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ABSTRACT 
 

Background- In the Maseru district, the high prevalence of unintended pregnancies among 

adolescents aged between 15 to 19 years may be due to non-use of modern contraceptive 

methods. It is therefore important to investigate possible barriers adolescents in Maseru in 

Lesotho face in accessing contraceptive methods and services. This research has therefore 

focused on the factors that affect the accessibility and usage of contraceptive services among 

in-school adolescent girls in Maseru City, Lesotho 

Methodology- The study was an observational, analytical, cross-sectional study. A sample of 

10 high schools in Maseru city was selected as study sites, using computer-generated random 

numbers. A stratified random sampling method was used to enrol a total of 368 sexually active 

respondents, aged 15-19 years into the study. Data was collected using a structured one-on-one 

interviewer administered questionnaire and analysis was conducted using the STATA 14 

statistical software programme. Ethical approval was obtained from the Biomedical Research 

and Ethics Committee (University of the Western Cape) and the Lesotho Ministry of Health 

and Social Welfare. Written parental/caregiver informed consent and written participant 

consent and assent, as per the Lesotho law were obtained.  

Results- Results- All respondents in this study reported ever having had sex, as this was an 

inclusion criterion. Out of the 368 respondents, 38.2% reported ever having ever been 

pregnant and 32.3% reported having given birth. Fifty percent of their first sexual 

experiences were reportedly between ages 12-14 years, with the other 50% reporting sexual 

debut as being between 15-19 years. The mean age at sexual debut was 14 .6 years with a 

range of 12 to 19 years. While all of the respondents had heard of contraceptive services, 

89.7% reported being currently on a contraceptive method.  The majority of those using a 

contraceptive method reported obtaining their method from a public health facility. Ten 

percent of respondents reported not using contraception, despite not wishing to become 

pregnant. Respondents’ reasons for this related primarily to health service -related factors 

hindering their use. Having been pregnant; having had a child; and being currently married or 

cohabiting and being divorced, separated or widowed, were identified as independently 

significant factors associated with contraceptive use. There were no significant associations 

between contraceptive use, and age, religion and level of education. Among contraceptive 

users, 86% reported that they would recommend the contraceptivess services they had 
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attended to their friends and 87% reported being treated well by the contraceptive providers 

and perceived their attitude as welcoming. 

Conclusion 

It was encouraging to note that a large proportion of respondents reported using contraception 

and that those who had used contraceptive services reported satisfaction with the services. 

Nevertheless, given that over a third reported previously being pregnant,  greater efforts are 

needed to promote contraceptive use among sexually active, in-school adolescents not using 

contraception, so as to curb adolescent pregnancy in Lesotho. 
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DEFINITION OF TERMS 

 

Adolescents 

 

Adolescents are defined by the World Health Organisation (WHO) as young people aged 

between 10–19 years. This period is characterized by physiological changes that result in 

physical and psychological growth (Dick and Ferguson, 2015) . 

 

Sexual Reproductive Health  

 

Sexual reproductive health is “a state of physical, emotional, mental, and social well-being in 

relation to sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual 

health requires a positive and respectful approach to sexuality and sexual relationships, as 

well as the possibility of having pleasurable and safe sexual experiences, free of coercion, 

discrimination, and violence. For sexual health to be attained and maintained, the sexual 

rights of all persons must be respected, protected and fulfilled” (WHO, 2006, p.5). 

Reproductive health implies that people are able to have a satisfying and safe sex life and that 

they have the capacity to reproduce and the freedom to decide if, when and how often to do 

so. People have to be informed and to have access to safe, effective, affordable and 

acceptable methods of contraceptives of their choice, as well as other methods of their choice 

for regulation of fertility (WHO, 2006). 

 

 Contraception  

 

This refers to the intentional prevention of conception through either natural or artificial 

means (Cleland, 2009). Modern methods of contraception include hormonal Oral 

Contraceptive pills, hormonal injectable contraceptives, intrauterine contraceptive devices 

(IUCD) sub-dermal hormonal implants, condoms (male and female), the Diaphragm, 

Cervical cap, and sponge and Sterilization (female and male) (Cleland, 2009). 

 

Unmet need for contraception 

 

The term women’s ‘unmet need for contraception’ is used to refer to women in their 

reproductive years who are fertile and sexually active but are not using any method of 
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contraception depite reporting not wanting any more children or wanting to delay having 

another child. (WHO, 2015). 
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CHAPTER 1: INTRODUCTION 

 

This first chapter describes the study background, problem statement and the purpose of the 

study.  

 

1.1 Study Background 

 

Unintended pregnancies account for an estimated 80 million of all pregnancies per year (World 

Health Organization, 2014), with 61% of these occurring in Sub-Saharan Africa (SSA) 

(Gribble, 2012). In adolescents aged 15–19 years, 50% of pregnancies that occur are 

unintended, and result from low contraceptive usage. There are an estimated 23 million 

sexually active adolescents in low-and-middle-income countries (LMIC) with an unmet need 

for contraception (Deitch & Stark, 2019). Makwinja, Maida and Nyondo-Mipando (2021) 

comment on the low contraceptive use in adolescents in SSA in both unmarried and married 

women. They indicate an unmet need of between 53% and 64% in unmarried women and a 

wide range of between 16% and 62% in those who are married (Makwinja, Maida & Nyondo-

Mipando, 2021). 

   

Adolescents with unintended pregnancies face numerous challenges. There is an increased risk 

of adverse pregnancy outcomes among adolescents. These include maternal complications 

before and during childbirth and a higher rate of maternal mortality (World Health 

Organisation, 2020).   Hence, adolescents have been identified as a priority group for 

preventing maternal deaths (Chandra-Mouli et al., 2014). It is estimated that addressing the 

unmet need for contraception among adolescents could avert up to 5600 maternal deaths 

globally and prevent many unsafe abortions, most of which occur in LMIC (McCurdy, Jiang 

& Schnatz, 2018; Makwinja, Maida & Nyondo-Mipando, 2021). 

 

Social challenges for unmarried adolescents who become pregnant include partner 

abandonment and disruption in their education, which could limit their life prospects 

(Oringanje et al., 2016). Adolescent pregnancies may also result in high economic costs borne 

by taxpayers. Some of these costs include welfare support for the young mothers and the 
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· , , 

implementation of programmes aimed at empowering mothers to gain financial independence 

(Oringanje et al., 2016). In contrast, adolescents who use contraception have a greater 

probability of continuing education, being actively involved in their communities, and 

contributing to the overall economy of a country or a region (Ahmed et al., 2019). Reducing 

unintended pregnancies could address some of these issues and additionally decrease maternal 

morbidity and unsafe abortions among adolescents, which occur predominantly in LMIC 

(Chandra-Mouli et al., 2014). Increasing contraception use among sexually active adolescents 

is in line with several of the Sustainable Development Goals adopted by the United Nations in 

2015, aimed at reducing maternal mortality, morbidity and other associated negative health and 

socio-economic outcomes (Chandra-Mouli et al., 2014).  

 

In Lesotho, 1 in 4 women marry before 18 years of age and the median age of first intercourse 

is 18.5 years. Approximately 6% of the population is sexually active before the age of 15 years. 

A Demographic and Health Survey (DHS) conducted in 2014 showed that although 98% of the 

population had access to contraceptive information, the unmet need for contraception among 

all women in the country was 6.1%. This unmet need was higher in adolescents than adults and 

was seen in both married (18%) and unmarried (24.2%) female adolescents (Ministry of 

Health/Lesotho, 2015).  

 

A variety of barriers may prevent adolescents from accessing sexual and reproductive health 

(SRH) services. Some of these barriers are unique to young people due to their stage in life. 

Some studies have reported health service-related barriers such as long waiting times, negative 

health care provider attitudes, and lack of privacy and confidentiality, making adolescents 

reluctant to access services (Jonas et al., 2017). Misconceptions about contraceptives causing 

adverse side effects in youth have also been reported as a barrier to them accessing SRH 

services (Self et al., 2018).  

 

1.2 Problem Statement 

 

Adolescent pregnancies increase the risk of maternal mortality and maternal health 

complications (Ahmed et al., 2019). In addition, they may lead to disrupted education and 
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future career opportunities for adolescents. In the Maseru district, the high prevalence of 

unintended pregnancies among adolescents aged between 15 to 19 years may be due to 

inadequate use of contraception and possible shortcomings in delivering youth friendly SRH 

services. It is therefore important to investigate the prevalence of adolescent pregnancies, the 

use of contraception and the facilitators and possible barriers that sexually active in-school 

female adolescents in Maseru in Lesotho encounter in accessing contraceptive methods and 

contraceptive services.  

 

1.3 Study purpose 

 

The results of this study will contribute information that could be used for the development of 

health service interventions to prevent unintended adolescent pregnancies and address the 

possible unmet need for contraception among sexually active in-school adolescents in Maseru. 

These results also form an important foundation for further research in this field at both country 

and regional level. 

 

1.4 Layout of thesis 

 

This thesis is organized into six chapters. This first chapter introduced the study by covering 

the background information available, the problem statement and the study purpose. The 

second chapter reviews literature that is related to the study. The third chapter documents the 

study aim, the research question, study objectives and describes its methodology. The results 

are presented in chapter four. Chapter 5 discusses and interprets the study results and compares 

these with those of other studies. It also documents the study limitations. The conclusions and 

recommendations are also presented in chapter 6. 
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CHAPTER 2: LITERATURE REVIEW 

 

2.1 Introduction 

 

This chapter reviews literature from studies that have examined adolescent pregnancies, 

contraceptive use and factors influencing inconsistent use of contraception among sexually 

active adolescents. In addition, it reviews literature on their sources of contraception 

knowledge and health service-related issues that facilitate or hinder adolescent access to 

contraceptive services.  

2.2 Adolescent pregnancy  

 

There are about 1.2 billion adolescents worldwide, representing a fifth of the world’s 

population (Ojo et al., 2021). It is estimated that, 21 million girls aged between 15 and 19 

years, and 2.5 million under 16 years give birth each year globally (Darroch et al., 2016). A 

Cochrane review of 53 interventions in high, middle- and low-income countries to address 

adolescent pregnancy revealed that unplanned adolescent pregnancies were a problem in all 

the countries reviewed. However, the highest rates were in the low-income countries 

(Oringanje et al., 2016). Although the total global fertility rate has declined over the last 15 

years, the fertility rate in adolescents remains high in Sub- Saharan Africa (SSA) (Makwinja, 

Maida & Nyondo-Mipando, 2021; Caffe et al., 2017). Complications during pregnancy and 

childbirth are the leading cause of mortality in the female 15- to 19-year-old age group, 

worldwide. Nearly all (99%) of these deaths are in developing countries (World Health 

Organisation, 2020). 

 

Pregnancy during adolescence is associated with a higher risk of maternal complications such 

as eclampsia, puerperal endometritis, and systemic infections, compared to women aged 20–

24 years. These complications are a major cause of death among girls within this age group 

(World Health Organisation, 2020). Pregnancy and childbearing in adolescence is also 

associated with increased risk of maternal morbidity, especially in very young adolescents 

(Makwinja, Maida & Nyondo-Mipando, 2021). A review of data from a large number of 

countries conducted under the auspices of the Guttmacher Institute, estimated that meeting 

the unmet need for modern contraceptives of women aged 15–19 years could globally avert 

2.1 million unplanned births, 3.2 million abortions, and 5,600 maternal deaths annually 

(Darroch et al., 2016, p.1).  In addition, babies born to adolescent mothers have been shown 
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to have greater risks of prematurity and low birth weight, which has been associated with 

increased neonatal mortality (McCurdy, Jiang & Schnatz, 2018).  

 

An article by Govender, Naidoo and Taylor (2020) highlights that by propelling adolescent 

females into motherhood before they are physically, emotionally, or financially ready, are 

likely to have adverse socio-economic effects on the mothers. Some of these include disruption 

in education and limited earning potential, which leads to an increased likelihood of poverty, 

social exclusion, sexual violence, and child marriage (Govender, Naidoo & Taylor, 2020; 

Nkhoma et al., 2020).  

 

The adolescent period is characterized by physiological changes that result in physical and 

psychological growth (Sawyer et al, 2012). As adolescents experience these changes, some 

become sexually active, which puts them at risk of pregnancy and sexually transmitted 

infections, including HIV (Nkhoma et al., 2020). Adolescent girls have been found to have 

limited access to comprehensive sexuality education and SRH services including contraceptive 

information and counselling services, which could lead to inadequate knowledge about how to 

avoid pregnancies and practice safer sex (Nkhoma et al., 2020). 

 

Unintended pregnancies amongst adolescents, who discontinue their education or are unable 

to enter employment due to caring for their babies, have increased economic costs. These 

economic costs are not limited only to those incurred by adolescents and their families but also 

by countries, and hence borne by taxpayers. These costs include welfare support for young 

mothers and implementation of programmes aimed at facilitating mothers to gain financial 

independence (Oringanje et al., 2016). Thus, it is important for governments and organizations 

to prioritize initiatives to promote adolescent girls’ access to and use of contraception. This can 

assist in reducing the negative reproductive or sexual health outcomes arising from unintended 

adolescent pregnancies, which also impact on countries’ economies (Nkhoma et al., 2020).  

 

2.2.1 Adolescent pregnancies in high-income countries 

 

The adolescent birth rate in the United States of America (USA) has declined and has dropped 

below 24.2 births for every 1000 adolescent females aged 15 to 19 years. Although this reflects 

overall progress at achieving lower rates of adolescent pregnancy, this progress is uneven 

across the USA. The proportion of unintended adolescent pregnancies is substantially higher 
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among more vulnerable adolescents, based on their geographical location, colour/ethnicity, and 

their lower economic status (Lachausse, 2016; Brindis et al., 2020). This uneven progress is 

exacerbated by a lack of consensus across the various States in providing sexual education and 

contraceptive services to adolescents. However, in some States, reductions in unintended 

adolescent pregnancies may be attributable to these States having instituted improved sexual 

education programmes, more youth friendly services and other pregnancy prevention strategies 

(Brindis et al., 2020; Lachausse, 2016).  

In Britain, another high-income country, it has been noted while teenage pregnancies occur in 

both the rich and the poor, poor adolescent females experience higher rates of pregnancies than 

their rich counterparts (Crawford, Cribb & Kelly, 2014).  In recent years, Britain’s high teenage 

pregnancy rates have dropped. The number of 15–17-year-olds becoming pregnant in England 

and Wales started to fall significantly in 2008, and by 2010 it had fallen to the lowest level 

since records began being collected in 1969. The rate continued to fall over the next two years 

with the result that by 2012 it had decreased by 40% from 47.7 per 1000 adolescent females in 

1998 to 27.9 per 1000 adolescent females (Crawford, Cribb & Kelly, 2014). The reduction in 

adolescent pregnancy rates has been largely attributed to the British government launching a 

10-year national teenage pregnancy prevention strategy for England in 1999, whose aim was 

to halve under 18 pregnancy rates. The strategy included advertising campaigns, providing 

better information and access to contraceptives, encouraging good sex education, and more 

discussion of sexual health with general practitioners, youth services, and in specialised clinics 

(Arie, 2014). National and regional boards were set up to oversee the progress, and all 150 

local authorities in Britain appointed local teenage pregnancy coordinators as the contact points 

for these interventions (Arie, 2014). Although the target of reducing under 18 pregnancies by 

50% was missed, the rate of pregnancies per 1,000 in 15–17-year-old girls fell by 34% between 

1998 and 2011 (Crawford, Cribb & Kelly, 2014). While there has been a substantial reduction 

in the rate of teenage pregnancy in England over the last 15 years, policymakers are keen to 

reduce these pregnancy rates still further. 

2.2.2 Adolescent pregnancies in middle-income countries  

 

South Africa (SA) is a middle-income country that has a high rate of adolescent pregnancy 

despite having one of the highest contraceptive prevalence rates in SSA (Mchunu et al., 2012; 

National Department of Health and ICF, 2019; Govender, Taylor & Naidoo, 2020). According 

to the 2016 South African Demographic and Health Survey (SADHS), 59.6% of sexually active 
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females aged 15–49 nationally were reported to be using at least one method of contraception. 

The contraceptive prevalence in sexually active adolescent women aged 15–19 was reportedly 

60.4% (National Department of Health and ICF, 2019).  

 

Despite this, a recent study conducted in South Africa among young people aged 16 to 24 years 

found that 34.3% of young women reported having had an adolescent pregnancy of which 

almost all (95.9%) were unintentional (Beksinska et al., 2021). This high prevalence of 

unintended adolescent pregnancies has been attributed to numerous, multilevel factors. At the 

individual level, inadequate knowledge about sex and contraception, young age at sexual debut, 

low education and school dropouts were identified as some of the contributing factors. At the 

health system level, factors identified included lack of youth friendly SRH services and 

perceptions of negative attitudes from health service providers (Mothiba and Maputle, 2012; 

Beksinska et al., 2021).  

 

Botswana is another example of a middle-income country with a high proportion of adolescent 

pregnancies, despite having a relatively high overall contraceptive prevalence of 67.4% among 

reproductive age (15-49 years) women (Botswana Demographic Survey Report 2017, 2018). 

A country report in 2018, reported that 28.4% of adolescents between 15 to 19 years had 

already given birth and 4.9% of this age group were reported to be pregnant with their first 

child at the time of the survey (World Bank, 2018).  In a cross-sectional study, using secondary 

data from the 2013 Botswana AIDS Impact Survey, Mabe & Ngome (2019) found that 59.1% 

of unmarried sexually active female youth aged 15-24 years did not plan for their last 

pregnancy (Mabe & Ngome, 2019). In Botswana adolescents comprise 21% of the population, 

with adolescent girls and young women most vulnerable to the effects of poverty and 

inequality. Most youth aged 15-24 years are unemployed and are forced to find alternative 

ways to earn a living, making them susceptible to sexual exploitation and abuse, gender-based 

violence, and unplanned pregnancies (Mabe & Ngome, 2019). The authors recommended that 

the government should introduce sexual and reproductive health policy interventions to address 

factors that that make unmarried adolescents vulnerable to unplanned pregnancies (Mabe & 

Ngome, 2019).  

 

2.2.3 Adolescent pregnancies in low-income countries  

 

Ahinkorah et al (2021) conducted a secondary analysis of cross-sectional data from 
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Demographic Health Surveys (DHS) collected from 32 SSA countries between 2010 and 

2018.  All but three (Namibia, South Africa and Zambia) of the countries included in the 

study were low-income countries. One of the countries included was Lesotho. The surveys 

included 95,703 females aged 15 to 19 years. The study investigated the prevalence of first 

pregnancies during adolescence and their associated factors among the 40, 272 adolescent 

girls who reported having been sexually active. The prevalence of adolescent pregnancy 

amongst sexually active adolescents ranged from 75.6%, for example in Chad to 58.1%, in 

Malawi, 56.4% in the Congo Brazzaville to 43.2% in Lesotho (Ahinkorah et al., 2021, p.4). 

Factors found to be associated with having a first pregnancy during adolescence included: 

being older (>15 years,), being married, co-habiting or ever having been married (vs never 

married), having a lower level of education (only primary school vs secondary/high school 

education), early sexual initiation (<16 years vs ≥16 years); having no exposure to media (vs 

exposure) and having some knowledge of modern or tradition methods of contraception (vs 

no knowledge). The authors comment that this last association seems counter-intuitive, 

however, there may be logical reasons for this. Adolescents may only have acquired 

knowledge of contraception after they had had a first pregnancy or their knowledge was 

superficial and insufficient for them to avoid an unintended first pregnancy (Ahinkorah et al., 

2020, p.9).  

 

Maness & Buhi (2016) conducted a systematic review of research published for the past 25 

years on associations between social determinants of health and pregnancy among young 

people aged 13 to 25 years. The study’s findings showed that exposure to constructive media 

messages on SRH had a positive influence on youth obtaining helpful SRH information. These 

types of constructive messages included: addressing barriers to contraceptive use through the 

media by bringing public attention to issues of contraceptives; by providing accurate and 

comprehensive contraceptive information and breaking the culture of silence on SRH issues as 

well as contraceptive usage. Oronje et al (2009) contend that talking about these issues are 

likely to assist in breaking barriers of stigma and discrimination and promoting greater 

openness and public discussion of SRH issues among adolescent, parents and caregivers and 

the public in general. Therefore, exposure to positive media on SRH information generally 

tends to contribute positively to reducing the occurrence of adolescent pregnancies (Maness & 

Buhi, 2016). Ahinkorah et al (2021) study showed similar findings. They found that positive 

SRH media information could enable adolescents to assert themselves in relation to their sexual 
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rights and choices, promote healthier sexual development, and reduce sexual risk-taking 

behaviours (Ahinkorah et al., 2021).  

Societal pressure for adolescent girls to marry, and once married, to have children was found 

to be prevalent in most SSA countries, contributing to the high prevalence of having a first 

pregnancy during adolescence (Ahinkorah et al., 2021).  

Ahinkorah et al (2021) found that most adolescent girls who were in school reported having 

had access to sexual education in their educational curriculum and that this may have reduced 

their likelihood of having an adolescent pregnancy. Out-of-school adolescents were shown to 

have a higher likelihood of pregnancy and of engaging in riskier sexual behaviours.  

 

2.3 Contraceptive Use among Sexually Active Adolescent Girls 
 

Despite the documented benefit of contraception, Makwinja, Maida and Nyondo-Mipando 

(2021) reported that in 2015 the WHO estimated that the global unmet need for contraceptives 

among adolescents aged 15–19 years was 23 million. In SSA, contraceptive use among 

adolescents in 2014 was reported to have ranged from 21% to 42% in different LMIC countries, 

with an unmet need of 53%–64% among unmarried adolescents in the different countries of 

SSA. For married adolescents, contraceptive use was reported to be between 8% and 36% with 

an unmet need of between 16% and 62% (Makwinja, Maida & Nyondo-Mipando, 2021, p2). 

The country specific unmet need among female adolescents in Lesotho was estimated to be 

28.9% (Ministry of Health/Lesotho, 2015), 31% in South Africa (National Department of 

Health and ICF, 2019), 33% in Ethiopia and 32% Namibia in both married and unmarried 

adolescents (Sedgh, Ashford & Hussain, 2016).  

A national household survey conducted in 2012 in SA showed a contraceptive coverage of only 

12.8% among adolescents, even though 51.8% of those in this age group were sexually active 

(Chersich et al., 2017). Beksinska et al (2021) investigated the prevalence of current 

contraceptive use among young women aged 16 – 24 years in Soweto and Durban. Their study 

analysed cross-sectional baseline data, collected from 2011 – 2017, from a broader youth 

cohort study on sexual and reproductive health. The current contraceptive usage at the time of 

the study was found to be 74.4%. In addition, the study found that adolescents (16-19 years) 

with higher levels of education were more likely to delay onset of sexual relations and marriage 

http://etd.uwc.ac.za/ 
 



10 
 

and were better informed about their sexual and reproductive health rights. In Lesotho, the 

contraceptive prevalence among female adolescents was reported to be only 19.7%, even 

though 50.5% of this age group were reportedly sexually active (Ministry of Health/Lesotho, 

2015).  Unintended adolescent pregnancy prevention is therefore an important public health 

reproductive issue, with the unmet need for contraception one of the key determinants (Davids, 

2019).  

2.4 Contraceptive Use among Sexually Active Adolescent Girls who have been pregnant 

A study by Christofides et al (2014a) on Risk factors for unplanned and unwanted teenage 

pregnancies occurring over two years of follow-up was conducted acmong a cohort of  a of 922 

young South African women who had participated in cluster randomized controlled trial of the 

Stepping Stones HIV Prevention Intervention  Programme in the Eastern Cape  Province, South 

Africa. The study concluded that young women who had incident unplanned or unwanted 

pregnancies were less likely to have had a pregnancy prior to baseline (Christofides, et al., 

2014a). The study also found that the adolescents who were pregnant at the time of the study 

were less likely to report hormonal contraceptive use.. The study further highlighted that being 

pregnant prior to being enrolled in the study or having children offered as a protection to having 

unwanted pregnancy. The results are showed that contraceptive use was higher amongst those 

who have already been pregnant . It recommended that it was important to address SRH issues 

such as contraception earlier, in younger girls as well as younger boys so they become 

supportive to the female adolescents (Christofides, et al., 2014a). 

Ihe study further highlighted that; women who gave birth as teenagers were likely to wait 

several years before having another child. In addition, having a pregnancy led to young women 

interacting with SRH health care services at least once, as most women deliver in hospitals or 

maternal and obstetric units. This provided an opportunity for women to access contraceptive 

services after delivery (Christofides, et al., 2014a).  

2.5 Factors influencing consistent or inconsistent contraceptive use and among sexually 

active adolescents 

In the study by Beksinska et al (2021), while consistent contraceptive use was reported to be 

53.2% among females aged 16–19 years, a very sizeable percentage (41.1%) of inconsistent 

use was reported. Effective contraception was defined as contraception usage that indicated 

consistent condom and/or use or hormonal contraceptive use in the past six months. Both those 

who had not become pregnant and those who had had an adolescent pregnancy at the time of 
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interview even though using contraception, were not doing so effectively. This indicated that 

they continued to be at risk of pregnancy.  

 

In the study by Beksinska et al (2021) several multi-level factors were found to contribute to 

inconsistent use of contraception among young South African women. These included 

individual perceptions of contraceptive side effects, low education, alcohol use, intrapersonal 

peer pressure and needing to please partners. Societal and structural barriers such as poverty, 

societal norms disapproving of early engagement in sex, pregnancy, and use of contraceptives 

among unmarried adolescents may also influence inconsistent use (Beksinska et al., 2021).   

 

The study mententioned above ,conducted in Eastern Cape South Africa by Christofides et al 

(2014a) , found that the perceived stability of an intimate relationship could lead teenage girls 

to feel less concerned about the possibility of becoming pregnant. This may result in 

inconsistent contraceptive use (Christofides, et al., 2014a). The study further highlighted that 

the use of hormonal contraceptives was more likely to be protective against unplanned 

pregnancies, than only using condoms. This could be because of possibility of condom 

breakage or lack of commitment to consistent and correct use (Christofides, et al., 2014a). 

Nevertheless, the advantage of condom use is in protecting against pregnancy as well as 

sexually transmitted infections including HIV. 

 

In addition, the same study by Christofides et al (2014a) found out that association with 

physical abuse from a male partner, combined with female adolescents believing themselves 

to be in a committed relationship could result in young women acquiescing to pressure to take 

risks and not use contraceptives (especially condoms) consistently (Christofides, et al., 2014a). 

This study also found  that the mean time since last sex was 3 months. This indicated that many 

of the young women were having sex infrequently. This may affect the consistency of 

contraceptive use, especially the commonly used injectable contraceptives (Christofides, et al., 

2014a). Because many of the young women in the study were having sexual intercourse less 

frequently, they may not have attended a contraceptive clinic for their follow-up visit in order 

to receive their next dose of the injectable contraceptive. Even if engaging in sex in infrequent 

women are still at risk of an unintended pregnancy. The suggests the need for appropriate 

counselling on this issue including on the the availability of a wider range of contraceptive 

methods. Wider promotion of emergency contraception should also occur to prevent a potential 

pregnancy occurring after unprotected sex (Christofides, et al., 2014a). 
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2.6 Adolescent sources of information or knowledge on contraception 

 

In the earlier mentioned study by Beksinska et al (2021) although 66% of females in this 

study were currently enrolled in high school or in post-high school education at the time of 

interview, only 9% reported learning about contraception in school. Despite South Africa 

having policies encouraging SRH education, these policies appear to be poorly implemented. 

Furthermore, few female participants (11%) mentioned adult family members as sources of 

information. This highlights both the potential gap in comprehensive sexual education for 

young women in SA and points to the continued taboo in discussing issues related to sex and 

contraception with adult family members. Most adolescents reported learning about 

contraception through healthcare workers (59%), and this was most likely in female 

participants who were or had already been pregnant (Beksinska et al., 2021). This 

underscores the likelihood that adolescents only learn about contraception after having or 

during a first pregnancy.  

  

Smith (2020) conducted a review of 448 articles from 2006 to 2016 from studies in South 

Africa, Ethiopia, Kenya and Tanzania among female students aged 15 to 18-years on 

adolescent contraception and their access to knowledge. The most common source of 

information on contraception was found to be the media and peers. Smith (2020) highlighted 

that having good access to the media may be likely increase contraceptive usage. She noted 

that discussions on SRH with peers and family had a positive effect on the contraceptive 

knowledge of students. While the role of parents in providing knowledge about contraception 

was considered important, the main barrier to effective communication between parents and 

adolescents around contraception was cultural norms that framed sexual activity as shameful 

or contraception as taboo. This research argued for interventions that empower parents with 

knowledge and tools to overcome these barriers in order to communicate effectively with their 

adolescent children (Smith, 2020).  

 

2.7 Barriers and facilitators to provision of youth-friendly health services 

 

Access to health services by youth may be discouraged if their specific needs and views are 

not taken into consideration. Self et al (2018) reported that youth in Malawi perceived SRH 

services provided to them to be inaccessible, inequitable, and biased towards adults. Some of 

http://etd.uwc.ac.za/ 
 



13 
 

the reasons reported for not accessing contraceptive services included: the provision of SRH 

services only during school hours, which prevented most adolescents from being able to attend 

services at these times and perceived staff biases against youth accessing contraceptive services 

and a lack of privacy for youth if they attended these services (Self et al., 2018). However, the 

authors highlighted that youth who had attended SRH services reported that they found them 

to be youth friendly and therefore did not perceive this aspect of service provision to be a 

barrier to accessing contraceptive services. Overall, these youth reported that unmarried and 

married youth were able to equally access contraceptives at these clinics and that parental 

consent was not required for them to access services. Most youth also felt that even very young 

adolescent clients were allowed be served by such clinics and were not discriminated against 

them on the basis of their age (Self et al., 2018). 

 

A qualitative study conducted in rural South Africa at primary care public sector health 

facilities in the Agincourt sub-district in Mpumalanga province in 2011 found that the most 

common barriers to providing health services to young people, were shortages of staff who had 

received training in the provision of youth-friendly health services. At one facility that had 

previously provided a dedicated youth friendly service it was reported that only one nurse had 

been trained in providing youth friendly services. She had since died and had never been 

replaced. As a result, the dedicated service had ceased to operate. At another facility only two 

nurses had been trained in providing youth friendly SRH services and they were also involved 

in other clinic duties besides providing SRH services to the young people. This left them little 

time to devote to youth SRH service needs. The other nurses at the facility were not trained in 

providing youth friendly SRH services. A further barrier reported was the lack of a dedicated 

space for young people at facilities, linked to the absence of infrastructure to provide youth and 

adult services separately (Geary et al., 2014).  

 

A quantitative study conducted by Geza et al (2020) in the Amathole district in the Eastern 

Cape Province in South Africa, evaluated the effect of implementing adolescent and youth 

friendly SRH services on HIV testing uptake among youth. The study aimed to provide 

guidance on whether the district should invest more resources on providing adolescent friendly 

youth services or should consider other alternatives to reach one of UNAIDS 90-90-90 strategy 

targets for achieving HIV testing of 90% among youth. The study results found no significant 

differences between the proportion of youth testing for HIV at sites implementing adolescent 
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and youth friendly SRH services and non-implementing sites (Geza, et al., 2020). The reasons 

for this were unclear.  

Health service provider bias in SRH service provision has been found to act as a barrier to 

contraceptive access, particularly for adolescents. Schwandt, Speizer & Corroon (2017) 

conducted a cross sectional study on provider bias as a potential barrier to contraceptive access 

in 6 cities in urban Nigeria (Abuja, Benin City, Ibadan, Ilorin, Kaduna and Zaria) from January 

to July 2011. The study was conducted among doctors, nurse/midwives, community health 

extension heath workers (trainers in the basic contraceptive services) and pharmacists in all 

public and private health facilities. It focused on self-reported biases in service provision based 

on age, parity and marital status. The strongest provider bias in contraceptive service delivery 

was found to be age based – that is, against adolescents wishing to access a contraceptive 

method.   

In urban Kenya, a study by Tumlinson, Okigbo & Speizer (2015) interviewed 676 health 

service providers at 273 healthcare facilities in five Kenyan cities (Nairobi, Mombasa, Kisumu, 

Machakos and Kakamega) in 2011 as part of evaluation of an Urban Reproductive Initiative. 

The healthcare facilities included hospitals, primary public sector health centres and clinics 

that offer contraceptive services or maternal and child health services. Fifty-eight percent of 

providers reported imposing minimum age restrictions on one or more methods of 

contraception.  Most of the providers stated that they would not offer hormonal injectable 

contraceptives to clients less than 20 years. Additionally, 41% of providers reported that they 

would not offer either the Oral Contraceptive Pill (the Pill) or a hormonal injectable 

contraceptive (the injectable) method to women who had never been pregnant and particularly 

not to adolescents. Over a quarter of providers reported unwillingness to offer the injectable to 

women without at least one child. The study concluded that there was a need to address 

provider-imposed barriers that reduce access to contraceptive methods particularly for 

adolescents and based on a woman’s parity (Tumlinson, Okigbo & Speizer, 2015).   

A study investigating the role of provider restrictions on provision of contraceptives was 

conducted among a representative sample of women aged 15–49 years in the 6 urban sites in 

Senegal between 2010 and 2015 (Sidze et al., 2014). The study sites included hospitals, health 

centers, health posts, dispensaries, community health centers, private clinics, and faith-based 

facilities. The results showed that providers were more likely to set minimum age restrictions 

when providing the Pill and the injectable. The median minimum age for contraceptive 
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provision was typically 18 years. Therefore, most adolescents were not allowed to freely access 

a contraceptive method of their choice. Beksinska et al (2021) study also showed that barriers 

to adolescents in accessing and using contraceptives, included age, with healthcare providers 

discriminating against adolescents wishing to use contraception. Geary (2014) study in the 

Agincourt sub-district in Mpumalanga province showed similar findings. Sidze et al (2014) 

identified training and education programs for health providers as key to removing such 

barriers to adolescent contraceptive access.  

Restrictions by healthcare providers to adolescents accessing contraceptives are not limited to 

SSA or low-income countries but are also observed in other countries beyond SSA. A survey 

conducted in 2009 among 250 contraceptives healthcare providers delivering public and private 

sector contraceptive or maternal and child health services in six cities in Uttar Pradesh, India 

found that healthcare providers restricted access to Long-Acting Reversible Contraceptives 

such as the sub-dermal hormonal implants and Intrauterine devices based on client age, parity, 

partner consent and marital status (Calhoun et al., 2013). In addition, a further household 

survey conducted with a representative sample of about 3,000 women and 1,500 men in the 

same six study cities, reported that adolescents younger than 19 years experienced provider 

restrictions in access to contraception (Calhoun et al., 2013). 

The need for training staff in providing youth friendly services has been highlighted in many 

of the studies reported above. Ensuring the ongoing training of staff in youth friendly service 

provision is essential to continue to deliver SRH services that meet the needs of youth on a 

sustainable basis (Geza, 2020). Over time, increasing the coverage of youth friendly service 

training and the experience of those providing training should increase the capacity within the 

public health system of healthcare workers with knowledge, to care for the SRH needs more 

effectively for the young people. This may have additional benefits beyond the SRH services 

as generally young people’s health will be improved and as they grow to become adults, they 

would have already been exposed to health services and information that is important for their 

future well-being (Geary et al., 2014). 

 

2.8 Chapter Summary 

 

This chapter has reviewed key literature on adolescent pregnancies, contraceptive use among 

sexually active adolescents and health service-related barriers to adolescent contraceptive use.  

While a variety of factors act as either barriers or facilitators to adolescents’ use of 
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contraception, several studies showed provider bias, often due to inadequate training in 

providing youth friendly services, acted as a key health service barrier to adolescent 

contraceptive access.  
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CHAPTER 3: METHODOLOGY 

 

This chapter documents the study aim, research question and objectives. In addition, it 

describes the study design, setting and population, the sampling procedure, the data collection, 

management, and analysis. It also discusses the validity and reliability of the study methods 

used and ethical considerations. 

3.1 Aim 

  

The overall study aim was to describe the prevalence of adolescent pregnancies and 

contraceptive use and to assess the factors that affect contraceptive usage and accessibility of 

contraceptives services among sexually active, in-school female adolescents in Maseru City, 

Lesotho. 

3.2 Research Question  

 

This thesis sought to answer the following key question: What are the factors that affect 

adolescent pregnancy, contraceptive usage and service accessibility among sexually active, in-

school female adolescents in Maseru district?  

3.3 Objectives  

 

The thesis sought to achieve the following specific objectives, among sexually active in-school 

female adolescents in Maseru City:  

• To describe their socio-demographic characteristics and sexual and reproductive 

history. 

 

• To ascertain their level of contraceptive knowledge and the source of their knowledge. 

 

• To describe their contraceptive history and use including where they accessed 

contraception, their current use of types of contraceptive methods, and the reasons for 

non-use. 

• To investigate the barriers and facilitators to them accessing contraceptive services, 

including their views or experiences of these services.  

• To examine possible associations between the above factors and their use of 

contraception.  
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3.4 Study design 

  

The study was an observational, analytical, cross-sectional study. This research design was 

appropriate because the exposure and outcome variables were measured at the same time – i.e., 

taken as a ‘snapshot’, without any consideration of a time dimension (Setia, 2016). This study 

design was suitable for examining the prevalence of contraceptive use and related health 

service use among in-school female adolescents in Maseru (Kesmodel, 2018). It was also cost-

effective and quick, as it did not require any follow up period. Given the available resources 

and the limited time to conduct this mini thesis research, it would have been impractical to 

conduct a longitudinal study due to associated expenses and longer time frame required (Setia, 

2016).  

 

3.5 Study setting  

 

This study was conducted in Maseru City secondary schools, in Lesotho. Maseru is the capital 

city of Lesotho, a land locked country, which shares borders only with South Africa. It is the 

only country in Africa within another country. It is a kingdom as well as a democratic country 

with a king and an elected prime minister. According to 2018 statistics, Lesotho has a 

population of about 2,142,249. The population comprises 99.7% ethnic Basotho people (United 

Nations, 2019).  See Map of Lesotho below showing the Maseru District and other districts in 

Lesotho. 
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3.6 Study population  

 

The study population was an urban population, consisting of non-pregnant, sexually active 

female adolescents aged 15 to 19 years, attending 10 secondary schools in Maseru City. 

 

Inclusion and exclusion criteria  

The inclusion criteria consisted of the following:  

• Female students aged between 15 and 19 years attending one of 10 Maseru City 

secondary schools. 

• Sexually active (married or unmarried), menstruating regularly and residing in Maseru 

city.  

The exclusion criteria were: 

• Female adolescent students aged 15-19 years who did not meet the inclusion criteria or 

refused to participate in the study, and those <18 years whose parents or caregivers did 

not consent for them to participate in the study (please refer to appendix 1 page 59 on 

information sheet). 
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3.7 Sample size and sampling procedures 

 

A previous study by Mandiwa et al reported a 30.9% prevalence of contraceptive use among 

young women (Mandiwa et al., 2018). Assuming a Type 1 error at 5% and using the following 

formula: = 1.962 𝑥0.31(1−0.31)

0.052 , the calculated sample size was 328.7.  

The sample size was based on availability of contraceptive methods and services, availability 

of counselling in contraceptive services and of education on contraception in Maseru City 

secondary schools (for more detailed information on the content covered in the survey, please 

refer to the questionnaire in Appendix 11 page 79).  The sample size was increased by 12%, 

providing a slightly larger sample size of 368. This was in case of the need to exclude some 

participant questionnaires post- interview due to errors or missing information.  

 

3.8 Sampling procedure 

To reach a representative sample of schools in Maseru city, 10 high schools were randomly 

selected using computer-generated random numbers. The students were selected using a 

stratified random sampling method to achieve a total of 368 students. The sample population 

from each school was calculated as a proportion of the female adolescent students aged 15 to 

19 years in that school. The sample population was further stratified into two groups: younger 

adolescents aged 15 to 17 and older adolescents aged 18 to 19. This was done to ensure a 

representative sample of all eligible female adolescent age groups.  

 

3.9 Data collection and Data analysis plan 

 

 3.9.1 Data collection tools and procedures 

 

A structured questionnaire was developed, with careful consideration of the question type, 

wording, and layout to ensure appropriate communication and relevance to the study topic. The 

questionnaire was developed in English and translated to Sesotho, the local language in 

Maseru. The questionnaire consisted of closed-ended questions where respondents’ answers 

consisted or yes or no options, as well as multiple choice response options. The questionnaire 

was standardized to ensure all respondents responded to the same questions. 
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The questionnaire was piloted (pre-tested) for readability, understanding, and applicability to 

the study objectives, so that it was valid and reliable. The questionnaire was piloted among 10 

students from a secondary school that did not form part of the study population selected from 

the Maseru district. The feedback from the piloting was reviewed and any necessary changes 

made to the final questionnaire.  

Data were then collected through a survey, conducted by trained interviewers using the study’s 

structured questionnaire. The interviewers administered the questionnaire to the students on 

one-on-one basis.  

 3.9.2 Outcome variables 

 

The main outcome variables for this study were the prevalence of ever having been pregnant, 

current contraceptive use, types of contraceptive methods use and contraceptive service use 

among the adolescents who participated in the study.  

 3.9.3 Exposure variables  

 

The exposure variables for this study included age, parity, religion and denomination within 

Christianity, education level, marital status, sexual debut, frequency of sexual activity, the time 

since the last sexual encounter, the number of previous pregnancies and contraceptive 

knowledge. Other variables related to attitudes towards and experiences of contraceptive 

services were also included (for more detail, please refer to the questionnaire in Appendix 11. 

3.10 Data management and analysis  

 

The questionnaires were collected from the respondents and checked for completeness, unusual 

cases, and extreme values. To prevent having incomplete data and avoid coverage errors, 

respondents with incomplete questionnaires were removed from the database post-interview 

and their information was not included in the analysis (Creswell, 2013). 

Variables from the questionnaire were entered into an Excel spreadsheet to help obtain an 

overview of the data. Statistical analysis was conducted using STATA 14 software (Stata Corp, 

College Station, TX, USA). Univariate analysis was conducted to generate a socio-

demographic profile of respondents and a descriptive analysis of key variables was performed. 
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Categorical data were summarized as proportions (percentages), while continuous data were 

summarized using means and standard deviations. The data are represented using frequency 

tables.  

Chi square test was conducted to assess the relationships between the exposure variables and 

the outcome variable (contraceptive usage). Using the Chi-square test p-values less than 0.05 

were considered significant. Variables that were statistically significant in the analyses were 

used to build multivariate models (using bivariate logistic regression) so that independently 

significant relationships between the key outcome variable and exposure variables could be 

estimated. These relationships were assessed using Odds ratios (ORs) calculated with 95% 

Confidence Intervals (CI). 

3.11 Validity and reliability  

 

Validity is the degree to which the data collecting instrument measures what it purports to 

measure (Kesmodel, 2018). In other words, it is the degree to which the data corresponds 

accurately to the real world (Setia, 2016). Reliability refers to the repeatability of findings by 

the same observer or a different observer (Kesmodel, 2018). It was therefore necessary to 

ensure that all study respondents were asked the same questions and those selected had the 

same characteristics. In addition, the selected sample needed to be representative of the 

population of interest. This was ensured through random selection of study respondents so that 

all eligible adolescents aged 15 to 19 years in Maseru City secondary schools sampled had an 

equal chance of recruitment into the study (Drost, 2011). 

An appropriate study design was used and a standardized questionnaire, adapted from Cleland 

(2001) on sexual and reproductive health in young people and it was pre-tested in this study, 

as referred to above. Potential confounding factors were controlled for by using multivariate 

analysis. Selection bias was minimised by using a stratified random sampling method that was 

a representative of the source population. Measurement bias was reduced by adequately 

training interviewers, rechecking all measurements for accuracy and correct formula usage, 

and pre-testing of the questionnaire to assess comprehension of the questions by respondents 

(Creswell, 2013).  The appropriate statistical approaches were used during data analysis to 

avoid researchers’ bias.  
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3.12 Generalizability 

This study can be generalised to a study population of secondary school-going adolescents in 

urban areas, within the age range 15-19 years from different regions of Lesotho. This is because 

sexual and reproductive health services remain relatively standardized throughout all districts 

of Lesotho. Moreover, the adolescent population eligible for study participation in Maseru 

District, have a similar socio-demographic profile to adolescents in other districts in the 

country. This means that adolescents were exposed to similar experiences in different urban 

areas. However, the generalizability of the results of this study may be limited if the data 

obtained during study period varies due to changes that may occur in the delivery of 

contraceptive services in the study districts subsequent to this research.   

3.13 Ethical considerations  

Adolescents are a vulnerable population. According to the Lesotho law, adults who can 

participate independently in research are defined as 18 years and above (Government of 

Lesotho, 2012). To participate in this study, all respondents below 18 years required both 

written parental/caregivers informed consent and their own informed assent. If both these 

conditions were not met, they were not recruited to the study. Respondents over 18 years were 

able to independently consent to study participation. 

The accepted school system was used to obtain written parental/caregiver informed consent for 

study participation for children under 18 years (Government of Lesotho, 2012). A participant 

information sheet was given to each adolescent and to the parents/caregivers prior to obtaining 

consent and assent for participation. The information sheet included the research aim, what 

participant involvement would entail, the likely risks and benefits of study participation, and 

their right to privacy and confidentiality should they choose to participate in the study. In the 

case of informed written consent being needed for respondents less than 18 years, who were 

for example, orphans or children in child-headed households, we sought consent from a 

responsible adult appointed as their caregiver or guardian. The information provided in the 

information sheet was in simple English and the local language (for parents or adolescents not 

sufficient literate in English) (See Appendix 7 page 70). This was to facilitate easy 

understanding by the respondents and their parents or caregivers. Respondents were permitted 

to keep copies of the information sheets. The information sheets included the name and contact 

details of the researcher and other relevant study personnel.  
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Participants (and their parents or caregivers in the case of adolescents below 18 years) were 

informed that participation in the study was voluntary and that it was therefore their right to 

choose to participate or not to participate in the study at all, and to freely withdraw from the 

research at any stage. It was also clearly stated that refusal to participate in or withdrawal from 

the study would not incur any negative consequences or lead to students being denied any 

benefits to which they were usually entitled (Creswell, 2013).   

This study included the discussion of some sensitive topics that could have resulted in 

participant discomfort or distress. Respondents were therefore able to choose not to answer any 

question they felt uncomfortable with. A procedure was established to enable the referral of 

any respondents who needed any medical or psychological help. However, in this study, no 

participant needed referral for counselling.  

Participants were assured of confidentiality and anonymity by removing any information that 

could result in participant identification. Study identity numbers rather than participant names 

were used as identifiers on the questionnaires. Consent forms were kept separately from the 

questionnaires so that they were not linked to each other to preserve the anonymity of 

respondents’ individual responses (Creswell, 2013). Research documents were stored in locked 

file cabinets and on password protected computer files, restricted to research staff only. The 

research data is being stored for five years after the completion of the study and will then be 

destroyed as per standard research ethics practices.   

This study obtained ethics review and approval from the University of Western Cape 

Biomedical Research Ethics Committee (BMREC) (reference number BM19/7/22). 

Permission to conduct this research was obtained from the Lesotho Ministry of Health Ethics 

Committee. (See appendix 17 and 1). 

3.14 Chapter Summary 

 

This Chapter has outlined the methods employed in the study. Specifically, it elaborated on the 

study area and setting. It also discussed the research design, population, sampling size and 

method. Finally, it examined the collection, management, and analysis of data and the study’s 

ethical considerations. The next chapter focuses on the results of the study. 
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CHAPTER 4: RESULTS 
 

This chapter presents the study results. They are divided into different sections as follows: a 

description of the socio-demographic characteristics of respondents; their sexual and 

reproductive health history; contraceptive knowledge and the source of their knowledge, 

knowledge of where to access contraception; their contraceptive history and current type of 

method use; source of contraceptive method access, contraceptive counselling and the barriers 

and facilitators to contraceptive usage.  

 

Chi square test distributions are presented to determine whether there were relationships 

between the following: socio-demographic characteristics, contraceptive usage, knowledge of 

contraception; source of where contraceptive methods and counselling were obtained; and 

contraceptive use and time elapsed since last sexual encounter and age at first sex. Lastly, an 

adjusted analysis was conducted to determine possible associations between contraceptive 

usage and other independent variables.   

 

4.1 Social demographic characteristics  

 

A total of 368 adolescent girls participated in the study, with the total number of respondents 

responding to the different questions varying. Table 1 shows respondents’ socio-demographic 

characteristics.  Sixty percent of respondents were aged 15-17 years, with the mean age of the 

respondents 17 years (SD= 1.2). Most respondents were in form E (30.4%), with the lowest 

number in form A (9.5%).  Seventy-seven percent of the respondents were in their last three 

years of secondary school education (forms C-E), with the greatest proportion in their final 

year. The remaining respondents (23%) were in forms A and B. (See note explaining the 

equivalent levels of schooling converted into grades in Table 1, below). In terms of religious 

affiliation, the greatest proportion of respondents (38.5%) reported being Christian, with their 

denomination mostly reported as Catholic. Nearly two-thirds (65.5%) of respondents reported 

never having been married (single) with the remainder reporting either being married, co-

habitating, divorced or widowed (34.5%).  The largest proportion of respondents (36.6%) 

reported living with both parents, followed by those who were living with a mother alone 

(26.2%), or father alone (17.8%). The remaining respondents either lived with grandparents, 

other relatives or alone.  
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Table 1:  Socio-demographics Characteristics of Respondents 

Age (years) (n = 368), mean (SD)  17.0 (1.2) 

Age categorized n (%) 

15 – 17 220 (60.0) 

18 -19 148 (40.0) 

Educational levels* n=368)                                            n (%) 

Form A 35 (9.5) 

Form B 50 (13.6) 

Form C 86 (23.4) 

Form D 85 (23.1) 

Form E 112 (30.4) 

Religion/Religious denomination (n = 368)                                                               n (%) 

Christian (Catholic) 142 (38.6) 

Christian (Non-Catholic)  110 (29.9) 

Other (e.g., Muslims, traditional religion, 

Lesotho Evangelical Church (LEC)) 

116 (31.5) 

Marital Status (n = 368)                                                  n (%) 

Never in union (single) 241 (65.5) 

Currently married 62 (16.9) 

Co-habiting  28 (7.6) 

Divorced / separated 35 (9.5) 

Widow 2 (0.5) 

Who the respondents live with (n = 366)                                                              n (%) 

Both Parents 134 (36.6) 

Mother 96 (26.2) 

Father 65 (17.8) 

Grandmother/father 23 (6.3) 

Alone 10 (2.7) 

Other relatives 38 (10.4) 

*Forms are used as the levels of education in the grading system in Lesotho Secondary/High schools. 

Form A is equivalent to Grade 8, Form B to Grade 9, Form C to Grade 10 and Forms D and E 

equivalent to Grades 11 and 12 respectively, that would be used in other high school education 

systems.  
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4.2 Sexual and Reproductive History 

 

As documented in the methodology chapter, respondents were only eligible for enrolment in 

this survey if they had reported ever having had sex. Of the 368 respondents, the proportion 

that reported having their sexual debut between 12-14 years or 15-19 years were equal (both 

50%). The mean age at sexual debut was 14.6 (SD=0.87) with a range of 12 to 19 years. All 

respondents reported having consensual sex. Of the 368 respondents who reported on their last 

sexual encounter, the vast majority (n=330; 89.7%) reported using a contraceptive method.  

With respect to frequency of sexual activity, the majority (51.3%) reported having had sex 

more than 5 weeks prior to the interview, while 48.7% reported that less than 5 weeks had 

passed since their last sexual encounter. 

The survey also collected information on pregnancy history.  As shown in Table 2 below, just 

over a third (n=133; 36.1%) of the respondents reported having ever been pregnant. Those 

reporting ever having been pregnant were categorized into two age groups: 15-17, and 18-19 

years old. We examined whether there were differences in the frequency of those who had ever 

been pregnant within the two age groups There was no significant difference between the two 

groups, with 52% of those reported ever having been pregnant at the time of the study being in 

the 15-17 years category compared with 48% in the category of 18-19 years (not shown in 

Table).  

Table 2:  Sexual and reproductive history  

Characteristic Frequency n (%) 

Age at sexual debut (n=368)  

12 to 14 years 184 (50.0) 

15 to 19 years  184 (50.0) 

Ever been pregnant (n = 368)  

Yes  133 (36.1) 

No 235 (63.9) 

Livebirth/parity (n = 133)  

0 11 (8.2) 

1-2 119 (89.5) 
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4.3 Source of contraceptive knowledge and where to obtain contraception 

 

All respondents reported having some knowledge of contraception, which was mostly obtained 

through media channels. The majority 184 (50%) of respondents reported having heard of 

contraception through television, while the remaining respondents reported obtaining 

contraceptive knowledge through radio 107 (29.1%) and from magazines (n=77, 20.9%).  Of 

the 362 respondents who responded to the question whether they knew of a place to obtain a 

contraceptive method, 355 (98.1%) reported that they knew where they could access a 

contraceptive method. 

4.4 Contraceptive history, ever use of contraception, non-use and discontinued use  

 

With respect to contraceptive history, of the 368 respondents, 345 (93.8%) reported having 

ever used contraception. Thirty-eight respondents (10.3%) reported that they were not using 

contraception during the period of the survey.  Amongst these, fifteen (4.1%) reported that they 

had previously used contraception. Furthermore, 14 of the respondents (3.8%) who had never 

used contraceptives before indicated that they were not planning to use contraceptives in the 

future. They cited reasons such as fear of side effects, health concerns and ineligibility for the 

contraceptive methods due to their young age as advised by contraceptive provider. These 

reasons were not elaborated on by the respondents, as they were not asked to do so.  

 

Tables 3 and 4 highlight the age at first contraceptive use and the most commonly reported 

current contraceptive methods used, respectively. As can be seen in Table 3, although the 

majority who reported currently using contraception began using contraception between 15-19 

years, a very substantial minority (45.8%) began using contraception aged 13-14 years. Table 

4 shows that the largest proportion of respondents reported using injectable contraceptives as 

their current method of contraceptive, followed by the Pill and male condoms. For the 

respondents who reported using condoms (both male and female condoms), this was reported 

to have been their sole method of contraception and was not reported as being used in 

combination with any other methods. 
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Table 3: Age at first contraception use by those currently using contraceptives 

Age at contraception use (n = 330)  Frequency, n (%) 

13 – 14 years 151 (45.8) 

15 – 19 years  179 (54.2) 

 

Table 4: Current contraceptive methods being used  

Method n (%) 

Injectable hormonal contraceptive 104 (31.5) 

The oral contraceptive pill 90 (27.3) 

Male Condoms 71 (21.5) 

Female Condoms 20 (6.1) 

Emergency Contraception* 45 (13.6) 

TOTAL 330 (100) 

* Emergency contraception was only used after unprotected sex or suspected contraceptive 

failure in order to prevent pregnancy and was not reported as a longer-term contraceptive 

method.   

 

4.5 Reasons for changing contraceptive methods  

 

Of the 330 respondents who were currently using a contraceptive method, a small number 

(n=13, 4.0%) reported that they had stopped their initial choice of contraceptive method and 

switched to a different method. Reasons for changing their contraceptive methods included 

wanting a more effective contraceptive method (n=2), having experienced side effects (n=3), 

problems with geographical and financial accessibility (had to travel to far to access it and that 

it cost too much) (n=5). This latter was in the case of respondents who had bought their 

contraception from privately run health services. The data collected did not include the method 

respondents had switched to.  
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4.6 Reasons for discontinuing contraceptive usage  

 

Fifteen (4.3%) out of the 345 respondents, who had reported having previously used 

contraception, reported discontinuing use. Seven (2.0%) of them reported that they had become 

pregnant while on their chosen contraceptive of method; Five (1.5%) reported discontinuation 

due to side effects, and 3 (0.9%) as a result of husband/partner disapproval, The data collected 

did not include information on the outcome of these pregnancies or the reasons for 

husband/partner disapproval.  

 

4.7 Reasons for not using contraception despite not wishing to have a child and being 

sexually active  

 

Of all 338 respondents, 38 (10.3%) reported not using contraception currently, despite not 

wishing to have a child during the time of the study. They provided a number of reasons for 

this. Close to three-quarters (n=28; 74%) cited a provider recommending a different 

contraceptive method from their desired one as the major deterrent to them using contraception. 

Others (n=9; 24%) reported that the contraceptive method they had been using had been out of 

stock at their health facility when they needed to refill their supply. They had therefore 

discontinued contraceptive use, as they had not been able to return to the clinic to check if 

stocks had since become available. Other reasons given included: being informed they were 

ineligible for their preferred method or finding their preferred method to be unaffordable. The 

latter was especially the case for those who bought their contraception from pharmacies.  

 

4.8 Source of contraceptive methods 

 

As seen in Table 5 below, most of the respondents (n=215, 65%) reported that they had 

obtained their contraceptive methods from government facilities i.e., a hospital or health centre 

in the public health sector. The second most common place where respondents reported 

obtaining contraceptives from were pharmacies 45 (13.6%), followed by private doctors 32 

(9.1%). 
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Table 5:  Places where respondents obtained contraceptives (N=330) 

Facility/place n (%) 

Government hospital  80 (24.2) 

Government health centre 135 (41.0) 

Family planning clinic run under the auspices 

under IPPA * 

5 (1.5) 

Private hospital/ clinic  5 (1.5) 

Pharmacy 45 (13.6) 

Private doctor  30 (9.1) 

Shop  27 (8.2) 

Friend/relative 2 (0.6) 

Other  1 (0.3) 

*IPPA, International Planned Parenthood Association 

 

4.9 Counselling on contraception  

 

Three hundred and fifty-nine respondents reported having ever received contraceptive 

counselling. However, only 147 (41%) of the 359 respondents reported where and from whom 

that they had received counselling. Nearly all respondents who answered this question (n=145) 

reported that they received counselling from healthcare providers at a government hospital or 

public sector health centre. The remaining respondents indicated that they had obtained 

counselling from other sources including peer counsellors, friends, community volunteers, and 

public sector outreach services. Not all respondents who had received counselling ended up 

accepting a contraceptive method. Some respondents reported that contraceptive counselling 

at government hospitals was offered when the respondents had gone for other health services. 

They therefore felt that they were not ready to start using a contraceptive method and would 

opt rather go to other facilities specifically offering a contraceptive service when they were 

ready to start using contraception.  

 

 

 

http://etd.uwc.ac.za/ 
 



33 
 

 

4.10 Barriers and facilitators to contraception usage 

 

Barriers or facilitators to contraceptive usage were assessed by respondents’ perceptions of 

how service providers treated their clients when providing contraception services. Of the 330 

respondents who had accessed contraceptive services, the vast majority (n=286,87%) reported 

being treated well by the contraceptive providers and perceived their attitude as welcoming. 

However, there were respondents, albeit it a minority (n=44,13%), who perceived the 

providers’ attitude as judgmental and reported having been treated poorly. Respondents were 

also asked whether they would refer a friend or a relative to the same facility they had attended 

for a contraceptive service. Once again, the overwhelming majority (n=285,86%) said they 

would do so, while 45 (14%) said they would not. It is unclear why one of the respondents who 

reported being satisfied with the service she received responded that she would neverthess not 

refer anyone to the service. However, as respondents were not asked their reasons for either 

being willing to refer or not refer others to the service they were using, it is not possible to 

know why this was the case. 

 

4.11 Distribution of contraceptive outcomes by social demograhic characteristics 

 

The chi square test of distributions between selected socio-demographic factors and current 

contraceptive usage and non-use was conducted. The chi-square test, providing a p-value was 

used to determine whether there were relationships between socio- demographic factors in 

those who are reported using contraception compared to non-users. Table 6 shows the results 

of the distribution. The prevalence of contraceptive use was significantly higher in married, 

divorced/widowed, or separated women compared to those who had never married (p=0.044). 

The former group were also more likely to have ever previously pregnant (p=0.016). However, 

there were no significant difference between reported current contraceptive use and age, 

religion, and age at first sex (see Table 6).  
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Table 6:   The group distribution by sociodemographical factors of respondents’ current 

contraceptive use  

 Use 

 n (%) 

Non-use 

n (%) 

p-value†  

Age (n=368)    

15 to 17 years  195 (59.1) 25 (65.8) 0.425 

18 to 19 years  135 (40.9) 13 (34.2) 

Marital Status (n=368)    

Never in union  221 (67.0) 20 (52.6) 0.044* 

 

 

Currently Married  57 (17.3) 5 (13.2) 

Living with man  22 (6.7) 6 (15.8) 

Divorced/Separated/Widowed  30  (9.1) 7 (18.4) 

Religion (n=368)    

Catholic 122  (37.0) 20  (52.6) 0.170 

 Non Catholic 101 (30.6) 9 (23.7) 

Other  107 (32.4) 9 (23.7) 

Ever been pregnant    

Yes 126 (38.2) 7 (18.4) 0.016* 

 No 204 (61.8) 31 (81.6) 

Age at first sex     

< 14 years  167 (50.6) 17 (44.7) 0.493 

 > 14 years  163 (49.4) 21 (55.3) 

† denotes p-values using Chi-square test. A * denotes significant associations with p-values of < 0.05 at a 95% 

confidence level. 

 

4.12 Distribution of current contraceptive usage by time since last sexual encounter 

 

There was no statistically significant difference found in the proportion of those who reported 

current contraceptive use compared to those who reported non use, based on the time since 

respondents had had last sexual encounter (p=0.226) or for the frequency of sexual activity 

(p=0.181). (Table 7). 
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Table 7:Distribution of  current contraceptive use by time since last sexual encounter 

Characteristic Current Contraception usage  

Time since last sexual encounter Yes   n(%) No       n(%) p-value† 

2 weeks ago or less 52 (15.8) 6 (15.8) 0.226 

3 to 4 weeks ago 104 (31.5) 17 (44.7) 

 5 weeks ago  174  (52.7) 15 (39.5) 

How often had sex    

Less than every 4 weeks 119 (36.3) 18 (47.4) 0.181 

Every 4 weeks or more 209 (63.7) 20 (52.6) 

 

4.13  Distribution of contraceptive use outcomes by age at first sex and pregnancy 

history 

 

The chi square test to assess the relationship between age at first sex and pregnancy history 

was conducted. Age at first sex was categorized as less than 14 years to 14 years, or older than 

14. When comparing those using and those not using contraception there was no significant 

difference found in the proportion. 

Table 8 shows that there was no difference in the history of pregnancy among women who 

whose age at first sex was  less than or equal to 14 years and those whose age  at first sex was 

greater than 14 years (p =0.448). 

 

Table 8: Distribution of current contraceptive use by  age at first sex and  pregnancy 

history 

Characteristic Pregnancy history  

Age at first sex  Yes No p-value 

Less than  14 years to 14 years 63 (47.4) 121 (51.5) 0.448 

More than 14 years 70 (52.6) 114 (48.5) 

 

4.14 Distribution of current contraceptive utse by sexual attributes 

 

There was a statistically significant difference in the proportion of respondents reporting 

having ever been pregnant and current contraceptive use compared to non use (p = 0.016). 
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However, there were no statistically significant differences in the proportion of respondents 

reporting ever having been pregnant, age at first sex or parity and current contraceptive use 

(Table 9). 

Table 9: The distribution of current contraceptive use by sexual history attributes 

 Current contraception use p-value 

Characteristic Yes No  

Age at first sex     

12 to 14 years  167 (50.6) 17 (44.7) 0.493 

15 to 19 years  163 (49.4) 21 (55.3) 

Ever been pregnant     

Yes  126 (38.2) 7 (18.4) 0.016* 

No 204 (61.8) 31 (81.6) 

Livebirth / parity     

0 11 (8.7) 0 (0.0) 0.068 

1 113 (89.7) 6 (85.7) 

2 2 (1.6) 1 (14.3) 

† denotes p-values using Chi-square test. A* denotes significant associations with p-values of < 0.05 at a 95% 

confidence level 

 

4.15 Univariate analysis of “predictive factors” for current contraceptive use (YES) 

compared to non-use (NO) 

 

There was a significant relationship between marital status and contraceptive usage. Those 

living with a man had an almost 3 times greater likelihood of using contraception than those 

never in union (p = 0.026) and those who were divorced/separated/widowed were 3 times 

more likely to use contraception than those never in union (p = 0.030).  

Regarding respondents’ attitudes towards staff attitudes and use of contraception, respondents 

who perceived provider attitudes as judgmental were less likely to use contraception than 

those who perceived staff to be welcoming (p = <0.001). There were no significant 

relationships between contraceptive use and age, religion, age at first sex, whether 

respondents got contraceptive counselling or not, how long ago their last sexual encounter 

was or knowledge on contraceptives (Table 10). 
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Table 10: Univariate binary logistic regression of “predictive factors” for contraceptive 

use (YES) compared to non-use (NO) 

Characteristics OR (95% CI) P-value 

Age   

15 to 17 years 1  

18 to 19 years 1.33 (0.66 -2.70) 0.426 

Religion   

Catholic 1  

Christian, Non-Catholic 0.54 (0.24 – 1.25) 0.146 

Other 0.51 (0.22 – 1.18) 0.110 

Education level   

Form A 1  

Form B 0.86 (0.21-3.49) 0.834 

Form C 0.79 (0.22-2.85) 0.724 

Form D 0.70 (0.19-2.56) 0.583 

Form E 1.11 (0.34-3.63) 0.866 

Age at first sex    

< 14 years  1  

Over 14 years 0.79 (0.40-1.55) 0.494 

Marital status   

Single (Never in union)  1  

Currently married  0.97 (0.35-2.70) 0.952 

Living with a Man 3.01 (1.08-8.39) 0.026 

Divorced/Separated/Widow 2.76 (1.06 -7.19) 0.030 

Got counselling    

No 1  

Yes 1.52 (0.726-3.195) 0.263 

Visited facility in the last 12 

months  

  

No 1  

Yes 1.37 (0.637-2.935) 0.421 

Attitude   
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Welcoming 1   

Judgemental 0.10 (0.031-0.336) <0.001 

Time since last sexual 

encounter 

  

2 weeks or less 1  

3 to 4 weeks ago 0.71 (0.262 -1.897) 0.490 

5 weeks 

 or more  

1.34 (0.494 – 3.624) 0.566 

Source of knowledge   

Radio   

Television 1.17(0.555-2.483) 0.675 

Magazine 1.64 (0.595-4.530) 0.338 

 

4.16 Multivariate binary logistic regression analysis of predictive factors for current 

contraceptive usage 

 

A multivariate binary logistic regression analysis of the main factors for contraception usage 

are presented in Table 11. This analysis was conducted account for confounders and therefore 

Adjusted Odds Ratios (AOR) are presented. Ever having been pregnant, currently married, 

living with man or divorced/separated/widowed, were independently significantly associated 

with current contraceptive use. These variables were therefore predictors of current 

contraceptive use.  

There was a independent significant relationships between marital status and contraceptive 

usage. Table 11 shows that respondents currently married, divorced/separated/widowed and 

cohabiting were more likely to be currently using contraception thas those than those who 

were single. 
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Table 11: The multivariate binary logistic regression of predictive factors of current 

contraception use. 

Characteristics AOR (95% CI) P-value 

Age   

15 to 17 years 1  

18 to 19 years 1.33 (0.66 -2.70) 0.426 

Religion   

Catholic 1  

Christian, Non-Catholic 0.54 (0.24 – 1.25) 0.146 

Other 0.51 (0.22 – 1.18) 0.110 

Education level   

Form A 1  

Form B 0.86 (0.21-3.49) 0.834 

Form C 0.79 (0.22-2.85) 0.724 

Form D 0.70 (0.19-2.56) 0.583 

Form E 1.11 (0.34-3.63) 0.866 

Age at first sex   

 14 years 1  

Over 14 years 0.79 (0.40-1.55) 0.494 

Marital status   

 Single (not in a union) 1  

Currently married 0.09 (0.02 – 0.42) 0.002 

Cohabiting (Living with man)  0.02 (0.003 – 0.10) <0.001 

Divorced/Separated/Widowed 0.06 (0.02 – 0.22) <0.001 

Got counselling   

No 1  

Yes 1.52 (0.726-3.195) 0.263 

Visited facility in the last 12 

months 

  

No 1  

Yes 1.37 (0.637-2.935) 0.421 
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Ever pregnant   

No 1  

Yes 0.03 (0.01 – 0.13) <0.001 

Religion   

Christian, non-Catholic 1.95 (0.78 – 4.92) 0.155 

Other 2.21 (0.86 – 5.67) 0.099 

Time since last sexual 

encounter 

  

Less than 5 weeks 1  

More than 5weeks 1.29 (0.60 – 2.78) 0.511 

 

4.17 Chapter summary  

 

In this Chapter the prevalence of current contraceptive use was shown to be 89.7% in 

adolescents between the age group 15-19 years in Maseru city, Lesotho. There was a high 

likelihood that adolescents would use contraceptives if they perceived contraceptive providers 

as welcoming. Conversely, negative provider attitudes deterred youth from accessing 

contraceptives. Current contraceptive use was also strongly associated with marital status and 

ever having been pregnant. Those who were married or had been pregnant before were more 

likely to be on a contraceptive method. However, there were no significant associations 

between current contraceptive use and educational level, age, and religion.  
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CHAPTER 5: DISCUSSION 

 

5.1 Introduction  
 

This chapter discusses the key results from this research study and interprets them, relating 

them to the results in other relevant studies in the literature. It shows the similarities and 

differences between the results from this study and other studies conducted within and 

outside sub-Saharan Africa. The discussion chapter is divided into the following sections: 

adolescent sexual activity patterns; knowledge of adolescents of contraceptives; contraceptive 

usage; and contraceptive and condom usage among adolescents; as well as facilitators and 

barriers and quality of contraceptive services. In addition, limitations of the study and 

generalisations of results are discussed.  

    

5.2-Sexual activity patterns 
 

All adolescents in this study were sexually active as this was an inclusion criterion in the study. 

This was appropriate as the key focus of the study was on adolescent pregnancy, contraceptive 

use and contraceptive service usage. Hence all study respondents had had sex at least once.  

Over half (56%) of respondents reported that their first sexual experience had been between 

the ages of 15-17 years, with 14 years being the with the mean age for first sexual activity.   

This is a concerningly low age of sexual debut, creating a high level of vulnerability for 

becoming pregnant if contraception was not used at the time of sexual debut. The Lesotho 

Demographic and Health Survey (LDHS) of 2014 (Ministry of Health/Lesotho, 2015) found 

age at first sexual intercourse to be 18.5years among women of 15 to 49 years. However, it is 

not possible to compare the results of this study with those in the LDHS as the population from 

which respondent were sampled is different. In this study respondents were sexually active 

female adolescents in secondary schools and unlike the LDHS was not representive of all 

women in Lesotho (Ministry of Health/Lesotho, 2015).  

 

A further concern is that study respondents having had sex at this early ag would have been at 

risk of acquiring a sexually transmitted infection, including HIV if they had not been taking 

preventive measure to avoid this. For example, a longitudinal,  cluster-randomized, controlled 

HIV prevention trial among 1099 HIV-negative women, aged between 15 to 26 years in the 
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predominantly rural Eastern Cape province of South Africa, found that early adolescent 

pregnancy increased the risk of incident HIV infection (Christofides, et al., 2014b).  

 

5.3.  Ever pregnant and ever had a child  

 

More than a third (36,1%) of respondents in this study reported having been pregnant. Most of 

the outcomes of their pregnancies were live births (89.5%). These are very concerning results 

that need to be addressed, especially considering that this study was among school going 

adolescents.  The 2014 LDHS conducte in Lesotho found that 19% of women aged 15-19 had 

begun childbearing, 15% had given birth, and an additional 4% had been pregnant with their 

first child (Ministry of Health/Lesotho, 2015). The high percentage in this study is higher than 

than reported in the 2014 LDHS. This is likely due to this study’s repondents all having been 

sexually active, whereas this would not have been the case in the 2014 LDHS.  

 

This overall high percentage of adolescent pregnancies among in-school sexually active female 

respondents represents a problem. Educational policies in Lesotho, prohibit girls from 

continued school attendance while pregnant. This interruption of their schooling is likely to  

negatively affect attainment of their educational dreams and may compromise their sexual 

health (Sommer & Mmari, 2015). While Lesotho laws, in a positive attempt by government to 

help girls reach their full educational potential despite having had a child, encourage adolescent 

learners from to return to school after pregnancy, these laws may not be properly implemented 

by schools. In addition, there are likely to be social and practical pressures for girls to leave 

school, when noticeably pregnant and after childbirth (Nkhoma et al., 2020). These are areas 

of research requiring further investigation. Even if adolescents leave school during part of their 

pregnancy and for a period of time after childbirth, this disrupts their educational with the 

potentially negative consequences as described in the literature (Govender, Naidoo & Taylor, 

2020; Nkhoma et al., 2020).  

 

Lesotho needs to develop improved strategies to address reducing teenage pregnancies in the 

country and particularly focus on preventing pregnancies before they occur. Adolescents who 

who discontinue their schooling due to pregnancy and childbirth leads to them having lower 

educational attainment. This is likely to impact negatively on their opportunities for career 

development an employment (Noshir, 2017). This could also have a wider impact on 

countries’ economies (Oringanje et al., 2016).  It is therefore important for governments and 
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organizations working in the areas of adolescent SRH to prioritize initiatives to promote 

adolescent girls’ access to and use of contraception. This can assist in reducing the negative 

reproductive or sexual health outcomes arising from unintended adolescent pregnancies, 

which also impact on countries’ economies (Nkhoma et al., 2020).  

 

 5.4. Knowledge of contraception and contraceptive services  

 

 All respondents in this study reported knowing about contraception and in addition all reported 

that they knew of a place where they could obtain contraceptive services. These results are 

similar to that found in 2014 LDHS, which also found that reported knowledge about 

contraception and where to access it was almost universal (99%) (Ministry of Health/Lesotho, 

2015). A cross-sectional study that was conducted by Mabele (2010) in Lesotho also found 

contraceptive knowledge to be high, at 91% (Mabele, 2010). It is encouraging that the vast 

majority of respondents (98.1%) also reported that they knew where to access a contraceptive 

method. However even when knowledge of contraception is high, and adolescents are aware 

of where to access contraception this may not translate to effective and consistent usage. There 

is therefore a need to encourage actual usage, but most importantly, effective, consistent and 

uninterrupted contraceptive usage (Ministry of Health/Lesotho, 2015). The perceived stability 

of a relationship and the frequency of sexual activity among female youth were also factors 

found have a potential impact on consistency in use of contraception Christofides et al (2014a). 

These issues was not examinerd in this study and could be an area for further research.  

5.5 Contraceptive knowledge sources 

As mentioned, all the adolescents in this study had heard about contraceptives. Respondents 

reported the media (radio, television, newspapers and magazines) as the sources where they 

acquired their knowledge about contraception. Even though contraceptive information should 

be provided as part of the Life Skills curriculum in schools in Lesotho (Mabele, 2010), the 

study results call into question whether this information is being provided within schools. This 

should be investigated through further research being conducted on this matter.  Parents were 

not mentioned as a source of information on contraception. It is unclear why this is the case in 

this study. Hindini et al (2009) has suggested that parents may themselves lack adequate 

knowledge on contraception and may be uncomfortable discussing sex related topics with their 

children (Hindini et al., 2009). It is possible that this is the case in Lesotho as well. This needs 

to be investigated further in the Lesotho context and if this is found to be the case, initiatives 

http://etd.uwc.ac.za/ 
 



44 
 

developed to try and overcome these barriers to discussion of sexual matters between children 

and their parents.  

 5.6 Ever and curent contraceptive use  

Reported ever use of contraception was very high (93.8%), with the percentage of respondents 

who reported using contraception currently only slightly lower at 89.7%. In the Lesotho DHS 

current use of contraception among women in their reproductive age was 60% (Ministry of 

Health/Lesotho, 2015). However, the Lesotho DHS covered all women in their reproductive 

years and not only adolescents, so the contraceptive prevalence it is not comparable with this 

age group included is this study.  

Respondents who had ever been pregnant were much more likely to report current 

contraceptive use than those who had not been pregnant. For example, a study by De Vargas 

etal (2009) suggested that this may be due to the fact that adolescents who had been pregnant 

had experienced the negative consequences of either not having used contraception previously 

or not having used it effectively or consistently. They were therefore being more cautious and 

currently using contraception to avoid becoming pregnant again. A study by De Vargas et al 

(2019) used data from nationally representative Demographic and Health Surveys (DHS) and 

Multiple Indicator Surveys (MICS) conducted from 2005 to 2016 among female adolescents 

aged 15–19 years in 73 LMICs to investigate the influence of parity and marital status on 

contraceptive use. Their study found adolescents who were married and had children had 

greater likelihood of using contraceptives compared to those married and without a child. 

Those who were married but had no children were unlikely to use contraceptives, reporting a 

desire to become mothers.  The authors contend that cultural values and gender norms influence 

pregnancy, childbirth and contraception as in many places, as there is an expectation that 

women should give birth to at least one child before adopting contraception (De Vargas et al., 

2019). 

In this study respondents that were married, living with a man or divorced/separated/widowed 

were also more likely to use contraceptives compared to those that were never in a union 

(single).  This study findings are similar to findings in the Lesotho DHS that also found an 

increased likelihood of using contraceptives when married, cohabiting or living with a man and 

if a woman had ever been pregnant (Ministry of Health/Lesotho, 2015).  

While Mabele’s (2010) also noted increased contraceptive usage among school going girls, in 

general, the very higher percentage of ever and current contraceptive use reported in my study 
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may be questionable. It is possible that recall bias may have played a role in the high reported 

percentage of ever use of contraception and use at last sexual encounter. In addition, with 

respect to ever use of contraception, use at last sexual encounter and current use, respondents 

may well have provided what they perceived to be socially desirable reponses answers to the 

interviewers. 

5.7 Types of contraceptive methods used 

The most common contraceptive reportedly used was hormonal injectable contraceptive 

(31.5%), followed by hormonal oral contraceptive pill (27.3%). In a study by Mabele (2010) 

among young women aged 15-24 years, use of the hormonal injectables was very similar 

(31.6%) to use in this study, as was use of the Pill (25.5%). The results of this study also fairly 

consist with the Lesotho DHS, which reported injectable use among women at 24%, followed 

by the Pill at 17% and condoms at 14% (Ministry of Health/Lesotho, 2015). The Lesotho DHS 

while reporting on contraceptive use for all reproductive age women and not only adolescents, 

also found this to be the most preferred method among adolescent females (Ministry of 

Health/Lesotho, 2015).  The predominant use of hormonal injectable contraceptives among the 

adolescent females in this study, Mabele (2010) and the Lesotho DHS are different to the results 

of some other studies in African countries. For example, a study on contraception choices by 

adolescents in a town in Uganda found that adolescents avoided injectables as a contraceptive 

method due to it being linked to perceived later infertility problems (Cover et al., 2017). 

However, the reasons for the preferred use of injectables in this study compared to other 

methods were not explored. Emergency contraception use in this study stood at 13.6%, 

showing that a fair number of respondents were either not using a contraceptive method during 

sex or experienced contraceptive failure. Only 27% of respondents in this study reported using 

a male or female condom. Amongst those using most reported using male condoms (21.5 for 

male condoms vs 6.1% for female condoms). Those using condoms reported using them as 

their sole method of contraception/infection prevention. The low percentage of respondents 

using condoms is very concerning in the light of the high prevalence of HIV in Lesotho. In a 

study by Thin et al (2019), 25.6% of adults aged 15–59 in Lesotho were found to be HIV-

positive and younger age was significantly associated with being less likely to be aware of HIV 

status. Our findings as well as those  from a study by Thin et al. (2019) are particularly worrying 

as female adolescents are at increased risk of becoming infected with HIV (Dellar et al, 2015). 

This highlights the need for more effective strategies to being put in place to encourage 
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adolescents use barrier methods of contraception that will not only prevent unwanted 

pregnancies but it will also prevent HIV/AIDS 

5.8: Places where contraceptive methods were accessed 

n this study respondents were found to access most of their contraception from government 

facilities (65.2%)1 reported using public health facilities. Other places such as pharmacies and 

private doctors also offered contraceptive services. Government facilities offering 65.2% is 

inline with the Lesotho’s policy for contraceptive services that states that contraceptives should 

be provided in the first instance at primary healthcare level. The finding of this study is also in 

keeping with Lesotho DHS (2015), which found that most women (63%) accessed their 

contraceptives through government facilities (Ministry of Health/Lesotho, 2015). 

Nevertheless, efforts could be made to promote the use of public health facilities even further 

among adolescents seeking contraception. 

5.9- Barriers and facilitators of contraceptives Services offered in Maseru District 

Of the total study population, 330 respondents who accessed contraceptive services, 286 (87%) 

reported being treated well by the contraceptive providers and perceived their attitude as 

welcoming. More than 80% who had used contraceptive services mentioned that health 

professionals were friendly and they would be willing to refer a relative or a friend. Studies 

from Ghana, Malawi and Uganda of adolescents aged 12-19 found that between 10-18% of 

females had expressed their dissatisfaction with the attitude of health professionals, which is 

not very different to my study (Oringanje., et al, 2016; Self, et al., 2018; Atuyambe, et al., 

2015). Although the dissatisfied respondents were relatively few, (13%) it is possible that the 

displeasure of the dissatisfied respondents could trickle down to their acquaintances and 

possibly negatively affect future uptake of contraceptive services. It also may be that 

respondents have no alternative comparisons to make with other services. The judgmental 

attitudes of some healthcare providers reported by those respondents who were dissatisfied 

with the services, could be further improved through regularly staff training in adolescent and 

youth friendly contraceptive services study (Oringanje., et al, 2016; Self, et al., 2018). 

These study results with regards to the attitudes of the health care providers to the findings to 

a qualitative study in Uganda. The Ugandan study by Atuyambe et al (2015) reported that most 

respondents mentioned lack of confidentiality as a problem while the majority in this study did 

 
1 This is when combining the reported percentage of those who reported using either a government 

health centre (41%) and a government hospital (24.2%). 
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not mention that as being a problem. The reasons in the difference could be the differences in 

methodologies used. However, as a qualitative study is not generalizable but aimed at in depth 

insights, therefore this study and the Ugandan study are not comparable. 

In a study by Tumlinson etal (2015) it was hypothesized that women attending facilities with 

higher quality services, compared to those receiving poor quality services, will be more likely 

to be using contraception. This study found several indicators of contraceptive service quality 

to be significantly associated with current contraceptive use, including employing service 

providers who inquire into the client’s contraceptive preferences, assist with method selection, 

discuss possible side effects with clients, and treat their clients “very well”. These aspects were 

associated with increased likelihood of contraceptive use among the women in this mentioned 

study (Tumlinson etal., 2015). This study was part of evaluation of an Urban Reproductive 

Initiative that also collected data for Tumlinson, Okigbo & Speizer (2015) discussed in 

literature review above. If the following indicators on quality of contraceptive services are 

utilised, then there should be more improved service delivery on contraceptives. 

5.10- Reasons for not being on contraceptives despite not wishing to have a child 

Though few were not using contraceptives in this study close to three-quarters of respondents 

who reported not using contraception, despite not wishing to have a child (n=17; 74%) cited a 

provider recommending a different contraceptive method from their desired one as the major 

deterrent to them using contraception. Others (n=5; 22%) reported that the contraceptive 

method they had been using had been out of stock at their health facility when they needed to 

refill their supply. They had therefore discontinued contraceptive use, as they had not returned 

to the clinic to check if stocks had since become available. This points to the need for health 

care providers need to provide more information to adolescents on other available methods so 

that the numbers of those not being on a contraceptive method could be minimized even further. 

A positive aspect of the results is over 80% of respondents said they would recommend the 

contraceptive services provided to a friend.  Though not conclusive, this could have been 

because respondents’ needs were adequately met with respect to contraceptive services or that 

they did not have enough experiences in use of contraceptive services.  

A cross sectional study that used current contraceptive use data and levels of unmet need in 52 

countries that had conducted demographic health surveys between 2005 and 2014 by Sedgh, 

Ashford and Hussain, (2016) found reasons women given for not using contraceptives despite 

wanting to avoid a pregnancy were multifactorial. The reasons included some women reporting 
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infrequent or no sex, while others cited side effects and health risks as discouraging their use 

of contraception. Examining the reasons why women do not use contraception despite wanting 

to avoid a pregnancy can inform policies and programs to reduce unmet need and the incidence 

of unwanted pregnancy. The information can be used in the design of behavior change 

campaigns and sexuality education; and in provider training and service delivery, including 

counseling about methods (Sedgh, Ashford & Hussain, 2016).  

As discussed in the literature review chapter, adolescent birth rates in HIC such as in the United 

States of America (USA) and Britain have generally declined  in recent years, although this has 

been uneven across for example geographical area, economic status and race/ethnicity within 

these countries. (Lachausse, 2016; Brindis et al., 2020; Crawford, Cribb & Kelly, 2014). 

Multiple factors have likely contributed to lower adolescent pregnancy rates having led to 

lower birth rates in these HIC. In the case of Britain, specific strategies were adopted aimed a 

reducing adolescent pregnancy. These included advertising campaigns on contraception, 

providing better information and access to contraceptives, encouraging good sex education, 

greater discussion of sexual health with general practitioners, youth services, and the 

introduction specialised youth clinics (Arie, 2014). While some of these strategies may be 

feasible to consider in LMIC and their development should be encouraged, the different socio-

economic context and availability of resources to devote to such initiatives are likely to be 

constraining factors in LMIC.  

5.11- Limitations of the study 

This is a cross-sectional study, which means it established temporal relationships and strength 

of associations between the variables measured. However, it cannot provide causal 

relationships between the demographic features of respondents, their knowledge of sexual and 

reproductive health and their views on barriers as well as facilitators of the uptake of such 

services.  

Respondents who are adolescents may feel more vulnerable and therefore unwilling to 

participate in the study or if participating, disclose their true responses to some of the sensitive 

aspects of the questionnaire. To ameliorate this, the researcher sought to establish a good 

rapport with respondents, without applying undue pressure, so that they were more likely to 

avail themselves for the study. A younger person was also used to collect data to lessen the 

possibility that they may feel judged in their responses to questions on SRH. The respondents 

were also assured of the complete confidentiality of their individual responses. Some questions 
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were not asked in relation to each other such as for example, whether contraception was used 

when having first sex. Hence the relationship between the two could not be determined. Data 

on the perception of the risk of pregnancy was not collected from respondents in this study. 

This would be valuable issue to include in future research in the area of adolescent pregnancy 

and contraceptive use. The researcher did not include adolescents as respondents if they were 

in home schools or those who were not present at school on the day of the survey. Hence, the 

perspectives of the adolescent respondents are restricted to those in public schools present 

during the survey. Moreover, adolescents below 18 years who did not have parental or 

caregivers’ informed consent were not allowed to participate in the study. It is unknown 

whether their results would have been different to those who did receive parental/caregiver 

consent to participate. In addition, some of the responses to questions may not be completely 

reliable due to socially desirable responses to the questions. Some of the results from the study 

could also be affected by recall bias. Considering the possibility of precision errors from the 

sample size of 368, inferences made from the multivariate analysis are more exploratory and 

more meaningful associations would need to be explored further in a study with a larger sample 

size. As this study was conducted in an urban female adolescent population, its results cannot 

be extrapolated rural female adolescent populations in Lesotho. 

 

This study, nevertheless, provides valuable representative information on urban school-going 

adolescent views and experiences of contraceptive services in Maseru, Lesotho.  

 

CHAPTER 6: CONCLUSION AND RECOMMENDATIONS  

 

6.1 Conclusion  

 

As already noted, the study showed that respondents in this study mostly used contraceptive 

methods and reported largely finding health providers to be welcoming and reports the health 

care workers to have good attitudes. Most of them reported that they would recommend these 

services to their friends. Specifically, most respondents who had utilised contraceptives 

reported finding the services welcoming. This study has also shown that there is the need to 

promote other sources of information for contraceptive services aside from mainstream media. 

Teachers in school and parents and care givers should be encouraged to talk about 

contraceptives services and SRH to the adolescents to improve services.  
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6.2-Recommendations   

 

There should be increased services as regards the needs of female adolescents especially in 

sub-Saharan Africa where norms tend to be patriarchal, with men having more control than 

women (Madiba & Ngwenya, 2017).  The Society for Adolescent Health and Medicine 

recommends that ´Adolescents should have universal access to comprehensive sexual and 

reproductive health information and services that are evidence based, confidential, 

developmentally appropriate, and culturally sensitive` (SAHM, 2014). Addressing this issue 

requires the introduction of comprehensive contraceptive education at early stages both 

formal in schools as well as informal education in the homes. Another important aspect of 

contraceptive services is that school programs can delay and decrease the incidence of sexual 

intercourse. It may also decrease sexual partner numbers, adolescent pregnancy, and sexually 

transmitted infections. If effectively implemented, they could promote the use of condoms 

and other contraception methods (SAHM, 2014).  

 

Efforts have been made to reduce adolescent pregnancy globally, and this is evident in the 

Sustainable Development Goal 3, Target 3.7 that seeks to ensure universal access to sexual 

and reproductive health-care services, including contraceptive services, information and 

education, and the integration of reproductive health into national strategies and programmes 

by 2030. This is important in respect to the high rates of maternal mortality, abortion, and 

neonatal deaths associated with adolescent pregnancy in SSA. International evidence links 

the provision of high-quality comprehensive sex and relationship education to improved use 

of contraception as major strategies for addressing adolescent pregnancy. In SSA, many 

programs and strategies, including comprehensive sex education and contraceptive services 

are geared towards reduction in adolescent pregnancy. However, their impact to date is 

unclear, as adolescent pregnancy rates remain high in countries in SSA (Ahinkorah, et al., 

2021). 

These recommendations provide an improvement in the knowledge base as well as increased 

utilization of contraceptive services by adolescents including the utilization of contraceptive 

services among school-going adolescents in the district.   

These recommendations are that:  
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-There is the need for promotion of other sources of information for sexual and reproductive 

health for adolescents. 

-There is need to introduce earlier SRH/ contraceptive communication, education and provision 

to promote adolescents the first engagement with contraception occurring before rather than 

after having become pregnant. 

-While it is positive that among those using contraception in this study, injectables were most 

commonly used, the proportion who are sexually active using condoms needs to be increased 

and consistency of use needs further exploration.  

-Further exploration is needed of why usage of both male and female condoms is low as these 

are very reliable methods to prevent pregnancy as well as HIV/AIDS and could be promoted 

better if acceptable to adolescents and if the reasons for non-use when sexually active, are 

understood.   

-An in-depth exploration through a qualitative study is needed to understand why 

approximately 6.3% of respondents had not utilised contraceptives services before. If this is 

due to access or other problems rather than a lack of need, this should be identified. This would 

help improve adolescent access, availability and use of the contraceptive services.   

  

These few recommendations based on the study results, can inform policy, programs and 

services in contraceptives for adolescents in Lesotho.  
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8.0 APPENDICES 

 

APPENDIX 1: INFORMATION SHEET (ENGLISH) - PARTICIPANT 

 
 

 
 
 
                                                                                                                   Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

 
 
 
INFORMATION SHEET: SURVEYS 

 

Project Title: AN ASSESMENT OF FACTORS THAT DETERMINE POOR USAGE 

OF CONTRACEPTIVE   SERVICES AMONG ADOLESCENT WOMEN IN 

LESOTHO: AN ANALYTICAL CROSS-SECTIONAL STUDY OF MASERU CITY 

SECONDARY SCHOOL STUDENTS 

 

What is this study about? 

This is a research project being conducted Dr. Florence Banda Matope for completing her 

Master’s in Public Health at the University of the Western Cape (UWC). She is being 

supervised by Prof. Diane Cooper at UWC. We are inviting you to participate in this research 

project because you are an adolescent in a secondary school in Maseru. The purpose of this 

research project is to conduct an assessment of the relationship of availability and 

accessibility of family planning methods to the usage of those family planning methods 

among secondary school going adolescent women in Maseru City, Lesotho. If you are 18 

years and older you can then consent on your own. If you are under 18 years, then your 

parent or caregiver will need to give consent for you take part. You will also need to give 
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your assent. However, even though if the parent/caregiver gives permission it is still up to 

you to decide if you want to participate or not. If you agree and the parent/caregiver does not, 

then you will not be interviewed. If your parent/caregiver does not agree, even if you agree, 

we cannot interview you.  The specific information you give us will not be available to your 

parent/caregiver or teacher or anyone else. 

 

What will I be asked to do if I agree to participate? 

You will be asked to complete a questionnaire, which will ask you questions about what you 

know about contraceptive methods and certain behaviours that happen at family planning 

clinics. This will also include some questions on sexual behaviours. The questionnaire may 

take from 30 minutes to an hour to complete and will take place at the school where you are 

now. The type of question you will be asked are: 

• If you are sexually active: 

Have you heard about family planning/contraception? 

Are you currently on any contraceptive method? 

• Are family planning methods easy to get while you are at school?  

Would you choose to use a contraceptive method if you are not on one? 

• Have you used family planning method before? 

 

Would my participation in this study be kept confidential? 

The researchers will protect your identity and the information you provide. To ensure that no 

one knows who you are, (1) your name will not be included on the surveys and other 

collected data; (2) a study number code will be placed on the survey and other collected data 

rather than you name being used; (3)  only the researcher will have access to the 

identification key. The interview will be conducted in a room that will be provided by the 

school using a structured questionnaire and privacy and confidentiality of the room will be 

maintained during the interviews. To ensure your confidentiality, all questionnaire 

information kept on computers will be protected by a password, and only research team 

members that need to know the password. Consent forms will be kept separately from the 

questionnaires in locked filing cabinets. Only researchers will have access to these cabinets. 

Research staff will be required to sign a confidentiality agreement. 

If we write a report or article about this research project, your identity will be protected – we 

won’t use your name or anything else that will identify you. We will only report on the 

results from everyone as a whole. The questionnaires and consent forms will be kept for 5 
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years then it will be destroyed. We will only disclose information to appropriate authorities 

that comes to our attention concerning child abuse or neglect or potential harm to you or 

others. In this event, we will inform you that we have to break confidentiality and your 

parent/caregiver if you are under 18years to fulfil our responsibility to report to appropriate 

authorities. 

 

What are the risks of this research? 

All research carries some risks. This includes: Possibly experiencing some emotional stress 

when talking about personal activities or contraceptive usage. We will minimize such risks by 

allowing you not to answer any questions you feel uncomfortable with. We will act promptly 

to assist you if you experience any discomfort, psychological or otherwise during the process 

of your participation in this study. Where necessary, an appropriate referral will be made to a 

suitable professional for further assistance. 

 

What are the benefits of this research? 

This research is not designed to help you personally, but the results may help us learn more 

about how contraceptive needs of adolescents in Maseru secondary schools can be better met. 

This may help providing contraceptive services to adolescents in the future.  

 

Do I have to be in this research, and may I stop participating at any time? 

Your participation in this research is completely voluntary. You may choose not to take part 

at all. If you decide to participate in this research, you may stop participating at any time. If 

you decide not to participate in this study or if you stop participating at any time and can 

choose not to answer any particular questions. This will not have any negative effects and 

you will not or lose any benefits or influence anything during your studies at this school or 

you receiving any other services. Also, if you decide to participate and stop the interview 

before it is over, that will not negatively affect your or influence your studies at this school or 

any other services.  

 

What if I have questions? 

This research is being conducted by Dr. Florence Banda Matope under the supervision of 

Prof. Diane Cooper PhD, School of Public Health, University of Western Cape. If you have 

any questions about the research study itself, please contact Myself Dr. Florence Banda 

Matope at the following numbers +266 56915874, +27(0)781915028 email 

http://etd.uwc.ac.za/ 
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3706266@myuwc.ac.za. Or Prof Diane Cooper, at telephone number, +27 219599382 or Fax 

+27 219592872. Email dcooper@uwc.ac.za.  

Should you have any questions regarding this study and your rights as a research participant 

or if you wish to report any problems you have experienced related to the study, please 

contact myself or my supervisor or: 

 

Prof. Uta Lehmann 

School of Public Health  

Head of Department 

University of the Western Cape 

Private Bag X17, Bellville 7535  

Telephone: 021-959 2633 

Email: ulehmann@uwc.ac.za; soph-comm@uwc.ac.za  

 

Dean of the Faculty of Community and Health Sciences:  

Prof Anthea Rhoda 

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za     

 

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION  

Research Office 

New Arts Building, 

C-Block, Top Floor, Room 28 

University of the Western Cape 

Private Bag X17 

Bellville 7535  
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APPENDIX 2: INFORMATION SHEET (SESOTHO) 

 

 

 
                                                Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

INFORMATION SHEET: SURVEY 

 

TITLE OF RESEARCH PROJECT: AN ASSESSMENT OF FACTORS THAT 

DETERMINE POOR USAGE OF CONTRACEPTIVE   SERVICES AMONG 

ADOLESCENT WOMEN IN LESOTHO: AN ANALYTICAL CROSS SECTIONAL 

OF MASERU CITY SECONDARY SCHOOL STUDENTS. 

Boithuto bo mabapi le eng? 

Lipatlisiso tsena ke tsa DR Florence Banda Matope hore a qetele lithuto tsahae University of 

the Western Cape [UWC] moo a etsang lengolo la Master in Public Health tlasa tataiso ea 

Prof.Diane Cooper hona teng moo [UWC].Rea u memela hoba karolo ea lipatlisiso tsena 

hobane ke emong oa baroetsana ba sekolo se phahameng mona Maseru.Tshutshumetso ea 

lipatlisiso tsena ke ho hlalosetsa le hlokomelisa baroetsana ka phumaneho ea lithibelapelehi 

le tshebeliso ea tsona moo ba phelang teng Maseru Lesotho.U lilemo li ka tlase ho leshome le 

metso e robeli mme u kopuoa hoba karolo ea lipatlisiso tsena. 

Ha moithuti a lumela honka karolo: 

O tla tlatsa fomo ea lipotso moo teng atla hlolosa tsebo eahae ka lithibelapelehi le tsela eeo a 

tsoarang ka yona litsing tse fanang ka litshebeltso tse joalo, mme lipotso tseno litla nka feela 

metsotso e mashome e mararo hoisa ho hora. 
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Tse ling tsa lipotso tse tla botsoa 

• Na u ikala utloela ka libelapelehi? 

• Na ekaba u sebelisa lithibelapelehi nakong ee? 

• Na o khona ho fumana lithibelapelehi a ntsa le sekolong? 

• Haeba ngoana haa sebelisi lithibelapelehi na aka rata ho liselisa? 

• Na o kila li sebelisa pele kapa khale? 

 

Na hoba karolo ea lipatlisiso hoka beha ngoana tsietsing? 

Monga lipatlisiso tsena otla etsa bonnete  hore ngoana oa tshireletseha(1)lebitso ngwana le 

keke la hlahisoa (2) Mofuputsi ke eena feela atla ba le phihlelo ea litaba tseo.Lipotso litla 

botsetsoa ka phaposing eeo sekolo setla fana ka eona,litaba tseo ngoana atla fana ka tsona 

litla tshireletsoa ka “passward”ke mofuputsi feela atla khona holi bala haa lihloka mme le 

eena otla tekena tumello ea hose bui litaba tseo kae kapa kae.(3)le ha ele hore ngoana otla 

tshireletsoa empa mofuputsi otla batla lebitso la hae(4)ke mofuputsi feela atla khona ho 

sebelisa litaba tsena. 

Haeba mofuputsi a ngola litlaleho ka litaba tseo a keke a ngola lebitso la ngoana kapa hona 

ho hlahisa letho le ka etsang hore ho tsebahale na litaba ke tsa ngoana ofe. Litaba tsena litla 

sebelisoa feela lilemo tse hlano.Ha hokaba le motho a fumanoang a hlekefetsa ngoana ka 

litaba tsena mofuputsi otla netefatsa hore motho ea joalo o nkeloa likhato tsa molao. 

 

Na hokaba le litla-morao ka lipatlisiso tse? 

Lipatlisiso tsohle lina le litla-morao mme le tsena likaba le tsona tse kenyeletsang 

tshitshinyeho ea moikotlo a ngoana mohlong haa bua ebe o hopola tseling tsa liketsahalo tseo 

akileng a feta ho tsona, haho kaba le ketsahalo e joalo ngoana otla fetisetsoa ho mohlabolli 

litabeng tsena. 

Litholoa tsa lipatlisiso ekaba life? 

Monga lipatlisiso otla ithuta tsela eeo bana ba tsoaroang ka eona haba hloka thuso litsing tse 

fanang ka lithibelapelehi mona Maseru Lesotho.Honka karolo hoa ngoana lipatlisisong tsena 

e tlameha ebe boithaopo ba ngoana ka sebele ebile ngoana emong le emong ona le bolokolohi 

ba ho tsoa kapa ho tlohela ho araba lipotso nako eohle haa utloa a lahleheloa ke boitshepo. 
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Lipatlisiso tsena hana etsoa ka nako ea sekolo kapa ea lithuto mme re tshepisa hore li keke tsa 

sitisana le lithuto tsa ngoana. 

Bakeng sa lipotso: 

Lipatlisiso tsena li etsoa ke Dr. Florence Banda Matope tlasa botsamaisi ba Prof. Diane 

Cooper PhD, School of Public Health, University of Western Cape. Haeba hona le motho 

anang le lipotso ka lipatlisiso, aka letsetsa nna Dr. Florence Banda Matope nomorong e 

latelang+266 56915874, +27(0)781915028 email 3706266@myuwc.ac.za.kapa Prof Diane 

Cooper,telephone number, +27 219599382 kapa Fax +27 219592872. Email 

dcooper@uwc.ac.za.  

Haeba hona le motho anang le lipotso kappa a hlokomelang hore ngoana oa hlekefetsoa 

mabapi le lipatlisiso sena aka lebisa litletlebo tsa hae mona; 

 

Prof. Uta Lehmann 

School of Public Health  

Head of Department 

University of the Western Cape 

Private Bag X17, Bellville 7535  

Telephone: 021-959 2633 

Email: ulehmann@uwc.ac.za; soph-comm@uwc.ac.za  

 

Dean of the Faculty of Community and Health Sciences:  

Prof Anthea Rhoda 

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za     

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION  

Research Office 

New Arts Building, 

C-Block, Top Floor, Room 28 

University of the Western Cape 

Private Bag X17 

Bellville 7535  
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APPENDIX 3: CONSENT FORM (ENGLISH) 

 

 
 
                                                Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

CONSENT FORM 

 

TITLE OF RESEARCH PROJECT: AN ASSESSMENT OF FACTORS THAT 

DETERMINE POOR USAGE OF CONTRACEPTIVE   SERVICES AMONG 

ADOLESCENT WOMEN IN LESOTHO: AN ANALYTICAL CROSS-SECTIONAL 

STUDY OF MASERU CITY SECONDARY SCHOOL STUDENTS 

 

The study has been described to me in language that I understand. My questions about the 

study have been answered. I understand what my participation will involve and I agree to 

participate of my own choice and free will. I understand that my identity will not be disclosed 

to anyone. I understand that I may withdraw from the study at any time without giving a 

reason and without fear of negative consequences or loss of benefits. 

 

Participant’s name…………………………… 

Participant’s signature………………………………. 

Date……………………………… 
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APPENDIX 4: CONSENT FORM (SESOTHO) 

 
 

 
 
 
                                                                                                                   Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

 
 
 
 

Project Title: AN ASSESSMENT OF FACTORS THAT DETERMINE POOR USAGE 

OF CONTRACEPTIVE   SERVICES AMONG ADOLESCENT WOMEN IN 

LESOTHO: AN ANALYTICAL CROSS-SECTIONAL STUDY OF MASERU CITY 

SECONDARY SCHOOL STUDENTS. 

  

Ke hloselitsoe ka puo ea heso hantle mme ka utloisisa seo lipatlisiso tsena li se hlokang kea 

utloisisa hore ho nka karolo mona ha fela nna ke batla kapa ke dumela. Kea utloisisa hore ke 

tshireletsoa mme boitsibiso baka botla patoa hape kea utloisisa hore nka tsoa ka hara tsona 

nako eohle hakese kasa batle hoba karolo ea tsona mme ho keke hoaba le litla morao kapa 

litshoso tsa letho. 

 

-Lebitso la ngoana………………………………. 

-Boitekeno ba ngoana……………………………. 

-Letsatsi……………………………………………. 
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APPENDIX 5: ASSENT FORM (ENGLISH) 

 

 
 
                                                Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

ASSENT FORM 

 

TITLE OF RESEARCH PROJECT: AN ASSESSMENT OF FACTORS THAT 

DETERMINE POOR USAGE OF CONTRACEPTIVE   SERVICES AMONG 

ADOLESCENT WOMEN IN LESOTHO: AN ANALYTICAL CROSS-SECTIONAL 

STUDY OF MASERU CITY SECONDARY SCHOOL STUDENTS 

 

The study has been described to me in language that I understand. My questions about the 

study have been answered. I understand what my participation will involve and I agree to 

participate of my own choice and free will. I understand that my identity will not be disclosed 

to anyone. I understand that I may withdraw from the study at any time without giving a 

reason and without fear of negative consequences or loss of benefits. 

 

Participant’s name……………………….. 

Participant’s signature………………………………. 

Date……………………………… 
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APPENDIX 6: ASSENT FORM (SESOTHO) 

 

 
                                                                                                                   Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

 
 
 

ASSENT FORM 

 

TITLE OF RESEARCH PROJECT: AN ASSESSMENT OF FACTORS THAT 

DETERMINE POOR USAGE OF CONTRACEPTIVE   SERVICES AMONG 

ADOLESCENT WOMEN IN LESOTHO: AN ANALYTICAL CROSS-SECTIONAL 

STUDY OF MASERU CITY SECONDARY SCHOOL STUDENTS 

 

Ke hloloselitsoe ka po ea heso mme kea utloisisa hore lipatlisiso tsena li mabapi le eng,kea 

utloisisa hore lipatlisiso tsena ke lietsa ka boithaopo mme kena le bolokolohi bohle ba ho tsoa 

ka hara tsona nako eohle hake ikutloa kesa lokoloha ho bua le mofuputsi hapa kea utloisisa  

hore lebitso laka etla tshireletsoa ka hohle,ke utloisisa hore ho keke hoaba le litla-morao 

kappa litshoso sa letho hakese kesa battle ho nka karolo ho tsona 

 

 

 

-Lebitso la ngoana ………………….. 

-Boitekeno ba ngoana ……………. 

-Letsatsi…………………. 
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APPENDIX 7: INFORMATION SHEET (ENGLISH)- PARENTS/CAREGIVERS  

 
 

 
 
 
                                                                                                                   Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

 
 
 
INFORMATION SHEET: SURVEYS 

 

Project Title: AN ASSESSMENT OF FACTORS THAT DETERMINE POOR USAGE 

OF CONTRACEPTIVE   SERVICES AMONG ADOLESCENT WOMEN IN 

LESOTHO: AN ANALYTICAL CROSS-SECTIONAL STUDY OF MASERU CITY 

SECONDARY SCHOOL STUDENTS 

 

What is this study about? 

This is a research project being conducted Dr. Florence Banda Matope for completing her 

Master’s in Public Health at the University of the Western Cape UWC. She is being 

supervised by Prof. Diane Cooper at UWC. We are inviting your child to participate in this 

research project because she is an adolescent in a secondary school in Maseru. The purpose 

of this research project is to conduct an assessment of the relationship of availability and 

accessibility of family planning methods to the usage of those family planning methods 

among secondary school going adolescent women in Maseru City, Lesotho. Your child is less 

than 18 years, then you as a parent or caregiver may consent for her and she will give an 

assent. However, even though if you as a parent/caregiver gives permission it is still up to 

your child to decide if she wants to participate or not. If you agree then she will be 
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interviewed after herself accepting. In addition to this the specific information given to us by 

your child will not be available to you as a parent/caregiver or to a teacher or anyone else.  

 

What will be asked to her if you agree for her to participate? 

She will be asked to complete a questionnaire which will ask her questions about what she 

knows about contraceptive methods and certain behaviours that happen at family planning 

clinics, this will also include some questions on sexual behaviours. The questionnaire may 

take from 30 minutes to an hour to complete and will take place at the school where she is 

now. The type of question she will be asked are: 

• If sexually active 

• Has she ever heard about family planning/contraception? 

Is she currently on any contraceptive method? 

• Are family planning methods easy to get while she is at school? 

Would she choose to use a contraceptive method if she is not on one? 

• Has she used family planning method before? 

 

Would her participation in this study be kept confidential? 

The researchers will protect her identity and the information she provides. To ensure her 

anonymity, (1) her name will not be included on the surveys and other collected data; (2) a 

code will be placed on the survey and other collected data; (3) through the use of an 

identification key, the researcher will be able to link her survey to her identity; and (4) only 

the researcher will have access to the identification key. The interview will be conducted in a 

room that will be provided by the school using a structured questionnaire and privacy and 

confidentiality of the room will be maintained during the interviews. To ensure her 

confidentiality, all questionnaire information kept on computers will be protected by a 

password, and only research team members that need to know the password will. Consent 

forms will be kept separately in locked filing cabinets. Only researchers will have access to 

these cabinets. Research staff will be required to sign a confidentiality agreement. 

 

If we write a report or article about this research project, her identity will be protected – we 

won’t use her name or anything else that will identify her. We will only report on the results 

from everyone as a whole. The raw information obtained from her will be kept for 5 years 

then it will be destroyed. We will only disclose information to appropriate authorities that 

comes to our attention concerning child abuse or neglect or potential harm to her or others. In 
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this event, we will inform you and her that we have to break confidentiality to fulfil our 

responsibility to report to appropriate authorities. 

 

What are the risks of this research? 

All research carries some risks. This includes: Possibly experiencing some emotional stress 

when talking about personal activities or contraceptive usage. We will not minimize such 

risks and we will act promptly to assist her if she experiences any discomfort, psychological 

or otherwise during the process of her participation in this study. Where necessary, an 

appropriate referral will be made to a suitable professional for further assistance or 

intervention. 

 

What are the benefits of this research? 

This research is not designed to help you personally, but the results may help the researcher 

learn more about how contraceptive needs of adolescents in Maseru secondary schools can be 

better met.   

 

Does she have to be in this research and may she stop participating at any time? 

Her participation in this research is completely voluntary. You may choose for her not to take 

part at all. If you decide for her to participate in this research, she may stop participating at 

any time or she may choose not to answer any question. If you decide for her not to 

participate in this study or if she stops participating at any time, there will not be any negative 

effect and she will not lose any benefits – it will not affect or influence anything during her 

studies at this school or receive any services from participating. Also, if you decide for her to 

participate and then she leaves the study before it is over, that will not negative affect her or 

influence her studies at this school.  

 

What if I/she have/has questions? 

This research is being conducted by Dr. Florence Banda Matope under the supervision of 

Prof. Diane Cooper PhD, School of Public Health, University of Western Cape. If you have 

any questions about the research study itself, please contact Myself Dr. Florence Banda 

Matope at the following numbers +266 56915874, +27(0)781915028 email 

3706266@myuwc.ac.za. Or Prof Diane Cooper, at telephone number, +27 219599382 or Fax 

+27 219592872. Email dcooper@uwc.ac.za.  
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Should you have any questions regarding this study and her rights as a research participant 

are not being respected or if you/she wish to report any problems she has experienced related 

to the study, please contact myself or my supervisor or: 

 

Prof. Uta Lehmann 

School of Public Health  

Head of Department 

University of the Western Cape 

Private Bag X17, Bellville 7535  

Telephone: 021-959 2633 

Email: ulehmann@uwc.ac.za; soph-comm@uwc.ac.za  

 

Dean of the Faculty of Community and Health Sciences:  

Prof Anthea Rhoda 

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za     

 

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION  

Research Office 

New Arts Building, 

C-Block, Top Floor, Room 28 

University of the Western Cape 

Private Bag X17 

Bellville 7535  
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APPENDIX 8: INFORMATION SHEET (SESOTHO)- PARENTS/CAREGIVERS 

 

 

 
                                                Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

INFORMATION SHEET: SURVEY 

 

TITLE OF RESEARCH PROJECT: AN ASSESSMENT OF FACTORS THAT 

DETERMINE POOR USAGE OF CONTRACEPTIVE   SERVICES AMONG 

ADOLESCENT WOMEN IN LESOTHO: AN ANALYTICAL CROSS SECTIONAL 

OF MASERU CITY SECONDARY SCHOOL STUDENTS. 

Boithuto bo mabapi le eng? 

Lipatlisiso tsena ke tsa DR Florence Banda Matope hore a qetele lithuto tsahae University of 

the Western Cape [UWC] moo a etsang lengolo la Master in Public Health tlasa tataiso ea 

Prof.Diane Cooper hona teng moo [UWC].Re mema ngwana oahao hoba karolo ea lipatlisiso 

tsena hobane ke emong oa baroetsana ba sekolo se phahameng mona Maseru.Tshutshumetso 

ea lipatlisiso tsena ke ho hlalosetsa le hlokomelisa baroetsana ka phumaneho ea 

lithibelapelehi le tshebeliso ea tsona moo ba phelang teng Maseru Lesotho.Ngoana oahao o 

lilemo li ka tlase ho leshome le metso e robeli jwale jwaloka motsoali kapa mohlokomeli oa 

ngoana ea jwalo u kopuoa ho fana ka tumello uena le ngoana oahao hore a botsoe lipotso 

mabapi le taba tse boletsoeng,ha tumello e jwalo ele teng re tshepisa hore eng kapa eng eeo 

ngoana atla e bua etla fella lipakeng tsahae le mmotsi oa lipotso tseo. 
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Ha motsoali a lamella ngoana honka karolo: 

O tla tlatsa fomo ea lipotso moo teng atla hlolosa tsebo eahae ka lithibelapelehi le tsela eeo a 

tsoarang ka yona litsing tse fanang ka litshebeltso tse joalo, mme lipotso tseno litla nka feela 

metsotso e mashome e mararo hoisa ho hora. 

Tse ling tsa lipotso tse tla botsoa 

• Na u ikala utloela ka libelapelehi? 

• Na ekaba u sebelisa lithibelapelehi nakong ee? 

• Na o khona ho fumana lithibelapelehi a ntsa le sekolong? 

• Haeba ngoana haa sebelisi lithibelapelehi na aka rata ho liselisa? 

• Na o kila li sebelisa pele kapa khale? 

 

Na hoba karolo ea lipatlisiso hoka beha ngoana tsietsing? 

Monga lipatlisiso tsena otla etsa bonnete  hore ngoana oa tshireletseha(1)lebitso ngwana le 

keke la hlahisoa (2) Mofuputsi ke eena feela atla ba le phihlelo ea litaba tseo.Lipotso litla 

botsetsoa ka phaposing eeo sekolo setla fana ka eona,litaba tseo ngoana atla fana ka tsona 

litla tshireletsoa ka “passward”ke mofuputsi feela atla khona holi bala haa lihloka mme le 

eena otla tekena tumello ea hose bui litaba tseo kae kapa kae.(3)le ha ele hore ngoana otla 

tshireletsoa empa mofuputsi otla batla lebitso la hae(4)ke mofuputsi feela atla khona ho 

sebelisa litaba tsena. 

Haeba mofuputsi a ngola litlaleho ka litaba tseo a keke a ngola lebitso la ngoana kapa hona 

ho hlahisa letho le ka etsang hore ho tsebahale na litaba ke tsa ngoana ofe. Litaba tsena litla 

sebelisoa feela lilemo tse hlano.Ha hokaba le motho a fumanoang a hlekefetsa ngoana ka 

litaba tsena mofuputsi otla netefatsa hore motho ea joalo o nkeloa likhato tsa molao. 

  Na hokaba le litla-morao ka lipatlisiso tse? 

Lipatlisiso tsohle lina le litla-morao mme le tsena likaba le tsona tse kenyeletsang 

tshitshinyeho ea moikotlo a ngoana mohlong haa bua ebe o hopola tseling tsa liketsahalo tseo 

akileng a feta ho tsona,haho kaba le ketsahalo e joalo ngoana otla fetisetsoa ho mohlabolli 

litabeng tsena. 

Litholoa tsa lipatlisiso ekaba life? 

Monga lipatlisiso otla ithuta tsela eeo bana ba tsoaroang ka eona haba hloka thuso litsing tse 

fanang ka lithibelapelehi mona Maseru Lesotho.Honka karolo hoa ngoana lipatlisisong tsena 

e tlameha ebe boithaopo ba ngoana ka sebele ebile ngoana emong le emong ona le bolokolohi 

ba ho tsoa kapa ho tlohela ho araba lipotso nako eohle haa utloa a lahleheloa ke 
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boitshepo.Lipatlisiso tsena hana etsoa ka nako ea sekolo kapa ea lithuto mme re tshepisa hore 

li keke tsa sitisana le lithuto tsa ngoana. 

Bakeng sa lipotso: 

Lipatlisiso tsena li etsoa ke Dr. Florence Banda Matope tlasa botsamaisi ba Prof. Diane 

Cooper PhD, School of Public Health, University of Western Cape. Haeba hona le motho 

anang le lipotso ka lipatlisiso,aka letsetsa nna Dr. Florence Banda Matope nomorong e 

latelang+266 56915874, +27(0)781915028 email 3706266@myuwc.ac.za.kapa Prof Diane 

Cooper,telephone number, +27 219599382 kapa Fax +27 219592872. Email 

dcooper@uwc.ac.za.  

Haeba hona le motho anang le lipotso kappa a hlokomelang hore ngoana oa hlekefetsoa 

mabapi le lipatlisiso sena aka lebisa litletlebo tsa hae mona; 

 

Prof. Uta Lehmann 

School of Public Health  

Head of Department 

University of the Western Cape 

Private Bag X17, Bellville 7535  

Telephone: 021-959 2633 

Email: ulehmann@uwc.ac.za; soph-comm@uwc.ac.za  

 

Dean of the Faculty of Community and Health Sciences:  

Prof Anthea Rhoda 

University of the Western Cape 

Private Bag X17 

Bellville 7535  

chs-deansoffice@uwc.ac.za     

 

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION  

Research Office 

New Arts Building, 

C-Block, Top Floor, Room 28 

University of the Western Cape 

Private Bag X17, Bellville 7535  
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APPENDIX 9: CONSENT FORM (ENGLISH) 

 

 
 
                                                Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

CONSENT FORM 

 

TITLE OF RESEARCH PROJECT: AN ASSESSMENT OF FACTORS THAT 

DETERMINE POOR USAGE OF CONTRACEPTIVE   SERVICES AMONG 

ADOLESCENT WOMEN IN LESOTHO: AN ANALYTICAL CROSS-SECTIONAL 

STUDY OF MASERU CITY SECONDARY SCHOOL STUDENTS 

 

The study has been described to me in language that I understand. My questions about the 

study have been answered. I understand what my child’s participation will involve and I 

agree for her to participate if she agrees. I understand that her identity will not be disclosed to 

anyone. I understand that she may withdraw from the study at any time without giving a 

reason and without fear of negative consequences or loss of benefits. 

 

Participant’s name…………………………. 

Participant’s signature………………………………. 

Date………………………………  
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APPENDIX 10: CONSENT FORM (SESOTHO) 

 
 

 
 
 
                                                                                                                   Private Bag X17, Bellville, 7535 

                                                                                                                   South Africa 

                                                                                                                   Tel: +27 (0) 21 959 2809/2166 

                                                                                                                   Fax: +27 (0) 21 9592872 

                                                                                                                   Email: soph-comm@uwc.ac.za 

 
 
 
 

Project Title: AN ASSESSMENT OF FACTORS THAT DETERMINE POOR USAGE 

OF CONTRACEPTIVE   SERVICES AMONG ADOLESCENT WOMEN IN 

LESOTHO: AN ANALYTICAL CROSS-SECTIONAL STUDY OF MASERU CITY 

SECONDARY SCHOOL STUDENTS. 

  

Ke hloselitsoe ka puo ea heso hantle mme ka utloisisa seo lipatlisiso tsena li se hlokang kea 

utloisisa hore ngoana oaka haka nka karolo mona ha fela eena a batla kapa a dumela. Kea 

utloisisa hore otla tshireletsoa mme boitsibiso bahae botla patoa hape kea utloisisa hore aka 

tsoa ka hara tsona nako eohle haase asa battle hoba karolo ea tsona mme ho keke hoaba le 

litla morao kapa litshoso tsa letho. 

-Lebitso la ngoana……………………… 

-Boitekeno ba ngoana………………………. 

-Letsatsi………………………………… 
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APPENDIX 11: QUESTIONNAIRE (ENGLISH)  

 

(Adapted from Family planning and Reproductive Health Survey: A Baseline Survey of 

Selected pilot and Control districts in Malawi. 2000. Lilongwe. Malawi. Available 

[online] htts//www/dhsprogram.com [download 6/10/2019 13:00PM]).  

Hello! Thank you for agreeing to assist us in our research by completing this questionnaire. 

The aim is to explore and describe your knowledge and use of contraceptive/family planning 

services  

 

If you have any questions about what I ask you, please let me know and I will do my best to 

answer them. If you feel uncomfortable about any of the questions asked in the questionnaire, 

please let me know and we can move to the next one.  

 

The purpose of the first two questions is to identify whether you can be interviewed or not, as 

we are not interviewing every girl/woman.  

 

When did you last have your period?.................................................... 

Are you pregnant now?  YES    NO 

Do you have an intimate male partner at the moment?  YES   NO 

(If not yet having her period, is pregnant or not in a sexual relationship, thank participant and 

stop interview and explain she is not in the group we will interview) 

 

Thank you, the next section will help me, gather a little bit about your background 

The purpose of this section is to create a code that will be used only for you, but that won't                                                                                                                                                   

allow anyone else to identify who you are. In this way we will be able to identify your 

questionnaire without knowing who completed each questionnaire.  

 

A1 What are the last two letters of your mother's first name? If mother 

unknown, ask for grandmother, if grandmother unknown, primary 

caretaker during childhood)  

 

A2 What are the last two letters of the place (town or village where) you 

were born?  
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A3 How many siblings do you have?  

A4 What’s the last two letters of your father’s name?  

 

 

 

Section 1 – Respondent’s Background and Marital Status 
Now I would like to ask about your background and socioeconomic conditions.  

 

0  
In what month and year were you born?  
 

Month:  Year:    

1  

How old were you at your last birthday?  
  
Must be 15 years or more but less than 19 years.   

Age:    

2  

What is the highest level of school you are attending 

now?  
  
  

Form A .......................................... 1  
Form B .......................................... 2  
Form C .......................................... 3  
Form D.......................................... 4  
Form E .......................................... 5  
No response  .............................. -99  

  

3 What religion are you? 

Christian, Catholic .............................  1  
Christian, Non catholic……................. 0  
Other…………………………………...-88 
No response .................................... -99  

4 Whom do you stay with? 

Both Parents .........................................1  
Mother   ................................................ 2  
Father        …………………….. ............ 3  
Grandmother/father ..............................4 
Other relatives …………………………. 5 
Alone…………………………………….. 6 
No response …………………………  -99 

 

5 

What do those in question 4 do for a living? work .........................................            1  
do small business..........................     .2  
have big business     …... ...........         3  
do not work ............................           ..4 
depend on government fund…………. 5 
don’t know…………………………….. -88 
no response………………………      -99 
 

 

6 Currently married/living with a man as if married?  

No, never in union ........................... 0  
Yes, currently married ..................... 1 
Yes, living with a man ...................... 2 

Not currently in union:   
Divorced / separated ....................... 3  
Not currently in union: Widow .......... 4  
No response ................................. -99  
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7 
Have you been married or lived with a man only once 
or more than once?  

Only once ........................................ 1  
More than once ................................ 2  
No response ................................. -99  

  

Section 2 – Reproduction, Pregnancy & Fertility Preferences  
Now I would like to ask about all the births you have had during your life.  

8 Have you been pregnant before 
Yes…………………………………….1 
No……………………………………...2  
No response…………………………-99 

 

9 If yes how many times 
Number of pregnancies…………… 
Not applicable 

 

10 How many were live births 
Number of live births………………. 
Not applicable 

 

11 
Is your baby (babies) / child (children) still alive? 
(Ask only if she has had a live birth)  

Yes .................................................. 1  
No .................................................... 0  
Don’t know .................................... -88  
No response…………………………-99 

  

12  
Now I have some questions about the future. Would 
you like to have a/another child or would you prefer 
not to have any / any more children?  

Have a/another child ........................ 1  
No more/prefer no children .............. 2  
Says she can’t get pregnant ............ 3  
Undecided / Don’t know ................ -88  
No response ................................. -99  

  

13 

How long would you like to wait from now before the 

birth of a child?  

 

Months:  

  

Years:  

Soon / now ....................................... 1  
Other ................................................ 2  
Says she can’t get pregnant ............ 3  
Don’t know .................................... -88  
No response ................................. -99  

14  

Now I would like to ask a question about your last 

live birth (only ask if she has a child).  

At the time you became pregnant, did you want to 
become pregnant then, did you want to wait until 
later, or did you not want to have any / any more 
children at all?  

Then ................................................ 1  
Later ................................................ 2  
Not at all .......................................... 3  
No response ................................. -99  

  

Section 3 – Contraception  
Now I would like to talk about family planning - the various ways or methods that you can use to delay or 
avoid a pregnancy.  

15  
Have you ever used anything or tried in any way to 
delay or avoid getting pregnant?  

Yes ................................................... 1  
No ....................................................  0  

  

16 

If yes how old were you when you first used a 
method to delay or avoid getting pregnant? 

Age:____________    
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17 

Only if have used a method: Which method did 
you ever use to delay or avoid getting pregnant?  

Do not read the method choices. Be sure to scroll 
to bottom to see all choices. (Circle the methods 
mentioned only and do not read the options. No 
need to explain about the methods as the 
participant will tell of the methods she has used. 
The interviewer should know the methods 
though). 

 
   yes  No  
 Female Sterilization ................1  0  
 Implant  ...................................1  0  
 IUD  ........................................1  0  
 Injectables ..............................1  0  
 Pill  ..........................................1  0  
 Emergency Contraception  .....1  0  
 Male Condom  ........................1  0  
 Female Condom  ....................1  0  
 Diaphragm  .............................1  0  
 Foam/Jelly  .............................1  0  
 Std. Days/Cycle beads  ..........1  0  
 LAM ........................................1  0  
 Rhythm method  .....................1  0  
 Withdrawal  .............................1  0  
 Other traditional method.....  ...1  0  

No response.............................-99  

  

18 
Are you currently doing something or using any 
method to delay or avoid getting pregnant?  

Yes .................................................. 1  
No .................................................... 0  

  

19 

Only if currently using a method: Which method or 
methods are you using currently?  

Probe: Anything else?  

Select all methods mentioned no need for 
explanation but for the data collector to be well 
trained to identify what the participant is saying.  

yes  No  
 Female Sterilization ................1  0  
 Implant  ...................................1  0  
 IUD  ........................................1  0  
 Injectables ..............................1  0  
 Pill  ..........................................1  0  
 Emergency Contraception  .....1  0  
 Male Condom  ........................1  0  
 Female Condom  ....................1  0  
 Diaphragm  .............................1  0  
 Foam/Jelly  .............................1  0  
 Std. Days/Cycle beads  ..........1  0  
 LAM ........................................1  0  
 Rhythm method  .....................1  0  
 Withdrawal  .............................1  0  
 Other traditional method.....  ...1  0  

No response.............................-99 

 

20 
Do you know of a place where you can obtain a 
method of family planning?  

Yes .................................................. 1  
No .................................................... 0  
No response………………………..-99  

  

21 

You said that you are not currently using a 
contraceptive method. Do you think you will use a 
contraceptive method to delay or avoid getting 
pregnant at any time in the future? (Ask only if not 
using a contraceptive method) 

Yes .................................................. 1  
No .................................................... 0  
No response………………………..-99  
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22 

Are you still using this method or you have since 

stopped? (Ask only if using a contraceptive 

method) 

Yes ...........................................1  
No .............................................0  
No response…………….……..-99  

  

23 
Why did you stop using your choice of 
contraception? (Ask if has stopped using 
contraception) 

Infrequent sex / husband away ........ 
1  
Became pregnant while using ......... 
2  
Wanted to become pregnant  .......... 
3  
Husband / partner disapproved ....... 
4  
Wanted more effective method ........ 
5  
No method available ........................ 
6  
Health concerns ............................... 
7  
Fear of side effects .......................... 
8  
Lack of access / too far .................... 
9  
Costs too much .............................. 
10  
Inconvenient to use ....................... 
11  
Fatalistic ........................................ 

12 Difficult to get pregnant /   
menopausal ................................... 
13 Interferes with body’s processes ... 

14  
Other .............................................. 
15  
Don’t know .................................... -
88  
No response ................................. -
99  
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24 

Where did you obtain your [MOST RECENT / 
CURRENT METHOD] when you started using 

it? (Only ask if using the method)  
  

PUBLIC SECTOR:   
Govt hospital  
………………………..1  
Govt health center. ………………....2  
Family planning clinic... 
………….....3  
Outreach (public sector) .…..…....…4 
Fieldworker/VHT  

………………...….5 PRIVATE 
MEDICAL SECTOR:   
Private hospital/clinic....………...….  
6  
Pharmacy………...………..…………7   
Private doctor.. ………….…….…….8  
Outreach (private 
sector)……...…....9   
Fieldworker/VHT. 
…………………..10 Maternity home.. 
…………….……..11 OTHER 
SOURCE:   
Shop …………………………..……12  
Church. ……………………….…….13  
Friend/Relative... 
…………………..14  
Other...………………………………15  
Don’t know...………………..…….. -
88  
No response ..................................-
99     

  

25 

When you obtained your [MOST RECENT / 
CURRENT METHOD], were you told by the provider 
how long it would last for and about side effects or 
problems you might have with a method to delay or 
avoid getting pregnant?  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99   

 

26  
Were you told what to do if you experienced side 
effects or problems?  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  

  

27 

At that time, were you told by the family planning 
provider about methods of family planning other than 
the [MOST RECENT/CURRENT METHOD] that you 
could use?  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  

  

28 
During that visit, did you obtain the method you 
wanted to delay or avoid getting pregnant?  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  
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29 
Why didn’t you obtain the method you wanted? (Ask 
if responded no to 28) 

Method out of stock that day ........... 1  
Method not available at all ............... 2 

Provider not trained to provide the  
method ............................................. 3  
Provider recommended a different  
method ............................................. 4 

Not eligible for method ..................... 5  
Decided not to adopt a method ....... 6  
Too costly ........................................ 7  
Other ................................................ 8  
No response ................................. -99  

  

30 
During that visit, who made the final decision about 
what method you got?  

You alone ........................................ 1  
Provider ........................................... 2  
Partner ............................................. 3  
You and provider ............................. 4  
You and partner ............................... 5  
Other ................................................ 6  
No response ................................. -99  

  

31 

Would you return to this provider?  
  
 

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  

  

32 

How were you treated by this provider Good …………………………………..1 
Bad……………………………………..2 
No responSe…………………………-99 

 

33 

What was the attitude of the provider Welcoming…………………………1  
Judgemental……………………….2 
No response………………………-99 

 

34  
Would you refer your relative or friend to this 
provider / facility?  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  

  

35 

You said that you do not want to have children at 

the moment and that you are not using a method to 

avoid pregnancy.   

Can you tell me the reason why you are not using a 

method to prevent pregnancy?  

PROBE: Any other reason?   

RECORD ALL REASONS MENTIONED. (Ask if not 
using any method) 

Not married ............................................. 1  
Infrequent sex / husband away .............. 2  
Menopausal/Hysterectomy ..................... 3  
Subfecund / infecund .............................. 4  
Not menstruated since last birth ............. 5  
Breastfeeding ......................................... 6  
Up to God / fatalistic ............................... 7  
Respondent opposed ............................. 8  
Husband / partner opposed .................... 9  
Others opposed .................................... 10  
Religious prohibition ............................. 11  
Knows no method ................................. 12  
Knows no source .................................. 13  
Fear of side effects ............................... 14  
Health concerns ................................... 15  
Lack of access / too far ....................... 16  
Costs too much .................................... 17  
Preferred method not available ............ 18  
No method available ............................. 19  
Inconvenient to use .............................. 20  
Interferes with body’s processes .......... 21  
Other .................................................... 22  
Don’t know ........................................... -88 

No response ................................. -99  
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36 

In the last 12 months, have you visited a health 
facility for care for yourself or your children?  

For any health services  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  

  
  

37 

If yes where? PUBLIC SECTOR:   
Govt hospital  ………………………..1  
Govt health center. ………………....2  
Family planning clinic... ………….....3  
Outreach (public sector) .…..…....…4 

Fieldworker/VHT  ………………...….5 

PRIVATE MEDICAL SECTOR:   
Private hospital/clinic....………...….  6  
Pharmacy………...………..…………7   
Private doctor.. ………….…….…….8  
Outreach (private sector)……...…....9   
Fieldworker/VHT. …………………..10 

Maternity home.. …………….……..11 
OTHER SOURCE:   
Shop …………………………..……12  
Church. ……………………….…….13  
Friend/Relative... …………………..14  
Other...………………………………15  
Don’t know...………………..…….. -88  
No response ..................................-99 

 

38 

Have you received any counselling services 
pertaining to family planning? 

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99 

 

39 

If yes where? PUBLIC SECTOR:   
Govt hospital  ………………………..1  
Govt health center. ………………....2  
Family planning clinic... ………….....3  
Outreach (public sector) .…..…....…4 

Fieldworker/VHT  ………………...….5 

PRIVATE MEDICAL SECTOR:   
Private hospital/clinic....………...….  6  
Pharmacy………...………..…………7   
Private doctor.. ………….…….…….8  
Outreach (private sector)……...…....9   
Fieldworker/VHT. …………………..10 

Maternity home.. …………….……..11 
OTHER SOURCE:   
Shop …………………………..……12  
Church. ……………………….…….13  
Friend/Relative... …………………..14  
Other...………………………………15  
Don’t know...………………..…….. -88  
No response ..................................-99 

 

40 
Did any staff member at the health facility speak to 
you about family planning methods?  

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99  

  

41 

In the last few months have you:   Yes No  
Heard about family planning on the radio?...........................................................  1  0  
Seen anything about family planning on the television? ....................................  1  0  
Read about family planning in a newspaper or magazine?................................ …..    1  0  
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42  

How old were you when you first had sexual 

intercourse?    

Enter the age in years.    

Age: ___________    

43 

Did you agree to have sex then? Or was it without 

your agreement. (If sex was forced or coerced, send 
for counselling and professional help) 

With Agreement,.............................. 1  
Forced ............................................. 0  
No response ................................. -99 

 

44 

When was the last time you had sexual intercourse?   

If less than 12 months ago, answer must be 

recorded in months, weeks, or days.   

Enter 0 days for today.   
DAYS   
AGO:____  

WEEKS 
AGO:____  

MONTHS 
AGO:____  

YEARS 
AGO:____    

45 

Did you use a condom or a condom and another 
method to prevent pregnancy the last time you had 

sex? 

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99 

 

46 

How often do you have sex? Daily …………………………………..1  
every other day.................................2  
weekly………………..... ………….....3  
every 2 weeks…………. .…..…....…4 

monthly …………………………...….5   

every 2 months………..………...….  6  
every 3 months………….………….…7  
every 6 months………………………..8 
every year……………………………...9 
other ………………….(specify)……..10 
No response………………………….-99  
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47 

We have now reached almost the end. By the 

way  

Do you have any suggestion for improvement of 
the way family planning services are provided at 

the moment? 

Yes .................................................. 1  
No .................................................... 0  
No response ................................. -99 

 

48 

If yes what is it? 

………………………………………….. 
………………………………………….. 
………………………………………….. 
…………………………………………. 

 

49 

Lastly, do you have any question or anything else 
you would like to say? 

…………………………………………… 
…………………………………………… 
…………………………………………… 
……………………………………….. 

 

THANK YOU SO MUCH FOR YOUR PARTICIPATION 

N  
Questionnaire result  

Record the result of the Questionnaire  

Completed ....................................... 1  
Not at school ..................................... 2  
Postponed ........................................ 3  
Refused............................................ 4  
Partly completed ...............................5 
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APPENDIX12: QUESTIONNAIRE (SESOTHO)  

 

Litumeliso! Kea leboha ka ho lumela ho nthusa ka lipatlisiso. 

Sepheo ke ho hlahloba le ho hlalosa tsebo ea hao le tsebeliso ea hau ea thibelo ea 

bokhachane/ tlhokomelo ea malapa.  

 

Haeba o na le lipotso le seo ke se botsang Ke tla u botsa lipotso tseleng tsa lipotso tseo ketla 

libotsa ke kopa u mpotse ketla leka ka hoohle ho araba. Ha u ikutloa usa lokoloha ka enngoe 

ea lipotso ke kopa u njoetse ketla fetela ho e hlahlamang.  

 

Morero oa lipotso tsa pele tse peli ke ho tseba ebang o ka buisana le bona kapa che kaha ha re 

buisane le ngoanana kapa mosali e mong le e mong. 

U qetetse neng ho bona matsatsi a hao?  

Na u mmeleng?       E           CHE 

 

Na u na le mplekane oa molekane ea haufi ka motsotsoana? E           CHE 

 

Haeba a se na nako ea hae, o na le moimana ebile ha a kopane le thobalana, leboha 

mohoeletsi ‘me a khaotse ho buisana le eena’ me a hlalose hore ha a sehlopheng seo re ta 

buisana le sona.  

 

Karolo ena etla thusa hore hobe le thlalohanyo, empa ho keke hoaba le motho aka tsebang 

hore manga litaba ke mang. Ka tsela ena ketla khona hoba le botsibiso bahao kele mong.  

 

A1 Lithlaku tsa hoqetela tsa lebitso la mme oa hao? (haosa tsebe,botsa 

nkhono,ha nkhono asa tsebe botsa,mohlokomeli)  

 

A2 Lithlaku tsa hoqetela tsa teropo eeo u hlahetseng ho eona?   

A3 Lebakae heno?  

A4 Lithlaku tsa hoqetela tsa lebitso la ntate oahao?  
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Kea leboha ka thloso ena kaha etla nthuso ho fumana ka kholiso eahao. 

Section 1 – Respondent’s Background and Marital Status 
Ke rata hoo utloa ka tsa thlaho eahao.  

0  
U hlahile khoeling efe ka selemo se fe?  
 

Khoeli:  Selemo:    

1  

U lilemo li kae hona joale?  
  
Etlameha ho ba lilemo tse 15 kapa ho feta empa e ka 
tlase ho lilemo tse 19.  

Lilemo:    

 

2  

U sehlopheng se fe sa sekolo se phahameng?  
  
  

Form A  .......................................... 1  
Form B ..........................................  2  
Form C ..........................................  3  
Form D..........................................   4  
Form E ..........................................  5  
Haho karabo................................. -99  

  

3 U kena kereke efe? 

Mokreste , Roma...............................  1  
Mokreste, Ese Roma…......................  0  
Haho karabo..................................... -99 

 

  4 

U lula le mang? Batsoali ka bobeli .................................1  
Mme   ........................   ........................2  
Ntate        …………………….. ............. 3 
Nhono/Ntatemoholo ..............................4 
Baamani………………………….           5 
Ulemong………………………………..   6 
Haho karabo…………………………   -99 

 

 5 

Ba etsa eng ho phela? Basebetsa ..................................          1  
Khoebo e nyane..........................        . 2  
Khoebo e kholo    ….. ............               3  
Dhaba sebetse  ............................        4 
Ba thusoa ke mmuso………….             5 
Hake tsebe……………………………  -88 
Haho karabo………………………      -99 
 

 

6  

Na u nyetsoe kapo hona ho lulisa le monna ka tsela 

la ea lenyalo?  

 

Che! hahona kopano........................... 0  
Ee,Ke nyetsoe.....................                 1  

E,ke lula le monna katsela ea lenyalo  2 

Ke arohane le monnaoaka.................. 3  
NMonna oaka u hlokahetse Mohlohali 4  
Haho karabo................................. …-99  

 

7  
U kila nyaloa kapa ho lulale monna ka tsela ea 
lenyalo?  

Ha nngoe........................................ 1  
Hangata................................           2  
Haho karabo................................. -99  
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Section 2 – Reproduction, Pregnancy & Fertility Preferences  
Ke rata ho tseba ka pepo tsohle tseo u kilang o aba le tsona.  

8 Na u se meleng pele? 
E….………………………………..…….1 
Che ……………………………………...2 
haho karabo……………..……………-99 

 

9 Haeba e le makhetlo a makae? 
Hakae...........................................        1   
Haho karabo .................................     -88 
Not applicable………………………… -99 

 

10 
Ho tsoaloa ho kae? 

  

Palo ea bokhachane ba tsoalo:______  
Hae sebetse…..………….…………..-99 

 

11  

Na lesea la hao (masea)/ngoana (bana) le ntse le 
phela? (botsa feela hore na o kile a tsoaloa ka tsela 
efe).   

 

E……................................................. 1  
Che ................................................... ..0 
Haho karabo .................................     -88 
Not applicable………………………… -99  

  

12 
Kena le lipotsa ka bokamoso.Na u ka rata hoba le 
ngoana e mong/haosa batla hoba le bana hohang?  

Hke batla e mong .......................        . 1  
NHake battle ngoana hohang ............. 2  
Hake khone hoba mmeleng............      3  
Hakena bonnete ...............              .. -88  
Haho karabo .................................    -99  

  

    

13 

U ka rata ho ema nako e kae hotloha hona joale ho 
fihlela ngoana a hlaha?  

 

Likhoeli:  

  

Lilemo:  

Haofinyana/honajoale................          1 
mohlomong ... .................................... 2  
Hake khone hoba mmeleng............     3  
Hake tsebe ....................................   -88  
Haho karabo.................................    -99  

14 

Nka rata hoo botse aka lekhetlo la ho qetela ha one 

u pepa.  

Na une u batla hoba moimana,kappa une u batla ho 
emela nako e tlang?  

Ka nako eeo .......................................  1  
Hamorao ............................................. 2  
Hohang ..........................................      3  
Haho karabo .................................     -99  

  

Section 3 – Contraception  
Nka rata hoo batsa ka lithibelapelehi –mekhoa e mengata eka thusang ho thibela pelehi kapa bokhachane.  

15  
Na u kila saebelisa lithibelapelehi?  E ...................................................       1  

Che ....................................................  0  
  

16 

Une ule lilemo likae hao qala ho sebelisa 

lithibelapelehi? 

lilemo:____________    
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17 
U kila sebelisa mofuta ofe oa lithibelapelehi?  

bala.  

 
   yes  No  
Ho tlosa popelo ......................  1  0  
 NOplant  ...................................1  0  
 Loop  ........................................1  0  
 Ente .........................................1  0  
 Lipilisi  ......................................1  0  
Emergency contraception…......1  0  
 Khohlopo tsa banna  ................1  0  
Khohlopo tsa basali ..................1  0  
 Diaphragm  ..............................1  0  
 Foam/Jelly  ..............................1  0  
 Std. Days/Cycle beads  ..........1  0  
 LAM ........................................1  0  
 Rhythm method  .....................1  0  
 Ho tjopolela .............................1  0  
Mekhoa ea setso..... ………. ...1  0  

Haho karabo.............................   -99  

  

18  
Ana u selisa lithibelapelehire?  Ee .................................................. 1  

Che ................................................ 0  
  

19 

U sebelisa mokhoa ofeng?  

Probe: Anything else?  

 
 
  
 
Khetha mefuta eohle. 

Ho tlosa popelo............................. 1    
0 
Noplant.................................  
IUD....................................... 

Ente............................  
lipilisi........................................  
Emergency Contraception...  
Khohlopo tsa banna....................... 

khohlopo tsa basali 

Diaphragm...........................  
Foam/Jelly............................ Std. 
Days/Cycle beads......... 

LAM...................................... 

Rhythm method....................  
hotjopolela........................... Other 
mekhoa ea setso......  

 
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
1  0  
 1     0  

  
Haho karabo...............................-99  

 

20 U fumana kae lithibelapelehi?  
E       .................................................. 1 
che.............................................  ....... 0  
Haho karabo……………………   …..-99  

  

21 

Na batla ho qalella ho sebelisa lithibelapelehi?  
E ..................................................       1  
Che .................................................... 0  
Haho karabo………………………..   -99  
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22 

Na u ntso sebelisa lithibelapelehi kapa u tlohetse 

neng? 

E ..................................................1  
Che...............................................0  
Haho karabo……………………..99  

  

23  Hobaneng u tlohetse ho sebelisa lithibelapelehi? 

Infrequent sex /ka tsela molekani ....... 1  
Hoba mmeleng empa u ntso li 
sebelisa………………………………….2  
Uno batla hoba mmeleng ..........         3  
Molekani o itse o litlohele ......           . 4  
Unu so batla ho fetola ........                5  
Ne li felile ........................                   6  
Li ama bophelo hampe ..................... 7  
Tshabo ea litla morao ....................... 8  
Bohole ba moo u li fumanang ........... 9  
Lia tura..............................  ..            10  
Li baka tshitiso          ....................... 11  
Kotsi ........................................         12  

 li etsa ke lie ho ima .......................... 13 
li mpakela mathata mmeleng……. ... 14 

Tseling .............................................. 15  

Hake tsebe..................   ................. -88  
Haho karabo ................................. -99    

  

24 
U la fumana kae lithibelapelehi?  
  

PUBLIC SECTOR:   
Sepetlele sa mmuso  ………   ……..1  
Tliniki ea mmuso. ………   ………....2  
Tliniki ea pepiso... ………        ….....3  
Outreach (public sector) .…..…....…4 

Fieldworker/VHT  ………………...….5 

PRIVATE MEDICAL SECTOR:  

sepetlele se ikemetseng....….  6  
Moo li rekisoang………...……   ……7   
Ngaka eahao.. ………….…… .…….8  
Outreach (private sector)……...…....9   
Fieldworker/VHT. …………………..10 
pepisong.. …………….           ……..11 
OTHER SOURCE:   
Lebenkele ……………………..……12  
Kereke. ………………… …….…….13  
Motsoalle/moamani... ……    ……..14 
motho feela...………  ………………15  
Hakena bonnete...…………..…….. -88  
Haho karabo ..................................-99
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25 

ha o fumana mokhoa o teng ka ho fetisisa o ne o 
bolelle hore o tla nka nako e telele hakae le litla-
morao le mathata ao u ka bang le ona? 

E .......................................       ........... 1  
Che .................................................... 0  
Haho karabo................................. -99   

 

26  
Uno joetsitsoe na u etse joang haoka ba le litla 
morao?  

E ...........................................       ....... 1 

Che.................................................... 0  
Haho karabo .....................  ............ -99  

  

27  

Na ula jwetsoa ka mefuta e meng ea lithibelapelehi?  
E ....................................      .............. 1  
Che .................................................... 0 

haho karabo ............................... -99  
  

  

28 Na ula fumana hantle mofuta oo ono o batla?  

E .................................................     . 1  
Che.................................................... 0  
Haho karabo ....................... .......... -99  

S  

29 Hobaneng us aka fumana mofuta oo u khethileng?  

Uno felile .....                            ...... 1  
Haokobo fumanehe ....................... 2 
Motho ana nthusa haa koetlisetsoa ho 

fan aka oona .................................. 3  
Motho ana nthusa ola nkhothaletsa o 
fapaneng ........................................ 4 
hao lumellane le mali aka  ……...... 6  
Oa tura ...........................   ............. 7  
E meng ........................................... 8  
Haho karabo ................................. -99  

  

30  Na ke wena a e ntseng qeto ea moshoelella?  

Nna..................................            ...... 1  
Mothusi oaka................ .................... 2  
Molekali oaka ..................................... 3  
Nna le mothusi oaka ......................... 4  
Nna le molekani oaka ........................ 5  
Motho e mong ................................... 6  
Haho karabo ................................. -99  

  

31 

Uka rata ho thusoa ke motho eeo hape?  
  
 

E ........................................     .......... 1  
Che .................................................... 0  
Haho karabo ................................. -99  

  

32 

U ile ua mofani oa hau joang? Ha ntle 
……………………………………1 
E mpe 
………………………………….…0 
Haho karabo…………………….……-99 
 

 

33 

Boikutlo ba mofani e ne e le bofe? 
  
 

Ho amohela 
....................................... 1  
Ho ahlola 
............................................ 0  
Haho karabo ................................... 
-99  

  

34 
Na uka khothaletsa batho ba bang ho thusoa ke 
motho ea u thusitseng?  

E.............................................      ..... 1 

Che .................................................. 0  
Haho karabo ................................. -99  
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35  

U itse hao battle bana kappa hona hoba 

mmeleng hona joale.   

Na uka njoetsa na hobaneng usa sebilisi 
lithibelapelehi?  

  

Hakea nyaloa............................................ 1  
Ka tsela ea molekani..........            .......... 2 
hakesa bona matsatsi .....                  ...... 3  
Subfecund / infecund .............................. 4  
Hakeso bone matsatsi ka mora hore ke 
pepe ...........                                           .. 5  
Kea nyantsha……………………………    6 
hake battle hoba khahlonong le molimo .. 7  
Respondent opposed ................  ............. 8  
Molekani haa li batle .............           ....... 9  
Batho haba li batle ................................ 10  
Tumelo eaka hae li lumelle .................... 11  
Hake tsebe letho ka tsona ..................... 12  
Hake tsebe na nka linka kae .................. 13 
ke tshaba litla morao............................... 14  
Li ama bophelo baka ............................. 15  
Ke li fumana hole................             ....... 16  
Lia tura ......               .............................. 17  
Tseo ke libatlang hali fumanehe............ 18  
halieo...............                         .............. 19  
moferefere ............................................. 20 
li mpakela tshitiso.......... …………………21  
motho e mong........................................ 22  
hake tsebe ........................................... -88 
hahona karabo ..................................... -99  

  

 

36 

Ka nako ea likhoeli tse leshome le metso e 
mmeli u ea hakae setsing sa bophelo?   

E ........................................    .......... 1 

Che …..........................           .........0 

haho karabo ....................  ............. -99  

  
  

37 

Haeba ‘e’kae? PUBLIC SECTOR:  sepetlele sa 
mmuso  ……………         …………..1  
Tliniking. ………                  ………....2  
Pepisong... …                    ……….....3  
Outreach (public sector) .…..…....…4 

Fieldworker/VHT  ………………...….5 
PRIVATE MEDICAL SECTOR:   
Sepetlele se ikemetseng....………...….  
6moo 
lirekisoang………...………..…………7   
Ngaka eahao.. ………….…   ….…….8  
Outreach (private sector)……  ...…....9   
Fieldworker/VHT. …………  ………..10 

Pepisong.. …………….            ……..11 
OTHER SOURCE:   
Lebenkeleng ……………  ……..……12  
Kerekeng. ……      …………….…….13  
Motsoalle/moamani...    ……………..14  
Motho feela..…………………………15  
Hake tsebe...………………..…….. -88  
Haho karabo ..................................-99 

 

38 

Na u kila fumana thlabollo mabapi le lithibela 
pelehi? 

E .................................................. 1  
Che .................................................... 0  
Haho karabo ................................. -99 

 

39 

Haeba ‘e’kae? PUBLIC SECTOR:   
Sepetlele sa mmuso  ………………..1  
Tliniki ea mmso. ………      ………....2  
Pepisong... ………                    ….....3  
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Outreach (public sector) .…..…....…4 

Fieldworker/VHT  ………………...….5 

PRIVATE MEDICAL SECTOR:   
Sepetlele se ikemetseng....    …...….  6  
Moo li rekisoang……   ……..…………7   
Ngaka eahao.. ………….…    ….…….8  
Outreach (private sector)……...…....9   
Fieldworker/VHT. …………  ………..10 
Pepisong.. …………….   …     ……..11 
OTHER SOURCE:   
Lebenkeleng ………        ……..……12  
Kerekeng. ………      ……………….13  
Motsoalle/Moamani... …     ………..14  
Motho e mong feela.  ………………15  
Hake tsebe...………………..…….. -88  
Haho karabo..................................-99 

 

40 
Na hona le motho akileng a bua le uena ka 
lithibelapelehi?  

E .................................................. 1  
Che .................................................... 0  
Hake tsebe ................................. -99  

  

41 

Likhoeli tse fitileng u kila utloa ka:   E Che  
lithibelapelehi seea-le-moeeng?........................................................................................1    0 
Na u kila li bona seea-le moea kutlong? ...........................................................................1    0 
Na u kila bala ka tsona lipampiring?..................................................................................1    0  

  

42  

U qalile thobalano ule lilemo likae?    

    

lilemo:___________    

43 

Na u lamellane le ho kopanela liphate ka nako 
eo kapa ha ho joalo ntle le tumellano e ahau? 

(haeba thobalano e qobelloa, romela bakeng sa 

tlhabollo le thuso ea setsebi) 
E .................................................. 1  
Che .................................................... 0  
Haho karabo ................................. -99 

 

44 

U qetetse neng ho etsa thobalano?   

   
Matsatsi a 
ho feta 
:____  

Beke tsa 
hofeta:____  

Khoeli tsa 

hofeta:____  
Lilemo tse 
fetileng:____    
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45 

Na u sebelisitse khohlopo kapa le mokhoa o 

mong oa ho thibela bokhachane ha u qetella u 

kopanela liphate? 

E ....................................................... .1  
Che .................................................... 0  
Haho karabo ................................. …-99 

 

 

46 

Ke hangata hakae u kopanelang liphate? Letsatsi le tsatsi ………………………1 
Letsatsi le tsatsi le leng le leng………2  
Beke le beke..………..... ………….....3  
Libeke tse ling le tse ling tse peli……4 
khoeli le khoeli……………………...….5 

khoeli tse ling le tse ling tse peli…….  6  
Khoeli tse tharo………….….……….…7  
Khoeli tse ling tse tseletseng………….8 
Selemo le selemo……………………...9 
tseling………………….(specify)……..10 
haho Karabo………………………….-99  
 

 

46 

Re se re fihlile hoo e batlang e le bofelong. 

Na u na le litlhahiso tsa tsela ea ho ntlafatsa tsela 
eo litsebeletso tsa thero ea malapa li fanoang ka 

eona hona joale? E… ................................................... 1  
Che.................................................... 0  
Haho Karabo. ................................. -99 

 

47 

Haeba e le hore na ke eng? 

………………………………………….. 
………………………………………….. 
………………………………………….. 
…………………………………………. 

 

48 

Na u na le potso leha e le efe kapa ntho leha e le 

efe eo u ka ratang ho e bua? 

…………………………………………… 
…………………………………………… 
…………………………………………… 
……………………………………….. 

 

KE LEBOHA HAHOLO BAKENG SA HO BA LE KAROLO 

http://etd.uwc.ac.za/ 
 



100 
 

N  
Questionnaire result  

Record the result of the Questionnaire  

Completed ........................................ 1  
Not at school ..................................... 2  
Postponed ........................................ 3  
Refused............................................ 4  
Partly completed ...............................5 
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APPENDIX 13: LESOTHO MINISTRY OF HEALTH ETHICAL CLEARANCE  

 

TO:   MINISTRY OF HEALTH, 

         RESEARCH DEPARTMENT P.O. BOX 514, MASERU 100. 

ATT:  ETHICS COMMITTEE 

 

FROM:   DR. FLORENCE BANDA MATOPE 

UNIVERSITY OF WESTERN CAPE 

FACULTY OF COMMUN ITY AND HEALTH SCIENCES 

PRIVATE BAG X12, 

BELLVILLE 7535 

SOUTH AFRICA 

EMAIL:  3706266@myuwc.ac.za 

PHONE NUMBERS: +266 56915874, +27(0)781915028 

Dear Sir/Madam,                                                                                                                           

APPLICATION FOR ETHICS APPROVAL For research with human participants  

 

I write your office to request for permission to conduct research in Maseru secondary 

schools. In fulfillment of Master’s degree in Public Health I am required to conduct a 

research study. The title of this research study is: An assessment of factors that determine 

poor usage of contraceptive services among adolescent women in Lesotho: An analytical 

cross-sectional study of Maseru city secondary school students. This research study is being 

conducted by Dr. Florence Banda Matope under the supervision of Prof. Diane Cooper PhD, 

School of Public Health, of the University of Western Cape. This study went through an 

ethical review process at the University of the Western Cape and it was approved. Attached is 

the copy of the approved proposal. 
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Warm regards, 

Dr. Florence Banda Matope. 

 

For inquiries contact  

Myself Dr. Florence Banda Matope at the following numbers +266 56915874, 

+27(0)781915028 email 3706266@myuwc.ac.za. Or Prof Diane Cooper, at telephone 

number, +27 219599382 or Fax +27 219592872. Email dcooper@uwc.ac.za.  
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APPENDIX 14: MASERU DISTRICT HEALTH OFFICE CLEARANCE  

 

TO:   MASERU DISTRICT HEALTH OFFICE, 

         CONSTITUTION ROAD, MASERU, LESOTHO. 

ATT:  DISTRICT HEALTH MANAGER 

 

FROM:   DR. FLORENCE BANDA MATOPE 

UNIVERSITY OF WESTERN CAPE 

FACULTY OF COMMUN ITY AND HEALTH SCIENCES 

PRIVATE BAG X12, 

BELLVILLE 7535 

SOUTH AFRICA 

EMAIL:  3706266@myuwc.ac.za 

PHONE NUMBERS: +266 56915874, +27(0)781915028 

Dear Sir/Madam,                                                                                                                           

APPLICATION FOR ETHICS APPROVAL For research with human participants  

 

I write your office to request for permission to conduct  research in Maseru secondary 

schools. In fulfillment of Master’s degree in Public Health I am required to conduct a 

research study. The title of this research study is: An assessment of factors that determine 

poor usage of contraceptive services among adolescent women in Lesotho: An analytical 

cross-sectional study of Maseru city secondary school students. This research study is being 

conducted by Dr. Florence Banda Matope under the supervision of Prof. Diane Cooper PhD, 

School of Public Health, of the University of the Western Cape. This study went through an 

ethical review process at the University of the Western Cape and the research ethics 

committee of the Lesotho ministry of health and it was approved by both committees. 

Attached is the copy of the approved proposal. 
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Warm regards, 

Dr. Florence Banda Matope. 

For inquiries contact  

Myself Dr. Florence Banda Matope at the following numbers +266 56915874, 

+27(0)781915028 email 3706266@myuwc.ac.za. Or Prof Diane Cooper, at telephone 

number, +27 219599382 or Fax +27 219592872. Email dcooper@uwc.ac.za.  
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APPENDIX 15: LESOTHO MINISTRY OF EDUCATION CLEARANCE 

 

TO:   MASERU DISTRICT EDUCATION OFFICE, 

         CONSTITUTION ROAD, MASERU, LESOTHO.  

ATT:  SECRETARY OF EDUCATION 

 

FROM:   DR. FLORENCE BANDA MATOPE 

UNIVERSITY OF WESTERN CAPE 

FACULTY OF COMMUN ITY AND HEALTH SCIENCES 

PRIVATE BAG X12, 

BELLVILLE 7535 

SOUTH AFRICA 

EMAIL:  3706266@myuwc.ac.za 

PHONE NUMBERS: +266 56915874, +27(0)781915028 

Dear Sir/Madam,                                                                                                                           

APPLICATION FOR ETHICS APPROVAL For research with human participants  

 

I write your office to request for permission to conduct research in Maseru secondary 

schools. In fulfillment of Master’s degree in Public Health I am required to conduct a 

research study. The title of this research study is: An assessment of factors that determine 

poor usage of contraceptive services among adolescent women in Lesotho: An analytical 

cross-sectional study of Maseru city secondary school students. This research study is being 

conducted by Dr. Florence Banda Matope under the supervision of Prof. Diane Cooper PhD, 

School of Public Health, of the University of the Western Cape. This study went through an 

ethical review process at the University of the Western Cape and the research ethics 
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committee of the Lesotho ministry of health and it was approved by both committees. 

Attached is the copy of the approved proposal. 

 

Warm regards, 

 

Dr. Florence Banda Matope. 

 

For inquiries contact  

Myself Dr. Florence Banda Matope at the following numbers +266 56915874, 

+27(0)781915028 email 3706266@myuwc.ac.za. Or Prof Diane Cooper, at telephone 

number, +27 219599382 or Fax +27 219592872. Email dcooper@uwc.ac.za.  
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APPENDIX 16: MASERU DISTRICT EDUCATION OFFICE CLEARANCE  

 

TO:   MASERU DISTRICT EDUCATION OFFICE, 

         ROOM 10 CARTON CTR, KINGSWAY INDUSTRIAL AREA, MASERU.  

ATT:  DISTRICT EDUCATION MANAGER (DEM) 

 

FROM:   DR. FLORENCE BANDA MATOPE 

UNIVERSITY OF WESTERN CAPE 

FACULTY OF COMMUN ITY AND HEALTH SCIENCES 

PRIVATE BAG X12, 

BELLVILLE 7535 

SOUTH AFRICA 

EMAIL:  3706266@myuwc.ac.za 

PHONE NUMBERS: +266 56915874, +27(0)781915028 

Dear Sir/Madam,                                                                                                                           

APPLICATION FOR ETHICS APPROVAL For research with human participants  

 

I write your office to request for permission to conduct research in Maseru secondary 

schools. In fulfillment of Master’s degree in Public Health I am required to conduct a 

research study. The title of this research study is: An assessment of factors that determine 

poor usage of contraceptive services among adolescent women in Lesotho: An analytical 

cross-sectional study of Maseru city secondary school students. This research study is being 

conducted by Dr. Florence Banda Matope under the supervision of Prof. Diane Cooper PhD, 

School of Public Health, of the University of the Western Cape. This study went through an 

ethical review process at the University of the Western Cape and the research ethics 
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committee of the Lesotho ministry of health and it was approved by both committees. 

Attached is the copy of the approved proposal. 

 

Warm regards, 

 

Dr. Florence Banda Matope. 

 

For inquiries contact  

Myself Dr. Florence Banda Matope at the following numbers +266 56915874, 

+27(0)781915028 email 3706266@myuwc.ac.za. Or Prof Diane Cooper, at telephone 

number, +27 219599382 or Fax +27 219592872. Email dcooper@uwc.ac.za.  
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APPENDIX 17: UWC BMREC ETHICS APPROVAL LETTER 
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APPENDIX 18: LESOTHO MINISTRY OF HEALTH ETHICS APPROVAL                                                            
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