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“Good reproductive health policy starts with credible research” (Guttmacher Institute, 2017)



Abstract

Introduction

In Tanzania, deliveries among adolescent girls have increased from 23% in 2010 to 27% in 2016.
The unmet need for family planning among sexually active unmarried adolescent girls is
estimated to be over 40%. In 2008, about one-third of incomplete abortion cases in health
facilities occurred among adolescents and there has been an increasing documentation of unsafe
clandestine abortions in the country. Despite these challenges, performing or assisting abortion is
still illegal in the country, with imprisonment term ranging from 3-14 years depending on the
level of involvement in the abortion procedure. Nevertheless, post-abortion care (PAC) services
are provided for women with incomplete abortion complications. This research aims to
contribute to the prioritized family planning agenda by exploring and adding up context-specific
knowledge on out-of-school adolescent girls’ understandings, access to and experiences of
modern contraception and pregnancy termination in Mbeya region, in the southern highlands of

Tanzania.

Methodology

This is a qualitative study drawing upon phenomenological thinking in understanding out-of-
school adolescent fertility control practices. Data were collected through 26 in-depth interviews
and 2 focus group discussions with nurses and out-of-school adolescent girls. Data was analysed

through thematic content analysis by using ATLAS ti. qualitative data analysis software.



Findings

The findings reflect ambivalence in adolescent use of modern contraception resulting from
uncertainties regarding reproductive health safety. The use of modern contraceptives by
adolescents is perceived by nurses and some girls as a sign of declining sexual morality thus,
influencing adolescent women to resort to secretive sexual and fertility control practices in order
to maintain social expectations of being moral girls. Further, nurses act as medical and moral
agents during contraceptive counseling thereby informally re-enforcing social norms on
abstinence and a focus on school while at the same time negotiating for appropriate
contraception. Poor awareness of emergency contraceptive pills was observed among adolescent

girls, including poor knowledge of fertile days within the menstrual cycle.

Conclusion

Although modern contraception implies sexual pleasure without fear of unplanned pregnancy;, it
is perceived by both nurses and girls as a reproductive health risk (infertility) and a sign for
declining sexual morality. Therefore, interventions that aim to increase the use of contraceptives
among adolescents need to consider how they collide with local norms and perspectives
regarding sexual morality thus, directing efforts on how to change such conceptions to align with
the aim of promoting adolescent reproductive health. Further, educational interventions on
contraception have to increase awareness of emergency contraceptive pills among adolescent
girls as well as address the need for nurses to provide emergency contraceptive information to all

adolescents during family planning counseling.
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Background

Global concerns on adolescent reproductive health

Between 2003 and 2009, maternal hemorrhage and abortion were categorized among the top 10
causes of death globally (Patton et al., 2009) and accounted for 27.1% and 7.9% of deaths among
women, respectively (Say et al., 2014). Evidence shows that childbearing in adolescence is
associated with high maternal and child mortality due to their physical immaturity, with deaths
from pregnancy and childbirth complications reported to be among the leading causes (Patton et
al., 2009).1t is for these reasons that adolescent reproductive health has gained prominence in the

international agenda in recent years.

Adolescents comprised about 18% of the world population in 2010, with those residing in Sub-
Saharan Africa accounting for 16% of this population (UNFPA, 2013). It has been predicted that
Tanzania will be among the nine least developed countries with highest percentage of younger
population by 2050 (United Nations, 2011). Worldwide, adolescent births contribute about 11%
of all global births, of which 95% is contributed by developing countries (WHO, 2011). An
estimated 19% of young women in developing countries become pregnant before reaching 18
years of age (UNFPA, 2013) while about 10.2 million unplanned pregnancies occur among
adolescent girls aged 15-19 years each year with 3.9 million of these ending in unsafe abortion
(Guttmacher Institute, 2016). These statistics have raised special concerns on reproductive health
of adolescents residing in developing countries, especially the use of modern contraceptives.
Unfortunately, about 23 million women aged 15-19 in developing countries have unmet need for

modern contraception, with the majority living in poor families in rural areas (Guttmacher



Institute, 2016). This further adds to the pool of potential unintended teen pregnancies and

associated mortalities in these countries.

Prevention of marriage before 18 years of age, increased use of contraceptives and prevention of
unsafe abortion are recommended in the WHO guidelines on preventing early pregnancy and
poor reproductive health outcomes among adolescents in developing countries (WHO, 2011).The
Sustainable Development Goals (SDGs) agenda points to the importance of investing in sexual
and reproductive health (SRH). SDG 3 aims to “ensure healthy lives and promote well-being for
all at all ages” (United Nations 2015, pp.14). Target 3.7 sets to “...ensure universal access to
sexual and reproductive health-care services, including for family planning, information and
education, and the integration of reproductive health into national strategies and programmes” by
2030 (United Nations, 2015, pp. 16). Moreover, the Global Strategy for Women’s, Children’s
and Adolescents’ Health 2016-2030 was launched in 2015 as a guide towards speeding-up health
improvement in these sub-populations in accordance with the SDGs. This initiative has been
described as the first global strategy to recognize adolescents’ health and that aims to end
preventable adolescent deaths by 2030. A parallel global strategy is the FP 2020 that targets to
ensure universal access to contraceptives by 2020 among more than 120 million women and girls
irrespective of residential areas; hence, speeding-up reduction of unmet needs for FP and

attainment of health related SDGs (FP2020, 2017).

The Family Planning Agenda in Tanzania
The total fertility rate in Tanzania has declined from 5.7 children per woman as reported in 2004
to 5.2 children per woman in 2016 (Ministry of Health et al., 2016a) Family planning in

Tanzania is managed by the Ministry of Health, Community Development, Gender, Elderly and



Children (MoHCDGEC) under the section of Reproductive and Child Health (RCH). Since 1994,
adolescents’ reproductive health has been formally recognized and promoted under the
Adolescent Reproductive Health Program within the ministry. The priority on improving
women’s reproductive health including adolescents has been reflected in numerous past and
present strategic action plans and policy documents at national level that align with international
priority targets on women, child and adolescent reproductive health. A few include; the National
Family Planning Costed Implementation Program (NFPCIP) 2010-2015, The Tanzania
Development Vision 2025, The Sharpened One Plan 2008-2015, The Health Sector Strategic

Plan 2015-2020 (HSSP 1V) and the One Plan 11 2016-2020.

The National Family Planning Guidelines and Standards of 2013 emphasize the right of young
people aged 10-24 years to have equitable access to quality family planning information,
education and services without parental consent and irrespective of their parity and marital status
(Ministry of Health and Social Welfare, 2013). Tanzania with support from donor-funded
interventions has made efforts to scale up adolescent friendly reproductive health services
(AFRHS) to cater for the unmet need of family planning among adolescents (Venkatraman et al.,
2013). One-third of health facilities are reported to be youth-friendly, which involves provision
of appropriate comfortable settings and services for youth, ability to retain youths for follow-up
or repeated visits and positive attitudes to provide services in a friendly way (Hainsworth et al.,
2014). However, negative attitudes among healthcare workers, religious leaders and community
members have been reported as barriers to sexual and reproductive health seeking behavior
among the adolescent population sub-group (Dusabe et al., 2015, Mchome et al., 2015). Despite

these numerous challenges, the country is pressing forward in improving adolescent reproductive



health. The country’s One Plan II 2016-2020 strategic plan for RMNCAH aligns with SDGs and
the Global Strategy for Women’s, Children’s and Adolescents’ Health 2016-2030, targeting an
increase of 80% of RCH facilities providing youth friendly services and 45% increase in modern

contraceptive prevalence rate by 2020 (Ministry of Health, 2016).

Childbearing and contraception among adolescent girls in Tanzania

The adolescent sub-population constitutes 10.3% of the total population of 44.9 million as of
2012 (National Bureau of Statistics et al., 2015). Childbearing among adolescents aged 15-19
has increased from 23% in 2010 (TDHS 2010) to 27% in 2016 (Ministry of Health et al., 2016b).
However, there are differences in proportion of childbearing across the 15-19 age group; with
4.4% reported to have begun childbearing at 15 years to 56.7% at age 19 (Ministry of Health et
al., 2016a). Furthermore, adolescent childbearing varies with educational level, economic status
and area of residence. Those with no education account for 52% of girls having begun
childbearing compared to 10% of those with secondary or higher education; those raised in
wealthiest households constitute 13% contrary to 42% in poorest households and those resident
in rural areas constitute 32% of teenage pregnancies contrary to 19% of their urban counterparts

(Ministry of Health et al., 2016b).

In 2016, the unmet need for family planning among sexually active unmarried women aged 15—
19 has been reported to be 42.4%, with mothers below 20 years comprising 31.9% of young
women who had wanted their pregnancy later (Ministry of Health et al., 2016a). This describes

the proportion of girls who failed to control their fertility resulting in unplanned pregnancies.



Reasons for non-use of contraception among adolescents were reported to be attributed to having
a single status, infrequent sex, unfriendly health services, concerns about side effects and

misconceptions of HIV infection and infertility (Dusabe et al., 2015).

In addition, the lack of awareness of emergency contraception among women was described as
among key barriers perpetuating demand challenges (UnitedNations, 2012). Emergency
contraception was categorized among reproductive health commodities that compose the list of
13 life-saving commodities that are lacking and whose availability and accessibility was targeted
to be increased in poor nations by 2014 (UnitedNations, 2012). It has also been listed in the
recent WHO Model List of Essential Medicines (WHO, 2015), indicating its priority for

women’s’ health.

Abortion on the international and local agenda

Abortion contributed 7.9% of global maternal deaths between 2003 and 2009 (Say et al., 2014).
During the same period, Sub-Saharan Africa was reported to have a proportion of 9.6% abortion
related maternal deaths that was higher than the global average (Say et al., 2014). Recently, a
paper estimated a global rate of 35 abortions per 1000 women aged 15-44 each year between
2010-14, with global abortion trends from 1990 through 2014 remaining high in developing
countries compared to the developed world (Sedgh et al., 2016).

Unsafe abortion which refers to “...a procedure for terminating an unintended pregnancy carried
out either by persons lacking the necessary skills or in an environment that does not conform to
minimal medical standards or both (WHO 2008, p. 2); has raised global concerns over women’s

health, with numerous efforts targeted at ensuring access to safe abortion and post-abortion care



(PAC) services worldwide. However, recent reinstatement of the Mexico City Policy by
President Donald J Trump in January, 2017 that prohibits support for abortion is anticipated to
affect greater number of United States (US) funded international and local non-governmental
organizations (NGOs) working to actively promote and perform safe abortion related causes
(Singh and Karim, 2017). This will further enforce ideologies on pro-life movement where

elective abortions are opposed.

In Tanzania, an act towards induced abortion is illegal following a restrictive abortion law which
allows it to be conducted only when a woman’s physical or mental health is at risk (Center for
Reproductive Rights, 2012). Under the revised penal code, different legal sanctions apply to
those responsible for any act of abortion. A pregnant woman who intentionally performs abortion
or allows it to be performed is subject to seven years imprisonment, and a person who
intentionally assists in termination of pregnancy is subject to fourteen years of imprisonment
Any person who deliberately provides supplies necessary for abortion is subject to three years
imprisonment term (Center for Reproductive Rights, 2012). This law is however regarded as

being dormant as appropriate legal sanctions are rarely enforced and implemented.

A study on abortion in northern Tanzania reported the lack of formal legal sanctions against
women who undergo induced abortion despite availability of strong public evidence (Plummer et
al., 2008). Further, a study has documented the prevalence of unsafe abortion to be high in
countries where abortion laws are restrictive and with limited access to contraception (Faundes,
2010). However, recent global data on abortion trends between 2010-14 reported non-significant

associations between legal status of abortion and abortion rates (Sedgh et al., 2016). Safe



abortion is primarily determined by access to such services including trained health workers.
Nevertheless; the authors agree that countries with restrictive abortion laws have been observed

to have higher levels of unmet contraception needs.

In 2013, Tanzania had an estimated national abortion rate of 36 abortions per 1000 women aged
15-49 (Keogh et al., 2015). One-third of all incomplete abortion cases identified in health
facilities in the country involved adolescents (UNICEF, 2011). Despite its illegal nature, such
data reflects pressing needs for fertility control among women. To ensure well-being for all
women, the Tanzanian MoHCDGEC partnering with international organizations has been scaling
up provision of PAC services for emergency treatment of abortion related complications and
provision of post-abortion family planning counseling at different levels (Keogh et al., 2015,
Nielsen et al., 2009). Research studies have also raised public health concerns by reporting
country-specific prevalent cases of unsafe abortion practices among women (Norris et al., 2016,

Rasch and Kipingili, 2009).

A number of traditional and modern practices aimed at inducing abortion such as local leaves,
ashes (Plummer, 2010; Rasch and Kipingili, 2009) and chloroquine (Silberschmidt and Rasch,
2001) are alternative cheap means of controlling fertility that women of reproductive age have
reported to resort to and some have been tested to show contractive effects on the uterus (Rasch
et al, 2014). These are a few of the ways in which unsafe abortion is conducted. Furthermore, the
use of misoprostol has been documented as safe and effective at inducing abortion and treating
associated complications when taken early in pregnancy (Shwekerela et al., 2007). It is also

cheaper compared to surgical procedures thus, appropriate for low-resource settings including



Tanzania and important in reducing maternal mortality from unsafe abortion (Baggaley et al.,

2010, Klingberg-Allvin et al., 2015).

Rationale of the study

The global agenda on SDGs targets universal access to family planning by 2030 (United Nations,
2015). Closing the gap for unmet need in family planning among women aged 15-19 has been
agreed upon as a requirement to address wider socio-cultural and health-service challenges, often
specific to context (Guttmacher Institute, 2016). The 2016 TDHS-MIS reported an increase of
4% in adolescent childbearing compared to 2010, thus raising concerns on consistent and proper
use of modern contraception in this age group. It is therefore important to understand context-
specific perceptions and practices attributed to use of modern contraception and pregnancy

termination in order to close the gap for adolescent unmet family planning needs in Tanzania.

This research responds to the National Family Planning Research Agenda (NFPRA) 2013-2018
that among other things calls for research on key myths and misconceptions among population
sub-groups and myths that may delay the use of contraception or family planning (NFPRA,
2013). The research gap priority is also globally reflected in a paper of family planning
knowledge gaps by the Population Council (Askew and Brady, 2013) and in Family Planning
2020 (FP2020) research agenda policy brief (Population Council, 2013) that both call for further
credible research in understanding reasons that perpetuate non-use of family planning among

disadvantaged girls.

Furthermore, the country’s One Plan II 2016-2020 strategic plan targets a 10% prevalence of

unmet need for FP among adolescents by 2020 from the current 40% (Ministry of Health, 2016).



It is thus important that country-specific efforts targeted at increasing modern contraceptive use
among teenagers, are informed by ongoing perceptions of contraception. Teenage pregnancies
and unsafe clandestine abortions are increasing and need to be addressed to minimize maternal
mortality, socio-psychological sufferings contributed by abortion complications as well as to
control population growth in the country. It is anticipated that findings will help inform
interventions targeted at enhancing the use of modern contraception, reduce pregnancies and

unsafe abortion practices among adolescent girls in Tanzania.

Study Aim:

The aim of this study is to contribute to the prioritized FP agenda by exploring and adding up
context-specific knowledge on out-of-school adolescent girls’ understandings, access to and
experiences of modern contraception and pregnancy termination in Mbeya region, Southern

highlands of Tanzania.

Specific objectives:
1. To explore perceptions and experiences of using modern contraceptives as narrated by
girls and nurses;
2. Toexplore ideas and practices related to pregnancy termination among out-of-school
adolescent girls and nurses

3. To explore the role of nurses in contraceptive counseling to young girls.



Methodology

This section describes how the research was conducted, from the choice of study design, data

collection during fieldwork and how the data was analyzed.

Study design

This qualitative research study, conducted in Mbeya region, borrows thinking from a
phenomenological approach to examine how out-of-school adolescent girls and nurses (during
counseling) perceive and experience fertility control. Phenomenology focuses the in-depth
exploration of people’s lived experiences of an event or situation (Dew, 2007). It originated from
philosophical works of Edmund Husserl and Martin Heidegger during the 20™ century, who
emphasized social research to focus on description and interpretation of experiences and
meanings of social phenomenon of interest (Converse, 2012). In this stance, the researcher’s role
is to uncover through informants’ accounts, individual experiences of a phenomenon, and
meanings attached to such experiences while accounting for influences from wider social,
cultural and political context (Lopez and Willis, 2004).The decision to use a phenomenological
approach was guided by the research objective to explore perceptions and experiences of modern
contraception and pregnancy termination among nurses and adolescent girls not in school.
Furthermore, the flexibility and iterative nature of qualitative research (Bryman, 2008), was an

effective means in allowing detailed understanding of the research topic.

Theoretical Concepts

I drew upon social constructionism as a theoretical framework to aid basic understanding of how
phenomena are given meanings through social interactions (Conrad and Barker, 2010). Social

constructionism views reality as subjective and a social construct arising from ongoing social

10



interactions in a particular context (Bury, 1986). A major aim of this approach when applied to
public health is to explore the social construction of health phenomena focusing on how
meanings on diseases, illnesses, practices and conditions are created by people or patients as they
interact within their social context. The social construction of phenomena is a continuous process
as society evolves and meanings are perpetuated and changed as they are re-affirmed among

users.

In this research, the underlying thinking from this macro sociological theory is important in
understanding adolescents’ reproductive health by uncovering meanings girls and nurses attach
to modern fertility control interventions (i.e. modern contraceptive use) and how these meanings
guide their practices in preventing and terminating unplanned pregnancies. However, | have not
dwelled much in using this theory comprehensively, rather I also borrowed related theoretical
concepts of social norms and authoritative knowledge that I will describe briefly, to guide the

interpretation of the study findings.

Social Norms

Social norms are a system of implicit rules which operate at society level to define and govern
people’s ways of life (Xenitidou and Edmonds, 2014). They exist to regulate social behavior
through prescribing what is socially approved while sanctioning deviance through informal
means. In this work, I apply the concept to refer to socially constructed notions of right and
wrong relating to adolescent sexuality particularly on having intimate relationships, use of

modern contraception and pregnancy termination practices.

As argued by Delamater (1981), family and religion are social institutions that define and

regulate norms on sexual expression for its members through socialization. Further, such

11



regulation of acts is performed through internalizing specific perspectives which are in turn
perpetuated and changed during interactions and enforced for conformity through sanctioning
systems that come into play from deviation of norms (Charon, cited in Delamater 1981). Based
on this thinking, the concept will amplify how ongoing normative models exerted by religion,
family, and the hospital (as they come to play during interactions with religious groups, nurses,
peer groups and significant others) influence and shape meanings attributed to adolescent fertility

control practices and shape experiences.

Authoritative knowledge

Authoritative knowledge is defined as “...knowledge that within a community is considered
legitimate, consequential, official, worthy of discussion, and appropriate for justifying particular
actions by people engaged in accomplishing the tasks at hand.” (Davis-Floyd and Sargent 1997,
p.58). It entails knowledge regardless of truth value, which is shared among people who are not
necessarily in authority yet comes to be consensually approved as proper for justifying actions
and practices within a domain of interactions. It is a concept related to and embedded in power
and knowledge as stated by Lave and Wenger (1991, cited in Davis-Floyd and Sargent 1997, p.
56) that “The construction of authoritative knowledge is an ongoing social process that both

builds and reflects power relationships within a community of practice”.

In this work, the authoritative knowledge is based on nurses’ medical knowledge and
institutional belonging in the hospital but loses authority once outside this setting. I have applied
it to interpret the double role of nurses as medical and moral agents with authority over young

people’s reproductive health as they come into play during an encounter with adolescent clients
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for contraceptive counseling and provision of PAC services. The concept is appropriate for use
in attaining the study’s objective of understanding the role of nurses in contraceptive counseling
to young girls. It is important to note that, in a hospital setting there are multiple forms of
knowledge as held by patients or clients and healthcare staff but it is authoritative knowledge

that counts and assumes power in directing and justifying practices.

Study location and setting

The study was conducted in two districts in Mbeya region namely: Mbeya district council
(Mbeya DC) and Mbeya city council (Mbeya CC). Mbeya region is one among the 25 regions of
Tanzania mainland and covers geographical size of 62,420 sq km, bordering Zambia and Malawi
to the West (President's Office Regional Administration and Local Government, 2016). This
region is located in the South-West of Tanzania, also known as the Southern Highlands zone
with a total fertility rate of 4.5 (Ministry of Health et al., 2016a) and population density of
2,707,410; comprising 6.2% of Tanzania’s mainland population in 2012 (National Bureau of

Statistics and Office of Chief Government Statistician, 2014).

It is @ multiethnic community with nine indigenous ethnic groups of Nyakyusa, Safwa, Malila,
Nyiha, Nyamwanga, Ndali, Bungu, Kimbu and Sangu; whose main economic activity is small
scale agriculture and minor activities in mining, trade and tourism (President's Office Regional

Administration and Local Government, 2016).

The selected two districts of Mbeya DC and Mbeya CC are among the 10 districts that comprise
Mbeya region with a total population of 305,319 and 385,279 respectively (National Bureau of
Statistics and Office of Chief Government Statistician, 2016), with each district divided into

smaller geographical areas known as wards. The specific study location for Mbeya DC was
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Nsalala ward while informants from Mbeya CC were recruited from Nzovwe ward. The choice
of these wards was based on opinions from Ward Executive Officers (WEO) on districts
recognized to have many out-of-school adolescent girls. The WEQs are public servants in

administrative posts tasked with management responsibilities for designated wards.

Mbeya is predominantly a youthful population with those aged 0-24 constituting 62.9% and
adolescents aged 15-19 accounting for 10.7% of the total population in 2012 (National Bureau of
Statistics and Office of Chief Government Statistician, 2016). The region comprised 33% of
teenagers who had begun childbearing in 2015-16 and has recently been categorized into the
Southern West Highlands Zone which was ranked among the top 2 out of 9 zones with highest
teen pregnancies in Tanzania (Ministry of Health et al., 2016a). In 2012, among the proportion of
adolescents who at least had one birth, 16.2% and 26.2% lived in urban and rural areas of Mbeya

respectively (National Bureau of Statistics and Office of Chief Government Statistician, 2015).

In addition, school attendance status was reported to decline with increasing adolescent age
where 63.8% of those aged 15 attended school contrary to 36.2% among 19 year olds in 2012
(National Bureau of Statistics and Office of Chief Government Statistician, 2016). Given these
regional data on association between teenage fertility with residence and schooling status,
recruitment of out-of-school adolescents in rural and urban districts in the region was suitable in

generating context-specific understandings of fertility control from adolescents’ perspectives.
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Hospital and community setting

The research took place in two kinds of settings. The first is a hospital based setting in Mbeya
CC known as Mbeya Regional Referral Hospital (MRRH). This is among the public hospitals
that provide FP and PAC services in the city and serves the whole population of Mbeya region.

The second are urban (Mbeya CC) and rural (Mbeya DC) community settings.

The choice of MRRH was based on large number of referred adolescent clients attending PAC as
| learned from informal consultations with clinicians working in Mbeya Zonal Referral Hospital
(MZRH). I anticipated nurse informants from MRRH to be an appropriate sample for gathering
relevant information on their role in young people’s contraceptive counseling, as they are

experienced in adolescent reproductive health service provision.

The choice of the urban and rural community settings was motivated by the reported prevalence
of teen pregnancies between urban and rural areas. In 2012, the proportion of adolescents 15-19
years at national level who were reported to have begun childbearing were 14.8% in urban and

28.1% in rural areas (National Bureau of Statistics and Office of Chief Government Statistician,
2016). In 2015-16, an increase in proportion of childbearing to 19% and 32% in urban and rural

areas respectively was observed (Ministry of Health et al., 2016b).

MRRH was described by the nurses to provide three main groups of family planning methods.
The first group are permanent methods that include sterilization for both men (vasectomy) and
women (Bilateral Tubal Ligation), the second group are long term methods that compose Intra-
uterine devices (IUDs) and implants, and the last group being short term methods namely;
female and male condoms, injections, contraceptive pills and emergency contraception which

was only mentioned after | specifically probed for its availability. However, there were accounts
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of less common cases of contraceptive stockouts particularly the long term methods. As a way to
resolve the issue, clients would be provided with condoms or contraceptive pills as a substitute to
be used for a while when waiting for a restock of their preferred long term method. In addition,
the resort to short term methods was also appropriate in cases where the person authorized to

perform a long term method for family planning for instance IUDs , was absent.

The nurses reported to having experience in attending young clients ranging from 13 to 20 years
for FP and PAC services. However, the majority of the clients were between 15 to 17 years, with
less common cases of pregnant girls aged 12. The majority of adolescent FP clients in this
hospital were girls in intimate relationships; pregnant and non-pregnant and of mixed schooling
status. Some were students at secondary level varying from form Il to form IV, others were drop
outs in between the four secondary years of schooling and few who attended PAC were
described as having completed primary school in rural areas and moved to urban areas to work as
barmaids. Furthermore, there were also few cases of adolescent girls who have never gone to

school.

In the urban (Mbeya CC) and rural (Mbeya DC) community settings, both IDIs and focus group
discussions (FGDs) were conducted with out-of-school adolescent girls. IDIs and FGDs were
held in respective local leaders’ offices, also known as ward executive offices that belonged to

WEO and were freely given for research purposes.

Recruitment
Quialitative sampling relies on recruitment of informants who are able to provide comprehensive
understanding of the phenomenon studied (Bryman, 2008). | employed purposive sampling

method to recruit a maximum variation sample of a total of 16 out-of-school adolescent girls
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aged 15-19, half from rural and half from urban communities and 10 nurses from MRRH

providing FP and PAC services.

Recruitment was simultaneous with data collection in the sense that, | conducted IDIs as |
progressed to recruit and schedule informants for interviews. Adolescent girls were recruited
first, followed by nurses. Given the need to explore and understand perceptions and first hand
experiences of fertility control from a variety of settings and informants, a purposive selection of

study participants deemed necessary.

Saturation has been widely documented as a deterministic principle for purposive sample sizes
whereby recruitment of study participants is influenced by the extent to which new information
is generated with inclusion of additional informants (Guest, 2006, Marshall et al.,
2013).However, consensus among the ideal sample sizes is lacking among qualitative
methodologists, with different numbers suggested based on study design, quality and number of
interviews and authors’ judgments (Marshall et al., 2013).Sample sizes that are recommended for
phenomenological studies range between 6 (Morse, cited in Guest et al, 2006) to 25 informants
(Creswell, cited in Guest et al, 2006). Furthermore, Guest et al. (2006) recommended an average
of 12 interviews but this is dependent on the research topic, with experiences of social
phenomenon that are widely distributed requiring smaller sample sizes for an in-depth

understanding.

Given the documented experiences of adolescent contraceptive use and abortion in Tanzania
(Plummer et al, 2008; Laddunuri, 2013; Norris et al, 2016), my research topic appeared to be
generally widely covered among adolescent girls suggesting it will require a relatively small

sample size (Guest et al, 2006). After conducting 12 IDIs, | was not getting divergent
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information on adolescent fertility control perceptions and experiences suggesting | have reached

data saturation. Therefore | conducted 4 more IDIs to reach a sample of 16.

In addition, I conducted repeat or follow-up IDIs with all the 16 adolescent girls (11 through
face-to-face and 5 through phone calls) as described in proceeding data collection section. In my
interviews with nurses, saturation was achieved with the 7th informant where information
provided on their role during counseling and about use of contraception and unsafe abortion
practices among adolescent clients attending the hospital for FP and PAC services were
increasingly similar with 1DI 8 through IDI 10. | anticipated having redundant codes if | were to

recruit further.

Recruitment of adolescent girls
| recruited adolescent girls aged 15-19 years who were out of school because they are more
likely to engage in early sexual initiation, unprotected and risky sexual behaviors' and
increasingly more likely to marry and to become pregnant than those who stay in school
(Ministry of Health et al., 2016b). Furthermore, the recent Demographic and Health Survey in
Tanzania showed that girls with less years of schooling, residing in rural areas and living in poor
homes were at more risk of adolescent childbearing among other teenagers. Therefore, it was
important to recruit rural and urban participants in order to perform a sub-group analysis.
Subgroup analysis of qualitative data was reported by Hammersley and Atkinson (1995, cited in
Ritchie and Lewis, 2003) as useful in describing understandings and experiences of different
groups of informants. The following were recruitment criteria for these informants;

i.  adolescent girls aged 15-19 from the general community

ii.  has discontinued formal education from primary or secondary level

iii.  resident of Mbeya CC and Mbeya DC, Tanzania
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Adolescent girls who were married, have children or were unwilling to discuss issues related to
contraception and unsafe abortion practices were excluded from participation. The decision to
exclude these girls was based on the need to focus on exploring fertility control experiences
among unmarried girls without children. Moreover, unwillingness to discuss research topics

meant inability to attain research objectives.

Upon receipt of research approvals from the national ethical board and local authorities, |
introduced my research assistant to the local leaders in areas targeted for recruitment i.e. Nsalala
and Nzovwe wards. The leaders held the position of Ward Executive Officers (WEQ) and were
helpful as contact persons in identifying households in their neighborhoods that had adolescent

girls who discontinued formal education from primary or secondary level of schooling.

The three of us (WEO, my research assistant and 1) visited houses during the evenings that were
known by the WEOs to have girls who fitted the eligibility criteria. Appointments for IDIs and
FGDs were scheduled after introductory remarks and debriefing of the research study to potential
informants, including parents or guardians if they were present on the day of recruitment. All
WEOs who acted as contact persons were compensated for their time and inconvenience as per

approved rate i.e. 5000Tsh, equivalent to 20 NOK.

The girls I recruited were all Christians with different denominations (Roman Catholic,
Protestant and Lutheran) aged 16 to 19, with the majority having stopped schooling in 2015 at
different levels within the four years of secondary school. Reasons for failing to continue with
studies were reported to be financial constraints where parents chose to stop paying school fees
and preferred educating younger siblings through primary school, death of a father who was a
family’s bread winner and failing to obtain sufficient grades necessary to continue to high

school.
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Following their out-of-school status, some (9 out of 16) of the girls were engaged in low income
generating activities such as selling fruits, vegetables, mobile vouchers and working in women
saloons in order to contribute to earning income for the family. A proportion of more than half of
the girls (11 out of 16) had one boyfriend who was kept a secret from parents or guardians and

older siblings. Demographic characteristics of the selected participants are described on Table 1.

Table 1: Demographic characteristics of adolescent girls in in-depth interviews

Demographic characteristics Informants (n=16)

Age (years) 16 years (4 girls)
17 years (7 girls)
18 years (2 girls)
19 years (3 girls)

Level of education Primary school (2 girls)
Secondary school (14 girls)

Last year of schooling 2012 (4 qirls)
2015 (12 girls)

Religion Roman Catholic (5 girls)
Protestant (11 girls)

Residence Nsalala (8 girls)
Nzovwe (8 girls)

Income generating activity None (7 girls)
Small businesses (9 girls)

Sexual relationship None (5 girls)
One sexual partner (11 girls)
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Recruitment of nurses

The decision to recruit nurses was a resort to generate data on their role in young people’s
fertility control practices. | recruited nurses working in family planning clinic and maternity
ward at MRRH after obtaining permission to conduct IDIs from the Medical Officer in charge
(MOI). Upon receiving approval to collect data from the hospital, I was assigned to a matron
who was the person supervising the maternity wing. She assumed the role of a contact person

helping in identifying nurses fitting the study’s eligibility criteria.

The nurses had to be experienced in adolescent FP and PAC service provision and willing to
provide informed consent for participation. The matron introduced me to nurses as a master
student conducting research and an employee at the National Institute for Medical Research
(NIMR-MMRC), requesting their collaboration as we passed by through different offices at the

family planning clinic and maternity ward.

| scheduled interviews based on a time that nurses felt they would be free to engage in lengthy
discussions. Therefore, | conducted some interviews in early mornings prior to starting work and
few others during the afternoons. Nurses were specifically clear that they were able to engage in

a 40 minutes interview at maximum.

All nurses were Christians, six working at the FP clinic and four at the maternity ward. The
educational level varied between having a certificate (i.e. enrolled nurse) to a diploma in nursing
(i.e. registered nurse). Moreover, nurses working in the FP clinic were a bit more experienced
with an average of 4.3 years of working experience and an average age of 34.3 years compared
to averages of 3.3 working years and 32 years old for those working in maternity ward. These are
people who are officially responsible for counseling young and adult women for family planning

and contraceptive use.
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The nurses at the FP clinic and those at the maternity ward work in close collaboration as PAC
patients attending FP clinics are referred to the maternity ward for management of abortion

related complications and patients at maternity ward often referred to FP clinic for detailed

contraceptive counseling when nurses do not have sufficient time for comprehensive counseling

due to a long queue of delivering women in the labor room. Demographic characteristics of the

nurses are summarized in Table 2.

Table 2: Demographic characteristics of nurses

Demographic characteristics Informants (n=10)

Age (years) FP clinic (38, 33, 28, 46, 33, 28), average 34.3

Maternity ward (38, 29, 28, 33), average 32

Education FP clinic (Enrolled Nurse (5), Registered Nurse (1))

Maternity ward (Enrolled Nurse (3), Registered Nurse (1))

Work experience at MRRH (years) FP clinic (8, 3, 1, 10, 2, 2), average 4.3

Maternity ward (5,2,3,3), average 3.3

Religion Roman Catholic (4)

Protestant (6)

Department of work at MMRH FP clinic (6)

Maternity ward (4)

Key: FP-Family Planning
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Data collection

| collected data from August to October 2016 using a semi-structured in-depth interview (IDIs)
and focus group discussions (FGDs) guides. | started to interview eight girls at Nsalala (rural),
followed by eight others living at Nzovwe (urban). I proceeded to conducting FGDs, one in each
of the two mentioned areas and finalized my fieldwork by interviewing ten nurses working at

Mbeya Regional Referral Hospital (MRRH).

Discussions were held in places where informants felt comfortable to speak and the language of
communication was Kiswahili, the national language of Tanzania. The choice to use Kiswahili as
a medium for discussions was based on the need to ease communication and enhance
transparency with both groups of interviewees. All participants who were invited willingly

agreed to participate in the study.

Research assistant training

A Tanzanian female research assistant with experience in qualitative research was recruited to
assume the role of a note taker for FGDs and help in verbatim transcription of audio-recordings
in Kiswahili. The research assistant was trained about the research study prior to entering the
field, specifically on instructions on how to transcribe verbatim, note taking during FGDs and

maintaining confidentiality of informants’ accounts.

In-depth interviews

| conducted a total of 26 semi-structured in-depth interviews (IDIs). The IDIs with girls were
composed of eight from Nsalala ward (rural) and eight from girls who were resident in Nzovwe
ward (urban) and the remaining ten were held with nurses from MRRH located at Mbeya CC. |

anticipated that, given the sensitive nature of induced abortion, a semi-structured interview guide
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provides greater opportunities for uncovering diverse meanings and experiences of such

practices which are illegal in the country.

The flexibility of the IDI guide allowed further probing of information that would otherwise be
difficult to obtain from a structured interview guide. | was able to elicit discussion topics based
on the direction of informants’ feedback and emotional signals emanating from their narrations.
In addition, being a novice qualitative researcher; | have limited experience with unstructured
IDIs hence; the use of semi-structured guide provided a greater degree of control over the flow of

discussions.

It has been argued that only one researcher is advised to conduct all interviews so as to promote
thorough understanding of a phenomenon (Kleiman, 2004). Influenced by this thinking, |

conducted all in-depth interviews and recorded them by an audio digital recorder.

The in-depth interview guide for adolescent girls (see appendix E) started with a section on
general knowledge of menstruation since | was interested in exploring how adolescents relate
knowledge about fertile days of their menstrual cycle to the importance of avoiding sex or using
contraception during this time. It was further divided into content areas related to demographic
information, perceptions and experiences of modern contraception with a section focusing on
ECPs and perceptions and experiences of safe and unsafe induced abortion. The guide also
contained probing question that | anticipated to use during the discussions. A few probes were
added and some questions reworded as | progressed with the interview based on hunches arising

from interviewees’ narrations.

The average length of initial interview discussions with adolescent girls was 45 minutes. It was

my observation that many of the girls were uncomfortable discussing personal experiences of
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induced abortion and experiences of intimate sexual relationships thus, leading to brief
discussions. This was particularly recurrent among girls residing in the rural area. However, |
chose to conduct additional follow-up IDIs with all girls (as described in the proceeding section
on repeated in-depth interviews) as a technique for prolonged engagement (Onwuegbuzie and
Leech, 2007) in order to explore discussion topics further. Though | provided the opportunity for
girls to select the location where we would conduct our interviews, all girls preferred that | make
this choice thus; the first IDIs were conducted at WEOs office which were freely given and

guaranteed with privacy.

The IDI guide for nurses was refined (see appendix G) to reflect additional information on the
process of contraceptive counseling and challenges experienced with adolescent family planning.
Furthermore, both IDI guides were adjusted as the interviews progressed, based on insights
generated from previous in-depth interview discussions. Interviews with nurses lasted for an
average of 40 minutes and were conducted in respective offices located at FP clinic and
maternity ward. | was unable to extend the length of our discussions due to tight working
schedules at maternity ward and long queues of clients at FP clinic that nurses were tasked with.

Nevertheless, the nurses selected were experienced in adolescent FP counseling.

Repeated in-depth interviews

| conducted follow-up interviews with all 16 adolescent girls (see appendix F) to further explore
topics that weren’t covered in depth during initial IDIs as a consequence of experiencing
muteness from the girls. These were often short with an average of 30 minutes and involved
further exploration of girls’ intimate sexual relationships, aspirations and personal experiences of

pregnancy termination.
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The majority of the girls consented for a repeated IDI through face to face conversations
however; five chose telephone interviews due to having tight schedules. These interviews were
held either at a quiet place at a public football pitch or an open space near the informants’ homes,
depending on participants’ time and place of convenience. It was surprising that the few
conducted through telephones were more open in terms of discussing their sexual relationships

and aspirations compared to the ones that | held face to face.

Focus Group Discussions

| conducted two FGDs, one with girls who are residents in a rural area (i.e. Nsalala ward) and the
other with girls in an urban area (i.e. Nzovwe ward). The FGDs were composed of out-of-school
adolescent girls, with the one conducted in the rural area having eight participants and the urban
counterpart comprised of ten participants. Recruitment of participants for the FGDs was assisted
by contact persons (i.e. WEQOS) by locating streets with households comprising adolescents who
were not in school for varied reasons. | anticipated that recruiting girls living in the same street
would hinder open discussions as they might fear breach of confidentiality therefore, I recruited
adolescent girls who were residents of different streets in the neighborhood. During recruitment,
| collected mobile phone numbers after briefing the research study which I used to send reminder
messages for the scheduled discussions. All participants consented to participation and
preserving confidentiality prior to initiating the discussions. Discussions were held at WEQOs

offices, in designated meeting rooms.

The topic guide for the discussions (see appendix H) comprised four main inquiry areas which
were identical to the initial IDI guide. These included demographic information, perceptions and
experiences of modern contraception with a section focusing on ECPs and perceptions and

experiences of induced abortion. The discussions lasted for an average of one and a half hours. |
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moderated all group discussions with the help of an assistant researcher who assumed the role of

a note taker. All discussions were consented to be recorded.

| observed that the FGD in the rural area i.e. Nsalala ward was less active in issues pertaining to
clandestine abortion practices thus, had to constantly request participants to share their thoughts
about the discussion topic. On the contrary, the urban FGD counterpart was more interactive;
dominated with debates around safety and suitability of safe and unsafe abortion techniques
during adolescence. Given the need to explore how adolescent girls interact in relation to
discussing use of contraception and known pregnancy termination practices, the FGDs were
more appropriate for generating such data. Demographic characteristics of girls in FGDs are

summarized in Table 3.

Table 3: Demographic characteristics of focus group discussion participants

Demographic characteristics Informants (n=18)

Age (years) 16 (3), 17 (2), 18 (5), 19 (8)

Education Primary (5), Form 2 (4), form 3 (1), Form 4 (8)
Last year of schooling 2012 (2), 2013 (5), 2014 (1), 2015 (10)
Religion Roman Catholic (7), Protestant (9), Muslim (2)
Residence Nsalala (8), Nzovwe (10)

Income generating activity None (14)

Small business (4)

Relationship status None (9)
Single partner (8)

Two partners (1)
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Data storage

Duplicate copies of audio-recordings and soft copies of transcripts were stored in my dropbox as
well as Google drive for backup purposes without identity revealing information of the
participants. In addition, hard copies of informed consent forms and transcripts were kept in
private files in my office during fieldwork and in personal shelves after completion of data
collection. Access to study data was limited to my research assistant and main supervisor. Both

hard and soft copies of the dataset will be discarded one year after submitting thesis report.

Data analysis

Preliminary analysis of data began during and soon after completion of fieldwork. Analysis and
collection of data were simultaneous in the sense that, hunches and thoughts from fieldnotes,
which | took shortly after the interviews; were fed back to IDI guides as | progressed with
recruitment and interviewing. The fieldnotes deepened my understanding of the context and
interviewee accounts of experiences and perspectives of fertility control practices. Furthermore,
the write-up of this thesis was in parallel to data analysis as thoughts resulting from memos |

wrote during analysis, fed back to the draft versions of this report.

| used ATLAS. ti (version 7.5.12) as a computer assisted qualitative data analysis software
(CAQDAS) to support in conducting thematic content analysis of the dataset. The selection of
this analysis software was due to the simplified ways of coding, rapid retrieval and extraction of
quotations and general organization of data; including my experience with using the tool. The

proceeding sub-section explains in detail how analysis was undertaken.
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Transcription and Translation

Audio-recordings of in-depth interviews and focus group discussions were transcribed verbatim
in Kiswahili shortly after the interviews with help from the research assistant. This was done in
order to grasp the discussion early on and inform discussion topics of proceeding interviews. To
confirm whether transcriptions were carried out verbatim, | re-read all transcripts in Kiswahili
while listening to the audio recordings. Minor corrections were made in instances where

variations existed between what was written and narrated by informants.

Given the reason that | am supposed to know my dataset in depth, I chose to translate all
transcripts to English; to get a deeper sense of informants’ accounts while taking additional
analytical notes as memos. | sent few completed transcripts to my supervisor for review and
guidance on modifications of discussion topics. Upon receipt of comments, further changes were
made to the in-depth interview guide as I continued with data collection. Completed transcripts

were imported into ATLAS. ti. for further analysis.

Thematic content analysis

| used thematic content analysis to analyze the data. This is “a method for identifying, analysing
and reporting patterns (themes) within the data (Braun and Clarke, 2006 p.79). | started with
thorough reading of translated English transcripts while taking memaos, to obtain greater
understanding of informants’ narrations, then proceeded to assigning codes to meaning units
across the dataset and generated themes that reflected overarching meanings in the data as
reflected by research objectives. | also extracted quotes that illustrated and amplified what was

described within each theme.
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Development of codes

Codes refer to descriptive labels attached to a text segment (Kvale and Brinkmann, 2009).The
process of assigning them to transcripts has been described as an essential step during analysis of
qualitative data irrespective of type of design or analysis approach employed (Ritchie and Lewis,
2003). I engaged in thorough re-reading of each transcript to identify and allocate codes based on
concepts that emerged from the narration i.e. unique ideas that arose from the data (e.g. “abortion
as criminal”, “concept of blessed adulthood”) and those that reflected pre-conceived content
areas related to the research objectives (e.g. “demographics”, “access to contraception”,

“contraceptive preferences”).

The codes were largely descriptive and kept as close as possible to what was implied by
informants’ accounts, however naming of few codes were refined as the coding process
progressed to reflect an appropriate interpretation of the narration. | assigned codes and noted
memos in parallel throughout the coding process. The code memos were notes about my
thoughts concerning the codes which facilitated rationalizing about possible categories and
themes. This process was a back and forth movement from prior to refined codes and memo

creation.

As defined by Graneheim and Lundman, a meaning unit refers to “words, sentences or
paragraphs containing aspects related to each other through their content and context” (2004, p.
106). | often preferred to code meaning units rather than line by line coding so as to maintain
contextual information useful in interpretation of findings and avoid the temptation to fragment
data, a critique attributed to open coding by proponents of qualitative research (Dahlgren et al.,
2007). However, there were few scenarios where line by line coding deemed necessary to

demonstrate a unique concept implied by the informant. When no more descriptive labels could
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be applied to transcripts with further coding, I collated all 72 codes and developed a code list

(see appendix I).

Development of categories

Categories were created from the code list by grouping codes that explained similar concepts into
code families within the Code Family Manager drop down menu in ATLAS. ti. This was done
after reflecting on what and how codes linked together in relation to study objectives and

entailed the move into more abstract concepts. Development of categories was simultaneous with

assignment of codes thus, it occurred during and after completion of the coding process.

Formulation of themes

A theme is an underlying overarching and abstract meaning that is implicit from a researcher’s
interpretation of informants’ accounts (Graneheim and Lundman, 2004, VVaismoradi et al., 2016).
| identified themes after thorough re-reading of a list of categories and sub-categories to search

for underlying meanings related to use of contraception and abortion at an abstract level.

| employed analysis concepts of word repetitions and key indigenous terms (Ryan and Bernard,
2003) to identify themes by searching for concepts that were either repetitious among
informants’ talks (taking into account different content areas and sub-group analysis), based a
priori on the research objectives or concepts that were said infrequently yet particularly striking.
Repetitious words were identified by reviewing code frequencies in the Code Manager while key

indigenous terms reflected unique terms used by informants e.g. “blessed adulthood”.

In general, | borrowed the logic of constant comparative approach as described by Glaser and

Strauss (Dahlgren et al., 2007) where | sought for similarities and differences in implied
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meanings within and between categories. | made several attempts for the themes to be peer
reviewed by colleagues during group discussions and my supervisor. This process was rather an
iterative movement where | continuously reshuffled, rephrased and condensed themes into
smaller numbers as | progressed with writing. | finally arrived at having saturated themes that are
mutually exclusive yet interlinking and were ordered to compose a logical flow of a narration.

Wha