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Abstract

Introduction

Contraceptive use can be lifesaving, empowering and cost-effective for women and girls.

Access to contraception is still challenging to female refugees due to several barriers includ-

ing language, low educational level, lack of information, influence by family members, limited

income, cultural and religious norms. This study explored barriers to contraceptive use

among South Sudanese refugee women living in Adjumani district, Uganda.

Methods

An exploratory study design using qualitative methods were employed involving women of

reproductive age (15–49 years). Purposive sampling was used to select participants for

Focus Group Discussions (FGDs) and In-depth Interviews (IDIs) from three settlements in

Adjumani district. We conducted four FGDs, each consisting of 8 participants. We also con-

ducted fourteen in-depth interviews (IDIs) with women of reproductive age. The IDI and

FGD guides were translated into local languages before they were used to collect data. The

interviews were recorded, transcribed verbatim and translated into English. Audio record-

ings were labeled before being translated back to English. Deductive, team-based coding

was implemented, and a codebook developed. Transcripts were entered, and data coded

using Atlas ti version 14. Data were analyzed using content analysis to produce the final out-

puts for the study.

Results

The study found several challenges to contraceptive use. These included gender dynamics,

socially constructed myths on contraceptive use, cultural norms, limited knowledge about

contraceptives, men’s negative attitudes, antagonism of contraceptive use by leaders and

reprisal of women who use contraception.
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Conclusion

The study concluded that there is need for community strategies to break down the barriers

to contraception utilization among refugee women. Such strategies should involve men and

women alongside gatekeepers to enhance sustainability.

Introduction

The last twenty-five years have witnessed massive displacement of people due to political

upheavals and natural disasters, violence and other forms of human rights abuses [1, 2]. This

has caused the establishment of refugee settlements in low and middle income countries

(LMICs) whose infrastructure and capacity for support is poor [3]. When immigrants take ref-

uge in other countries, demand for education, health services, infrastructure, natural

resources, food, land and security are considered key with lesser prioritization to family plan-

ning (FP) interventions [4]. Yet, refugee populations are affected by an array of problems rang-

ing from economic, socio-cultural and health issues including ability to make decision for

contraceptive use in the new environment [1, 2]. Contraception is one of the needs for refugee

communities with limited prioritization and restrictions by some host governments on its

access [5, 6]. Contraception is a key pillar to improved quality of life for refugee women con-

sidering that family size has a direct impact on family well-being and support [3, 4].

Since the start of the civil war in South Sudan in 2013, many people took refuge in Uganda.

Uganda is the 3rd largest refugee-hosting country in the world and currently hosts about

1,595,405 refugees from neighbouring countries and beyond [7]. These refugees are spread all

over the country with a high concentration in the west Nile region. Over ninety-four percent

(1,499,681) are living in settlements established in 12 districts of Uganda and 6% (95,724) are

living in Kampala City. Of these, 60.5% (965,220) come from South Sudan and 29.3%(467,454)

come from the Democratic Republic of Congo and others (10.2%, n = 162,731) from Somalia,

Burundi, Rwanda, Eritrea, Ethiopia and Sudan [7]. Of the total number of refugees who come

from South Sudan, about 214,453 live in settlements in Adjumani district.

The refugee women have faced several challenges related to access to contraception [8].

These challenges include language barrier, lack of information, peer influence, limited income,

desire to replace lost family members, side effects, socio-cultural preference and unacceptabil-

ity of contraceptive use, resulting into unintended pregnancies [4, 7]. Yet, according to the

Global standard for Sexual Reproductive Health response in acute emergencies, prevention of

unintended pregnancies is one of the six objectives under Minimum Initial Services Package

for Sexual Reproductive Health programming [9]. Family planning, according to World

Health Organisation report (2020), was defined as a voluntary and informed decision by an

individual or couple on the number of children to have and when to have them [9]. It is char-

acterized by the use of contraceptive methods that include: condoms, injection, oral pills,

implants, Intra-Uterine Devices (IUD) of both hormonal and Copper T, female and male ster-

ilization, Lactation Amenorrhea Method (LAM) among others [7]. Proper use of these meth-

ods has proven effective in preventing unintended pregnancies. This would enable a mother to

offer appropriate care to the baby hence increase chances of child survival [10].

Over 80% of the refugees are women and children who need life-saving, empowering and

cost effective interventions including protection during humanitarian crisis [11–13]. The lim-

ited access to services makes them more susceptible to unintended pregnancies [14–16]. South

Sudan is one of the countries whose modern contraceptive prevalence rate is very low at 2.7%

with unmet need for FP at 30.8% and maternal mortality ratio of 789/100,000 live births [17].
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In South Sudan, families live in a patriarchal society where women’s position is subordinate to

men who are the main decision makers including determining the number of children to be

born [18, 19]. Thus, women are expected to produce as many children as possible in return for

the cows paid as dowry to their parents. The women who fail to fulfill these expectations and

use contraception face serious consequences [14, 20]. The consequences include intimate part-

ner violence, separation, or divorce [21]. This study aimed at exploring the barriers to con-

traceptive use in humanitarian settings: challenges and opportunities for South Sudanese

refugee women living in Adjumani district, Uganda.

Methods

Study design

An exploratory design using qualitative methods was done to explore the barriers to con-

traceptive use in humanitarian settings for South Sudanese refugee women living in the settle-

ments in Adjumani district, Uganda. This method is important for deeper understanding of

the problem as opposed to finding a final solution to the problem [22]. This study is guided by

the ecological perspective theory which describes how different levels interact differently to

cause an outcome which in this case is contraceptive use among refugees [23]. “An ecological
perspective on health, emphasizes both individual and contextual systems and the interdependent
relations between the two” [23]. We adopted this theory because decision making on health

behavior is central to this study while behavior is affected by several levels of influence indi-

cated in the ecological theory (See Fig 1 below). Ecological perspective theory describes how

behavior shapes and is also shaped by the environment in which individuals live [23]. It

describes eight theories and models that explain individual, interpersonal and community

behavior and offers approaches to solving problems [24, 25]. The levels of influence include: 1)

intrapersonal/individual factors; 2) interpersonal factors; 3) community factors including

institutional/organizational factors and public policy frameworks. These theories and models

helped to explain how the different levels of influence interact towards population health,

which in this case is the use of contraception for improved health (see Fig 1). The interview

schedule was translated into the local languages to facilitate understanding of the questions by

the research participants. This study was conducted in three settlements of Pagirinya, Nyu-

manzi and Mirieyi in Adjumani district.

Study population and recruitment

The participants were women of reproductive age (15–49 years), both users and non-users of

contraceptives. They mainly spoke Madi and Arabic which were widely understood by most

tribes in the settlements. A purposeful sampling approach [26] was used to select participants

for FGDs and IDIs with support of community leaders and service providers from the health

facilities. Overall, four FGDs were conducted. Each focus group consisted of 8 participants.

We also conducted fourteen IDIs.

Inclusion criteria was for only females of 15–49 years and registered refugees from South

Sudan.

Exclusion criteria comprised of participants who were very ill and were not residing in any

of the settlements of study. Overall, 46 female participants were recruited in this study.

Pretest

Whereas the research assistants were knowledgeable, and familiar with the study area, a tai-

lored training was conducted on the basics of qualitative research methods and review of the
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Fig 1. Different interactions between different levels to cause an outcome of decision making for family planning use. Adopted from

Ecological perspective.

https://doi.org/10.1371/journal.pone.0278731.g001
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tools. Pre—testing of the tools was done in Agojo settlement in the same district. The research

participants were asked about the clarity of the questions which they confirmed to be clear,

thus the researchers adopted the interview guides without much alteration.

Data collection

The trained Research Assistants (RAs) who helped to collect the data were both males and

females between the ages of 24–49 years. They were identified from a pool of experienced per-

sons from the district and Makerere University School of Public Health. Some of the RAs were

social scientists with master’s degrees and were able to speak the languages (Madi and Arabic)

best understood by most of the refugees in the settlements and the host communities. Data

were collected using translated and pre tested In-depth interview guides and focus group dis-

cussion guides that were developed based on previous studies and reviewed in relation to deci-

sion to use contraceptives [27]. The interviews were recorded verbatim, transcribed, and were

translated back to English.

Data analysis

Audio recordings from the FGDs and IDIs were labelled, transcribed verbatim, translated into

English by experienced research assistants who were fluent in Madi, Dinka and Arabic as the

main languages and the recordings stored. Deductive, team-based coding was done, and a

codebook developed. Transcripts were entered, and data coded using Atlas ti version 14. Data

were analyzed using content analysis. To ensure reliability, coding was done by three research

experts led by the Principal Investigator. They read the transcripts, discussed emerging issues,

and agreed on common themes. The team selected two transcripts, each one read through,

assigned different meaning to each response and developed a codebook following Braun and

Clarke procedure [28]. On completion, they met via zoom and discussed the descriptive codes

to come up with a unified code book. While coding, there were interactive discussions arising

from the discrepancies and disagreements that were resolved by having same meaning of the

codes before moving to the next step.

Results

This study presents the findings from the experiences of the refugee women from South Sudan

in accessing contraceptive information and services while living in Adjumani district. We

found that several challenges affected contraceptive use. These included gender dynamics,

socially constructed misconceptions, cultural norms, limited knowledge about contraception,

men’s negative attitudes, the antagonism of community leaders on contraception and the

reprisal of women following contraceptive use without permission from their spouses.

Socio-demographic characteristics of the participants

A total of 46 refugee women participated in this study. Thirty-two participated in four FGDs

that consisted of 8 participants each and 14 women participated in the IDIs. Twenty partici-

pants were young people of ages 15–19 years, fourteen women were between the ages of 20

and 30 years, ten women were between the ages of 31 to 40 years and only 2 were between 41

and 49 years. Only three participants from the young population (15–19 years) were students.

Most of the women (47.8%) had no formal education. However, only 2.2% had attained ter-

tiary education. Over 73% were housewives and 6.5% still students which explains the low eco-

nomic status with only 19.6% engaged in some business. Majority were from the Catholic faith
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(68%) and married (45.6%), (see Table 1 below), The socio—demographic characteristics of

the participants.

This study was guided by the conceptual framework (ecological model) that was used to

align the results which were classified under the different levels of this conceptual framework

(see Fig 1 of the conceptual framework).

These include Intrapersonal, interpersonal and community levels.

1. The intrapersonal level

This study found that low educational level (48%) was a big factor in contraceptive use among

the refugee women in Adjumani. Similarly, the study found that majority of the women (73%)

were full time housewives and not engaged in any income generating activities. Given the cul-

tural norms of marrying girls early, this study found that 43.5% of the participants were young

women of ages 15–19 years. Of these 85% were already mothers.

1.1 Limited knowledge about contraceptive methods. The participants reported that

there was limited information about contraception among refugees. They acknowledged that

there was lack of health promotion messages that promoted contraception back home in

South Sudan.

Table 1. Socio—demographic characteristics of the participants.

Variables Number (%) Number (%) Total, (%), N = 46

Data collection methods FGDs IDIs

Total number 32 (100) 14 (100) 46 (100)

Gender

Females only 32 (100) 14 (100) 46 (100)

Age

Age range: 15–19 years 16 (50.0) 4 (28.6) 20 (43.5)

20–30 years 8 (25.0) 6 (42.8) 14 (30.4)

31–40 years 8 (25.0) 2 (14.3) 10 (21.7)

41–49 years 0 2 (14.3) 2 (4.4)

Tribe: Madi 10 (31.0) 4 (28.6) 14 (30.4)

Dinka 10 (31.2) 3 (21.4) 13 (28.3)

Nuer 2 (6.3) 1 (7.1) 3 (6.5)

Kuku 2 (6.3) 1 (7.1) 3 (6.5)

Others 8 (25.0) 5 (35.8) 13 (28.3)

Marital status: Married 21(65.6) 10 (71.4) 31 (67.4)

Single 8 (25.0) 3 (21.4) 11 (23.9)

Separated 3 (9.4) 1 (7.2) 4 (8.7)

Education: No education 16 (50.0) 6 (42.8) 22 (47.8)

Primary 10 (31.3) 4 (28.6) 14 (30.4)

Secondary 5 (15.6) 4 (28.6) 9 (19.6)

Tertiary 1 (3.1) 0 1 (2.2)

Occupation: Housewife 24 (75.0) 10 (71.4) 34 (73.9)

Business 6 (18.8) 3 (21.4) 9 (19.6)

Student 2 (6.2) 1 (7.2) 3 (6.5)

Religion: Catholic 20 (62.5) 8 (57.2) 28 (60.9)

Anglican 10 (31.3) 3 (21.4) 13 (28.3)

Muslim 1 (3.1) 0 1 (2.1)

Others (Born again, SDA) 1 (3.1) 3 (21.4) 4 (8.7)

https://doi.org/10.1371/journal.pone.0278731.t001
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“. . .I don’t use contraceptives because I don’t know more about it. No one ever came to talk to
us in the settlements here about its use. . .”

(FGD_Women_20+_Adjumani_Mirieyi _settlement_ Dinka only).

Additionally,

“. . .things would be different because here in Adjumani, one can mention anything about con-
traception which is not the same case back home in South Sudan. . .”

(Female FGD_20+_Adjumani_Pagirinya_ settlement).

2. Interpersonal level

2.1 Gender dynamics. 2.1.1 Patriarchal dominance of men. The participants reported the

influence of men in making decision on contraceptive use. They further reported that women

find it hard to make decision to start on a contraceptive method without their husband’s

involvement. Majority of women reported accessing contraceptives stealthily. They acknowl-

edged that men were the custodians of decision making in their communities. Thus, very cru-

cial in determining family size and when to use contraceptives.

“. . .Because my husband was aware that my mother made decision for me to start on contra-
ceptives without his consent, he said that if I fall sick in his house, I should go to my mother
who should take care of me moving forward.. . .”

(IDI _Female 20+_ Adjumani_Pagirinya_Settlement).

And,

“. . .I witnessed a sad moment when my neighbor made her decision to go to hospital and was
given this method of inserting on the arm (Implant). When this woman got sick, while the hus-
band tried to support her, he felt the implant under her arm. He immediately rushed to hospi-
tal with her and demanded that the implant be removed from the wife’s arm in his
presence. . .”

(IDI _Female_20+_Adjumani_Pagirinya_Settlement).

2.1.2 Limited women empowerment. The study participants acknowledged that less empow-

ered women were not able to convince their husbands about the intention to use contracep-

tives. They reported that making decision to use contraception was only possible for women

who are economically empowered and can sustain themselves and provide their own basic

needs. This is because the husbands withdraw all the support if they discover their wives using

any contraceptive methods. The women who were discovered by their husbands using any

contraceptive method were denied basic support which included food, shelter, clothes, soap

and medical care.

“. . .Because of my small business, I decided to use contraceptives knowing that if he gets me, I
will support myself and my children because that will automatically result in neglect and
another wife added on me. . .”

(IDI _Female 20+_ Adjumani_Pagirinya Settlement).
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And,

“. . .if you are very weak the husband will chase you away from that home. . .”

(IDI_ female_ 20+_Pagirinya_Adjumani_settlement).

2.1.3 Mistaking contraceptive use for promiscuity. The women and girls who participated in

this study reported that many husbands and parents of young women believed that women

who use contraception are promiscuous. Furthermore, they alleged that the communities view

contraceptive use as a cover up for promiscuity, thus strongly oppose its use by both women

and girls. They further asserted that it is even worse for unmarried adolescents because their

parents fear that they would become prostitutes and no man would marry them.

“. . .yes, it is now more of a culture in the Dinka tribe, that women who are using contracep-
tion when the community gets to know, they will be called prostitutes because they don’t want
to produce more children. This has discouraged more women from using contraceptives even
when they have genuine reasons. . .”

(FGD- Female 20_Adjumani_ Pagirinya _settlement).

And,

“. . .Most parents don’t want their young girls to use contraceptives, saying the girls want to
become prostitutes by covering up with prevention of pregnancy. . .”

(FGD- women_ 15–19_Mirieyi settlement).

2.1.4 Joint decision by couple against contraceptive use. The research participants in the refu-

gee settings viewed contraceptive use as a barrier to getting the many cows in form of bride

price that comes with a girl child. Families that produced many girls are assured of big gains in

form of dowry. Therefore, participants reaffirmed that some couples do agree jointly not to

use contraception and have as many girls as possible to reap the benefits of dowry.

“. . .in our communities couples agree jointly to shun contraception so as to produce many
girls to benefit from dowry as a source of wealth. . .”

(IDI_Female_20+_Adjumani_Nyumanzi_ settlement).

And,

“. . .Back home in South Sudan, we even don’t use contraceptives because what we want is to
give birth to many children. This is the reason why we don’t want to know more about your
contraceptives. In our tribes, we face poverty due to lack of dowry, so we need more girls to get
out of poverty. . .”

(FGD_female 20+ _Adjumani_Mirieyi_settlement).

2.2 Men’s negative attitudes about contraceptives. The research participants reported

that their main barrier to using contraception is the negative attitudes of men about it. They

added that men think that their women will stop producing and yet they want more children.
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“. . .you see these men of ours don’t want contraceptives, they say it will damage people and its
dangerous for women to use. Even though you share with them the benefits, they will disagree
and disagree and start quarrelling and fighting. . .”

(IDI _Female20+_Adumani_Pagirinya_Settlement).

Surprisingly, the women added that this negative attitude by men have also influenced the

way other women perceive contraception. They reported that women also speak negatively

about the use of contraception amongst their peers leading to non-use.

“. . .But for women who listen to their husbands have also developed negative attitudes about
contraception. They discourage other women, saying that it is not good because women may
give birth to children who are dormant (with mental retardation), lame (with deformity) lead-
ing to family breakage . . .”

(IDI _Female_20+_Adjumani_ Pagirinya_Settlement).

2.3 The reprisal following contraceptive use. The participants reported that some

women received reprisals when found to have made decision to use contraceptives despite

refusal by their husbands or other family members. They asserted that it was safer when the

husbands and family members remained ignorant about their contraceptive decision.

“. . . Some women are neglected by their husbands without any social support. This will also
cause hatred between wife and husband in the homes causing unnecessary tension and
worse of all, separation where the husband chases away the woman from his home due to
anger. . .”

(FGD _Female 20+_Adjumani_Nyumanzi_Settlement).

Additionally,

“. . .The worst thing of all is that many women have been separated from their marital homes
by force as their husbands chased them away when discovered with contraceptives. . .”

(FGD _Female 20+_Adjumani_Mirieyi_Settlement).

3. Community level

The community factors included socially constructed myths and misconceptions about con-

traception, antagonism against contraception and cultural and religious norms related to con-

traception. There were also institutional factors that affected contraceptive use among South

Sudanese refugee women.

3.1 Community socially constructed myths/misconceptions about contraceptive use.

Most participants reported that in their communities, people have negative perceptions about

contraception. They reported that contraceptives cause cancer, infertility, fibroids, burn the

ovaries, damage the female eggs, and even lead to giving birth to deformed children. They fur-

ther claimed that most children born with deformities in their communities is because of the

effect of some contraceptive methods. In addition, some of these myths are exaggerated by
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parents who use it as a threat to their daughters while discouraging them from using

contraception.

“. . . I think if women are not determined due to the myths that go around about various con-
traceptive methods, no one would probably use them given the negative forces that come your
way. People say that Depo causes cancer, fibroids among others. . .”

(IDI_Female 20+_Mirieyi_settlement).

Additionally,

“. . .Some parents say that adolescent girls may have babies with missing body parts. Any
abnormality is associated with use of contraception. Even those who don’t produce after mar-
riage are labelled as having used contraceptives at early age. therefore, contraceptive use
among young people is very difficult in the settlements because all eyes are on them. . .”

(IDI_ Female 15–19_Nyumanzi Settlement).

3.2 Antagonism against contraceptive use by community leaders. Many women who

participated in this research reported that, there was a deliberate effort by the community

leaders to antagonize family planning programs within the settlements. They continuously

advocated for many children to build a stronger and bigger society, claiming that conflict

back home disentangled their families that must be rebuilt with a new generation. The partic-

ipants added that their leaders have a fear of losing the entire generation if contraception is

embraced. This is the reason why they campaign against contraception programs for refu-

gees. They also reported that children are viewed as source of prestige and security, thus the

need for more children. They affirmed that this is a matter for clan heads and not for the

individual women.

“. . .it’s common in Madi culture or any other culture among us the refugees that we are inter-
ested in replacing our lost people. Therefore, we need to give birth to many children who will
be going to occupy our land back in South Sudan. Even if you go back there, that land is now
open and vacant with no people. Thy are just advising women to produce as many children as
they can. . .”

(IDI female_ 20+_ Adjumani_Pagirinya_Settlement).

And,

“. . .A South Sudan man who lived with a woman who had given birth to less than five chil-
dren and was not conceiving again, the clan leaders forced the man to marry another wife
because more children were needed. . .”

(IDI female 20 and above Pagirinya settlement).

3.3 Cultural and religious norms related to contraceptive use. Most of the participants

reported that women are married to have as many children as they can until when they natu-

rally reach menopause. Thus, failure to have the desired number of children by the family may
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lead to disciplinary action against the woman because it contravenes the cultural beliefs and

norms on big family size.

It is their cultural belief that husbands would tell their wives that I brought you to my home
here to produce children and you cannot stop before your old age. . .”

(IDI_female_20+_Adjumani_Pagirinya_settlement).

And,

“. . .Due to Christian religion, particularly the Seventh Day Adventist, we are always told to
go for advice. When you go for the so- called advice, one person will call another, then another
one will call another to deal with you from all corners. So, what they will tell you is not to take
any contraceptives. They will not tell you anything positive about it. . .”

(FGD Female 15–19 Pagirinya Settlement).

3.4 Institutional/organizational factors. Most participants reported various institutional

factors that hindered them from making decision to use contraception. These barriers include

unclear policy and legal frameworks on contraception for younger adolescents, limited options

of contraceptive methods and poor-quality services.

3.4.1 Unclear Policy and legal frameworks. The participants from the younger group (15–19)

reported that service providers denied them contraceptive services claiming that the policy on

Sexual and Reproductive Health does not allow them to offer contraceptive services to adoles-

cent girls.

“. . .My friend went to Nyumanzi Health Centre and the nurse told her that she is not allowed
to use contraceptives because she is still young. . .”

(FGD- women_ 15–19_Nyumanzi_ settlement).

3.4.2 Poor quality services and limited contraceptive options. The research participants

reported that there is limited choices of contraceptive methods. They added that poor quality

services also existed in the different health facilities in the settlements which discouraged them

to make decision to use contraception. They cited the fact that many women who received

implants as Long Acting and Reversible Contraceptives (LARCS) were frustrated at the time of

removal due to lack of competencies by the service provider.

“. . .They tell you that contraceptives will go with your blood (become anaemic) and the health
workers cannot even screen you to ascertain the actual method that is appropriate for one’s
blood group. This has caused fear among women and they don’t go for contraceptives. . .”

(IDI_ Female 20+_Nyumanzi Settlement).

Similarly, some women reported that health workers do not follow the right procedures of

screening women for eligibility criteria to establish appropriate contraceptive method to offer.

Additionally, the counselling services are insufficient because clients are not informed about

some contraceptive methods and the possible side effects. The women also expect the health

workers to take blood samples for testing before initiating them on any method of
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contraception. Therefore, women have fears that these methods may lead to loss of blood

through bleeding, and as such discontinue the use of contraception prematurely.

“. . .The health workers don’t remove the family planning method in the body when you want
to early because they say it is for five years, for four years, for three years. . .”

(IDI_ Females 15–19_Nyumanzi Settlement).

Discussion

In this section, the findings were discussed based on the ecological model involving three lev-

els. These include intrapersonal, interpersonal and community levels including institutional/

organizational level. Several factors were found to affect contraceptive use among the South

Sudanese refugee women living in the settlements in Adjumani district. The study used the

Ecological model to explain the complex relationship between the various factors that affected

contraceptive use by women and girls in Adjumani district.

At intra-personal level, the demographic, socio- economic, cultural, religious, environmen-

tal factors, personal attitudes, language, husband support and knowledge about contraception

affected internal decision-making and choice for contraceptive use. This study found that low

educational level was a major factor affecting contraceptive use.

Similarly, the study found that majority of the women were full time housewives and not

engaged in any socio-economic activities. This status further exacerbated their vulnerability

thus, agreed that male authorization for contraceptive use is crucial because of the fear of

being neglected. As such, the power relations that existed among women and men living in

humanitarian settings posed imbalances that negatively impacted on contraceptive use.

The concept of “empowerment” has been central to efforts to address gendered inequalities

and power imbalances, thereby accelerating development and improving the health and well-

being of women and girls [29, 30]. Empowerment is framed as a process of enhancing an indi-

vidual’s capacity to exercise choice, make decisions, and the ability to act on those decisions,

and achieving their choice. Interventions that aim to “empower” women and girls are designed

to increase self-efficacy and agency, and therefore improve sexual and reproductive decisions

and related health outcomes, including the decision to use contraceptives or not. As this study

demonstrates; since socio-cultural gendered norms and expectations are key obstacles to wom-

en’s exercise of agency in choosing to use contraceptives or not [31], as pervasive gendered sex-

ual norms tend to give men greater decision-making power in sexual and reproductive

matters. It is critical that interventions and programmes that aim to improve women’s access

to contraceptives address these gendered power inequalities by challenging gender norms and

hegemonic masculinities of dominance.

However, it is also important to consider how programmes that aim to “empower” women

and girls are cognizant of the danger of men feeling threatened by women’s empowerment,

and the possibility for gender-based violence and intimate partner violence as a reaction to

this increased empowerment. Efforts to implement empowerment programming aimed at

increasing women’s self-efficacy for contraceptive use must consider the way in which sexual

scripts and relationship dynamics, including unequal power, are likely to constrain women’s

ability to make decision [32]. Given the influence of socio-cultural level norms and hegemonic

masculinities in sub-Saharan Africa, further attention needs to be paid to community level

intervention approaches that aim to create conducive environments to enable women to exert

their own agency and decide to contraceptive use [1, 33]. This can be achieved by shifting
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problematic gender norms, restrictive masculinities and addressing gender inequalities that

exist at the structural level [29].

Limited knowledge about contraceptive methods have been found as barrier for contracep-

tive use in general [34–36]. The population under study came from a community where sensi-

tization on contraception was not a government priority. It is clear that when people do not

know about a service or have limited knowledge about it, they would not seek to use the service

[37]. The participants in this study reported that contraceptive information is not widely

known or disseminated in their settlements. Additionally, they acknowledged that there was

lack of health promotion messages back home in South Sudan that would encourage them to

use contraceptives. Therefore, it is imperative to consider equipping refugees with information

on contraception for better health outcomes.

At interpersonal level, the interaction with immediate context influenced the decisions to

use contraceptives by refugee women. The other factors that relate to the environment around

an individual that has affected contraceptive use were the key influencers such as clan leaders,

mothers in law, spouses, peers, siblings, and service providers.

In this study, we established that gender dynamics played a key role in determining wom-

en’s autonomy for decision making. In many patriarchal societies, the gender dynamics range

from influence of health behavior to deciding on critical issues [38]. In most of these societies,

men have dominated all decisions pertaining to family matters which concurs with a finding

from a study done by Mejı́a-Guevara and others in India [39]. The male dominance has further

exacerbated the vulnerability of women and girls affecting their access to health services. In

some circumstance for women to access certain health services they must first get approval

from their partners [40]. Due to the subordinate situation of the refugee women, they continu-

ously faced challenges in accessing contraception. This study found that women could not

make their own decision to use contraceptives because of male influence against the idea. The

community leaders who are predominantly men are fully aware of this and are also enjoying

the monopoly of making decisions on what type of healthcare should be accessed by women.

This study concurs with the findings of a study done in Ethiopia [41] which revealed that men

are regarded as the custodians of the community and have patriarchal dominance and respon-

sibility of taking important decisions for their communities including contraceptive choices

[42]. Drawing from the above findings, this study recommends a comprehensive tailored com-

munity programs to create awareness on the rights of every individual particularly right to

health. While doing this, men may appreciate and pilot the process of re-considering the rules

governing patriarchy while at the same time allow women to take part in decisions related to

their health needs and choices.

Use of contraception is aimed at achieving pregnancy prevention. The finding of this study

is similar with studies done by other scholars who confirmed that some communities per-

ceived contraception as a characteristic of promiscuity [34, 43, 44]. The different cultural

norms that have long viewed contraceptive use as synonymous to promiscuity have led to

many refugee women fearing to access the services [34]. They added that the community

viewed contraceptive use as a cover up for women’s intentions to engage in sexual relation-

ships with other men outside their marriage [44]. Given these concerns, there is need to clearly

draw a line between pregnancy prevention particularly for child spacing and the community

views on risk sexual behavior.

We also established that some participants viewed contraceptive use as a barrier to getting

many cows in form of bride price that comes with girl children. This has had a subsequent effect

on the aspiration of couples to jointly agree to have as many girl children as possible in anticipa-

tion for monetary value through marriage/dowry. This study further re-affirms the findings by

XU Young and others who in their study revealed that commercialization of the girl child
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through marriage and dowry payment is not new in many low- and middle-income countries

[45]. The dowry issue is deep rooted in the traditions of the people of South Sudan. Families that

produced many girls were assured of big gains in form of dowry. Thus, use of contraception is

not guaranteed given the urge to produce many girls to reap the benefits of bridal price or

dowry. Involving men in critical issues regarding decision making about contraception is crucial.

At community level, the broader view of contraception is equally significant in shaping one’s

decision about its use. Contraceptive use has for a long time been perceived differently by many

communities across the world [46]. The various myths and misconceptions have impacted neg-

atively on the use of contraception in many African countries [34, 35, 43]. Although many

scholars and practitioners have written and talked about these myths, some refugees have con-

tinued to believe in them resulting in poor pregnancy outcomes [47]. In this study, the adoles-

cent and young women expressed concern that their parents use these myths to scare them

from using contraceptives, saying they will give birth to babies with missing body parts in

future. This was confirmed by adult participants who also reported that contraceptive use led to

children being born with deformities which has deterred some refugee women from making

decision to use contraceptives. Owing to these findings above, there is need to raise awareness

about contraception in the refugee settlements and dispel myths and misconceptions.

Cultural norms and values have a direct impact on the uptake of health services which may

positively or negatively affect the health outcomes of the people [48]. The finding of this study

is similar with a finding in a study done by Kapadia-Kundu and others [41] which revealed

that many communities across Africa view women who use contraceptives as weak and fear to

raise children, as perceived to be against the community expectation and the cultural norms.

Women were expected to give birth until menopause and to have a big family. Due to these

strong cultural norms, women who fail to have the desired number of children are subjected

to disciplinary action like being chased out of the marital home or face intimate partner vio-

lence [29]. Considering this finding, we recommend that the Ministry of Health and partners

working in the refugee settlements roll out a health promotion campaign to enlighten commu-

nity leaders and men on the selected cultural issues that impact on the decision to use contra-

ceptives. Such an initiative can help in attitude change and increase the uptake of

contraception among refugee communities.

Reprisal following contraceptive use is one of the ways in which men can restrict the uptake

of certain health care services by women for their sexual reproductive health desires [35, 41].

This study further established that women who went ahead and used contraceptives without

approval of their husbands and/or family members received some form of punishment includ-

ing intimate partner violence or separation/divorce. A study done by Kapadia-Kundu and oth-

ers in Ethiopia [41] revealed that such reprisals may involve neglecting women by leaving

them without any social support thereby making them vulnerable considering their socio-eco-

nomic status in the community. Most families have disintegrated due to disagreements on

contraceptive use, impacting negatively on the lives of children and the women themselves due

to intimate partner violence [49]. Thus, the persistent gender norms have affected uptake of

health services amongst young women leading to fear [50]. The refugee women believed that

use of contraceptives was safer when the husbands and family members were not aware. Con-

sidering the above fears, interpersonal communication should be designed for men, women,

and local leaders to uphold the dignity of women and their rights to health. The men should

also be sensitized about the consequences of intimate partner violence if they were acting out

of ignorance. This will help them to appreciate the law and its implication on intimate partner

violence while accepting contraceptive use by their women [51, 52].

Community leaders have always been viewed as gate keepers for any community programs.

In this study, it was revealed that community leaders particularly the religious and other clan
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leaders were antagonizing family planning programs within the settlements [53]. Their quest

for many children to build a stronger society, have enough labour in the gardens and replace

those who died during the war back home is openly demonstrated in their campaigns against

contraception. This concurs with a finding from a study done in South Sudan which revealed

that contraceptives are viewed as a barrier to achieving the desired number of children [53].

This is because they view children with another lens as source of prestige and security and fail-

ure to do so called for clan leaders’ intervention and advocating for another wife.

At institutional level, this study explored some institutional factors that included health sys-

tems and not limited to availability of commodities and quality of contraceptive services that

were crucial in influencing individual decision to use contraceptive. Participants reported that

the health services around the refugee settlements were burdened with multiple challenges

such as limited staff to offer quality contraceptive information and services in Adjumani and

limited contraceptive methods available. This finding concurs with a study done by Anand

and others who revealed that poor quality services and limited choice impacted negatively on

the women’s decision-making [7].

The existing hostile policy frameworks also affected certain age groups to access contracep-

tion. In Uganda, the current state of the Sexual Reproductive Health and Right policy guide-

lines restricts access to contraceptive information and services to adolescent girls below 16

years [54]. This has put the sexual reproductive health of adolescent girls in jeopardy, render-

ing them susceptible to teenage pregnancy.

Implication for practice

There is need for a multidisciplinary approach to combatting barriers to contraception use

among refugee communities. Professionals from different organizations and departments

need to be educated and trained to understand the culture of refugee communities and effec-

tively help in promoting access to contraception services. More importantly there is need for a

robust health promotion programme targeting both men and women in the refugee communi-

ties. Such a health promotion initiative should also be supported and conducted by people

within the refugee communities to enhance acceptability. More conversations are needed with

refugee women and men to understand the best ways of caring for the women and tap into

opportunities available to break the barriers to contraceptive use. Such engagement may be

key to finding lasting solutions in ending opposition to contraceptive use among refugee com-

munities. There is need to adopt locally appropriate approaches and interventions to deliver

health promotion to contraceptive awareness and paying attention to concept of social justice

and recognition of local knowledge and values.

Limitation of the study

The research participants were drawn from one district in Uganda in this case Adjumani.

Future research encompassing several districts hosting refugees in Uganda will be needed to

enhance comparisons. Furthermore, the research study was limited to only a qualitative

research paradigm. However, future studies using both qualitative and quantitative research

paradigms will be needed to explore the research issues from different epistemological and

ontological positions.

Conclusion and recommendation

Several constrains negatively affected the use of contraception among South Sudanese refugee

women living in Uganda. Gender dynamics were found to influence decisions for contracep-

tive use given the low empowerment of women and the Patriarchal dominance of men in
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making decision for health choices. This research also found that cultural norms related to

bride price and limited knowledge on the benefits of contraception affected its use. We also

found that majority of the women were not engaged in economic activities. Hence were living

in the mercy of their husbands for any decision about their sexual and reproductive choices.

We therefore recommended the following:

Ministry of Health and partners roll out health promotion awareness using community

friendly strategies such as community dialogues to discuss benefits of family planning and clar-

ity on myths and misconceptions, rights to health and upholding the dignity of women in soci-

ety. In addition, acknowldegement of the values, knowledge and ethos of the refugee

communities should be recognized to build a formidable relationship with the community

leaders while promoting contraception at community level. More importantly, robust policies

supporting contraceptive use among refugee communities are needed and the public must be

aware of it for continued engagement with health services to improve women s’ health. From

the widely expressed views about the lack of financial capacity, we suggest that refugee women

should be enrolled in financial literacy programs for socio—economic empowerment.

Acknowledgments

We are grateful to all refugee women who took part in this research and the Research Assis-

tants for data collection. Special thanks go to my supervisors for the continued support.

Author Contributions

Conceptualization: Roselline Achola, Lynn Atuyambe, Elizabeth Nabiwemba, Christopher

Garimoi Orach.

Data curation: Roselline Achola, Lynn Atuyambe, Mathew Nyashanu, Christopher Garimoi

Orach.

Formal analysis: Roselline Achola, Lynn Atuyambe, Mathew Nyashanu, Christopher Garimoi

Orach.

Funding acquisition: Roselline Achola, Lynn Atuyambe, Elizabeth Nabiwemba, Christopher

Garimoi Orach.

Investigation: Roselline Achola, Mathew Nyashanu, Christopher Garimoi Orach.

Methodology: Roselline Achola, Lynn Atuyambe, Elizabeth Nabiwemba, Mathew Nyashanu,

Christopher Garimoi Orach.

Project administration: Roselline Achola.

Resources: Roselline Achola, Lynn Atuyambe, Elizabeth Nabiwemba, Christopher Garimoi

Orach.

Software: Roselline Achola, Mathew Nyashanu.

Supervision: Lynn Atuyambe, Elizabeth Nabiwemba, Christopher Garimoi Orach.

Validation: Roselline Achola, Lynn Atuyambe, Elizabeth Nabiwemba, Mathew Nyashanu,

Christopher Garimoi Orach.

Visualization: Roselline Achola.

Writing – original draft: Roselline Achola, Mathew Nyashanu, Christopher Garimoi Orach.

Writing – review & editing: Roselline Achola, Lynn Atuyambe, Elizabeth Nabiwemba,

Mathew Nyashanu, Christopher Garimoi Orach.

PLOS ONE Barriers to contraceptive use in humanitarian settings

PLOS ONE | https://doi.org/10.1371/journal.pone.0278731 March 1, 2024 16 / 19

https://doi.org/10.1371/journal.pone.0278731


References
1. Bashford-Squires S, Gibson L, Nyashanu M. Mitigating gender-based violence through the economic

empowerment of women: a case study of the Teso sub-region in Uganda. Indigenous Methodologies,

Research and Practices for Sustainable Development: Springer; 2022. p. 371–91.

2. Mutambara VM, Crankshaw TL, Freedman J. Assessing the impacts of COVID-19 on women refugees

in South Africa. Journal of Refugee Studies. 2022; 35(1):704–21.

3. Jeffries R, Abdi H, Ali M, Bhuiyan ATMRH, El Shazly M, Harlass S, et al. The health response to the

Rohingya refugee crisis post August 2017: reflections from two years of health sector coordination in

Cox’s Bazar, Bangladesh. PLoS One. 2021; 16(6):e0253013. https://doi.org/10.1371/journal.pone.

0253013 PMID: 34115800

4. Gomez MP, Christensen A, Araya YY, Harild N. The impacts of refugees on neighboring countries: A

development challenge. The World Bank; 2010.

5. Meyer K, Abimpaye M, Harerimana JdD, Williams C, Gallagher MC. Understanding the sexual and

reproductive health experiences of refugee and host community adolescents and youth in Rwanda dur-

ing COVID-19: needs, barriers, and opportunities. Frontiers in Reproductive Health. 2022; 4:799699.

https://doi.org/10.3389/frph.2022.799699 PMID: 36303625

6. Schaaf M, Arnott G, Chilufya KM, Khanna R, Khanal RC, Monga T, et al. Social accountability as a strat-

egy to promote sexual and reproductive health entitlements for stigmatized issues and populations.

International journal for equity in health. 2022; 21(Suppl 1):19. https://doi.org/10.1186/s12939-021-

01597-x PMID: 35144627

7. Anand S, Bärnighausen T. Health workers at the core of the health system: framework and research

issues. Health Policy. 2012; 105(2–3):185–91. https://doi.org/10.1016/j.healthpol.2011.10.012 PMID:

22154420

8. Senderowicz L, Maloney N. Supply-Side versus Demand-Side unmet need: implications for family plan-

ning programs. Population and development review. 2022; 48(3):689–722. https://doi.org/10.1111/

padr.12478 PMID: 36578790

9. Austin A. Unmet contraceptive need among married Nigerian women: an examination of trends and

drivers. Contraception. 2015; 91(1):31–8. https://doi.org/10.1016/j.contraception.2014.10.002 PMID:

25453583

10. Asif MF, Meherali S, Abid G, Khan MS, Lassi ZS. Predictors of Child’s Health in Pakistan and the Mod-

erating Role of Birth Spacing. International Journal of Environmental Research and Public Health.

2022; 19(3):1759. https://doi.org/10.3390/ijerph19031759 PMID: 35162782

11. Cleland J, Shah IH, Benova L. A fresh look at the level of unmet need for family planning in the postpar-

tum period, its causes and program implications. International perspectives on sexual and reproductive

health. 2015; 41(3):155–62. https://doi.org/10.1363/4115515 PMID: 26600569

12. Azmat SK, Ali M, Ishaque M, Mustafa G, Hameed W, Khan OF, et al. Assessing predictors of contracep-

tive use and demand for family planning services in underserved areas of Punjab province in Pakistan:

results of a cross-sectional baseline survey. Reproductive health. 2015; 12(1):1–10. https://doi.org/10.

1186/s12978-015-0016-9 PMID: 25880987

13. Jannat S, Sifat RI, Khisa M. Sexual and reproductive health conditions of women: Insights from Rohin-

gya Refugee Women in Bangladesh. Sexuality Research and Social Policy. 2022:1–14.

14. Kushitor M, Henry EG, Obeng-Dwamena AD, Agyekum MW, Agula C, Toprah T, et al. Covert Con-

traceptive Use amongst the urban poor in Accra, Ghana: experiences of health providers. Reproductive

Health. 2022; 19(1):1–12.

15. Nasar S, Raz S, Parray AA, Hossain MR, Sultana R, Nadim A, et al. An assessment of gender vulnera-

bility in the humanitarian crisis in Cox’s Bazar, Bangladesh: Developing a gender-based vulnerability

index in the Rohingya and Host community contexts. International Journal of Disaster Risk Reduction.

2022; 81:103246.

16. Mendola D, Pera A. Vulnerability of refugees: Some reflections on definitions and measurement prac-

tices. International Migration. 2022; 60(5):108–21.

17. Festin MPR, Kiarie J, Solo J, Spieler J, Malarcher S, Van Look PF, et al. Moving towards the goals of

FP2020—classifying contraceptives. Contraception. 2016; 94(4):289–94. https://doi.org/10.1016/j.

contraception.2016.05.015 PMID: 27287693

18. Nyashanu M, Tsopotsa T, Mbalinda SN, North G, Mguni M, Nyashanu NS. The potential impact of

COVID 19 on poor and conflict-ridden communities in Sub-Sahara Africa (SSA): A conceptual paper.

Greenwich Social Work Review. 2020; 1(2):125–32.

19. Mosha I, Ruben R, Kakoko D. Family planning decisions, perceptions and gender dynamics among

couples in Mwanza, Tanzania: a qualitative study. BMC public health. 2013; 13(1):1–13. https://doi.org/

10.1186/1471-2458-13-523 PMID: 23721196

PLOS ONE Barriers to contraceptive use in humanitarian settings

PLOS ONE | https://doi.org/10.1371/journal.pone.0278731 March 1, 2024 17 / 19

https://doi.org/10.1371/journal.pone.0253013
https://doi.org/10.1371/journal.pone.0253013
http://www.ncbi.nlm.nih.gov/pubmed/34115800
https://doi.org/10.3389/frph.2022.799699
http://www.ncbi.nlm.nih.gov/pubmed/36303625
https://doi.org/10.1186/s12939-021-01597-x
https://doi.org/10.1186/s12939-021-01597-x
http://www.ncbi.nlm.nih.gov/pubmed/35144627
https://doi.org/10.1016/j.healthpol.2011.10.012
http://www.ncbi.nlm.nih.gov/pubmed/22154420
https://doi.org/10.1111/padr.12478
https://doi.org/10.1111/padr.12478
http://www.ncbi.nlm.nih.gov/pubmed/36578790
https://doi.org/10.1016/j.contraception.2014.10.002
http://www.ncbi.nlm.nih.gov/pubmed/25453583
https://doi.org/10.3390/ijerph19031759
http://www.ncbi.nlm.nih.gov/pubmed/35162782
https://doi.org/10.1363/4115515
http://www.ncbi.nlm.nih.gov/pubmed/26600569
https://doi.org/10.1186/s12978-015-0016-9
https://doi.org/10.1186/s12978-015-0016-9
http://www.ncbi.nlm.nih.gov/pubmed/25880987
https://doi.org/10.1016/j.contraception.2016.05.015
https://doi.org/10.1016/j.contraception.2016.05.015
http://www.ncbi.nlm.nih.gov/pubmed/27287693
https://doi.org/10.1186/1471-2458-13-523
https://doi.org/10.1186/1471-2458-13-523
http://www.ncbi.nlm.nih.gov/pubmed/23721196
https://doi.org/10.1371/journal.pone.0278731


20. Namasivayam A, Schluter PJ, Namutamba S, Lovell S. Understanding the contextual and cultural

influences on women’s modern contraceptive use in East Uganda: a qualitative study. PLOS Global

Public Health. 2022; 2(8):e0000545. https://doi.org/10.1371/journal.pgph.0000545 PMID:

36962757

21. Underwood CR, Casella A, Hendrickson ZM. Gender norms, contraceptive use, and intimate partner

violence: A six-country analysis. Sexual & Reproductive Healthcare. 2023; 35:100815. https://doi.org/

10.1016/j.srhc.2023.100815 PMID: 36738730

22. Jones BA, Buchanan H, Harcourt D. The experiences of older adults living with an appearance altering

burn injury: an exploratory qualitative study. Journal of health psychology. 2017; 22(3):364–74. https://

doi.org/10.1177/1359105315603473 PMID: 26324235

23. McLeroy KR, Bibeau D, Steckler A, Glanz K. An ecological perspective on health promotion programs.

Health education quarterly. 1988; 15(4):351–77. https://doi.org/10.1177/109019818801500401 PMID:

3068205

24. Dalessandro C, Kaiser J, Sanders JN. Reproductive autonomy and feelings of control over pregnancy

among emerging adult clients in a Utah (USA) contraceptive initiative study. Sexual & Reproductive

Healthcare. 2022; 31:100688.

25. Green LW, Richard L, Potvin L. Ecological foundations of health promotion. American journal of health

promotion. 1996; 10(4):270–81. https://doi.org/10.4278/0890-1171-10.4.270 PMID: 10159708

26. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful sampling for quali-

tative data collection and analysis in mixed method implementation research. Administration and policy

in mental health and mental health services research. 2015; 42:533–44. https://doi.org/10.1007/

s10488-013-0528-y PMID: 24193818

27. Romero D, Kwan A, Suchman L. Methodologic approach to sampling and field-based data collection for

a large-scale in-depth interview study: The Social Position and Family Formation (SPAFF) project. PloS

one. 2019; 14(1):e0210776. https://doi.org/10.1371/journal.pone.0210776 PMID: 30645631

28. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative research in psychology. 2006; 3

(2):77–101.

29. Varghese N, Kumar N. Feminism in advertising: irony or revolution? A critical review of femvertising.

Feminist Media Studies. 2022; 22(2):441–59.

30. Hatendi CM. Gendered Inequalities on Contraceptive Use and Women’s Reproductive Rights: A

Philosophical Reflection on Women in the Johane Marange Apostolic Church in Harare. JOCAP.

2022; 3.

31. Karp C, Wood SN, Galadanci H, Kibira SPS, Makumbi F, Omoluabi E, et al. ‘I am the master key that

opens and locks’: Presentation and application of a conceptual framework for women’s and girls’

empowerment in reproductive health. Social Science & Medicine. 2020; 258:113086. https://doi.org/10.

1016/j.socscimed.2020.113086 PMID: 32521413

32. Duby Z, Bergh K, Jonas K, Reddy T, Bunce B, Fowler C, et al. “Men Rule. . . this is the Normal Thing.

We Normalise it and it’s Wrong”: Gendered Power in Decision-Making Around Sex and Condom Use in

Heterosexual Relationships Amongst Adolescents and Young People in South Africa. AIDS and Behav-

ior. 2023; 27(6):2015–29.

33. Robinson JL, Narasimhan M, Amin A, Morse S, Beres LK, Yeh PT, et al. Interventions to address

unequal gender and power relations and improve self-efficacy and empowerment for sexual and repro-

ductive health decision-making for women living with HIV: A systematic review. PloS one. 2017; 12(8):

e0180699. https://doi.org/10.1371/journal.pone.0180699 PMID: 28837562

34. Ontiri S, Were V, Kabue M, Biesma-Blanco R, Stekelenburg J. Patterns and determinants of modern

contraceptive discontinuation among women of reproductive age: Analysis of Kenya Demographic

Health Surveys, 2003–2014. PloS one. 2020; 15(11):e0241605. https://doi.org/10.1371/journal.pone.

0241605 PMID: 33151972

35. Ackerson K, Zielinski R. Factors influencing use of family planning in women living in crisis affected

areas of Sub-Saharan Africa: A review of the literature. Midwifery. 2017; 54:35–60. https://doi.org/10.

1016/j.midw.2017.07.021 PMID: 28830027

36. Potasse MA, Yaya S. Understanding perceived access barriers to contraception through an African

feminist lens: a qualitative study in Uganda. BMC public health. 2021; 21(1):1–13.

37. Lateef S, Komal N, Ghaffar M, Zulfiqar K, Minhas S, Mumtaz H, et al. Assessing the use of contracep-

tive methods for family planning among married women of rawalpindi [urban]. Middle East Journal of

Family Medicine. 2022; 59(10).

38. Olanrewaju FO, Olanrewaju A, Omotoso F, Alabi JO, Amoo E, Loromeke E, et al. Insurgency and the

invisible displaced population in Nigeria: A situational analysis. SAGE Open. 2019; 9

(2):2158244019846207.

PLOS ONE Barriers to contraceptive use in humanitarian settings

PLOS ONE | https://doi.org/10.1371/journal.pone.0278731 March 1, 2024 18 / 19

https://doi.org/10.1371/journal.pgph.0000545
http://www.ncbi.nlm.nih.gov/pubmed/36962757
https://doi.org/10.1016/j.srhc.2023.100815
https://doi.org/10.1016/j.srhc.2023.100815
http://www.ncbi.nlm.nih.gov/pubmed/36738730
https://doi.org/10.1177/1359105315603473
https://doi.org/10.1177/1359105315603473
http://www.ncbi.nlm.nih.gov/pubmed/26324235
https://doi.org/10.1177/109019818801500401
http://www.ncbi.nlm.nih.gov/pubmed/3068205
https://doi.org/10.4278/0890-1171-10.4.270
http://www.ncbi.nlm.nih.gov/pubmed/10159708
https://doi.org/10.1007/s10488-013-0528-y
https://doi.org/10.1007/s10488-013-0528-y
http://www.ncbi.nlm.nih.gov/pubmed/24193818
https://doi.org/10.1371/journal.pone.0210776
http://www.ncbi.nlm.nih.gov/pubmed/30645631
https://doi.org/10.1016/j.socscimed.2020.113086
https://doi.org/10.1016/j.socscimed.2020.113086
http://www.ncbi.nlm.nih.gov/pubmed/32521413
https://doi.org/10.1371/journal.pone.0180699
http://www.ncbi.nlm.nih.gov/pubmed/28837562
https://doi.org/10.1371/journal.pone.0241605
https://doi.org/10.1371/journal.pone.0241605
http://www.ncbi.nlm.nih.gov/pubmed/33151972
https://doi.org/10.1016/j.midw.2017.07.021
https://doi.org/10.1016/j.midw.2017.07.021
http://www.ncbi.nlm.nih.gov/pubmed/28830027
https://doi.org/10.1371/journal.pone.0278731


39. Mejı́a-Guevara I, Cislaghi B, Darmstadt GL. Men’s Attitude Towards Contraception and Sexuality,

Women’s Empowerment, and Demand Satisfied for Family Planning in India. Frontiers in Sociology.

2021; 6:689980. https://doi.org/10.3389/fsoc.2021.689980 PMID: 34977228

40. Ruderman LW, Packer C, Zingani A, Moses P, Burke HM. “Men can take part”: examining men’s role in

supporting self-injectable contraception in southern Malawi, a qualitative exploration. Reproductive

Health. 2022; 19(1):1–11.

41. Kapadia-Kundu N, Tamene H, Ayele M, Dana F, Heliso S, Velu S, et al. Applying a gender lens to social

norms, couple communication and decision making to increase modern contraceptive use in Ethiopia, a

mixed methods study. Reproductive health. 2022; 19(Suppl 1):138. https://doi.org/10.1186/s12978-

022-01440-8 PMID: 35765014

42. Lusey H, San Sebastian M, Christianson M, Edin KE. Prevalence and correlates of gender inequitable

norms among young, church-going women and men in Kinshasa, Democratic Republic of Congo. BMC

public health. 2018; 18:1–12. https://doi.org/10.1186/s12889-018-5742-9 PMID: 30016960

43. Akoth C, Oguta JO, Gatimu SM. Prevalence and factors associated with covert contraceptive use in

Kenya: a cross-sectional study. BMC public health. 2021; 21(1):1–8.

44. Mwaisaka J, Gonsalves L, Thiongo M, Waithaka M, Sidha H, Agwanda A, et al. Exploring contraception

myths and misconceptions among young men and women in Kwale County, Kenya. BMC Public Health.

2020; 20(1):1–10.

45. Xu Y. Essays on physical and financial well-being in low-and middle-income countries. 2022.

46. Kaur S, Blumenthal PD. Global myth busting in family planning. Current Opinion in Obstetrics and

Gynecology. 2021; 33(6):458–62. https://doi.org/10.1097/GCO.0000000000000757 PMID: 34747882

47. Jonas K, Duby Z, Maruping K, Harries J, Mathews C. Rumours, myths, and misperceptions as barriers

to contraceptive use among adolescent girls and young women in South Africa. 2022.

48. Krishnaratne S, Hoyt J, Hamon JK, Ariko AB, Atayo C, Morukileng J, et al. Acceptability of family plan-

ning in a changing context in Uganda: a realist evaluation at two time points. BMJ open. 2022; 12(4):

e054277. https://doi.org/10.1136/bmjopen-2021-054277 PMID: 35396286

49. Young CR, Arnos DM, Matthews LT. A scoping review of interventions to address intimate partner vio-

lence in sub-Saharan African healthcare. Global public health. 2019; 14(9):1335–46. https://doi.org/10.

1080/17441692.2019.1567802 PMID: 30648466

50. Nalukwago J, Crutzen R, van den Borne B, Bukuluki PM, Bufumbo L, Burke HM, et al. Gender norms

associated with adolescent sexual behaviours in Uganda. International Social Science Journal. 2019;

69(231):35–48.

51. Alio AP, Daley EM, Nana PN, Duan J, Salihu HM. Intimate partner violence and contraception use

among women in Sub-Saharan Africa. International Journal of Gynecology & Obstetrics. 2009; 107

(1):35–8. https://doi.org/10.1016/j.ijgo.2009.05.002 PMID: 19481751

52. Paul P, Mondal D. Association between intimate partner violence and contraceptive use in India: Explor-

ing the moderating role of husband’s controlling behaviors. Journal of interpersonal violence. 2022; 37

(17–18):NP15405–NP33. https://doi.org/10.1177/08862605211015212 PMID: 34000903

53. Kane S, Kok M, Rial M, Matere A, Dieleman M, Broerse JE. Social norms and family planning decisions

in South Sudan. BMC Public Health. 2016; 16:1–12.

54. Perehudoff K, Kibira D, Wuyts E, Pericas C, Omwoha J, van den Ham HA, et al. A comparative human

rights analysis of laws and policies for adolescent contraception in Uganda and Kenya. Reproductive

Health. 2022; 19(1):1–14.

PLOS ONE Barriers to contraceptive use in humanitarian settings

PLOS ONE | https://doi.org/10.1371/journal.pone.0278731 March 1, 2024 19 / 19

https://doi.org/10.3389/fsoc.2021.689980
http://www.ncbi.nlm.nih.gov/pubmed/34977228
https://doi.org/10.1186/s12978-022-01440-8
https://doi.org/10.1186/s12978-022-01440-8
http://www.ncbi.nlm.nih.gov/pubmed/35765014
https://doi.org/10.1186/s12889-018-5742-9
http://www.ncbi.nlm.nih.gov/pubmed/30016960
https://doi.org/10.1097/GCO.0000000000000757
http://www.ncbi.nlm.nih.gov/pubmed/34747882
https://doi.org/10.1136/bmjopen-2021-054277
http://www.ncbi.nlm.nih.gov/pubmed/35396286
https://doi.org/10.1080/17441692.2019.1567802
https://doi.org/10.1080/17441692.2019.1567802
http://www.ncbi.nlm.nih.gov/pubmed/30648466
https://doi.org/10.1016/j.ijgo.2009.05.002
http://www.ncbi.nlm.nih.gov/pubmed/19481751
https://doi.org/10.1177/08862605211015212
http://www.ncbi.nlm.nih.gov/pubmed/34000903
https://doi.org/10.1371/journal.pone.0278731

