yet you married Hesays a 31 year old

local leader.

What family planning methods are you interested in using?

What

gory aof pecple have barriers to access family planning in
Kyanwali Refugee Settlement?

p

-l;c’ Z m
Figure 10 Showing preferred methods of contraceptives amongs
teenage mothers

Of the 396 teenage mothers, majority 54.0% (214) meder
accessing FP services from public health facilities, followed
by community based outreaches (Fig. 11). However duing
focussed group discussion, it was established that there a
\ ) concerns about privacy at these public health facilities. The
| midwives also testified that there is no opportunity for wome
k. /’ and men who may want permanent contraceptive methods

.l like tubal ligation or vasectomy respectively.

Figure 8 Showing perceived vulnerable category of peoplé wit
major barriers to accessing family planning

Where and how would you prafer to acccess family planning services?
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Figure 11 Showing preferred facility for access of contraceggiv

There was no association between current contracepsiee

ez Mo

Are yau eurrendy using any medern contrazeptive and outcome Of pl’eViOUS pregnanC);{:X.756, p:0416, 95%
? . .
' _ et _ Cl]. There was also no association between current FP use
Figure 9 Showing bar chart for current FP usage cross tatuligité and convenience of opening hours at the nearest healthy

respondents’’ travel distance to the nearest health facility

facility [X?= 2.040, p=0.187; OR=0.945(0.870-1.027) 95%
Cl]. The major barriers to us of contraceptives amongst
teenage mothers in Kyangwali Refugee Settlement were; fear
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of side effects 35.4% (140), refusal by the husbab®% following rape than host nationals 10 (2.5%);*§K.808:;
(120) and lack of community outreach based distribution p=0.008; OR=2.293 (1.189-4.436) 95% ClI], Fig. 14.
23.0% (91) Fig.12. )
What are the major barriers to FFP usage amongst women in Kyangwali refugee R_efugee teenage mothers 248% (98) \weré more ||ke|bﬁt0
settlement? single mothers than host nationals 6.1 % (24x[8.971,
p=0.000, OR=2.233(1.503-3.318) 95% ClI]. Fig. 15
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Figure 12 Showing major barriers to using contraceptives

amongst teenage mothers Retuges b
H Matienality
Cor’_npansons between Refugee Teenage Mothers and Host Figure 15 Showing bar graph for nationality status cross
Nationals tabulated with marital status

Retugee teenage mothers were more likely to attain an

There was no significant statistical difference in curveset of tion level bel ) 63 (16.0%
contraceptives between refugee teenage mothers and hog{juca lon Ievel below primary seven (16.0%) as ompose

nationals [¥=0.138, p=0.710; OR=1.087(0.701-1.686) 95% fo their counter host nationals 2(0.5%);*£88.44, p=0.00,

Cl] Fig.13 OR=2.347(1.403-3.319) 95%CI] (Fig. 16); although the
o refugees’ husbands were more educated than those of host
e nationals[OR=5.104(2.649-9.834) 95%ClI] (Fig 17).
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Are you currently using any madern cantraceptlve
method?

Figure 13 Showing bar graph of current use of contraceptive _ Nationality
cross tabulated with nationality status Figure 16 Showing bar graph for education level cross

. tabulated with nationality status
Of the 396 teenage mothers, a total of 52(13.1%) had their

Unzerwezi H3zowpimy 7
uumslanoes dic you B Ao Py T
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KT aprced sergl
|
B Pl 3

Fellpes Ugandar Istoral

koot Nationality
Herugee Jzadan etoncd Figure 17 Showing husband’s level of education cross
Natisnality tabulated with nationality status
Figure 14 Showing bar graph for nationality cross tabulated
with circumstance of Conception

Refugee teenage mothers were more likely to be accaetpan

and supported by their husbands to access FP compared to

most recent pregnancy following rape. Refugee teenagg,ct nationals [%6.233. p=0.01: OR=1.379(1.059-1.794
mothers 42(10.6%) were more likely to have conceived ost nationals [X°6.233, p=0.01; 379(1. 794)
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95% CI] (Fig. 18). Refugee adolescents also were more likely to have leehig
birth order compared to their host age mate$=Po74,
Refugees teenage mothers were more likely to havep=0.03 OR 1.419(1.032-1.951) 95% CI] (Fig. 20).

unplanned pregnancy 30.6%(121) compared to host nationals
6.1%(24); [X=35.384, p=0.00, OR 2.757 (1.873-4.058) 95% Refugees were more likely to have a poor outcome @stm

Cl] (Fig. 19). recent pregnancy as compared to their host nationals
2_ — .
S [X“=839.789, p=0.000, 95% CI] (Fig. 21).
iy gt
i S

Count

Caunt

Fed.gen Jgaredon Ml
Mationality
Figure 18 Showing Spouse' support for FP cross tabulated REREE i SR
with nationality status Figure 22 Showing distance from home to nearest health

e facility cross tabulated with nationality
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Figure 19 Showing bar graph for pregnancy planning cross Figure23 ShOV‘('”g onefof wsﬁ_ed homes during
tabulated with nationality status recruitment of participants
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Figure 20 Showing bar graph from parity cross tabulated Figure 24 Showing a road network to one of the health
with nationality status facilities within the settlement
GitE come of1he 25

recert £7531a"

Figure 25 Showing one of the UNHCR funded health facilities fo

T e access of FP services
Figure 21 Showing outcome of most recent pregnancy cross Retugee teenage mothers accessed health care seeces
tabulated with nationality (less than 5km) 43.7% (173) compared to host nationals 5.6%
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(22); [X?=97.401, p=0.00 [OR 4.300 (2.903-6.370) 95%CI] contraceptive security in refugee settings to seriouslgiden
(Fig. 22). the influence of formal education.

DISCUSSION One of the major barriers to using FP amongst teenage
mothers was refusal from the husband. A Nigerian study

There was no significant statistical difference in curtssetof ~ found similar (Ikechebelet al., 2005).Since (Stephensa
contraceptives between refugee teenage mothers and hodf.» 2004; Sharaet al.,2002; Mahmoodt al., 1997; Pashat
nationals [¥=0.138, p=0.710; OR=1.087(0.701-1.686) 95% al., 2001; and Mekonneret al., 2011) have shown that
ClI]. This similarity might have arose given the fact that SPousal communication and endorsement for family planning
majority of refugees had lived in this permanent refugeeis crucial in increasing uptake,husband’s escort should be
settlement for a duration more than six months anduseéd as a golden opportunity to deliver male targeted
presumably well acquainted with the dynamics of how and messages. Male involvement in health education could help
where to access contraceptive services just as host nationalchange their attitudes that contraception is “a woman’s
The findings also depict equity in provision of family business”. Ma_tssive sensitisation is thus required throug_h_
planning services to both refugees and host nationals. cultural, religious and local leaders for these communities to
stop looking at a girl child as “a child-factory”.
Refugees teenage mothers were more likely to have o o _
unplanned pregnancy 30.6% (121) compared to host nitiona There was a significant association between parity ofigen
6.1% (24); [¥=35.384, p=0.00; OR=2.757 (1.873-4.058) mothers and current use of contraceptives’=[X749,
95% CI]. Since a total of 15.7% (62) teenage mothersP=0.005, 95% ClI). Teenage mothers with a birth ordewof
reported having conceived their current or most recentand below were more likely to be currently using family
pregnancy following rape and Refugee teenage motherglanning [OR=1.227 (1.072-1.405) 95% CI] than those with

42(106%) were more ||ke|y to have conceived fo”owiage’ birth order of three and above. This is contravenes esudi
than host nationals 10 (2.5%); %6.808; p=0.008; €lsewhere (Sharnmet al., 2012 Jabeeret al.,2011) that have

OR=2.293 (1.189-4.436) 95% Cl], this could have ass_ociated increased upte}ke of contraceptives with_a high
significantly contributed to the high unplanned pregnancy Parity, although these studied women of the reproductiee ag
rates amongst the refugee teenage mothers.Subsequent@foup in general other than teens. Based on themirssely
Refugee adolescents were more likely to have a hightér b however, and given the economic and SOC|aI_ implicatioa _of
order compared to their host age mate&@x974, p=0.03;  teenage pregnancy moreover in refugee settings, enatedip
OR=1.419(1.032-1.951) 95% CI] despite the fact that theyminors who need contraceptives should access theny free
were the more at risk of a poor pregnancy outcomesiile ~ With or without spousal approval so that every pregnancy is
birth or miscarriage compared to nationals. However Refugegvanted. This necessary especially in conflict and posticon
teenage mothers were also more likely to attain an edncatio Settings; where adolescents are commonly reported to be
level below primary seven 63 (16.0%) as opposed to theirSurvivors of sexual violence (UNICEF, 2005) amidst
counter host nationals 2(0.5%); ‘©88.44, p=0.00; Increasing HIV ep_|dem|c and other STIs (UNAIDS, 2004;
OR=2.347 (1.403-3.319) 95% CI]. Although attainment of a Uganda AIDS Indicator Survey, 2011; UBOS, 2010). This
primary education was not significantly associated with however would need change of health provider’s attitude
increased FP utilisation amongst teenage mothers in thdhrough continued engagement and training workshops.
present study, the relationship of increased FP uptakeeéxist ) ) _

for those whose husbands had attained an education leveihe high birth orders amongst teenage mothers in ttsempire

above primary seven [X16.189, p=0.000; OR=2.043(1.442- Study can be explained by the high level of sexual andege
2.896) 95% ClJ. based violence (rape) reported in this refugee settingdsami

the fear of side effects, miss perceived infertility and

Other studies have also reported increased FP utilisation wit®Promiscuity linked to use of contraceptives. However
attainment of secondary education for both women and theicontemporary literature reveals that oral contraceptives are
husbands (Beeklet al., 2006; Magadiet al., 2000; Addai, generally safe for adolescents and beliefs like prontiscui
1998; Bhatiaet al., 1995). Indeed lack of formal education have been shown to be associated with low contraceptive
has been shown to strongly reduce modern contracemtive u Uptake (Ikechebelat al.,2005).The current use and choice of
(Beekleet al., 2006). A higher education attainment increases contraceptives differed by country of origin 40.321,
female decision making power and awareness of thefitrene  P=0.016; 95% C.I)] possibly due to cultural differences a
of contraception (Stephensoet al., 2004). The evidence beliefs. The most preferred method of contraception was
regarding the role of education in FP uptake is further Injectaplans. Indeed no woman cited vasectomy as a neeasu
provided by the present study which showed that refugee()f contraception. This is explained by the patriarchal naitire
teenage mothers whose husbands were more likely to havéfrican families with the general concept of contraception as
attained an education level above primary sevér 36.060; ~ being a “woman’s burden” alongside the stigma associated
P=0.000; OR=5.104 (2.649-9.834) 95% CI] than host with combined oral contraceptives; particularly without
nationals, were also more likely to be supported andriest ~ SPousal or parental endorsement.
by their husbands to the FP clinics %£6.233, p=0.01; )
OR=1.379 (1.059-1.794) 95% CI]; which was subsequently Refugee teenage mothers accessed health care semares N
significantly ~associated with increased FP utilisation (Iess than 5km) 43.7% (173) compared to host nationété 5
[X2=6.489, p=0.039; OR=2.250 (1.994-2.571) 95% CI]. This (22); [X"=97.401, p=0.00; OR 4.300 (2.903-6.370) 95%ClI].
highlights the need for policies aimed at improving modern In a focussed group discussion, a local leader testified tha
new caseloads of refugees tend to aggregate near heath
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facilitieson arrival in the refugee settlement following advic contraceptive usage amongst the control group other than
from existing caseloads. These strategic premises howevehealth centre record which may lead to selection and
have been reserved only for Refugees but not host adgion observation bias. Since the data in FP registers for tesks
who are well conversant with the dynamics of the settlementbeen previously recorded for purposes other than nesea
Although there was no association between travel distancainder investigation, there had been discrepancies like
and convenience of opening hours with current conttagep inaccurate addresses in a dynamic refugee camp séttiigg.
use in the present study, such factors have been st was addressed by seeking guidance from VHTs who knew

influential in earlier studies (Stephensoret al., these clients. Contraceptive usage is still culturally a sensitive
2004).However it is also true that clients may seek for betterissue in African settings; however female midwives and safe
services at a facility other than the nearest (Meretchl., motherhood promoters were involved in the study to img@ro

1994). Whichever the case, a shorter travel distance to then disclosure. The opinions of religious leaders, mothers
health facility should not be a substitute for door to door above 19 years, elderly aunties and mother-in-laws mvag
community outreaches, particularly in dynamic and be culturally influential in teens’ uptake of contraceptives
vulnerable refugee settings where there is minimal televisionwere beyond the scope of this study.
and radio coverage. Indeed there is evidence that coitymun
based outreaches and home visits increase family ptnnin Competing interest: We declare no competing interests
use (Yihunieet al, 2013).
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