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ABSTRACT

Objectives This study aimed to identify the multilevel
factors that influence contraceptive use and childbearing
decisions in Nepal and examine relationships among these
factors.

Design The study drew on qualitative data collected
through in-depth interviews (IDIs) and key informant
interviews (Klls) and triangulated results.

Setting An urban municipality and a rural municipality in
Bara district, Nepal.

Participants We recruited a total of 60 participants (e.g.,
20 married adolescent girls aged 15-19, 20 husbands,

20 mothers-in-law) for IDIs and 10 (e.g., four healthcare
providers, three health coordinators, three female
community health volunteers) for Klls.

Results Married adolescent girls faced a range of barriers
that are inter-related across different levels. Patriarchal
norms and power imbalances between spouses limited
their decision-making power regarding contraception.
Social pressures to give birth soon after marriage drove
the fear of infertility, abandonment and the stigmatisation
of childless married couples, which leads to lack of
women’s autonomy in making decisions about family
planning. Mothers-in-law and religion exerted considerable
influence over couples’ decisions regarding contraception.
Limited access to information about the benefits and
methods of family planning contributed to fear of the side
effects of contraceptives and low awareness about the
risks involved in adolescent pregnancy.

Conclusions The convergent results from triangulation
confirm that the decision to postpone childbearing is not
merely the personal choice of an individual or a couple,
highlighting the importance of targeting families and
communities. The study underscores the need to challenge
restrictive sociocultural norms so that adolescent girls
become empowered to exercise greater control over
contraceptive use.

INTRODUCTION

Adolescent pregnancies and childbirths are
a global concern. Each year, 21 million girls
aged 15-19years old in low-income and
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study is one of the first qualitative studies to
identify the multilevel, inter-related factors that in-
fluence contraceptive use and childbearing among
married adolescent girls.

= The study drew on multiple sources to collect rich
and diverse data using a convenience sample from
a single district and triangulated results.

= The comprehensive approach guided by the socio-
ecological model allowed us to analyse a complex
interplay of multilayered factors that hinder contra-
ceptive use.

= The study is limited in the possibility of respondents
having felt inhibited to share their personal expe-
riences candidly in the presence of an interviewer.

= It was not possible to conduct respondent validation
due to logistical constraints and lack of personal in-
formation of the respondents.

middle-income countries (LMICs) become
pregnant, of which 12million girls give
birth." Births to adolescents of this age group
account for 11% of all childbirths worldwide.”
Approximately 5.7 million pregnancies in the
same population segment result in abortion.’
In LMIC, 50% of all pregnancies among
girls aged 15-19years old are unintended.”
Among adolescent girls who want to avoid
pregnancy, 14million have an unmet need
for modern contraception.' Addressing this
need might reduce unintended pregnancy
and unplanned births by 6.2million and
2.1 million annually, respectively.'

Global and national policies often assume
that the primary reason for contraceptive non-
use among adolescent girls is their personal
choice (or the choice of couples). However,
several other factors also prevent them from
seeking family planning services and delaying
childbearing in LMIC. Researchers have
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noted a number of factors that hinder married adolescent
girls from using contraceptive methods and postponing
childbearing. These factors can be classified into five
categories: individuals (e.g., limited knowledge, the fear
of adverse side effects),” interpersonal (e.g., partner’s
refusal to use contraceptives),’ >’ family-related (e.g.,
influence of mothers-in-law and sisters-in-law),* 7 social
acceptability (e.g., community expectations to prove one’s
fertility)” ® and service delivery-related (e.g., confidenti-
ality and privacy issues).” However, a shortcoming of the
previous qualitative research is narrow focuses on each
level without examining interactions or inter-relations
across different levels. Few in-depth investigations have
been conducted to promote the nuanced understanding
of a complex interplay of multilayered factors that hinder
contraceptive use.'” Therefore, it is necessary to identify
a host of the factors that impede contraceptive use and
promote early childbearing.

In Nepal, the adolescent birth rate remains high at 88
births per 1000 adolescent girls aged 15-19 in 2016,"" and
this figure is the second-highest in South Asia after Bangla-
desh."? A national survey showed that 17% of adolescent
girls aged 15-19years old were pregnant in the same
year."' Among Nepali adolescents, pregnancy is related to
a lower economic status, membership to a disadvantaged
ethnic group, and unemployment.”” The prevalent prac-
tice of child marriage also contributes to the high rate
of adolescent pregnancy and is associated with contra-
ceptive non-use before the first childbirth in Nepal,'*
India'* ' and Bangladesh.'® In a nationally representative
survey, 40% of Nepali women aged 20-24years old were
married before the age of 18."" About one in two married
adolescent girls aged 15-19 years give birth to her first
child before turning 20, typically soon after marriage."'
Although the Nepali government and its development
partners have taken efforts to improve access to family
planning services and information, contraceptive use
remains disproportionately low among adolescent girls.
Only 15% of married adolescent girls aged 15-19 use any
modern contraception; in contrast, the corresponding
figure is 41% among adult women aged 20 or above."'
Therefore, this study aimed to identify the multilevel
factors that influence contraceptive use and childbearing
decisions in Nepal and to examine relationships among
these factors.

METHODS

Study setting

We conducted this study in an urban municipality
(Mahagadimai Nagarpalika composed of 12 wards) and
a rural municipality (Prasauni Gaunpalika composed of
seven wards) in Bara district in province 2 of Southern
Nepal. The province has the highest child marriage prev-
alence rate (65 %) among women aged 20-24 years in
2016."" We purposively selected these two municipalities
from five urban municipalities and nine rural municipal-
ities based on consultation with respective municipality

officials. Then, we randomly selected one ward in each
selected municipality.

Province 2 where Bara district is located considered as
least developed region in Nepal, with the lowest human
developmentindex value.'” Gender disparity of the region
in terms of education and income is the most pronounced,
with the lowest gender development index value.'” The
district is home to 108655 households (i.e., an average
of 6.3 members per household).” The most dominant
religion is Hinduism, followed by Islam and Buddhism.
The men who live in these areas were primarily farmers,
labourers, and small-scale business owners or employees.
Married women were mostly involved in household work
and farming. Most households have electricity, but power
outages are frequent. Few houses have a latrine.'® Using
solid fuel such as firewood and charcoal is common.
Each municipality has at least one health post where only
primary healthcare services are provided.

Study participants

This study relied on multiple sources to collect rich and
diverse data and triangulated results. We recruited three
different groups for in-depth interviews (IDIs) to cover a
wide range of perspectives of household members. The
first group was adolescent girls aged 15-19years old who
had been married for at least sixmonths and were living
with their husbands (n=20) at the time of data collec-
tion. The second group was husbands of married adoles-
cent girls (n=20). The last group was mothers-in-law of
married adolescent girls (n=20). We did not match IDIs
participants by family for recruitment or analysis. As a
complementary method, we also conducted key infor-
mant interviews (KlIs) with those who possessed first-
hand knowledge about community perceptions of and
barriers to adolescent pregnancy. Participants for KlIs
were healthcare providers working in a government
healthcare facility (n=4), health coordinators working in
the district health office or municipality office (n=3), and
female community health volunteers (FCHVs) working in
the study areas (n=3). Table 1 shows the focuses of IDIs
and KlIs.

In the selected two wards, we purposively recruited
those who met the aforementioned inclusion criteria
with the help of local research assistants (the details
regarding the assistants are provided below). As sampling
frames were not available in the study areas, we used
convenience sampling (i.e., door-to-door visits) to recruit
participants of the study. We included minors aged 15-17
years for the study as they were disproportionately under-
served by family planning programmes in Nepal. Vulner-
abilities that are specific to this age group may account
for the lower uptake of family planning services. We did
not consider birth history or contraceptive use history for
recruitment.

Data collection
From 5 July 2019 to 15 July 2019, we conducted semi-
structured IDIs and KlIs, using topic guides. These
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Table 1 Focuses of IDIs and Klls

Type of participants Focuses of IDIs and Klls

Married adolescent girls Knowledge about and access to FP information and services, perceived needs, decision-making
power, influences of in-laws, social and gender norms, religious beliefs, privacy and confidentiality,
attitude of healthcare providers, policy restrictions and political priorities.

Husbands

Knowledge about and access to FP information and services, perceived needs, decision-making

power, influences of in-laws, social and gender norms, religious beliefs, privacy and confidentiality,
attitude of healthcare providers, policy restrictions and political priorities.

Mothers-in-law

Knowledge about and access to FP information and services, perceived needs, decision-making

power, influences of in-laws, social and gender norms, and religious beliefs.

Healthcare providers/
health coordinators/
FCHVs

Access to FP information and services, social and gender norms, religious beliefs, challenges in
providing FP services, policy restrictions, and political priorities.

FCHVs, female community health volunteers; FP, family planning; IDls, in-depth interviews; Kll, key informant interviews.

interviews focused on the knowledge, attitudes, beliefs,
perceptions and experiences that pertain to contracep-
tive use and childbearing (table 1). We adopted these
data collection methods as they afford great flexibility in
navigating the interview and depth of exploration in qual-
itative research."” We developed the topic guides based
on the socioecological model (SEM),” literature reviews
and the research team’s field observations to include
previously identified key issues. The SEM is a theoretical
framework to understand the dynamic interactions and
inter-relations of multilevel factors that determine health
behaviours.”’ McLeroy et al® identified five levels of
influence that are specific to health behaviours: intrap-
ersonal factors, interpersonal factors, community factors,
institutional factors and policy factors. Based on literature
reviews, we developed a conceptual framework (figure 1),
which was adapted from the SEM. We developed and
used a separate topic guide for each group. Prior to data
collection, we pretested one of the topic guides on two
married adolescent girls to determine the feasibility of

this strategy and refine the questions. The topic guides
in English are available as an online supplemental file 1.

Five Nepali research assistants (four women and one
man) collected data. They speak the local language (i.e.,
Bhojpuri) and are experienced in qualitative research.
We trained them for threedays to avoid the biases that
typically interfere with the collection of qualitative data
(e.g., friendliness bias, social desirability, confirmation
bias, question-order bias) and to address ethical consid-
erations. All of the assistants have a bachelor’s degree in
public health or sociology. They conducted individual
face-to-face IDIs and KlIs in a private space chosen by
the participants and at a time convenient to them. The
sex of the interviewer matched the sex of the participant.
The interviewers established rapport with the partici-
pants before commencing the interviews. They began the
interview with general questions and moved onto more
specific questions, including open-ended questions about
their experiences of and perceptions about contracep-
tion. The interviews lasted for approximately onehour
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and were audiorecorded to help verify descriptive data.
The interviewers transcribed verbatim both the IDIs and
KlIs within 24 hours of each interview. Subsequently, the
second author (NK) translated the transcribed interviews
into English. The interviewers checked the translated text
for errors and omissions (including context and content
accuracy).

Data analysis

We analysed the data using a directed approach to
content analysis, which is described by Graneheim and
Lundman?® and Hsieh and Shannon,23 and in accordance
with the conceptual framework. Two authors (KS and NK)
read English transcripts several times to immerse into the
data and gained a sense of the whole. We coded and anal-
ysed the meaning units, which were embedded within the
transcripts. We also highlighted all texts, which, on the
first impression, appear to represent factors influencing
contraceptive use and adolescent childbearing. The next
step in the analysis was to code all highlighted passages
using predetermined codes based on the conceptual
framework (figure 1). We gave new codes to any texts that
could not be categorised with the initial coding scheme,
and then reviewed and revised these codes during the
entire coding process. When inconsistencies emerged,
we further refined the codes through discussion until we
reached consensus. We grouped emergent codes into cate-
gories, and further classified into themes in accordance
with the conceptual framework: intrapersonal, interper-
sonal, community, organisational and policy-level factors.
We translated relevant participant quotations and used
them to illustrate themes. We adopted various measures
to ensure that the publication of these responses does
not violate the code of confidentiality. For instance, we
used unique reference numbers to protect the identity of
the participants. Finally, we constructed linkages among
emergent categories and themes through axial coding.
Respondent validation could not be conducted due to
logistical constraints, and lack of personal information of
the respondents. We used NVivo 9 (QSR International,
Cambridge, Massachusetts, USA) to facilitate coding,
organisation, searching for meaning units embedded
within the English transcripts, and systematically compare
the emergent categories and themes both within and
across the cases. The qualitative methods and reporting of
results in this study adhered to the Consolidated Criteria
for Reporting Qualitative Research (COREQ)** and Stan-
dards for Reporting Qualitative Research.” We filled and
provided the COREQ) as online supplemental file 2.

Strategies to deal with validity threats

We employed various strategies for establishing three
types of threats to validity that are pertinent to qual-
itative research.”® The measures taken to reduce
threats to descriptive and interpretative validity
included using verbatim transcripts of the interviews,
presenting participant quotations without short-
ening, asking open-ended questions, peer debriefing,

collecting and analysing rich data, and providing
the thick description of the setting, participants
and themes. The research design of triangulation
from a range of individuals and two data collection
approaches helped handle threats to both interpreta-
tive and theoretical validity.

We secured written informed consent from the
participants after they were informed about the aim,
objectives and procedures of the study. For those
who were younger than 18 years, we obtained written
informed consent from their parents. If the parent
or carer was inaccessible in the neighbourhood, we
obtained it from minor participants. Participation in
this study was voluntary, and the participants were free
to skip interview questions or withdraw their partic-
ipation at any time without penalty. They were not
required to provide any personal information (e.g.,
name, address, phone number) during the interviews.

Patient and public involvement
Participants and the public were not involved in the study
design or planning of the data analysis.

RESULTS

Participant characteristics

Table 2 summarises participants’ characteristics. The
mean age of the participating adolescent girls was
17.8 years (IQR 17.0-18.3). A majority of them were
married before the age of 18. Approximately half of
them had at least one child, and several others were
pregnant. Almost all of them had become full-time
housewives living with their in-laws after marriage. All
the adolescent girls had discontinued their education.
The mean age of the husbands and mothers-in-law
was 23.5 (IQR 21.0-25.3) and 48.4 (IQR 41.5-52.3),
respectively. More than a half of the participants for
IDIs were Hindu. Most of the husbands were farmers
or casual labourers. The mothers-in-law had limited
educational attainment. As providing the demo-
graphic characteristics of the KII participants might
allow for their identification, we did not include such
information in this article.

Intrapersonal factors

Fear of and misconceptions about side effects on health

Both the married adolescent girls and husbands
considered their fear of the side effects of contracep-
tive methods to be a factor that influences their deci-
sions about family planning. They were concerned
that the use of such tools would adversely affect their
physical health. They also held misconceptions about
the side effects of contraceptives. The following char-
acteristic responses illustrate this observation:

I have heard that if we use an implant, there will be a lot
of bleeding. Pulls will harm the body, and it will feel hot if
you use them. (Ref. #122, married adolescent girl, 18
years)
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Table 2 Demographic characteristics of the participants for in-depth interviews
Husbands (n=20)

Married adolescent girls (n=20) Mothers-in-law (n=20)

M P M P M P
Age (years) Age (years) Age (years)
15-17 1 5) 15-19 3 0 30-39 2 0
18-19 9 ) 20-24 3 8 40-49 4 5
Age at marriage (years) 25-29 2 3 50-59 3 &
12-14 S 3 30-34 1 0 60-69 1 2
15-17 5) 7
18-19 2 0
Religion Religion Religion
Hinduism 6 7 Hinduism 6 Hinduism 6 7
Islam 4 3 Islam 5 Islam 4 3
Ethnicity Ethnicity Ethnicity
Madhesi 4 0 Madhesi 1 2 Madhesi 4 4
Muslim 4 4 Muslim & 5 Muslim 4 3
Terai Dalit 1 5 Terai Dalit 5 4 Terai Dalit 2 3
Others (Teli or unknown) 1 1

Educational attainment Educational level Educational level

No education or 4 4 No education or some level 1 0 No education or 9 10
some level of primary of primary education some level of primary
education education
Completed primary 1 3 Completed primary school 1 2 Completed primary 1 0
school school
Some level of secondary 2 3 Some level of secondary 3 6
education education
Completed secondary 1 0 Completed secondary 0 0
school school
Higher education 2 0 Higher education 4 3
Occupation Occupation Occupation
Unemployed 10 9 Farmer 4 0 Unemployed 2 4
Tailor 0 1 Labourer 3 4 Farmer 3 6
No of children Businessperson 2 4 Labourer S 0
0 3) 8 Teacher 0 1 CHV 1 0
1 4 2 Helper 0 1 Businessperson 1 0
2 3 0 Tailor 0 1

CHV, community health volunteer; M, Mahagadimai Nagarpalika; P, Prasauni Gaunpalika.

There is a chance of becoming infertile if contraceptives are
used for a long time. (Ref. #992, husband, 21 years)

about free family planning services. (Ref. #630, married
adolescent girl, 17 years)

Lack of access to information

Several married adolescent girls were unaware that
they could avail of family planning services free of
charge at public healthcare facilities. All the three
groups demonstrated poor knowledge about family
planning services.

Shyness and embarrassment

Most of the married adolescent girls cited shyness and
embarrassment as barriers that prevented them from
discussing the timing of childbearing and contraceptive
use with their husbands. Both the married adolescent
girls and husbands were not inclined to seek family plan-
ning information and services, especially from healthcare
providers of the opposite sex.

1 think there is a need for family planning services and infor-
mation. However, no one provided us with such information
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1 will feel very shy to ask about family planning methods. It
was only a year of my marriage, and they [healthcare provid-
ers] told me not to use contraceptives. If I must ask anybody
about it, I will feel very shy. (Ref. #460, married adoles-
cent girl, 17 years)

Low awareness about the risks involved in adolescent or multiple
pregnancies

Low awareness and misinformation about the risks
involved in adolescent childbearing emerged as a contrib-
utor to contraceptive non-use. While only a few married
adolescent girls were aware that adolescent pregnancy
was associated with an increased risk of obstetric compli-
cations, several respondents had low levels of knowledge
about the risk.

If a woman gives birth before 18 years of age, she will suffer
Jfrom weakness, stomachache, and vomiting and will not be
able to work much and always feel sleepy. (Ref. #122, mar-
ried adolescent girl, 18 years)

Limited autonomy in making decisions about family planning

The respondents were governed by strong cultural
norms, which empower husbands to make all house-
hold decisions and disallow wives from making indepen-
dent decisions. Such patriarchal values, wives’ financial
dependence, and power imbalances between spouses had
restricted women’s decisions about contraceptive use. A
few married adolescent girls reported that their husbands
had refused to use contraceptives. They also noted that
defying their husband’s decisions would lead to family
feuds.

If I use it [contraceptives] and if I start having its side ef-
Jects, then my husband will scold me. That is why he takes
all the decisions. He makes major decisions because he earns
and governs the family. (Ref. #122, married adolescent
girl, 18 years)

In our community, men make all decisions. I want to use
contraceptives, but he does not want me to. He does not agree
on the use of contraceptives. According to him, it will harm
my body. (Ref. #335, married adolescent girl, 17 years)

We [young wives] must live on another person’s income to
lwve and have to do whatever the other person says. That is
why we do not have the right to make decisions. (Ref. #460,
married adolescent girl, 17 years)

Interpersonal factors

Influence of mothers-in-law

The mothers-in-law undermined their daughter-in-law’s
autonomy in making decisions about contraception.
Most of the married adolescent girls reported that their
mothers-in-law had pressurised them into not using
contraceptives until they had an ideal number of children.

My mother-in-law influenced my decision. She has the right
to make decisions regarding my contraception and childbear-
ing. (Ref. #241, married adolescent girl, 16 years)

Limited mobility

Most of the Hindu and Muslim wives considered limited
mobility to be a barrier that hindered them from
accessing family planning information and services as
their husbands and mothers-in-law restricted their rights
to travel.

If I do not take permission to go oul, there is a chance of
fighting with my husband. (Ref. #241, married adoles-
cent girl, 16 years)

Women must seek permission to go out not only from their
husbands but also from their parents-in-law and other elders
in the family. Only a few disobey such norms and go to a
health facility for service. Exclusion and violence against
women are a common consequence if they disobey family

norms. (Ref. #587, FCHV, 35 years)

Community factors

Social pressure to give birth soon after marriage and fear of
infertility

Most of the married adolescent girls, husbands, and
mothers-in-law cited the extreme pressures to give birth
soon after marriage as a reason for contraceptive non-
use and early childbearing. The married adolescent girls
noted that, if a woman does not give birth within the first
threeyears of her marriage, others will ridicule the woman
and gossip about her infertility. They feared abandon-
ment and the stigmatisation of childless married couples.
Their family and community members had intimidated
them into becoming pregnant. The married adolescent
girls believed that their communities expected them to
deliver their first child within the first year of marriage.
In contrast, most of the husbands thought their commu-
nity members expected couples to have their first child
between the second and fifth year of marriage.

My community believes that women should give birth in the
first year of their marriage. If they do not, people will start
suspecting and gossiping about their infertility. (Ref. #29,
married adolescent girl, 19 years)

If a couple does not have a child after 4-5 years of mar-
riage, people have negative thoughts about it. They would
ask, “Why doesn’t she have a child?” [and] “Is she having a
problem with her reproductive capacity?” If she does not have
a child after 3—4 years, parents may decide to arrange anoth-
er marriage for their son. (Ref. #230, husband, 22 years)

As illustrated by the following response provided by a
mother-in-law, the fear of elopement can exacerbate such
social pressures.

Community members think that getting pregnant soon after
marriage is good as women cannot elope with another guy if
they have a child. They can better take care of their child and
give birth to a healthy baby. (Ref. #756, mother-in-law,
55 years)

Concerns about child health and development also
contribute to the pressures to which women are subjected.
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They [my family] also think that giving birth soon after
marriage will contribute to the early development of the baby.
(Ref. #630, married adolescent girl, 17 years)

Role of religious beliefs in contraception

Religious beliefs were a major barrier that prevented
Muslim women from seeking contraceptives. However,
Hindu women did not share the same perspective.

Our religion [Islam] teaches that the use of contraceptives
is a sinful act. (Ref. #930, married adolescent girl, 19
years)

In Islam, we believe that if we use contraceptives, God
becomes unhappy and punishes us. (Ref. #241, married
adolescent girl, 16 years)

Lack of engagement with FCHVs

FCHVs, who are responsible for disseminating reproduc-
tive health information, conducting family planning coun-
selling and distributing condoms and oral pills in their
communities, did not actively engage married adolescent
girls in family planning activities. Women’s restricted
mobility impeded their access to FCHVs and limited
opportunities to learn about contraceptive methods.

I have never met a female health volunteer since I never leave
my house. I do not think there is a discussion about this
[family planning issues] in our community. (Ref. #892,
married adolescent girl, 18 years)

I know that there are mothers’ group meetings regularly in
this municipality, but I haven’t noticed or heard that FCHVs
discuss with young couples about family planning issues.
(Ref. #352, mother-in-law, 48 years)

Organisational factors

Lack of privacy and confidentiality

A few of the husbands and healthcare providers reported
that concerns about confidentiality deterred married
couples from visiting healthcare facilities to obtain
contraceptives.

Confidentiality is not maintained in some private clinics
because my single friend went to a private clinic to buy con-
doms, and, later; this information was spread among their
professional network. (Ref. #992, husband, 21 years)

Couples themselves do not feel comfortable with going
to government health facilities owing to a lack of privacy
and confidentiality. There is no separate space for family
planning counseling and services in health facilities. (Ref.
#729, health care provider, 31 years)

Attitudes of healthcare providers
A few of the married adolescent girls complained about
the attitudes of healthcare providers.

When seeking antenatal check-up during my pregnancy at a
private clinic, the staff members were not friendly to me. They
spoke only to my husband and asked him about my problem.
(Ref. #335, married adolescent girl, 17 years)

Healthcare providers reported other health systems-
related barriers that prevented them from accessing
family planning services, including (i) stockouts of
contraceptives at healthcare facilities, (ii) the unavaila-
bility of female health workers who provide family plan-
ning counseling and services to female clients, and (iii)
overlap between the working hours (10 am to 3 pm) of
healthcare facilities and the time at which the housewives
were busy with their household duties.

Policy-level factors
None of the participants reported policy-level factors.

DISCUSSION

This study is one of the first qualitative studies to identify
the multilevel, inter-related factors that influence contra-
ceptive use and childbearing among married adolescent
girls. It extends the evidence base by illustrating the
multidimensionality and interaction of the factors that
limit young married women’s family planning knowledge,
undermine their autonomy in decision making, reduce
contraceptive use, and increase the risk of adolescent
pregnancy. The barriers were intertwined and influenced
each other across different levels of the SEM (figure 2).
The barriers were identified across the intrapersonal,
interpersonal, community and organisational levels.
Barriers at the intrapersonal level were reluctance to
seek family planning information and services, the fear
of and misconceptions about side effects of contracep-
tives, low awareness about the risks involved in adolescent
pregnancy, a lack of access to information, and limited
autonomy in making decisions about family planning.
Barriers at the interpersonal level were restricted mobility,
power imbalances between spouses, and mothers-in-law’s
influence. Barriers at the community level were the fear
of infertility and abandonment, the stigmatisation of
childless married couples, normative gender roles and
social pressures to give birth soon after marriage, which
emerged as root causes of contraceptive non-use. Barriers
at the organisational level were a lack of privacy and confi-
dentiality, and the unfriendliness of healthcare providers.
The hypothetical relationships in figure 2 are depicted
based on the findings from this study.

The women who participated in this study were not
empowered to make independent decisions about contra-
ception. Their husbands and mothers-in-law were deeply
involved in this decision-making process. Adolescent
married girls, their husbands and mothers-in-law keenly
felt the pressure to bear a child within the first few years
of marriage. None of the participating husbands and
in-laws supported the idea of delaying the first pregnancy.
Disapproval of contraceptive use before having an ideal
number of children in the family was prevalent among
them. Newly married adolescent girls had often become
pregnant before they were ready to fulfil familial expec-
tations to bear a child and prove their fertility. Patriar-
chal norms and power imbalances between spouses made
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married adolescent girls hesitate or refrain from talking
to their husbands about family planning and limited
their decision-making power regarding contraception.
The present findings corroborate with previous studies
that have found soc1al pressures to give blrth soon after
marriage in India,* Bangladesh and Iran®” and limited
autonomy in maklng; decisions about family planning in
Nepal,'’ Bangladesh’ and Iran®” and among Syrian refu-
gees in Lebanon.”

The married adolescent girls felt insecure, presumably
because newly married women were not considered a
valuable member of their in-law’s family until they prove
their fertility. Similar to the findings of previous studies in
Iran?” and Bangladesh,® delivering a healthy child soon
after marriage was perceived as a means to establishing
her identity and consolidating her position within her
husband’s family. Additionally, labour migration to India,
Malaysia and the Middle East was common in the study
areas. As such, having a child may be perceived as a way to
cement the bond between a husband and his wife before
his departure.”

Married adolescent girls’ views on family planning were
shaped by their mothers-in-law. They exerted consider-
able influence over couples’ decisions regarding contra-
ception as they were perceived as the most experienced
household member in relation to family planning. Their
pressure on daughters-in-law to prove fertility within the
first few years of marriage was identified as a strong driver
of contraceptive non-use. Given the restricted mobility
of married adolescent girls, mothers-in-law and sisters-
in-law were their primary sources of information about

contraception. Similar results regarding the influence of
mothers-in-law have been reported in Nepal,'’ Bangla-
desh’ and Lao People’s Democratic Republic.’

Social pressures to give birth soon after marriage,
normative gender roles and religious beliefs emerged as
the root causes of contraceptive non-use. Social pressures
to have a child soon after marriage drove the fear of infer-
tility, abandonment and the stigmatisation of childless
married couples, which impeded the married adolescent
girls’ access to family planning services. Mothers-in-law
may amplify the social pressure to have a child soon
after marriage. Normative gender roles were linked
to restricted mobility among married adolescent girls.
Furthermore, religious beliefs substantially limited their
autonomy in making decisions about contraceptive use.
This finding of religious restrictions is in agreement with
a previous study in Bangladesh.” In contrast, in another
study conducted in Syria, religious beliefs did not emerge
as a barrier to reproductive decisions.*

Limited access to information about the benefits and
methods of family planning had multiple intrapersonal-
level effects. It contributed to fear of and misconcep-
tion about the side effects of contraceptives. It also led
to low awareness about the risks involved in adolescent
pregnancy. Some married adolescent girls were unaware
of free family planning services provided at government
healthcare facilities. Fear of the side effects has been
recognised as a barrier to contraceptive use in India,*
Bangladesh” ®** and Iran.”” Dropping out of school may
have limited their opportunities to learn about sexual
and reproductive health issues and to expand their social
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networks. The findings of this study support existing
evidence that shyness in discussing family planning with
husbands and healthcare providers impedes access to
family planning services in Asian countries.*”? %

In addition to the intrapersonal-level factors, supply-
side barriers (e.g., a lack of privacy and confidentiality,
the unfriendliness of healthcare providers) may have
rendered them reluctant to seek contraceptives. Issues
related to commodity insecurity, distance and trans-
port did not seem to influence contraceptives-seeking
behaviours in this study. Health systems-level factors (e.g.,
a lack of privacy and confidentiality, the unfriendliness
of healthcare providers) have been found to be contrib-
uting factors for contraceptive non-use among married
adolescent girls in Lao People’s Democratic Republic.’

The convergent results from triangulation across
multiple sources (i.e., six different groups) and two data
collection methods painted a complex and comprehen-
sive portrait of the barriers to contraceptive use and
causes of adolescent childbearing. However, the find-
ings should be interpreted within the confines of several
limitations of this study. First, a convenience sample was
recruited from a single district in Nepal. Therefore, the
findings may not be transferable to broader populations.
Second, the participants may have felt inhibited to share
their personal experiences candidly, especially those that
pertain to sensitive subjects, in the presence of an inter-
viewer. For example, they may have felt uncomfortable
reporting other prevalent, although extremely stigma-
tised experiences (e.g., abuse and neglect) that influ-
ence contraceptive use. In this study, efforts were made
to obtain in-depth data by interviewing in a private space,
establishing rapport with the participants, and main-
taining confidentiality. Third, due to lack of respondent
validation, the possibility of misinterpreting the meaning
of what the respondent said could not be ruled out.
Fourth, the relationships shown in figure 2 are intended
to be an illustrative set of relationships, rather than an
exhaustive set. Minor linkages are not necessarily reflected
in the diagram. Finally, the meanings embedded within
participants’ responses might have been lost or distorted
during translation from Nepali to English. To minimise
this problem, the interviewers checked the accuracy of
the translated texts for errors and omissions. Despite
these limitations, the strengths of this study include its
comprehensive approach guided by the SEM, triangula-
tion across multiple sources and methods, which enabled
the collection of rich and detailed data, and other strate-
gies for establishing validity.

CONCLUSIONS AND PROGRAMMATIC IMPLICATIONS

The present findings delineate the mechanism of contra-
ceptive non-use and adolescent pregnancy in the study
setting. In-depth accounts of a range of individuals
demonstrated that the decision to postpone childbearing
is not merely the personal choice of an individual or a
couple, highlighting the importance of targeting families

and communities in addition to adolescent girls and
couples. Expanding access to comprehensive sexuality
education to enhance girls’ knowledge and demand
for sexual and reproductive health may not be enough
to prevent adolescent pregnancy. Instead, the present
findings underscore the need to challenge restrictive
sociocultural norms so that adolescent girls become
empowered to exercise greater control over contra-
ceptive use. Community support and collective actions
are needed to address the root causes that have been
identified in this study. Men and boys must be engaged
to challenge and transform gender norms and stereo-
types relating to childbearing and family planning and
to address negative effects that these norms and stereo-
types can have on women, girls, family and communi-
ties. Reproductive health programmes and interventions
should be culturally sensitive and context-specific and
aim to reinforce women’s reproductive rights and gender
equality. Adopting human rights-based approaches to
adolescent sexual and reproductive health is essential to
ensure women’s autonomy in exercising their reproduc-
tive rights by determining when to have a child and how
many children to have.
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