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Abstract 

Background Healthcare practitioners and policymakers in Sub‑Saharan Africa face a significant health challenge due 
to the insufficient fertility awareness and other perceived health outcomes in contraceptive use among adolescent 
girls. This has resulted in a rise in unplanned pregnancies and other adverse fertility‑related health consequences 
for adolescent girls in Malawi. Consequently, this research examines fertility awareness, perceived factors, and strate‑
gies in contraceptive adoption among adolescent girls in Malawi’s Phalombe district.

Methods The study utilized a mixed‑methods approach, with the quantitative component employing structured 
questionnaires administered in person to collect data from school‑going adolescent girls in three traditional authori‑
ties in Phalombe district, Malawi. The research employed multivariate logistic regression analysis, and its findings were 
corroborated with qualitative data obtained through focus group discussions involving adolescent girls in the same 
environment.

Results The majority of adolescent females were unaware that their fertile period occurs in the middle of their 
menstrual cycle, indicating a lack of knowledge regarding their reproductive health. The study examined data 
from 102 sexually active adolescent females in the quantitative component and 72 adolescent girls in the qualita‑
tive component. For the quantitative strand, participants’ ages ranged from 13 to 19 years, with a mean age of 16.5 
and a standard deviation of 1.5. In the qualitative portion, the study conducted interviews with adolescent females 
aged between 10 and 19 years, with a median age of 15 years. Services that were not tailored to youth needs served 
as barriers to contraceptive use. Factors that facilitated contraceptive use included a preference for receiving contra‑
ceptives from peers, which was associated with a higher probability of usage (AOR: 4.80, 95% CI 1.31–17.32). Moreo‑
ver, adolescent females who were identified as Catholic (AOR: 14.01, 95% CI 2.50–78.47) or belonged to other Chris‑
tian denominations (AOR: 5.85, 95% CI 1.20–28.25) exhibited a greater likelihood of using contraceptives compared 
to their Muslim counterparts. The focus group discussions suggested making contraceptives available in educational 
institutions, analogous to the distribution of iron supplements.

Conclusion Adolescent girls in the Phalombe district seemingly have low awareness and knowledge of their fertility, 
which may lead to unintended pregnancies. Adolescent girls are unable to access modern contraceptives, and there 

Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution‑NonCommercial‑NoDerivatives 4.0 
International License, which permits any non‑commercial use, sharing, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if 
you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or 
parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To 
view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by‑ nc‑ nd/4. 0/.

Reproductive Health

*Correspondence:
Precious L. Hajison
precioushajison@gmail.com
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12978-024-01904-z&domain=pdf


Page 2 of 12Hajison et al. Reproductive Health          (2024) 21:161 

Background
Unintended pregnancies among adolescent girls pose 
great health and economic concerns globally. As of 2019, 
the World Health Organization reported an estimated 
21  million pregnancies among adolescents in low- and 
middle-income countries, approximately 50% of which 
were unintended pregnancies [1]. Multiple factors have 
been associated with unintended pregnancies, includ-
ing early sexual debut [2–5]. Early sexual debut (ESD) is 
commonly defined as having sexual intercourse for the 
first time at or before 14 years of age [2]. Evidence-based 
interventions and consequences associated with ESD 
must continuously be reviewed and updated to improve 
adolescent girls’ health outcomes through contraceptive 
use. The use of modern contraceptives among adolescent 
girls is lower in sub-Saharan Africa (25.4%) than in the 
rest of the world [3, 4].

In Malawi, contraceptive use among adolescent girls 
aged 15–19  years remains a challenge, with uptake at 
37.5% [5]. This has resulted in unintended pregnancies, 
high school dropouts, and increased early marriages [6, 
7]. Additionally, these pregnancies are associated with 
poor delivery outcomes and high health risks [7, 8].

Unintended pregnancies can be prevented through 
many methods, including natural and modern contra-
ceptives. There are five types of natural family planning 
methods. Natural methods rely on the awareness of fer-
tility within the menstrual cycle [6, 9]. Awareness of the 
fertile period is critical to effective natural family plan-
ning to avoid unintended pregnancies. A woman should 
be able to correctly identify the days within her men-
strual cycle when she is fertile. She can become pregnant 
if she engages in unprotected sexual intercourse during 
this window [10]. According to the Malawi Demograph-
ics and Health Survey, one’s awareness of the fertile 
period is correct if one states that the fertile period is 

halfway between two menstrual periods [6]. Adolescent 
girls and young women’s knowledge of the fertility period 
is associated with many factors, including age, educa-
tional status, proximity to a health facility, knowledge of 
family planning methods, community poverty, and place 
of residence [11]. Additionally, knowledge of the fertile 
period is also associated with the partner’s level of educa-
tion, wealth index, history of family planning, listening to 
the radio, frequency of watching TV, and internet use [6, 
12].

Moreover, understanding the fertility window requires 
an adequate understanding of the menstrual cycle and 
hormonal changes before reaching menarche, which usu-
ally starts between 12 and 13 years old [13]. Poor knowl-
edge and management of menstrual health are affected by 
inadequate or nonexistent education about puberty and 
knowledge of the menstrual cycle [14]. Adolescent girls 
struggle to properly self-monitor their menstrual cycles 
to identify the correct period of fertility [15]. Promoting 
puberty and menstruation education will increase cor-
rect self-monitoring of the menstrual cycle and detection 
of menstrual disorders that influence the fertility period 
[14, 15].

Therefore, this study investigated awareness, perceived 
factors and approaches to improve contraceptive uptake 
among sexually active adolescent girls in Phalombe, 
Malawi. Using a qualitative design, we further investi-
gated the perceived factors and approaches to improving 
contraceptive uptake among sexually active adolescent 
girls in the Phalombe district of Malawi.

Materials and methods
Data source
Study design and setting
This was a mixed methods study employing both quan-
titative and qualitative approaches. The qualitative 

is a need for youth‑friendly structures when delivering contraceptive services. Additionally, participants indicated 
that community midwives and health surveillance assistants should provide contraceptives within the communities 
to reduce distance.

Plain language summary 

This study assessed fertility awareness and perceived factors and approaches to improve contraceptive uptake 
among sexually active adolescents in Phalombe, Malawi. This mixed‑methods study was conducted among adoles‑
cent girls in three traditional authorities in the Phalombe District. Most adolescent girls demonstrated limited knowl‑
edge of female fertility. Inadequate comprehension of female reproductive physiology is associated with decreased 
contraceptive utilization and increased risks of unplanned pregnancies, and other adverse reproductive health 
outcomes. Furthermore, girls with Catholic and other Christian faiths are more likely to use contraceptives than Mus‑
lim girls. Most adolescent girls suggested that contraceptives should be delivered via peers, community midwives, 
and health surveillance assistants to improve the use of contraceptives among adolescents.

Keywords Adolescents, Contraceptive agents, Unplanned pregnancy, Health knowledge
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approach aimed to explain and interpret the findings 
from the quantitative design. This mixed-method design 
gave an in-depth understanding of the problem [16].

The study was conducted in the Phalombe district 
of Malawi. The district lies in the southeastern part of 
Malawi and shares boundaries with Mulanje to the south 
and west, Zomba to the north, and Mozambique to the 
east. Most inhabitants belong to the Lomwe tribe and 
depend on domestic or subsistence farming. Accord-
ing to the 2018 census, the Phalombe district has a total 
adolescent population of 117,054, of which 58,874 are 
girls. The investigation was conducted in three purpo-
sively selected traditional authorities within the district: 
Jenala, Nkhumba and Nkhulambe. These specific areas 
were chosen from the total of six traditional authorities 
in the district, as they corresponded to the locations from 
which the quantitative study participants originated. In 
Malawi, traditional authority forms an established system 
of local governance and are legally recognized by the gov-
ernment under local administration. They influence and 
safeguard local customs and beliefs among their follow-
ers in areas of jurisdiction.

Inclusion and exclusion criteria
The research employed both quantitative and qualitative 
methodologies, focusing on sexually active school going 
female adolescents aged 10 to 19 years within educational 
settings. The girls who had experienced at least one men-
strual period, stayed in the district for over 5 months.

However, the study excluded adolescents who were 
not sexually active during the research period, as well as 
those who stayed in the area for less than 5 months, those 
with new born babies.

Quantitative strand

Data collection
These data were collected through surveys among 
school-going girls in the Phalombe district of Malawi. 
More details of the data collection have been reported 
elsewhere [17]. The three traditional authorities were 
sampled purposively because they registered more ado-
lescent pregnancies.

sample size and population
The initial cohort of data collection comprised 388 ado-
lescent girls; however, this analysis focused only on 102 
participants who reported sexual activity. The research 
targeted female adolescents aged between 10 and 
19 years. The study population was drawn from both pri-
mary and secondary schools.

Quantitative data analysis
This study utilized multivariate logistic regression to elu-
cidate the factors influencing contraceptive use among 
adolescent females in the Phalombe district. The depend-
ent variable was a dichotomous question (yes/no) ascer-
taining whether sexually active adolescent females had 
previously employed any form of contraception, includ-
ing long-acting reversible contraceptives such as inject-
ables and Norplant, or short-term methods such as 
condoms, oral contraceptive pills, and emergency contra-
ceptives. The predictor variables were as follows: whether 
adolescent girls preferred peers to offer family planning 
methods; whether adolescent girls preferred youth clubs 
to offer family planning methods; whether adolescent 
girls had a level of knowledge about contraceptive meth-
ods; whether adolescent girls had sexual boyfriends; 
whether adolescent girls had started their menstrual 
period; and whether adolescent girls were satisfied with 
the way emergency contraceptives were found. These 
variables were chosen because they had p values of at 
least 0.2 or less in the univariable analysis. Before con-
ducting the regression, we checked the multicollinearity, 
and any interactions, fortunately we did not find any. We 
used multivariable logistic regression to determine the 
predictive factors. We used stepwise backward removal 
of the statistically non-significant variables to reach the 
final model. We determined the final model by using 
the minimization of the information criteria or Bayesian 
information criteria. We used a p value < 0.05 to indicate 
significance for the multivariable analysis.

Qualitative strand
Sample size and population
We purposively selected sexually active female students 
from standard five, six, seven, and eight classes from pri-
mary schools and from forms one, two, three, and four 
from secondary schools to participate in focus group 
discussions (FGDs). At each school, 12 students were 
included to form one FGD. To ensure that all students 
and classes had an equal opportunity to participate in 
the study, the students were grouped according to their 
classes or forms. The list of names of each class or form 
was obtained from the class teacher. Each student was 
given a unique number on a paper mixed according to the 
class or form. Three unknown people were asked to draw 
one paper each from each class. The number was checked 
against the list of names to trace the possible partici-
pants. The girls were asked privately if they had ever had 
sex before and whether they were willing to participate 
in the study. If the selected adolescent refused to partici-
pate or was not sexually active, the process was repeated. 
Informed consent was obtained from the guardians of 
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girls younger than 18  years, and informed consent was 
obtained from older girls the same day before participat-
ing in the study. Each school had twelve participants, and 
we planned to conduct eight FGDs; however, we reached 
a saturation point after conducting the sixth FGD.

Data collection
The data were collected using an FGD guide. We used 
two voice recorders to record the interviews. There were 
three interviewers at each FGD. The first interviewer 
was responsible for asking questions and notetaking, the 
second interviewer was responsible for managing the 
voice recorders, and the third person was responsible for 
arranging and assisting adolescents if they needed help. 
Each session lasted approximately 40–60 min.

Qualitative data analysis
The FGD data were reviewed several times to check for 
missing words. This was done by comparing the record-
ings of the two voice recorders and written notes. The 
data were transferred to a computer with a password 
known only to the investigators before being transcribed. 
The recordings were listened to several times before they 
were transcribed verbatim. The data were collected in the 
Chichewa language, translated into English, and back-
translated to Chichewa to ensure that meanings were not 
lost in the translation process. After transcription, the 
data were kept in a lockable cabinet, and the investigators 
only accessed the keys. The data were analyzed manually 
by reading the transcriptions several times to become 
familiar with the data and to explore the themes that 
emerged from the transcriptions and memos. The emerg-
ing themes were given appropriate codes. The codes 
were assigned under the central theme they supported. 
The main ideas from each participant concerning fertil-
ity awareness, barriers to accessing contraceptives and 
desirable approaches for providing contraceptive meth-
ods were isolated and assigned under the theme that they 
supported. The ideas from the qualitative strand were 
analyzed and triangulated with the findings from quanti-
tative analysis to determine the conclusions of the study.

Ethical considerations
The study protocol was reviewed and approved by the 
National Health Sciences Research Committee, Lilongwe, 
Malawi (#2  l/0312668). Permission to conduct the study 
was obtained from the District Health Office (DHO), the 
District Commissioner (DC) for Phalombe, and the three 
traditional authorities. We obtained written informed 
consent from girls who were 18 years and above. For the 
adolescent girls who were less than 18  years of age, we 
first obtained written informed consent from their legal 
guardians before collecting assent from the participating 

girls. The study participants were assured of their ano-
nymity, privacy and confidentiality. Again, the participat-
ing girls were assured that their participation was purely 
voluntary, and they were free to withdraw at any time if 
they feel to do so, and there will be no negative conse-
quences to them by doing that.

Results
Quantitative strand
According to Table  1, among the 388 adolescent girls 
who were interviewed, 90.39% had reached menarche, 
and approximately 74 (19%) reported the use of mod-
ern contraceptives. Only 43.24% girls using contracep-
tives reported satisfaction with family planning delivery 
services. Interestingly, out of the girls with high level of 
knowledge for modern contraceptive, 62.5% girls who 
had never used contraceptives reported compared to girls 
who used modern contraceptives. Approximately 28.46% 
girls reported being in a dating relationship. The study 
revealed that 26.49% adolescent girls out of the total sam-
ple were already engaged in sexual activity, and 65.69% 
of those who were sexually active were in the group that 
previously used contraceptives. About 39.22% of the girls 
preferred accessing contraceptives through youth clubs, 
and only 26.75% preferred using peers to access family 
planning.

The following two barriers preventing adolescents from 
accessing contraceptives were reported. About 59.69% 
of girls reported fear and being shy as social barriers 
preventing adolescent girls from accessing contracep-
tives. The second barrier were fearing of barrenness due 
to early contraceptive use before gravidity which was 
reported by 47.86% of girls while some 23.53% of girls 
indicated that contraceptives were for married women. 
Both of these issues were recorded as cultural barriers 
hindering adolescent girls from using contraceptives.

Approximately 76.01% adolescent girls were reported 
to have general knowledge of the female fertility period 
within a menstrual cycle. Of these, only 22.53% girls indi-
cated ever using modern contraceptives.

For the logistical regression, we filtered those girls who 
were sexually active at the time of the survey (n = 102 
girls). The participants’ ages ranged from 13 to 19 years, 
with a mean age of 16.5 and a standard deviation of 1.5.

We assessed the predictors of modern contraceptive 
use among sexually active adolescent girls, and below 
are findings from the final model for multivariate logistic 
regression. In Table 2, being Catholic increased the odds 
(AOR: 14.01 95% CI 2.50–78.47 P = 0.003) of using con-
traceptives compared with girls who were of the Muslim 
faith. Similarly, girls who were affiliated with other Chris-
tian faiths had greater odds (AOR: 5.85, 95% CI 1.20–
28.25, P = 0.029) than Muslim adolescent girls.



Page 5 of 12Hajison et al. Reproductive Health          (2024) 21:161  

Table 1 Characteristics of the adolescent girls who used modern contraceptives in the Phalombe district in Malawi

NO Variable Did not use 
contraceptives 
(%)

Used 
contraceptive 
(%)

Total n = 388 (%) P value

1 Religious beliefs l Muslim 8 (2.57) 3 (4.05) 11 (2.86) 0.168

Catholic 47 (15.11) 20 (27.03) 67 (17.40)

CCAP 35 (11.25) 11 (14.86) 46 (11.95)

Anglican 4 (1.29) 1 (1.35) 5 (1.30)

Seventh‑day Adventist 40 (12.86) 8 (10.81) 48 (12.47)

Other christians 126 (40.51) 24 (32.43) 150 (38.96)

Other religions 51 (16.40) 7 (9.46) 58 (15.06)

Total 385
2 Social barriers Never heard 24 (7.79) 0 (0.00) 24 (6.28) 0.058

Long distance 25 (8.12) 7 (9.46) 32 (8.38)

Poverty 14 (4.55) 8 (10.81) 22 (5.76)

Need to have children 41 (13.31) 11 (14.86) 52 (13.61)

Fear and being shy 186 (60.39) 42 (56.76) 228 (59.69)

Parental refusal and church beliefs 18 (5.84) 6 (8.11) 24 (6.28)

Total 382
3 Cultural barriers Never heard any 50 (16.67) 1 (1.35) 51 (13.64) 0.027

Use of herbs 6 (2.00) 1 (1.35) 7 (1.87)

Contraceptive is for married 68 (22.67) 20 (27.03) 88 (23.53)

Barren due to early contraceptive use 
before gravidity

137 (45.67) 42 (56.76) 179 (47.86)

Contraceptive causes long days 
of menstruation

14 (4.67) 2 (2.70) 16 (4.28)

People consider you a prostitute 7 (2.33) 2 (2.70) 9 (2.41)

Told during initiation never to use 
contraceptive

5 (1.67) 0 (0.00) 5 (1.34)

Other reasons 13 (4.33) 6 (8.11) 19 (5.08)

Total 374

4 Preferred to use peers to access family 
planning

Yes 77 (24.76) 26 (35.14) 103 (26.75) 0.070

No 234 (75.24) 48 (64.86) 282 (73.25)

Total 385

5 Preferred to use youth club to access 
family planning

Yes 117 (37.62) 34 (45.95) 151 (39.22) 0.187

No 194 (62.38) 40 (54.05) 234 (60.78)

Total 385

6 Level of knowledge about different 
modern contraceptive methods

High 20 (6.43) 12 (16.22) 32 (8.31) 0.017

Medium 106 (34.08) 26 (35.14) 132 (34.29)

Low 185 (59.49) 36 (48.65) 221 (57.40)

Total 385

7 Has a sexual partner Yes 55 (17.80) 54 (72.97) 109 (28.46) 0.001

No 254 (82.20) 20 (27.03) 274 (71.54)

Total 383

8 Ever started a menstrual period Never 35 (11.25) 2 (2.70) 37 (9.61) 0.025

Yes 276 (88.75) 72 (97.30) 348 (90.39)

Total 385

9 If satisfied with the family planning 
services

Yes 78 (26.44) 32 (43.24) 110 (29.81) 0.001

No 49 (16.61) 25 (33.78) 74 (20.05)

No idea 168 (56.95) 17 (22.97) 185 (50.14)

Total 369
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Girls who desired contraceptives to be provided by 
their peers were more likely to use contraceptives (AOR: 
4.80, 95% CI 1.31–17.32 P = 0.008).

The analysis did not show strong test results; therefore, 
we complemented the findings with qualitative findings.

Qualitative strand
We conducted six FGDs, and 72 adolescents partici-
pated in three primary and three secondary schools. 
The median age of the participants was 15  years. The 
lowest class was standard five, and the highest class was 
form four. In terms of tribe, 68 were Lomwe, and 4 were 
Mang’anja. Regarding religion, most (n = 47) were Roman 
Catholics, 22 were Pentecostals, and 3 were Muslims. We 
grouped the results into the following themes: knowl-
edge about the fertile period, barriers preventing adoles-
cents from accessing modern contraceptives, and ways to 
improve the use and delivery of modern contraceptives 
to adolescent girls.

Knowledge about the fertile period
Most of the adolescent girls had limited and sometimes 
incorrect knowledge about the fertile period. Almost all 
adolescents did not know that the fertile window was 
halfway between periods. One participant reported, “I 
know the fertile period is a period when you are about 
to have a menstrual period and you also have the desire 
for sexual intercourse (chilakolako chofuna kugonana 
ndi mwamuna) called lustful” (FGD 1, Participant No 9). 
Another participant reported that “when a girl is in the 
fertile period, she develops vaginal sores and feels abdomi-
nal pains” (FGD 3, participant No 5). Another participant 
reported that the “fertile period is a time when a girl feels 
itching on her private part” (FGD 1, Participant No 2).

Despite low knowledge of the fertile period, most girls 
understood the importance of knowing about the fertile 
period. Most girls understood the benefits of learning 
about the fertile period, such as when to abstain from 
sexual intercourse, when to use preventive measures 

such as condoms, and the use of emergency contracep-
tives after having unprotected sexual intercourse. One 
participant reported that “it is good to know your fertile 
period, as you can avoid unprotected sexual intercourse” 
(FGD 4, Participant No 10). Another participant said, “It 
is beneficial to know the fertile period as you are aware 
that if I engage in unprotected sexual intercourse, I will be 
pregnant and so you try that during that period you do 
not sleep with any man” (FGD 3, participant No 2). One 
participant said, “Once you know that you are in a fertile 
period and you have the desire to have sex, you make sure 
that you use a condom” (FGD 1, Participant 4).

Most girls suggested modalities to increase knowledge 
of the fertile period, such as through youth clubs, intro-
ducing special lessons on the fertile period in schools, 
and using peer education. In contrast, others indicated 
that mothers should be open and have discussions with 
their daughters at home. One participant said, “There 
should be special lessons on the fertile period to be deliv-
ered in schools only for girls” (FGD 2, Participant No. 7). 
Another participant said, “Parents, especially mothers, 
should be free to share this information with their daugh-
ters (asamakhale omangika) because she is their child, 
and they should guide her because if they cannot guide 
her, she might end up having an unwanted pregnancy” 
(FGD 1, Participant 12).

Barriers preventing adolescents from accessing modern 
contraceptives
Several barriers prevented adolescents from accessing 
modern contraceptives. Knowledge and awareness barri-
ers are significant for Long-acting reversible contracep-
tives (LARCs). Many women lack accurate information 
about LARC methods, their mechanisms of action, and 
potential side effects [18, 19]. This knowledge deficit 
extends to healthcare providers as well, limiting their 
ability to counsel clients  effectively [20]. In contrast, bar-
rier methods like condoms are generally more familiar 
to both users and providers. The barriers ranged from 

Table 1 (continued)

NO Variable Did not use 
contraceptives 
(%)

Used 
contraceptive 
(%)

Total n = 388 (%) P value

10 Ever had sex before Yes 35 (11.25) 67 (90.54) 102 (26.49) 0.001

No 276 (88.75) 7 (9.46) 283 (73.51)

Total 385

11 General knowledge about female 
fertility

Yes 227 (72.99) 66 (89.19) 293 (76.10) 0.003

No 84 (27.01) 8 (10.81) 92 (23.90)

Total 385
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Table 2 Multivariable model assessing the impact of the predictor variables (Religion, social barrier, cultural burrier, preference 
of accessing contraceptive, level of knowledge about contraceptive, level of satisfaction of family planning delivery and general 
knowledge of female fertility) on the response (use of modern contraceptives methods among sexually active adolescents)

Univariate analysis Initial 
multivariable 
analysis n

Final multivariable model

Variables OR P-value AOR P-value AOR 95% CI P-value

The religion that the adolescent girl belongs

 Muslim 1.0 – 1.0 1.0 – –

 Catholic 6.97 0.007a 12.99 0.004a 14.01 2.50–78.47 0.003a

 CCAP 2.62 0.174 1.94 0.435 1.90 0.36 – 9.99 0.448

 Anglican Empty Empty Empty

 Seventh day Adventist 4.89 0.061 5.46 0.077 5.89 0.92 – 37.67 0.061

 Other Christians 4.28 0.024a 5.55 0.035a 5.82 1.20 – 28.25 0.029a

 Other religions Empty Empty Empty

Cultural barriers hindering adolescents’ girls from getting access to contraceptives

 Never heard any 1.0 – 1.0 1.0 – –

 Use of Herbs 1.50 0.810 0.67 0.823 0.68 0.02–23.68 0.830

 Contraceptive are for married 4.50 0.143 5.89 0.108 5.68 0.66–48.85 0.113

 If contraceptives are used before giving birth to first child will be barren 2.66 0.304 6.68 0.070 6.69 0.86–51.79 0.069

 Contra causes long days of menstruation Empty Empty Empty

 People consider you as prostitute Empty Empty Empty

 Told during initiation never to use contraceptive omitted Omitted Omitted

 Other reasons Empty Empty Empty

If the girl preferred to use peer to access family planning

 No 1.0 – 1.0 1.0 - -

 Yes 2.88 0.040a 4.63 0.022* 4.80 1.31 – 17.62 0.018a

If adolescent girl has a sexual boyfriend

 No 1.0 – 1.0

 Yes 1.90 0.178 1.33 0.619

Social Barrier hindering adolescent girls getting access to contraceptive

 Never heard 1.0 –

 Long Distance 0.69 0.554

 Poverty 2.08 0.386

 Need to have children 1.64 0.444

 Fear and being ashamed Empty

 Parental refusal and church beliefs Empty

If the girl preferred to use youth club to access family planning

 No 1.0 –

 Yes 1.55 0.307

Level of knowledge about different modern contraceptive methods

 High 1.0 –

 Medium 0.47 0.300

 Low 0.48 0.311

If the adolescent girl ever started menstrual period

 Never 1.0 –

 Yes Omitted

If the girl is satisfied with the Family Planning delivery services

 Yes 1.0 –

 No 2.94 0.96

 No Idea 0.67 0.429

General knowledge about female fertility

 No 1.0 ‑

 Yes 1.77 0.340
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social-economic beliefs to attitudes of health workers. 
Regarding social-economic barriers, most girls men-
tioned long distances to the health facility and the shy-
ness of being labeled prostitutes.

One participant reported that “esiii the health facil-
ity is far away from my home, and I cannot manage to 
get transport money for me to get contraceptives” (FGD 3, 
Participant No 1). Another participant said, “Many girls 
do not go to the health facility to get contraceptives, as 
they are afraid of being labeled prostitutes” (FGD 2 Par-
ticipant No. 9).

On beliefs, most girls indicated the need to have chil-
dren in the future. They believed that using contracep-
tives before giving birth could disrupt a girl’s womb and 
render her barren. Additionally, some girls were afraid 
of side effects based on hearsay. One participant said, “I 
cannot start using contraceptives before giving birth, as 
that might disrupt my womb and be barren and never give 
birth to children in the future” (FGD 4, Participant No 6). 
Another participant said, “I heard that pills cause some-
one to have a prolonged menstrual period, and this instills 
fear in me” (FGD 2, Participant No. 4).

Regarding the attitudes of health workers, most partici-
pants reported that the health workers were judgmental 
and did not keep secrets. The participants reported that 
some health workers reported them to either their par-
ents or schoolteachers once they visited the health facil-
ity to access contraceptives. One participant reported 
that “Some health workers, especially nurses, report us to 
either our parents or schoolteachers once we go and get 
contraceptives from health centers, as they consider us to 
be young children who have not yet started sexual inter-
course” (FGD 1, Participant No 11). Another participant 
said, “Health workers start laughing at you when you go 
there to get contraceptives considering you a child who 
does not know anything about sexual intercourse” (FGD 3, 
Participant 6).

Methods for improving the use of modern contraceptives 
among adolescents
Participants suggested ways of improving modern con-
traceptive uptake among adolescent girls. Most girls 
indicated that schools should provide contraceptives 
in the same way that iron tablets are provided. Addi-
tionally, the participants indicated that community 
midwives and health surveillance assistants should 
have contraceptives within the communities to reduce 

distance. Other participants mentioned strengthening 
contraceptive literacy in schools and public gatherings.

One participant said, “Aaaaah I think I can eas-
ily access contraceptives if found at school the same 
way we get iron tablets” (FGD 3, Participant No 8). 
Another participant said, “Let health personnel train 
female teachers so that we can get contraceptives at 
school” (FGD 1, Participant No 6). Another participant 
said, “To me, I will be comfortable if contraceptives are 
found with (Obereketsa amidzi) community midwives 
and (Azilanginzi) Health Surveillance Assistants within 
their catchment areas” (FGD 2, Participant No 5). 
Another participant said, “Health workers should pro-
vide contraceptive health talks (literacy) in schools and 
public gatherings the same way they do with vaccine 
talk” (FGD 1, Participant 2).

Means of providing modern contraceptives to adolescents
During the FGDs, we assessed how teachers and health 
surveillance assistants should provide modern contra-
ceptives to adolescents. Girls were also asked about 
preferred modern contraceptives and how they would 
inform their friends about accessing modern contra-
ceptives. Most girls mentioned that female teachers 
should have special lessons with adolescent girls dur-
ing a fertile period where they can also provide con-
traceptives. They also indicated that female teachers 
should have contraceptives wherever they are at school 
so that once they are approached, they might provide 
contraceptives.

One participant said, “Female teachers should have 
special time during the week when they give us special 
health talks on contraceptives and at the same time 
provide them to those who may need them” (FGD 4, 
Participant No 7). Another participant said, “Health 
surveillance assistants should always have contracep-
tives, especially emergency ones, in the community for us 
to access at their home, but they should not sell” (FGD 3, 
Participant No 1).

Most girls preferred male condoms for modern contra-
ceptives, while few indicated the use of emergency con-
traceptives. One participant said, “As for me, I prefer male 
condoms, although boys do not like that” (FGD 4, Partici-
pant No 10). Another participant said, “Mmmm it is very 
difficult, but I will go for emergency contraceptives (mapil-
itsi aja amamwa mukagonana ndi mwamuna mosazitet-
edza pasanathe 72 h)” (FGD 2, Participant No 3).

Table 2 (continued)
Non-significant terms were step-wise deleted and significant terms were retained in the final model

AIC 4 BIC 6
a This should mean that the results are statistically significant, indicating p-value of less than 0.05
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Discussion
This study was done in Phalombe district in Malawi 
with the aim of examining the fertility awareness, per-
ceived factors, and strategies in contraceptive adoption 
among adolescent girls. The key findings showed that 
the majority of the participants lacked knowledge on the 
fertile period within the menstrual cycle, however, they 
expressed the importance of having such an awareness 
and the use of contraceptives during that period. Some 
of the barriers hindering adolescent girls from using con-
traceptives include fear and shyness, and myths includ-
ing that, contraceptives causes barrenness. Further, the 
participants highlighted barriers like lack of transport 
money, poor attitude of health workers and their lack 
of confidentiality. To improve the services delivery, the 
study found that participants preferred the dispensing of 
contraceptives in schools through female teachers and in 
the community using community health workers.

In this study, it is revealed that some adolescent girls 
who had access to modern contraceptive services did not 
use these services due to shyness, fear and unfriendly 
health workers who are judgmental and lack confiden-
tiality. In 2021, Lesley Ninsiima et  al. [21] in their sys-
tematic review on studies done in sub-Saharan Africa 
reported that structural barriers preventing adolescents 
from accessing modern contraceptives in sub-Saharan 
Africa included negative attitudes, unskilled healthcare 
providers, and a lack of knowledge of youth-friendly fam-
ily planning services for individual adolescents. Likewise 
Muula et al[22] in their report on increasing adolescents’ 
access to SRH information and services in Malawi found 
that unfriendly health workers with poor attitudes toward 
adolescent girls accessing contraceptives was a barrier in 
contraceptives use. Our findings align with those of Les-
ley Ninsiima et al. [21] and APHRC [22], and we report 
similar structural barriers to contraceptive use by girls 
in the Phalombe district. Strengthening the provision of 
adolescent friendly health services would mitigate this 
barrier hence improve service use among adolescent 
girls.

We observed that girls who preferred contraceptive 
delivery via their peers had greater odds of using con-
traceptives than those who did not desire contraceptive 
delivery via their peers. Many adolescents may be shy 
to access contraceptives from adults since it is believed 
that contraceptives are for married people. Hoopes et al. 
[23] reported that girls in Washington State were more 
likely to use long-acting reversible contraceptives if they 
had received previous information from their peers. 
Therefore, using peers for family planning delivery may 
improve usage.

In our study, religious affiliations were associated 
with acceptance of contraceptives. Being Catholic or 

of other Christian faith was associated with increased 
odds of using contraceptives. This finding aligns 
with those of other studies that reported the associa-
tion between religion and the use of contraceptives in 
adolescent girls [24, 25]. There is little evidence that 
religion prevents adolescents from receiving contra-
ceptives. Specifically, in Nigeria, Okonofua et  al. [26] 
reported that more Muslim adolescents were pregnant 
than Catholic adolescent girls, who were more likely to 
use contraceptives. In principle, the Catholic faith is 
reported to restrain its members from using modern 
contraceptives [27], but this was not observed in our 
study. This finding suggests that contraceptive provid-
ers should encourage adolescents to use contraceptives 
regardless of their religious affiliation. Further attention 
should be given to Muslim adolescents who are less 
likely to use contraceptives. However, in this analysis 
we found that the confidence intervals were wide which 
could be due to small sample size of 102 study partici-
pants, or the involvement of only 11 Muslim girls as a 
reference group which is underrepresented, hence this 
finding is plausible and should be used with caution.

In the quantitative strand of this study, majority of the 
participants indicated that they know the fertile period. 
However, the qualitative findings were contrary as most 
of the participants could not specifically describe the 
fertile period in reference to the menstrual cycle. Thus, 
the girls in our study may be at risk of early pregnancy, 
which is worrisome. Studies done in Malawi and other 
sub-Saharan Africa (SSA) countries have also found that 
adolescent girls have low knowledge on fertile period 
and this trend has been low since the 1990’s with little 
improvement over the years [22, 28] Some of the factors 
that were found to be associated with this low knowledge 
level were; residing in rural areas, lack of formal educa-
tion, advancing in age (with young women having more 
knowledge than adolescent girls), knowledge of family 
planning, self-stigma, lack of autonomy and misinforma-
tion on contraceptives [28]. Similarly, in a study on fer-
tility awareness among adolescents in SSA, only 18.4% 
(n = 8,306) of participants correctly identified the fertile 
window [29]. Furthermore, in Ghana, 70% of male ado-
lescents claimed to have good knowledge about their 
partner’s fertility period; however, when asked to men-
tion the exact time, only 14.7% correctly mentioned the 
period [30]. We believe that a lack of knowledge con-
cerning the fertile period may be a contributing factor to 
the high number of unintended pregnancies leading to 
school dropout in the Phalombe district of Malawi. This 
belief is supported by a study conducted in Cameroon 
that reported a significant association between fertility 
awareness knowledge and the period of abstinence [31]. 
Comprehensive sexuality education in schools should 
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also emphasize fertility awareness to improve knowledge 
among adolescent girls.

Breaking barriers and improving attitudes toward 
accessing modern contraceptives can reduce health risks 
and promote good health practices among adolescent 
girls. In this study, girls reported barriers ranging from 
social-economic beliefs to attitudes of health workers. 
Most of the girls in our study did not use contraceptives 
because they lived far from health services, believed that 
contraceptives were for married women, and felt that 
health workers had poor attitudes. Other studies have 
also reported these barriers. In Ntcheu, long distances to 
health facilities hindered pregnant women from starting 
antenatal clinics early [32]. Elsewhere, health workers’ 
beliefs and poor attitudes were also reported as barriers 
to accessing health services by adolescents [33, 34]. Ado-
lescent girls might be attracted to using contraceptives 
if health services are brought closer through outreach 
clinics, through health education on the side effects of 
contraceptives, and friendly health workers. Adolescents 
should be given safe spaces so that they feel free to share 
their reproductive health needs with health workers.

Girls in our study indicated that they would prefer if 
modern contraceptives were available in schools in the 
same way as iron tablets. Additionally, girls suggested 
that community midwives and health surveillance assis-
tants should have contraceptives within the communi-
ties. However, these community health workers should 
be trusted to maintain confidentiality and protect ado-
lescents. A lack of confidentiality among some health 
workers and the need for modern contraceptives avail-
able in schools have been reported in other studies [35, 
36]. Moreover, girls would prefer female teachers to be 
trained to provide modern contraceptives in schools. 
Adolescent girls trust their female teachers more than 
they do healthcare workers. Girls are confident that 
female teachers can better keep secrets than health work-
ers who are judgmental. Currently, the existing educa-
tion policy in Malawi does not allow contraceptives to be 
delivered on school premises [37]. We suggest that poli-
cies should be changed to accommodate the recommen-
dations of adolescents. Health and education authorities 
must work together to respond to the current needs of 
adolescent girls in the Phalombe district of Malawi.

Public health agencies should explore strategies to 
reduce ESD and subsequent unintended pregnancies. 
These strategies depend on knowledge of barriers to 
successful implementation, resource availability, and 
monitoring of prevention programs. Strategies aimed 
at reducing unintended adolescent pregnancies include 
accurate knowledge of fertile periods and contracep-
tives, abstinence from sexual intercourse, the use 
of modern contraceptives, and adolescent-friendly 

sexual reproductive facilities [28]. Modern contracep-
tive methods include birth control pills, patches, inject-
ables, intrauterine devices (IUDs), implants, female and 
male sterilization, female and male condoms, and other 
barrier methods. Barriers to the use of modern contra-
ceptives include fear of side effects, fear of being judged 
by family and friends, rumors surrounding contracep-
tives, pressure from family members, social-cultural 
norms, religious beliefs, and health workers’ behaviors 
[38, 39]. Adolescents reportedly believe various myths 
and misconceptions, experience prohibitive social 
norms and negative attitudes toward health profession-
als, and experience overconfidence in the ability of tra-
ditional and folk methods to prevent pregnancies [40].

Adolescents should be provided with accurate 
information on fertility and contraceptives and be 
encouraged and motivated to improve their use [41]. 
Adolescent girls can be motivated through support-
ive social networks, friendly providers who offer for 
privacy and confidentiality, readily availability, afford-
ability, and accessibility of contraceptives close to their 
homes [42, 43]. These motivators should be accompa-
nied by clear and well-defined approaches that should 
attract adolescent girls to seek and obtain modern con-
traceptives voluntarily. Contraceptive uptake among 
adolescents can be improved through community-
based outreach, youth-friendly contraceptive services, 
social marketing, and the use of peers as contraceptive 
distributors [44, 45]. Adolescents have further sug-
gested that contraceptives be provided by local drug 
stores, pharmacies, and hospitals; improved counseling 
at the health system level; and youth centers, clubs, and 
corners at the community level [46, 47]. Improving the 
knowledge of the fertile period, breaking barriers, and 
establishing convenient ways of providing contracep-
tives among adolescent girls may reduce unintended 
pregnancies and improve the health status of this age 
group.

Study limitations
The quantitative component used a small sample size 
as a reference group on religious beliefs, which may not 
reflect the beliefs of Muslim girls (n = 11). Unfortunately, 
in the qualitative study, we could not produce the reli-
gious belief themes that could have qualified the claim 
in the quantitative strand. Again, since the survey used 
face to face interview which is subject to social desirabil-
ity bias, however the study used a number of strategies to 
reduce the bias, including proper training to the data col-
lectors, using validated questions, using a private place 
for administering the questionnaire, established good 
rapport prior to data collection.
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Conclusion
Adolescent girls in the Phalombe district have little 
knowledge of the fertility window, which may lead to 
unintended pregnancies. Adolescent girls are unable to 
access contraceptives due to various structural barri-
ers, including non-youth-friendly health services. Ado-
lescent friendly health services are needed to improve 
knowledge on sexuality including on fertile period, 
improve access to modern contraceptives and limit 
unintended pregnancies among adolescent girls in the 
Phalombe district. Such structures might include com-
prehensive sexuality education, contraceptive services 
provision in schools and in the community through 
community midwives and health surveillance assis-
tants. This study, therefore, advocates for policy change 
to allow contraceptives to be delivered in schools.
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