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Abstract

Gendered differences in HIV infection disproportionately impact adolescent girls
and young women (AGYW). AGYW are about six times more likely to become infected
with HIV than adolescentboys and young men in sub-Saharan Africa, and about half of
adolescent pregnancies annually are unintended. Adolescent pregnancies are often
rooted in similar social and structural determinants as that of HIV acquisition, resulting
in adverse health outcomes for AGYW and exacerbating adverse HIV-related health
outcomes. To understand how to best support AGYW living with HIV (LWH) in
fulfilling their intended goals, the aim of this study was to examine family planning
knowledge, attitudes, and experiences with contraception among young women living
with HIV (YWLWH) in the Kilimanjaro and Arusha Regions of Tanzania. In-depth
interviews and a FGD were conducted among 16 YWLWH. Individuals were purposely
sampled to compare two groups: those who had a pregnancy experience (PE, n =13,
mean age 23) and those with no pregnancy experience (NPE, n = 3, mean age 21) to
better understand barriers and facilitators to desired use of family planning services.
Thematic analysis included inductive and deductive coding, memo writing, and a data
reduction matrix. Results revealed several common themes among participants. The
average age at first pregnancy was 20 years old, almost two-thirds (9/13) of participants
experienced an unintended pregnancy, and about half of first pregnancies were
unintended (7/13). Male condoms (8/16) and the calendar method (7/16) were the most

common contraceptives ever used by participants. No participants used a hormonal



contraceptive method prior to their first pregnancy. Individual attitudes towards and
perceived social norms about the “appropriate” users of family planning services
predominantly included ideas about age and fertility. Perceived ‘appropriateness’
influenced participants’ clinical health seeking behavior prior to their first pregnancy
and whether they perceived contraceptive information to be relevant. Therefore,
perceived social norms and a lack of knowledge about contraceptives, including
misconceptions about side effects, emerged as the most prevalent barriers to
engagement with family planning services. Aside from conceiving their first child,
receiving information from a clinical provider and understanding the benefits of
contraceptive use were the most salient facilitators described by participants that
influenced their engagement with family planning services. As a result, more
comprehensive, targeted, and multi-sectoral sexual education should be implemented, a
desire resoundingly expressed by participants. Dissemination strategies should include
leveraging close relationships and social networks to both normalize adolescent use of
clinical family planning services before a first pregnancy and to deliver evidence-based
education about contraception. Comprehensive sexual education should be provided
within school systems, through various media and communications platforms, and

through more adolescent responsive contraceptive services within the CTC.
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1. Introduction

Every two minutes, an adolescent girl or young woman (AGYW) aged 15-24
years was newly infected with HIV in 2021 (UNAIDS 2022).! The combination of newly
diagnosed HIV infections with improved HIV care have led to increased lifespans for
those who were perinatally infected with HIV .25 Therefore, those who were perinatally
infected are increasingly reaching the age of adolescence and young adulthood,
resulting in the “youth bulge” of HIV.2® Young people living with HIV ages 15-24 years
are more likely to have adverse health outcomes than their older counterparts who live
with HIV.® Compared to adults, adolescents demonstrate less robust ARV adherence,
are less likely to achieve viral suppression, and they have greater viral rebound, ¢ often
due to stigma experiences® and challenges related to navigating sexual and romantic
relationships.®” Structural factors largely determine health outcomes for young people
living with HIV, particularly for individuals who were perinatally infected with HIV.”
Those with caregivers living with HIV are more likely to grow up in impoverished
households, face challenges related to delayed caregiver-child disclosure, and have
greater educational disruptions.®”

Gendered differences in HIV infection and lived experience disadvantage
AGYW, who are disproportionately at risk of acquiring HIV.17-1° This gender disparity is
particularly apparent in sub-Saharan Africa, where adolescent girls are about six times

more likely to become infected than adolescent boys.!? Tanzania is one of five countries



that represent the greatest HIV burden among adolescents aged 10-19.1 In 2019,
approximately 870,000 adolescent girls and women were living with HIV in Tanzania.

Adding to the gendered disparities of HIV burden, adolescent pregnancy
exacerbates adverse health outcomes experienced by AGYW. Globally, approximately
125 million individuals give birth each year, of whom nearly 20% are adolescents (21
million) and approximately 1.5 million live with HIV.1011In sub-Saharan Africa, about
10.1 million adolescents under 18 years old experience pregnancy, and this is projected
to increase to 16.4 million adolescents in the region by 2030.'> Adolescent pregnancy
increases the risk of eclampsia, low birth weight, neonatal and maternal mortality,
malnutrition, and slowed development.’3-1> Adolescent girls ages 15-19 who experience
pregnancy are also more likely to have repeated pregnancies (they conceive again within
two years of their first pregnancy), increasing the risk of preterm births, pregnancy
complications, hypertension, and stunting.!®* Adverse health outcomes associated with
adolescent pregnancy often compound adverse health outcomes related to living with
HIV, particularly as a young person. Among pregnant women living with HIV, those
who gave birth at a younger age were more likely to have poorer adherence to
prevention of maternal to child transmission (PMTCT) recommendations, reduced ART
adherence, and poorer maternal and infant health outcomes compared to older
women.20

Pregnancy among adolescent girls is related to a myriad of factors, many of

which are structurally determined by socioeconomic, individual, and health service



factors.!#2! These factors parallel structural factors that influence health outcomes for
adolescents living with HIV, including poverty, gendered power dynamics, and access
to education.’>?? Adolescent pregnancies can then perpetuate cycles of poverty and
structural violence, as they are often related to greater impoverishment, early marriages,
and reduced educational attainment.2? Furthermore, AGYW from sub-Saharan Africa
often experience stigma due to having a pregnancy at this age (15-24 years).2>?* This
stigma can result in AGYW being refused from their homes and prevented from
returning to school, resulting in long-term psychological distress.?32

With the 17" highest adolescent fertility rate in sub-Saharan Africa, about one in
four adolescent girls in Tanzania (aged 15-19) gave birth in 2016.!* Within Tanzania,
teenage childbearing ranges from 5% to 45% depending on the region, where teenage
childbearing is defined as a first pregnancy experience or first birth when a girl is aged
15-19.1 The Kilimanjaro region and Arusha region have teenage childbearing rates of 6%
and 15% respectively.!! The Tanzania government is committed to both reducing
adolescent pregnancies and serving the needs of those living with HIV, as indicated by
existing national policies.?>?¢ Given the potential for experiencing stigma and
compounding adverse health outcomes for adolescents living with HIV and
experiencing unintended adolescent pregnancies, greater support for the sexual and
reproductive health of AGYWLWH is imperative.'62

As projected by the Guttmacher Institute, if contraceptive needs (to prevent

unintended pregnancy and STI/HIV transmission) and maternal and child health



outcomes (PMTCT) were fully addressed to the standards required by the World Health
Organization, HIV transmission would be almost eliminated.?? Among women
wanting to avoid a pregnancy in lower-middle income countries (LMICs), unmet need is
much higher for adolescents than for all women aged 15-49 (43% vs. 24%).1113
Approximately 40% of AGYW in Tanzania experience an unmet family planning need.?!
When disaggregated by wealth quintile, approximately 40% of the wealthiest quintile
experience unmet need while about 60% of lowest wealth quintile experience unmet
family planning need.?! Family planning and contraceptive need are also related to
many of the structural factors that influence health outcomes for AGYWLWH and
adolescent pregnancies. Within Tanzania, the contraceptive prevalence rate in 2015-2016
among married women 15-49 was 32%.%? In the Arusha Region, roughly 40% received
family planning counseling during a health visit over a two-year span, whereas only
21% of participants under 20 years old received family planning counseling.3> Often
adolescents from lower middle-income countries obtain information about
contraception from family members, healthcare workers, teachers, and friends.?” Given
the adverse health outcomes associated with adolescent pregnancy for individuals living
with HIV and the evidence of unmet contraceptive needs, it is important to understand
sexual and reproductive health among AGYWLWH at a regional level.

In the Kilimanjaro Region, a 10-session group-based mental health intervention,
called Sauti ya Vijana (SYV), was developed with and for young people living with

HIV 3* It was designed to improve ARV adherence by addressing mental health



challenges and facilitating conversations about HIV stigma, disclosure, and condom use
from 2016-2017.3 Based on the longitudinal follow-up data where the mean age was 20
years at the 30-month follow-up visit, at least 14% (8 of 56) of AGYW who were
randomized in the trial became pregnant and had a child, many of whom were then lost
to follow-up and did not complete study visits.>* The difference between the Kilimanjaro
region-specific adolescent pregnancy rate (6%) and the rate of adolescent pregnancy
within SYV (14%) demonstrated a further need for understanding potential gaps in
desired pregnancy and family planning experiences for AGYWLWH. The AGYWLWH
in the SYV study had their pregnancy experiences during a time in which the Tanzanian
president condemned use of contraception and implemented policies that required
AGYW to permanently leave school if they experienced pregnancy.3> This cultural
context is important to consider in how it may have shaped the pregnancy,
contraceptive use, and desired family planning service experiences of these individuals.
Furthermore, limited observed literature has examined contraceptive use among
AGYWLWH or has qualitatively explored rationale for contraceptive use in the
Kilimanjaro region.

Prompted by the findings of the SYV study, a qualitative sub-study was
designed to examine family planning knowledge, attitudes, preferences, and experiences
with contraception, including related barriers and facilitators to obtaining their
preferred contraceptive method, among YWLWH who enrolled in the original SYV

study. We aimed to compare responses of young women who experienced pregnancy to



those who had not. Drawing upon participants’ recommendations, opportunities to
improve the sexual and reproductive health and rights of AGYWLWH were assessed to

reduce unintended pregnancies.



2. Methods

This study employed qualitative methods to understand barriers and facilitators
to desired contraceptive use and family planning among young women living with HIV
(YWLWH) who had enrolled in the SYV pilot trial in Moshi, Tanzania through the
following objectives: (1) to examine contraceptive knowledge among YWLWH who
participated in SYV study, (2) to examine attitudes and social norms about family
planning among YWLWH who participated in SYV study, (3) to examine the
preferences and experience with contraception among YWLWH who participated in
SYV study, (4) to determine barriers and facilitators to obtaining contraceptive method
of choice among SYV participants, and (5) to identify any similarities or differences in
contraceptive knowledge, attitudes, preferences, and barriers and facilitators to access
by whether the SYV participants had experienced pregnancy or not. Qualitative data
collection occurred through in-depth interviews (IDIs) and a focus group discussion
(FGD) from July to December 2022. IDIs provided insight into personal perceptions,
preferences, and knowledge about family planning, and the FGDs elicited community
norms about appropriate use of contraception and contraceptive preferences for
YWLWH.%¢ Supplemental demographic data collected from 2016-2017 SYV pilot

enrollment® are included in Appendix A.

2.1 Setting

This study occurred in Moshi, Tanzania, located within the Kilimanjaro region.

The zonal referral hospital is the Kilimanjaro Christian Medical Center (KCMC) and the



local regional hospital is Mawenzi Regional Hospital. These two hospitals served as the
original participant recruitment sites. Current study activities occurred at the
Kilimanjaro Clinical Research Institute Majengo site, a preferable location for research
engagement as it is seen as central and neutral (not where participants receive HIV

care).3*

2.2 Participants

Participants included in this qualitative sub-study were recruited from the
female participants of the NIH-funded SYV pilot trial cohort (n = 68 adolescent girls).
SYV participants enrolled in the pilot study were recruited between 2016-2017 through
the KCMC or Mawenzi HIV youth clinics (Teen Club) to participate in a mental health
and life skills intervention to improve mental health and HIV outcomes.?* To elucidate
potential differences related to planned pregnancies, desired contraceptive use, and
barriers and facilitators to desired contraceptive use, female participants were
purposefully recruited and grouped by those who had pregnancy experiences (PE) and
those who did not have pregnancy experiences (NPE) during the recruitment process.

Inclusion criteria for the original SYV pilot study were: youth between the ages
12-24 (at the age of recruitment to the pilot), attended Teen Club for youth living with
HIV at KCMC or Mawenzi, received ART, able to understand and provide written
informed consent (or assent with caregiver consent if under 18), and able to attend all 10
SYV sessions and 2 individual sessions.?* The average age of the female SYV pilot

participants upon recruitment in 2016-2017 was 17 years old. Inclusion criteria for this



qualitative sub-study were (1) female participants from the SYV pilot study, (2) aged 18
years or older, and (3) resided in the Kilimanjaro or Arusha regions.

To determine participant eligibility and interest, a research assistant (a female
intervention group leader from the SYV pilot) attempted to call all prior female SYV
participants to inform them of this study. Participants who had moved out of the
Kilimanjaro or Arusha Regions or were unreachable were not eligible for the study. All
unreachable participants were called at least three times to determine reachability via
phone. Those who were reached were invited to an informational meeting where they
had the opportunity to consent and enroll that day. Participants who were unable to
attend the introductory meeting, but who expressed interest by phone, consented to the
study on the day of their interview. All FGD participants were also IDI participants who

had experienced pregnancy. All participants provided written informed consent.

2.3 Data Collection Instruments

IDI and FGD guides were informed by literature related to contraceptive use and
input from local experts, healthcare providers, and community members. Tanzanian
members of the research team helped further refine the guides to improve the cultural
relevance and align with important topics for youth related to sexual and reproductive
health. These guides were then translated into Swabhili by the research team and a
community advisory board member. The original and back translated English versions
of the guides were compared to rectify imprecise language and to assess the relevance of

the questions asked with respect to the research question.



Once translated and adjusted accordingly, the interview guides were pre-tested
by a research assistant with young women who had and did not have pregnancy
experiences. Piloting improved the questions to (1) be more culturally relevant, (2) ask
the intended question, (3) elicit the type of data and responses desired, (4) be
straightforward and easy to understand, and (5) be more comprehensive of the
population’s experience within the study’s domains. After back translating and piloting,
it became apparent that the same phrase was used in Kiswahili to reference “family
planning” and “contraceptives” (“uzazi wa mpango”). As a result, language within the
guides was changed to reflect the different components of interest more specifically:
family planning advice (“ushauri ya uzazi wa mpango”), family planning services
(“huduma za uzazi wa mpango”), and family planning methods (“njia za uzazi wa
mpango”). Furthermore, piloting demonstrated a need to adjust the language of
interviews questions for NPE participants, given perceptions about appropriate
engagement with contraception and family planning services. Most questions across the
IDI guides were the same between both PE and NPE participants. The most significant
difference was in the introductory section where NPE participants were asked more
about their future family structure preferences and timeline rather than their pregnancy
experience.

As interviews were conducted, the guides were modified to reflect updated
wording to better capture the intended experiences. Because all interviews with PE

participants occurred first, the guide for NPE participants were similarly modified to
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reflect the lessons learned from PE interviews. The FGD occurred after the IDIs and only
with PE participants who completed the IDI. The FGD guide was modified based on IDI
responses to ask questions with greater precision about common norms and perceptions
of family planning among YWLWH and their community. The complete IDI and FGD
guides are attached (Appendices B-D). In the guides, the definition of contraception
included the male condom and the calendar method, and this definition will be used
throughout this paper. When referring to hormonal contraception, this includes the
following contraceptives: the oral contraceptive pill, implant (“Norplant”), contraceptive

injection, or intrauterine device (IUD or “the loop).

2.4 Data Collection Procedures

The qualitative research assistant, Ms. Ngowi, was a group leader in the SYV
pilot trial and well known to participants. She was trained in qualitative research
methods in a previous qualitative study and received a refresher training with emphasis
on probing prior to conducting qualitative work for this study.

All eligible participants were invited to participate in an IDI. Ms. Ngowi
facilitated the interviews which lasted from 45-75 minutes. Following each interview,
Ms. Ngowi discussed the flow of the interview, participants’ reactions to questions,
participants’ demeanor, surprising responses from the participants, and any
interruptions or unexpected occurrences that may have influenced the interview. After
all IDIs were complete, Ms. Ngowi facilitated the FGD which was held with PE

participants (6 participants), which lasted for about 120 minutes.
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Participants were reimbursed for travel and compensated for their time in the
IDI and FGD. Compensation included a monetary supplement of 5,000 TSH ($2.14 USD)
for their time, a meal supplement, and travel reimbursement. If participants had young
children, they were provided childcare by a trusted caretaker for the time they
participated in study activities. When children were unwilling to stay with the caretaker
or wanted to return to their parent, they were briefly present during the interview, and
the interview would continue once the child was settled again.

Participants who reported mental health or other challenges were referred to the
psychiatrist or social worker as needed within the local standard of care. If participants
expressed interest in receiving, learning more about, or placing/removing a
contraceptive device, they were referred to the family planning clinic at the hospital or
preferred clinic. Prior to making the referral, participants were asked if they felt
comfortable with the research team sharing that they had engaged in the study with
their local provider to ensure they had follow-up support from a trusted healthcare
professional following the study.

All IDIs and FGDs were audio-recorded, transcribed and translated from Swahili
into English by one translator. Data were reviewed by the investigator and interviewer
for accuracy. When needed, clarifications were obtained from the translator and the
interviewer.

This project was approved by Duke University Hospital Institutional Review

Board (IRB—Pro00069892), Kilimanjaro Christian Medical Center IRB (No 834), and the
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National Institute of Medical Research (NIMR) committees (NIMR/HQ/R.80/Vol. I /t 98s)
as an amendment to the SYV pilot proposal “Integrating Mental Health into a HIV Clinic

to Improve Outcomes Among Tanzanian Youth.”

2.5 Analysis

Applied thematic analysis was conducted to analyze the data.3 NVivo (released
in 2020) was used to code transcripts.?” Both deductive and inductive coding were
completed. Structural codes were developed based on sections of the interview guide, a
priori themes of interest (e.g. attitudes toward contraception, sources of family planning
knowledge, experiences with family planning services).3*3° Additional inductive codes
were developed by examining emergent themes that arose over five PE transcripts (1
pregnant, 4 with children). These emergent codes were then used on five additional PE
transcripts (1 pregnant, 4 with children), and the codes and their definitions were
refined and modified accordingly. Once this codebook was refined via 10 PE transcripts,
it was used for PE and NPE transcripts (Appendix E). No further emergent themes were
revealed among the NPE transcripts. The investigator then coded all NPE and PE
transcripts.

In conjunction with the coding process, Salm wrote reflection and document
memos to support the conceptualization and understanding of participants” responses.
Salm also compiled data reduction tables to synthesize quantifiable information across
participants. Salm then printed and commented upon coding reports for each code to

summarize main points, identify nuances and disagreements, and consider further

13



themes and questions. Following this, analytic or cross-code memos were composed to
assess participants’ (1) individual attitudes and perceived social norms about family
planning use, (2) knowledge about family planning and contraceptive methods, (3)
perceptions of family planning and its purpose, (4) preferences for family planning
services, and (5) experiences with family planning services or contraception. These
facilitated the synthesis of ideas expressed in the transcripts, the identification of
poignant quotes, and reflection upon researcher biases or assumptions.

Once the analytic themes were outlined, specific coding reports were shared with
research assistants Ms. Ngowi and Ms. Rugalabamu (another research assistant and
prior female intervention group leader in the SYV pilot who is trained in qualitative
methods). They provided their perspectives on major themes that emerged from the
coding reports and confirmed each of the thematic results articulated below.

Baseline characteristics between the original AGYWLWH from the SYV pilot
were compared to the sub-sample included in this qualitative study (Appendix A).
These samples were compared using Kruskal-Wallis tests to test differences in
continuous variables and Fisher’s exact tests to compare differences between
proportions of categorical variables. These methods were chosen due to the relatively

small sample size.
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3. Results
3.1 Participant Characteristics

Of the 68 female participants enrolled in the original SYV study, 22 were not
reachable and 30 were unavailable (n = 52) due to moving away from the region,
attending college, working at a job, or needing to stay home to care for a young infant
(see Figure 1). Sixteen young women consented to participate, 13 of whom had
pregnancy experiences (PE), two of whom were currently pregnant, and three
participants who did not have a pregnancy experience (NPE).

The only suggested baseline difference (p < 0.05) at enrollment in the SYV pilot
study between female participants who were not eligible for this qualitative sub-study
(n=52) and this sub-study sample (n = 16) was that participants in this sub-study found
out their HIV status at an older age compared to those who did not enroll in this sub-
study (see Appendix A, Table 2). All participants in this sub-study were informed of
their HIV status at 14 or 15 years old, while the range for the rest of the SYV sample (n =
52) was between 10 to 13 years old. One participant in the sub-study acquired HIV

behaviorally.
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Pilot from 2016-2020
(N =68)

( AGYW participants from SYV

Ineligible AGYW from prior
pilot because:

. Moved out of the
Kilimanjaro Region
. Were unreachable
(N=42)

EE]igiblc participants for qualitative

study
(N=26)

Eligible participants with Eligible participants without

Dropped from study because: pregnancy experience(s) (PE) pregnancy experiences (NPE)
) PN - N=8
Child was considered (N=18) ( )

Dropped from study because:

. Left the Kilimanjaro
leave Region for colle
. og college
Parent did not want 8 L0 eR
s . Left the Kilimanjaro
their daughter to S e
B Region for a job
engage in the study

(N=3)

too young for parent to

Were unreachable
(N=6)

NPE participants who completed
interviews

(N=3)

PE participants who completed
interviews
(N=13)

Figure 1. Diagram depicting participant eligibility and enrollment in the study.
The mean age of participants with a PE was 23 years compared to those NPE
which was 21 years. Of participants with a PE, one had their first pregnancy experience
at 16, the majority (11/13) had their first pregnancy experience between 18-22 years of
age, and one participant had their first pregnancy experience at 24 years of age. All
living children (n=11) born to these YWLWH are HIV negative. One participant (1/16)
was married at the time of pregnancy and remained married at the time of the

interview.

3.2 Summary of Key Findings

The data below reflect the personal attitudes and perceived social norms,
knowledge of, preferences for, and experiences with contraception and family planning
services as they relate to barriers and facilitators to desired contraceptive use for

YWLWH in the Kilimanjaro and Arusha regions. Prevailing themes discuss community
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norms and expectations for having a pregnancy and using or seeking family planning
services, the perceived purpose of contraceptives and family planning, sources of

information, and family planning method and service preferences and experiences.

3.3. Personal Attitudes and Perceived Social Norms for Family Planning Use

Participants made frequent reference to baseline expectations or milestones they
felt needed to be fulfilled prior to engaging with family planning (services, methods, or
conversations). Often these references were made as a comment on others’ perceptions
of appropriate engagement with family planning or internalized community norms and
attitudes. Personal attitudes towards and perceived social norms for family planning use
were often meeting milestones such as age, fertility status, schooling, partnership status,
and financial stability.

Age: “I was still too young”

Participants frequently referred to their age as a factor in whether they felt it was
appropriate to engage with family planning. All participants made some comment about
how age influenced their use of contraceptives or pursuit of clinical services. Some
participants expressed that contraceptives were previously not applicable to them, due
to age. For example,

“My age was still too young, and therefore I didn’t see that there was a need to use those
[contraceptives]” (currently 24 years old, 24 years old with first pregnancy).

NPE participants felt similarly, stating,

“I think with young people it is not good to use family planning methods because they are
still young —there must be side effects” (currently 19 years old, NPE).

17



One participant offered an age they thought young women could start engaging
with family planning services,

“Young people are not allowed to use them [contraceptives], but it is within the age of 18
years and above so that they can avoid unexpected pregnancies. Because at the age of 18 most
young people arealready mature, and therefore by using family planning you can be protecting
them against many things, such as sexually transmitted diseases and unexpected pregnancies and
also new viral infections” (currently 24 years old, 24 years old with first pregnancy).

Age also significantly influenced what individuals perceived as appropriate
behavior for AGYW. This was related to perceived social norms about sexual
promiscuity and led to internal stigmatization. When asked how the community
perceives AGYW using family planning services, one participant responded,

“They consider such girls as prostitutes — meaning that they don’t have morals”
(currently 24 years old, 19 years old with first pregnancy ).

One NPE participant mentioned that an individual seeking out family planning services
at a young age suggested they were involved in sex work. When asked why she had
never obtained information from a clinical setting about contraception she replied,

“I think that going to someone to ask about family planning is a little awkward because I

am worried ‘what are they going to think about me?” That is how I reason. They might wonder if
I am a prostitute or something like that” (currently 21 years old, NPE).

Fertility Status: “Because I didn’t have a child”

All participants commented on their perception about the relationship between
fertility and perceived appropriateness to engage with family planning services, where
perceived appropriateness was often determined by whether they had a child. Most PE
and NPE participants thought of family planning as a service that was intended for use
post-pregnancy,
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“As I know it, family planning is used after childbirth... That is what I know” (currently
22 years old, 22 years old with first pregnancy).

Furthermore, some participants indicated that once they had a child, they would seek
services, contraceptive information, or begin engaging in conversations about family
planning with their partner.

“Right now, we haven't talked about it because the baby is not born yet, and we haven’t
reached the point of discussing about getting another baby yet” (currently 24 years old, 24 years

old with first pregnancy).

Not all participants explicitly outlined why they felt family planning was reserved for

“people who have families” (currently 24 years old, 22 years old with first pregnancy).
When participants did, they suggested that fear of side effects or inability to conceive
drove their preference for having a child first.

“I used to hear people saying that if you install these things and you are still a girl it

becomes harmful. That it requires grown-up women who have had children” (currently 22 years
old, 21 years old with first pregnancy).

If this perception was not driven by fear of infertility, it was often determined by
observations of who sought family planning services. When asked why she had not
sought family planning services, an NPE participated replied,

“because I have noticed that most of those who go for the family planning services are
women who have had children” (currently 21 years old, NPE).

Participants within the FGD strongly reaffirmed the perception that women who have
had child are the “appropriate” users of family planning services, saying,
“And then about family planning, they say that a woman with children is the one who

can receive them — it is not written anywhere that a girl that has no children should be using
them (they laugh)” (FGD).

19



Many additional comments about fears related to hormonal contraceptive use and loss
of fertility were expressed during the FGD, with another participant saying,

“People want to know if they have a problem in the womb and that is why they wait until
they get pregnant and once, she has given birth that is when she starts looking for the methods.
She cannot use these methods before she has had at least one child and also, the community that
does not have much education concerning family planning — you find that they are told that:
family planning methods are harmful. It is possible for you to use it and fail to get pregnant
completely. It might damage the womb or things like that and therefore, these causes fear to the
people” (FGD).

School: “When I finished school, I would be able to get them”

A few participants also discussed the intersection between school and the
perceived appropriateness to use or pursue family planning. When asked why they did
not pursue family planning prior to their unintended pregnancy, one participant
responded,

“Because at that time [ was still at school” (currently 24 years old, 19 years old with first
pregnancy).

Other participants mentioned that they had not expected to become pregnant

“Because I was still studying” (currently 24 years old, 16 years old with first
pregnancy),

implying a belief that school-aged girls do not become pregnant. This sentiment was
echoed in the FGD when a participant mentioned,

“...I mean, if you are at school and people should know that you have put on the
Norplant, they would say that you are into prostitution and that is why you are afraid that you
might get pregnant.”

This quote again raises the perceived social norm that if an AGYW within school, or is

school-aged, uses contraception, they are likely sexually promiscuous or involved in sex

work.
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Right Timing
Instead of providing specific reasons for not using contraception or engaging
with family planning services, many participants made comments that aligned with the

sentiment,

“the time had not comeyet” (currently 21 years old, 19 years old with first pregnancy),

they were waiting to use it

“until I was ready for that matter” (currently 24 years old, 22 years old with first
pregnancy),

or

“because I am not yet prepared/ready (currently 19 years old, NPE).

This idea of right timing is exemplified by one participant who had an unintended
pregnancy at 16 and sought an abortion. When asked why they never used
contraception, pursued family planning services, or talked to a healthcare provider
about family planning prior to their first pregnancy, they repeatedly responded that
they

“...never needed to use it. I didn’t even have such thoughts” (currently 24 years old, 16
years old with first pregnancy).

That said, at the end of the interview, they strongly recommended that AGYWLWH use
family planning until they want to have children.

Financial Security

Both PE and NPE participants discussed their interest in having a job or a stable

income prior to wanting a pregnancy.
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“First of all, in order to build a family, you are supposed to be in a marriage and have an
income that will help you in rearing your children” (currently 22 years old, 22 years old with
first pregnancy).

When asked why she wanted to have a child once she turned 25 years-old, one

participant commented,

“...even if I decide to have a child, I have nothing to give it and therefore it will be
difficult for me — until I get a job” (currently 24 years old, NPE).

Economic stability also arose when participants were asked to speculate about why
individuals sought abortions.
“Maybe her life condition of poverty and maybe the father of the baby is not known.

Perhaps the woman has no income, therefore she doesn’t know what to do with the baby and so
she goes for an abortion” (currently 23 years old, 20 years old with first pregnancy).

This was often expressed near comments that suggested participants felt “ready” to
engage with family planning services.

Partner Presence

Similarly, participants expressed the presence of partners as an expected
condition prior to wanting a pregnancy and therefore a condition preferable for using
family planning services.

“You find that people say bad things about you. “She is carrying a fatherless pregnancy;

who is going to take care of her after childbirth?” Thatis the opinion” (currently 22 years old, 19
years old with first pregnancy).

A few participants expressed the expectation that the presence of partners was an
integral aspect of how participants discuss readiness to use family planning.

“The information influenced me, but I am not prepared to use them because I don’t live
with a husband yet” (currently 24 years old, 24 years old with first pregnancy).
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This theme seemed more salient among NPE participants. Not only did they
discuss the expectation of the presence of a partner in their desired timeline and familial
structure in preparation for wanting a pregnancy, 2 of 3 NPE participants discussed
partner engagement as an expectation of attending family planning services.

“...I think that the big percentage is of those women who have children are the main
target and I see that they go with their husbands” (currently 21 years old, NPE).

Furthermore, when discussing what her opinion of family planning, another NPE
participant responded,

“My opinion is that with these small girls, they like that when they come to the
dispensary without their spouses when they come for example to get the injection or to get the

Norplant — they are supposed to come with their spouses/partners but sometimes you find some of
them are students” (currently 24 years old, NPE).

This perception seemed to influence her own actions. When asked why she had not
pursued family planning services, this same participant mentioned,

“Because they advised me that I should be using it with my lover/partner (currently 24
years old, NPE).

Therefore, she expressed a lack of having a partner prevented her from using family
planning services altogether.

While participants were asked to discuss their level of comfortability speaking to
their partner about family planning prior to their first pregnancy and currently (and
how this impacted their perceived ability to use contraception), most participants felt
their ability to have these conversations (or appropriateness of these conversations) was
dependent upon factors expressed above (such as age and whether they had their child

or not).
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Intersection with Religion: “It is God’s will”

A few participants also expressed a perceived interconnectedness between the
number of children desired and the influence their spirituality had upon this plan. When
asked how many children she wanted, one participant mentioned,

“I cannot say it because that is God’s will. If I get two of them I will thank my God; if I
get three, I will also thank God” (currently 24 years old, 16 years old with first pregnancy).

Other participants expressed a similar sentiment when asked how many children they
wanted,

“Well, I cannot know because it is God alone who plans it” (currently 24 years old, 24
years old with first pregnancy)

or

“Frankly, I am not sure with that question. It is only God who knows " (currently 22
years old, 20 years old with first pregnancy),

demonstrating a perception that control over familial structure was predominantly

determined by “God.” This sentiment was echoed by one NPE participant as well.

3.4. Knowledge

Sources of Information

The first sources of family planning information for participants were close
relationships (n = 15), school-offered education (n = 3), clinical education or encounters
(n=6), or public communications (n = 5), and most participants said they were school-
aged when they first heard of family planning. A majority of participants received
family planning information from close relationships, such as their mother (n=7),
partner (n = 5), friends (n = 5), or other relatives (sister, 1; aunt, 2; generally, 2). Given
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details participants shared from their close relationship discussions, these sources of
information usually offered more detailed insight and recommendations about potential
methods and side effects.

“[My mother] just told me ‘My daughter, I understand that you have grown up and you
also have your own desires. When you think that you are overwhelmed, it is better that you use
family planning such as the Norplant, the injection, and also there are pills.” And so she was

telling me, ‘If you should use the Norplant, it may like you or dislike you’” (currently 19 years
old, NPE).

Participants also heard about family planning from others in their social
network, such as neighbors (n = 2) or “people around me” (n = 6). The depth of
information they obtained from these additional sources varied, from simply
overhearing about family planning to deeper discussions about potential side effects and
preferred methods.

Participants also first heard of family planning from various public
communications, such as television announcements (n = 3), radio advertisements (n = 3),
and an educational flyer (n = 1). Few participants first heard of family planning from
school-based sources (n = 3), and some participants first heard from clinical sources (n =
6). Of those who first learned about family planning from a clinical source, two
participants learned about contraception at delivery, one participant learned from a
seminar, and three others mentioned a general clinical source.

Across sources of information, there were not observable differences between
where NPE and PE participants obtained insight about family planning.

Education Before Use
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Very few participants sought information from clinical sources prior to
pregnancy (largely determined by the above attitudes and perceived norms). This is
intimately related to participants” perceptions of whether they were “ready” to have
children. When asked why she never spoke to a provider at the Care and Treatment
Center (CTC) about family planning, one participant mentioned,

“Because I didn’t yet need to do so nor did I have thoughts of doing so” (currently 24
years old, 16 years old with first pregnancy).

Additionally, participants mentioned their concerns about stigma related to pursuing
family planning services prior to having a child. When asked why she never spoke to a
provider at the CTC about family planning, one participant mentioned,

“In that period, I was afraid that my partner would think poorly of me, for such a young
girl looking for such services” (currently 24 years old, 22 years old with first pregnancy).

This sentiment was strongly echoed in the FGD. Post pregnancy, most individuals
received information about contraceptives from clinical family planning services where
they often also received a contraceptive method.

While most participants received clinically-sourced information about family
planning after pregnancy, many participants mentioned that they did not pursue family
planning services or receive contraception until after they received “family planning
education.” When asked why they did not use contraception prior to her pregnancy, one
participant mentioned,

“First, because I still hadn't received the family planning education. Therefore, I didn’t

have any intention to use family planning methods” (currently 24 years old, 16 years old with
first pregnancy).
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Another participant mentioned education as a recommendation prior to receiving
contraception,

“... they should first be given education before getting the services” (currently 25 years
old, 20 years old with first pregnancy).

Awareness of Contraceptive Options

Most participants were aware of the variety of contraceptive methods that were
inquired about during the interview (see IDI guides, Appendices B and C). All
participants were aware of at least two methods that were inquired about. Participants
were most aware of contraceptive pills (n = 12) and male condoms (n = 12), and they
were least aware of female condoms (n =7). Of note, while the vaginal ring and calendar
method were both inquired about during the interview, they were often inquired about
in conjunction with one another, so it was not possible to determine awareness of these
two methods across all participants. While participants had awareness of various
methods, many participants expressed uncertainty about the details of certain methods.
They often asked the interviewer questions about specific contraceptives, proper method

use, and side effects.

3.4.1. Knowledge about the Purpose of Contraception

Birth Spacing: Securing Maternal and Child Health

All participants clearly articulated that the primary purpose of contraceptives
was to support recommended birth spacing, for both their health and the health of their

children.
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“It gives you education — for those who are in a marriage — so that the children will be
healthy along with their mothers” (currently 24 years old, NPE).

This sentiment was shared by both PE and NPE participants.
Birth spacing as a health promotion tool for children was primarily expressed in two
ways: infant health (e.g. prematurity) and healthy child development (in terms of the
ability of the parents to devote sufficient time and energy to the child during
instrumental child development stages).

“In giving birth you should use family planning because you should put some space

between the children in order for the children to be healthy and strong and also you should be in a
position to rear the children well...” (currently 22 years old, 22 years old with first pregnancy).

Furthermore, two participants explicitly mentioned that a lack of sufficient space
between births could increase the risk of maternal to child transmission of HIV.

“...if someone like myself has children in quick succession the child will get infection, but
if you follow the instructions given to you by the doctors where leaving the intervals between the
children; the children will be safe” (currently 22 years old, 19 years old with first pregnancy).

Safe Sex: Preventing Transmission and Acquisition of STIs

A majority of participants mentioned their interest in using condoms to prevent
the transmission of STIs or HIV. Some participants discussed the importance of
contraceptives to protect themselves from STIs,

“...or that if you use family planning such as condoms, you could protect yourself from
diseases” (currently 24 years old, 19 years old with first pregnancy).

Other participants felt contraception was important to use to protect their partner and
prevent the transmission of HIV,

“I mean, in our condition you have to use [the condom] so that you can protect your
partner from harm” (currently 22 years old, 21 years old with first pregnancy).
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A few participants also discussed using contraception to prevent the spread of HIV to
their children, as it related to healthy birth spacing and sufficient time to care for
children.

Preventing Unintended Pregnancy

Participants perceived of family planning as a tool to prevent unintended
pregnancy. When asked why she used contraception, one participant responded,

“I liked using it because I didn’t need pregnancy at that time and that is why I decided to
protect myself” (currently 24 years old, 16 years old with first pregnancy).

3.4.2. Influence of Education on Family Planning Engagement

Education Influencing Use

Most participants discussed a lack of knowledge or education about
contraceptive options as a significant reason why they did not use contraception, either
prior to their first pregnancy or currently. When asked why she had not wanted family
planning prior to her first pregnancy, a participant responded,

“Because I didn’t know” (currently 25 years old, 20 years old with first pregnancy).

Alternatively, if participants were using methods, they mentioned how a lack of
knowledge reduced their ability to choose which contraceptive method they felt was
most appropriate for them. When asked why she decided to use a condom, a participant
commented,

“It was because I didn’t know any other way to use” (currently 23 years old, 19 years old
with first pregnancy).
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Participants also drew explicit causal links between their exposure to clinically-
sourced education and their willingness to use contraception. When asked why she
wanted to use contraception, a participant responded,

“ After being given to the education concerning family planning; that is when I decided to
use it” (currently 23 years old, 20 years old with first pregnancy).

Similarly, another participant mentioned that she had not used contraception prior to
her first pregnancy

“...because I still hadn't received the family planning education. Therefore, I didn’t have
any intention to use family planning method” (currently 24 years old, 16 years old with first

pregnancy).
This idea was supported by participants in the FGD in terms of frequency and
salience. When asked why AGYW do not use family planning services, one participant

responded,

“It is because they don’t have enough education concerning family planning. If only they
knew that these methods are aimed at protecting them from getting pregnant unexpectedly, there
wouldn’t be such thing as saying, ‘If you use these methods, you will not get children’” (FGD).

Relevance of Information: "... I was still a girl and I didn’t consider such matters

important”

Many participants articulated that family planning information they received
prior to becoming pregnant did not seem relevant to them.

“No. It didn’t influence me because I was still a girl and I didn’t consider such matters
important” (currently 22 years old, 21 years old with first pregnancy).

This sentiment was echoed by NPE participants as well,

“There was no important information to me (she laughs) because, right now I don’t have
such intentions” (currently 19 years old, NPE).
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Another NPE participant mentioned,
“Ididn’t follow [family planning information] up too deeply...because the way I heard

them speaking, I just considered them matters of the adults (she laughs)” (currently 21 years old,
NPE).

When asked why they never used contraception, pursued family planning
services, or talked to a healthcare provider about family planning prior to their first
pregnancy, many participants repeatedly responded that they

“...never needed to use it. I didn’t even have such thoughts” (currently 24 years old, 16
years old with first pregnancy).

Desired Education

All participants discussed a desire for greater education around family
planning —as a personal interest in learning more about specific methods or as a request
that greater education is offered to young women, young men, and in general. When
asked what she would recommend to improve uptake of family planning services, a
participant responded,

“Frankly, I would recommend that there should be subjects in schools because that is
where things begin. Let’s not hide these matters from them: we should tell them everything about

family planning; methods to be used that are good for them and are free of problems” (currently
22 years old, 20 years old with first pregnancy).

Another participant mentioned that
“Maybe of the education to those that would like to come to get the services. They should

first be given education before getting the services” (currently 25 years old, 20 years old with
first pregnancy).

Improved education and access to education was a salient theme in the FGD,

with the greatest percentage of the transcript coded under this theme. When asked about
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potential strategies to support AGYW use of family planning services, one participant
mentioned,

“lwould educate her concerning how to use family planning and other things...like the
menstrual cycle” (FGD)

and another recommended,

“Education...concerning the methods of protecting themselves from getting pregnant”
(FGD,).

As the FGD was concluding, there was the final recommendation that,
“Iwould give them education and that those who have not yet got children so that they
would also be educated properly about the use of family planning and that they shouldn’t just

follow what is said in our community so that she can reach her objectives and have a child at the
right time for her” (FGD).

3.5. Perceptions

Participants often expressed their understanding of family planning services as a
perception. Most participants also explicitly expressed a causal statement that linked
their perceptions to their experiences or actions. Perceptions about family planning
services were often expressed as perceived benefits or perceived harms or risks

associated with engagement.

3.5.1. Perceived Benefits of Using Contraception

Family Planning is Helpful and Important

There was almost universal agreement among both PE and NPE participants that
family planning was important and useful. Several participants described contraception

as a generally “helpful” tool. This idea arose in response to recommendations for
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improved family planning, where participants emphasized the importance of greater
use of contraception.

“My opinion in this family planning is that people need to know how it is used and that
it is useful to someone so that they can plan that arrangement of their children” (currently 21
years old, NPE).

This perception that contraception was helpfulness arose across several themes, such as
when discussing method experiences or supporting preferred lifestyle choices, such as
birth spacing preferences. For example,

“The first time I go to them from the pharmacy and I tried them to see if they could
prevent me from unexpected pregnancy because of my young age. When I tried, I saw that it was
helping me and I continued using them” (currently 24 years old, 24 years old with first
pregnancy).

Another participant said that

“...this matter of family planning has helped me. I mean, when you have one child, if you
do not use family planning you can get some effects. You could get many children but if you have
planning it helps.” (currently 23 years old, 19 years old with first pregnancy ).

Choice: Sex, Children, Freedom, and Meeting Your Objectives

Participants perceived of family planning as a tool to support their choice in
when to have children and a desire to prevent unintended pregnancy. Participants
expressed how contraceptives allow them to have a sense of freedom, expressed in the
context of having sex with their partner/husband and focusing on other aspects of life
they found important. After one participant expressed future interest in using
contraception, when asked what she liked about the idea of using contraceptives post-
pregnancy, she mentioned

“It is being free” (currently 22 years old, 22 years old with first pregnancy).
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Participants also mentioned the sense of agency associated with using contraception,
particularly as it relates to their ability to “protect” themselves from pregnancy
regardless of their partner’s actions. From one participant who uses the implant, she
mentioned she chose to use it because

"You are told that once you give birth your womb becomes too open. Now he [partner]
might come...therewas a day when he came to me, and I told him that we should use the condom.
When he refused it was a big challenge and therefore, I have to protect myself” (currently 22
years old, 21 years old with first pregnancy).

Another participant shared,

“The information that was important to me is that the service providers say that if I used
the family planning methods it would help me reach my ambition and help me have the kind of
family, I wanted” (currently 23 years old, 20 years old with first pregnancy).

One of the most salient themes from the FGD was about the purpose of contraceptive
use,

“They do this [use contraception] in order to reach their objectives” (FGD).
3.5.2. Perceived Harms Associated with Contraceptive Use

Perceived Side Effects: “I personally fear them [contraceptive methods]”

All participants expressed concern about side effects associated with method use
when discussing their interest in or willingness to use contraceptive methods. Despite a
strong sense of the perceived importance of contraceptive method use, participants’
concerns about the side effects of contraceptive methods significantly impacted method
use.

“Because, perhaps in telling my friend, shewould tell me that these other things or may
be the challenges... If it likes you, you gain weight and if it refuses you, you lose weight, and your

bleeding becomes longer, so that is what was giving me challenges personally. So, that is why I
am afraid of it personally” (currently 24 years old, 22 years old with first pregnancy).
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Similar sentiments were reflected in participants responses about whether and
how they would recommend family planning services to their friends. Many
participants commented that they would not recommend services to their friends. Often,
participants explained that their friends may experience method “refusal,” that each
person’s experience with contraception is individualized and specific to their bodies.

“No because some people say that they depend on whether they like your body or
not...Therefore, you never know whether if your friend uses it, it will agree with her or not...I
mean, for example the injection, sometimes when someone is injected, she bleeds for the whole
month. Sometimes even for three months she is still bleeding” (currently 25 years old, 20 years
old with first pregnancy).

Lastly, the fear of side effects was associated with concerns about loss of fertility.
One participant expressed that

“...ifyou put it there before you have a child it is not good according to what people were
saying. And this gave me some sort of fear,” (currently 23 years old, 19 years old with first
pregnancy).

3.6. Preferences
3.6.1. Services: Clinical Setting and Counseling

Information and Counseling Preferences: “We are different”

Some participants commented on the variety of contraceptive options available
to women. As a result, many suggested the importance of learning about the different
options to better understand “whether it will accept me.” This sentiment was echoed
throughout interviews and resonated deeply with participants during the FGD. Across
data collection methods, participants discussed how individuals experience
contraception differently —some experience side effects while others do not. During the

FGD, one participant said,
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“Each individual has her own way of thinking about the methods that are safe to her”
(FGD,).

Asaresult, a few participants clearly articulated that this shapes their preference
for receiving information about family planning prior to use and has influenced what
they prefer from family planning counseling. When asked which information was most
influential, one participant responded,

“The doctor asked me about what kind of family planning I was using and that there were

several different ways and I chose that he should install the loop in me and he did” (currently 24
years old, 16 years old with first pregnancy).

Familiarity and Trust

Several participants expressed preference in where they received family
planning services. Often, participants preferred hospitals or clinics in which they were
familiar and had established trust. A few participants mentioned familiarity with a
hospital due to services that they had historically received, where a participant said they
felt “free” to ask about family planning at a specific clinic

“because that has been my clinic since I was little” (currently 21 years old, 20 years old
with first pregnancy).

This was a similar sentiment expressed by NPE participants.
“I would like to go to [named hospital] because there are some doctors that I am

accustomed to. Therefore, I won't be afraid to ask them questions...I will be free” (currently 19
years old, NPE).

Other participants mentioned that they received or sought family planning services
from the clinic where their child received care (so they had developed a sense of

familiarity and trust this way).
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“Because I was attending my child’s clinic there... I didn’t have any thoughts of going
somewhere else because I thought of getting the services at the same place” (currently 22 years
old, 19 years old with first pregnancy).

Only two participants mentioned asking for information about contraceptives from a
provider in the CTC, and one participant mentioned they were interested in asking for
information at their CTC. Two PE participants mentioned obtaining information from
the CTC while one NPE participant said they would like to pursue family planning
services at the CTC. Both mentioned asking about family planning services at the CTC

“Because it is an area that I know well and I am accustomed to” (currently 24 years old,
19 years old with first pregnancy).

One participant expressed disinterest in receiving family planning services from the
CTC because

“Even I am not familiar enough to talk with them” (currently 21 years old, 20 years old
with first pregnancy).

When other participants were asked why they did not pursue information about family
planning from their CTC, common responses were

“I never thought about it” (currently 23 yearsold, 19 years old with first pregnancy), “I
just haven’t wanted it” (currently 19 years old, NPE),

or

“because I haven't reached that stage yet — the state of having children” (currently 24
years old, NPE).

This question was often when comments about perceived appropriate age for
engagement and sense of preparedness arose (discussed above in Individual Attitudes

and Perceived Social Norms for Family Planning Use). Other participants mentioned
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that they had instead received family planning services from labor and delivery clinics

or the Reproductive and Child Health (RCH) clinics.

3.6.2. Contraceptive Method-Specific Preferences

Ease of Method Use or Removal

Many participants expressed an aspect of a method’s ease of use, ease of
removal, or its ability to make their lives easier as an aspect of method preference. Even
participants who had not used a particular method yet mentioned (1) ease of method
use and (2) its ability to accomplish family planning goals. One participant implied ease
of removal when they mentioned,

“I like the Norplant because first of all, you become free to do your thing while you are

rearing your child peacefully, when the time is finished you remove it from your body and
continue with your life” (currently 22 years old, 22 years old with first pregnancy).

Ease of use, ease of removal, and ability to accomplish one’s family planning
goals were also criteria participants used to compare contraceptive methods. These
factors often were discussed directly before or after a participant expressed which
method they used, implying that these factors significantly influenced participants’ use
of that particular method.

“I preferred [Norplant] because 1 felt that it was the easier way for me...because that one
is of the arm, unlike the loop which is also a challenge” (currently 22 years old, 21 years old with
first pregnancy).

Ease of use and comprehension was expressed by another participant who

discussed her preference for the calendar method.

“Because I learned about the calendar, I mean, that I would ask each one of them about
how the calendar works. I learned and understood it well, and my husband also understands it a
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little bit. Then I thought that I shouldn’t be running around looking for contraceptives while even
this calendar method is useful to me” (currently 25 years old, 20 years old with first
pregnancy).

No Side Effects and Fulfilled Purpose

Participant preference was also largely determined by a lack of experienced side
effects. When asked why she preferred the implant, one participant responded,

“I mean, it is useful because it has not harmed me nor given trouble me in any way.
Therefore, I think it is the best method for me” (currently 24 years old, 16 years old with first
pregnancy).

Participants also preferred contraceptives that served their intended purpose (or
the reason the participant sought that method). Often, these sentiments showed up
when participants discussed their preference for a method because it prevented
unintended pregnancies and/or prevented the contraction of or transmission of STIs,
including HIV. One participant preferred using condoms

“so that I would not infect him [their partner]” (currently 21 years old, NPE).

Length of Coverage

Of participants who used a hormonal method of contraception, a majority
discussed length of coverage as a preferred contraceptive characteristic. When
discussing why she preferred the implant, a participant said,

“because I saw that it was a long-time method that I would use it to prevent me from
getting another child” (currently 24 years old, 19 years old with first pregnancy).

Long-acting contraceptives were discussed as a preferred method characteristic by three

participants.
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3.7. Experiences

Method Use

Of the 13 PE participants, there were 17 pregnancy experiences—13 first
pregnancy experiences and four second pregnancy experiences. Seven participants had
an unintended first pregnancy (7/13 unintended first pregnancies), one of which ended
in an unsafe abortion, and two participants had an unintended second pregnancy (2/4
unintended second pregnancies). Therefore, 9/13 participants had an unintended
pregnancy experience. The average age with first pregnancy was 20 years old (median:
20 years, range: 16-24 years). Four participants experienced a teenage pregnancy, where
they experienced their first pregnancy between the ages of 16-19. Of six PE participants
who had an intended pregnancy, three participants used a contraceptive method prior
to pregnancy. Of those who had an unintended pregnancy, three used a contraceptive
method prior. Of the three who used contraception and experienced unintended
pregnancy, one participant said that she had stopped using the contraceptive (condom)
and then experienced the unintended pregnancy (currently 24 years old, 16 years old
with first pregnancy). The other participant mentioned that she used the calendar
method and that

“...1 used it before but the calendar method let me down because I fell pregnant”
(currently 23 years old, 20 years old with first pregnancy),

and therefore experienced method failure. The third participant did not discuss her use

of contraception in relationship to her unintended pregnancy, but she used the calendar
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method prior to pregnancy (currently 24 years old, 22 years old with first pregnancy),
and therefore likely also experienced method failure.

No participants used a hormonal method of contraception prior to pregnancy.
Half of all participants (8/16) had ever used a male condom, two had ever used the
contraceptive pill, three had ever used an IUD, five had ever used an implant, seven had
ever used the calendar method, two had ever used the contraceptive injection, two had
ever used other methods (pull out, “The Ashes”), and two had never used any form of
contraception (1 PE and 1 NPE).

Table 1: Lifetime experience with contraceptive methods

Method ever used PE NPE Total (N=16)
Never used a method 1 1 2 (13%)
Non-Hormonal Method

Male condom 6 2 8 (50%)
Calendar method 6 1 7 (44%)
Other (Male pulls out or “The 2 0 2 (13%)
Ashes”)

Hormonal Method

Oral Contraceptive pill 2 0 2 (13%)
Intrauterine device (IUD, “the 3 0 3 (19%)
loop”)

Implant (“Norplant”) 5 0 5 (31%)
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Injection 2 0 2 (13%)

Ten of 14 participants used methods at the time of the interview, where three
used hormonal methods (others using condom and calendar), four participants used the
male condom, 2 used the calendar method, 2 used the contraceptive implant, and 1 used
the IUD. Two participants were pregnant at the time of the interview and two
participants had never used contraception.

Partner’s Engagement: Encouragement or Disapproval

While this theme was not present in all participants” responses, it was presented
as an important aspect of engaging with desired contraception for those who expressed
it. Of participants who discussed their partners” investment in their sexual and
reproductive health, they often mentioned that their partner supported contraceptive
use based on their knowledge about the method.

“He says “you should do that because having a child before the other one is grown enough

is not good. The other child will not be healthy. And you need to be healthy enough yourself to be
able to carry another pregnancy’” (25 years old, 20 years old at first pregnancy).

At times, this support occurred when their partner shared information about
contraceptive options and other times was expressed when their partner took efforts to
obtain contraception,

“He just told me that he had brought it [male condom] with him and therefore I shouldn’t

worry... I felt good because he had personally trusted it and that is why he brought it with him.
Only very few men do that” (currently 23 years old, 19 years old with first pregnancy).
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That said, a few participants expressed how their partner would discourage
contraceptive use, most often using perceived side effects as the rationale for their
resistance

“I told him that I had put this one [implant] on me for the first time but I never told him
that I had put it there earlier. Hewas opposed to it asking me ‘Why did you put it on you? Don’t
you know the side effects of this? "I told him that I didn’t want to know about the side effects

because if there were side-effects to other people I would have heard about it” (currently 22 years
old, 19 years old with first pregnancy).

Partner opposition to contraceptive use was a more prevalent theme during the FGD.
One participant said that partners often say,

“You are putting that one on [contraceptive unspecified]! Do you know the
consequences? You could get cancer” (FGD).

Another participant mentioned that partners also respond

“You can get a swelling — do you know if you will get children or not? Why are you
using such things?”"(FGD).

Lastly, concerns about contraception indicating multiple partners was also expressed
during the focus group. When asked how partners respond to using contraception, one
participant responded,

“He asks you and says ‘or is it that you are not with me alone — you have someone else?’
(They laugh)” (FGD).

Another participant also commented,

“That is very bad. You are not a woman of virtue. You have multiple lovers” (FGD).

Clinical Setting: Coercive Experiences and Lack of Informed Choice
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While participants generally had positive experiences when they obtained
clinical family planning services, two participants had coercive experiences and another
had an experience that provided little room for choice.

One participant mentioned that she did not have the option to discuss different
contraceptives or ask questions about the method (IUD) she received before it was
implanted under anesthesia. Another participant experienced coerced implantation
when she attempted to leave her child’s HIV check-up with the required health
documentation and she was not permitted to leave with the documentation until she
consented to receive a contraceptive (IUD).

“...about the loop [IUD], they held our clinic cards and said “you will not leave until we
measure your reproductive path [uterine lengthl, and things like that - the cervical cancer.’
Therefore, they measured it. They asked me what method of family planning I was using and I
told them that I wasn’t using any method. That is when they put it [IUD] in for me...I didn’t

want it...I didn’t even know that family planning existed” (25 years old, 20 years old at first
pregnancy).

This participant eventually removed the IUD due to the pain it caused,
impacting her ability to engage in sex with her partner. This participant was encouraged
during a different healthcare visit at a different clinic to have another child rather than
use contraception. This participant did not want to, expressed her desire for

contraception, and received it (implant).
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4. Discussion

Family planning and health behavior literature acknowledge that attitudes,
knowledge, beliefs, and experiences influence actions,*4! motivating an examination of
these constructs in tandem. Overall, there was little difference in knowledge and
perception of family planning and contraception between PE and NPE participants. All
16 participants strongly subscribed to the perceived social norm that contraception and
family planning was reserved for women who already their first child. Many
participants stated that they received SRH in school, but it seemed irrelevant and not
applicable to them at the time. Despite 9 of 13 PE participants experiencing an
unintended first pregnancy, they often indicated that they did not need contraception
prior to their pregnancy. Several barriers and facilitators were mentioned in the course

of the IDIs and FGD and are discussed in the context of published literature.

4.1. Barriers to desired contraceptive use

Throughout this study, attitudes, norms, and perceptions emerged as some of the
most significant barriers to engagement with family planning services. The perception
that family planning was intended predominantly for those who already had children
was a predominant theme. Perceived social norms around the appropriate age for
engagement with family planning services as being “over 18” or “after school” were also
mentioned. Participants discussed the association of contraceptive use with sexual
promiscuity or sex work for young, unmarried girls. These perceptions are reflected in

other literature about Tanzanian adolescents’” barriers to contraceptive use, where
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perceived age appropriateness and sexual promiscuity were both referenced as
stigmatizing barriers.#243

These perceived social norms conflicted with participants desired family
planning and pregnancy outcomes. Most participants had not used or pursued family
planning services prior to their first pregnancy due to perceptions about appropriate
engagement. As a result, about half of all pregnancies were unintended (9/17), where
7/13 first pregnancies and 2/4 second pregnancies were unintended, and one unintended
pregnancy ended in an unsafe abortion. Consequently, perceived social norms appear to
limit participants’ health seeking behavior for family planning services due to fear of
potentially stigmatizing experiences if seeking services at a young age and prior to a
pregnancy experience. Individual attitudes and perceived social norms about age and
‘appropriate’ users have been demonstrated to reduce health seeking behaviors in other
Tanzanian adolescents.*?

Participants also highlighted perceived harms of contraceptive use. All
participants expressed that perceived side effects prevented them and their peers from
engaging in family planning services, and this barrier has been expressed by other
adolescents from Kenya, Tanzania, and other LMICs.#>5° Fear of infertility or future
complications was most frequently mentioned by participants as the rationale for why
mothers who already had children were perceived as the intended and appropriate

audience for family planning services.

46



These perceptions are shared by adolescents and healthcare providers within
Tanzania and across a variety of LMICs, resulting in decreased pursuit by adolescents
and provision by healthcare providers.#>4°50 Additional country-specific literature
highlights that Tanzanian healthcare providers share similar perceived norms and
concerns about infertility as these participants, reducing provision of contraceptive
services to adolescents.*34° As a result, calls have been made for increased provider
training specific to adolescent sexual and reproductive health provision.*51-5¢ Though
this is an important strategy, these perceived social norms suggest that addressing
attitudes of providers alone will not increase AGYW engagement with family planning
services, a reality that has been demonstrated by numerous interventions.>*>> Therefore,
community-engaged sensitization efforts should also be pursued to influence these
shared attitudes.>-5”

A lack of education was seen a barrier to desired method use and pregnancy
planning, which has been thoroughly discussed as a target for improving adolescent
sexual and reproductive health services, both within Tanzania and globally.*>>45” That
said, many participants mentioned they did not have knowledge about contraceptive
options when they were first sexually active, which informed their initial method choice.
Participants mentioned thata lack of education also prevented them from being willing
to use contraception because they heard of varying experiences with side effects. That
said, participants also suggested uneducated partners perpetuated negative ideas about

contraceptive side effects and at times, discouraged use for this reason. While less
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salient, questions about trust and morality were also raised by some partners when
participants used contraceptives, another topic thathas frequently been elucidated #2458
Two participants suggested concern about partner refusal to use male condoms, which
is a common reported challenge.5® While increased efforts have been made to include
both partners in family planning counseling,>>>” attending family planning services
alone has been stigmatized for AGYW+#24*which was also expressed by these YWLWH.
Therefore, efforts that predominantly focus on counseling partners together may
unintentionally perpetuate this narrative. Instead, increased comprehensive sexual
education should be provided to adolescent boys as well as girls, with an emphasis on
creating a safe and participatory learning environment.5260-62

While some individuals first received information about family planning services
from clinical or school-based sources, most felt the information was irrelevant prior to
their first pregnancy, as a result of perceived norms about appropriate engagement with
family planning services. Perceived relevancy of contraception and associated
information for adolescents in Tanzania has been demonstrated in other literature as
well.®! This perceived irrelevance was seen as a barrier to effective engagement with
family planning services and information.

Despite positive experiences with and preferences for clinical family planning
services, there were three instances of a lack of informed choice during family planning
experiences. One participant mentioned that she did not have informed choice prior to

insertion of an IUD under anesthesia. Another participant experienced coerced IUD
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insertion when attempting to leave her child’s HIV care visit and was encouraged to
have another child rather than use contraception at a different clinic. Unfortunately, a
lack of informed choice for adolescent contraceptive use has been observed in other
parts of Tanzania* and has been suggested as a possible experience of those using long-
acting reversible contraceptive (LARC) in the Arusha region.® These experiences conflict
with recommendations offered by Bruce’s “Fundamental elements of the quality of care”
for family planning and informed choice,* and therefore, likely act as a barrier to
engagement with clinical family planning services.

Ultimately, social norms about appropriate engagement with services influences
health- and information-seeking behaviors. Fears of judgement and stigmatization have
reduced adolescents’ knowledge about contraception, reducing their knowledge about
contraceptive options at sexual debut and perpetuating misconceptions about perceived
side effects of contraception. Participants expressed that partners also perpetuate these
misconceptions due to an expressed lack of education, and therefore, at times, limit
choice accordingly. These perceived harmful side effects have furthered individual
attitudes and social norms that outline ‘appropriate’ users of family planning services
are “adult women with children” due to concerns about infertility. These attitudes
further drive a hesitation for AGYW to pursue family planning services (and therefore
knowledge). As a result, adolescents perceive family planning information to be
irrelevant because they do not fulfill the “appropriate” conditions to make them “ready”

to use contraception: they are not old enough and have not had a child.
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4.2. Facilitators of desired contraceptive use

Despite multiple barriers, young women described several over-arching
facilitators that could be leveraged to improve unintended pregnancy rates and bolster
accurate knowledge about contraception and family planning.

In alignment with individual attitudes and perceived norms of using family
planning services, having a child was a significant facilitator of contraceptive use.
Hormonal methods of contraception were only used following participants’ first
pregnancy. Generally, participants indicated they preferred methods that were easy to
use, obtain, remove, or understand. They also expressed a preference for contraceptives
where they did not experience side effects and for methods that had fulfilled the
intended purpose (e.g. pregnancy prevention, length of coverage, or prevention of STI
transmission). As a result, the most common contraceptive methods ever used were the
male condom (n = 8) and the calendar method (n=7), and the most common LARC used
was the implant (n = 5). Most participants suggested that these three methods often
fulfilled the above preferences: easy to use, obtain, and understand. Therefore, these
preferred method characteristics and a lack of experienced side effects were facilitators
to continued use. Common methods used by this sub-study cohort parallel literature
detailing method use among women living with HIV in the Kilimanjaro Region, where
male condoms were most common, followed by the contraceptive injection and then
implants.® That said, given these participants live with HIV, it is unexpected that such a

low number ever used male condoms. The interviews did not often cover dual method
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probing questions, so it is also unclear whether participants stopped using condoms
once they switched to another form of contraception. With relatively low condom use
and uncertainty about dual method use, future research should consider further
exploring why there was relatively low use among this population and what tailored
messaging would resonate most with AGYWLWH to promote increased uptake.

Clinically-sourced information was also predominantly obtained following their
first pregnancy. Participants also expressed a preference for receiving family planning
services at clinical locations they felt were familiar and had established trust, which has
been demonstrated to facilitate contraceptive use.*? Familiar clinics were often identified
as those they attended for prolonged periods of time or those they attended for their
child’s healthcare. While most participants preferred obtaining family planning services
from trusted providers or familiar clinics, they more often received services from labor
and delivery clinics or reproductive and child health (RCH) clinics. Identifying and
utilizing trusted provider relationships to obtain family planning services is a proven
facilitator to contraceptive use and engagement.>*>> Furthermore, youth-friendly or
adolescent responsive contraceptive services (ARCS) promote the development of safe
and welcoming environments to receive family planning services with non-stigmatizing
provider relationships.52-5460.61,63

Education about contraception and family planning was also perceived as a
significant facilitator to contraceptive use. All participants had heard of more than one

contraceptive method and expressed a strong understanding of the purpose of
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contraception, including the promotion of maternal and child health through birth
spacing and use of condoms to prevent transmission of STIs, including HIV. Participants
highlighted perceived benefits of contraceptive use, including autonomy in when they
have children, increased choice and freedom in engaging in sex without concern about
unintended pregnancy, and the opportunity to “reach their objectives” prior to or post-
pregnancy. As a result, all participants perceived of family planning services as
important and helpful.

Partner characteristics that facilitated use included acceptance of HIV status,
education about contraceptives, and encouragement to use contraception to promote
recommended birth spacing. Partner encouragement strongly facilitated effective family
planning, which has long been part of conversations about improving contraceptive use
within Tanzania and globally.>051.53:58

While clinically sourced education and trusted provider relationships facilitated
engagement with family planning services, 2 of 4 second pregnancies experienced by PE
participants were unintended, which is approximately equivalent to the percentage of
unintended first pregnancies experienced by PE participants (7/13 first pregnancies). The
amount of unintended second pregnancies among this cohort warrants further inquiry,
given participants frequently expressed that having a child and access to clinically
sourced education on contraception were the most significant facilitators that addressed
the barriers they had previously experienced. Furthermore, while a small sample size of

second pregnancies, the occurrence of unintended second pregnancies is imperative to
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examine because all participants indicated that they wanted more than one child.
Significant literature has examined the importance of capturing individuals in post-
partum care settings to increase access to desired contraception, and these results

support continued investigation into support for post-partum family planning access.3?

4.3. Mechanisms of Influence

Sources of information largely determined participants’ knowledge about
contraception, which shaped their perceptions about how contraception could help them
fulfill their family planning desires. Participants predominantly reported first learning
about family planning services when they were school-aged from their close
relationships, their social networks, and public communications prior to their first
pregnancy. This finding concurs with other literature that identified social networks as
the most common source of contraceptive and abortion method information within
LMICs.?” Furthermore, it parallels calls for age-appropriate comprehensive sexual
education.>360

Participants’ preferences prior to use were largely determined by social norms
and information they had received from non-clinical sources. Participants” current
preferences were predominantly informed by their experiences. Despite initially
obtaining contraceptive information from non-clinical sources, most individuals stated
they “hadn’t yet received family planning education” until they obtained clinically-
sourced information, often after their first pregnancy. Based on this, participants implied

they preferred clinically-sourced information about contraception before use and
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perceive information from a clinical setting to be most appropriate. Perceiving of clinical
sources as more appropriate and trusted for contraceptive information similarly concurs
with literature that identified clinical sources as the more trusted source for information
about contraception and abortion in LMICs.?”

As aresult of their awareness of multiple methods, most participants recognized
that enduring side effects were individualized experiences. While this perceived
individualization often fostered uncertainty about method choice and therefore
hesitation to use, it also promoted interest in individualized method choice and person-
specific counseling, both which facilitate informed choice.>®* As a result, a desire for
individualized choice motivated some participants to request individualized counseling
from a trusted clinical source, where some participants explicitly expressed that
individualized education from a trusted clinical source was a facilitator of desired use.
Individualized method choice and counseling have been promoted as rights-based
recommendations to improve the quality of family planning programs. 5%

Additionally, only two participants sought information about family planning
from their CTC due to an established relationship with providers there (one PE and one
NPE participant). Few participants sought information from their routine HIV clinic
(CTC) either because they did not think to ask their provider about family planning or
because they felt it was inappropriate to ask at that age. While most participants

expressed use of trusted clinical relationships from various sources, it is somewhat
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unexpected that a sense of familiarity and trust did not facilitate greater engagement

with family planning conversations in the CTC.

4.4. Recommendations

Overall, the greatest observed barriers from this sample were attitudes and
perceived social norms for family planning use, perceived side effects of contraceptives,
and a lack of family planning knowledge. These three barriers seemed to facilitate a
misalignment between participants preferences for and perceptions of contraception,
hindering engagement with family planning services. Despite the universal agreement
among all participants that family planning is helpful and important, these barriers
resulted in most participants” choice not to use evidence-based contraception prior to
their first pregnancy and therefore experiencing unintended pregnancy.

Despite perceived norms, participants recommended education be provided to
improve pregnancy planning outcomes for themselves and other AGYW. While the
desire for greater education was shared across all participants, expressed irrelevance
about family planning information prior to their first pregnancy was a barrier to
effective engagement with family planning services and information. Navigating this
tension will require innovative strategies that appeal to AGYW. To overcome the
perceived irrelevance, some interventions have employed targeted messaging to match
norms and desires of Tanzanian adolescents.” A few participants implied that
incorporating greater messaging about “reach(ing) their objectives” through

contraceptive use could potentially increase perceived relevance of family planning
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information for AGYW. Similar human rights-based approaches to education have been
promoted as more effective, suggesting framing contraceptive use around the perceived
benefits, like achieving individual objectives and having autonomy over pregnancy,
would improve AGYW family planning engagement.>>¢0 Furthermore, since many
participants preferred family planning counseling and information that was
individualized and was clinically-source, one of many tailored messages could leverage
the desire for individual choice and counseling to promote clinical engagement.
Generally, targeted messaging approaches have had varying levels of
effectiveness because they have not adopted a holistic and multi-level approach to
addressing social norms.>2%¢ Therefore, holistic, sustained, high dosage educational
efforts should be paired with tailored messaging and targeted education to improve
knowledge about contraception while addressing social norms around adolescent
engagement, recommendations for LMICs based on review of effective interventions
and other evidence-based practices.>2545760 To accomplish high-dosage education, the
myriad of mechanisms through which adolescents first hear about contraception can be
leveraged, such as through radio and television announcements and person-to-person
information campaigns (social networks).>2%457 Furthermore, comprehensive sexual
education should be increasingly provided within the school environment, since most
participants first heard about family planning while they were school-aged and few
mentioned school as the first place they heard of family planning. This comprehensive

sexual education should emphasize the ways gender and power shape adolescents’
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perceived appropriateness in engaging with family planning services to promote
evidence-based information about contraception and normalize adolescent
engagement.®3

To further educational and sensitization campaigns, the local youth and adult
community advisory boards (CAB) could facilitate conversations about family planning
engagement. Since the youth CAB in Moshi was founded to allow for greater youth
discussions about sexual and reproductive health, this momentum could be leveraged to
influence community knowledge and norms about adolescent sexual and reproductive
health. Peer education instances would focus around adjusting perceived norms and
connecting adolescents with desired care.>254 Mothers and other adults could also be
included in this normalization campaign in order to reach the most utilized sources of
initial family planning information.52545563

Given few individuals sought family planning information from the CTC, these
data suggest that integrated family planning services with routine HIV care either did
not reach these participants or did not work for these participants. Integrated services
have been demonstrated to increase use of modern family planning methods and reduce
unmet family planning need.54¢* Since only one person sought family planning
information from the CTC (PE), this suggests that implementation of family planning
services has not been effective. The only other instance of family planning engagement
in the CTC involved a lack of informed choice. While these barriers existed, participants

expressed a preference for receiving family planning services from trusted providers
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and familiar clinics. Therefore, an additional suggestion would entail an evaluation of
the implementation of integrated family planning services within the Kilimanjaro
region. Informed choice and human-rights centric care should be a particular focus of

these potential evaluations and adjustments 54596063

4.5. Limitations

This study involved many limitations. Given this participant population was a
convenience sample, the characteristics of the sample population are likely not reflective
of those of the larger population. Given participants obtain regular HIV clinical care,
these routine experiences may influence individuals” preference for clinically-sourced
information. That said, other literature also demonstrates a preference for obtaining
family planning information from a clinical source.?” Another limitation of the study is
the size of the sample population for the purposes of comparing experiences and
preferences of NPE and PE individuals. While the intention was to compare an equal
sample of PE and NPE participants, by the time the study began, most eligible NPE
participants left for school or work. Despite this, the interviews of the two groups were
strikingly similar for the most salient and impactful themes. While greater nuance in the
NPE experience might have been obtained with an increased sample size, it is unlikely
that subsequent interviews would have offered significant insight or contrast to the most
salient themes. Likewise, the FGD corroborated the prevailing relationships between the
major constructs examined. This suggests that despite a relatively low number of NPE

interviews, saturation was likely reached around the most prevalent and relevant
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barriers and facilitators for both groups. That said, low recruitment of NPE reduced the
ability to adequately compare experiences between PE and NPE participants, which was
one of the objectives of this sub-study. Furthermore, the language used to describe the
topic of family planning in Swahili has varied translations and understandings. Based
on guidance from Tanzanian community advisory board members, the terminology
“njia za uzazi wampango” was used, which means “reproductive planning methods.”
This language was used instead of “njia za kuzuia mimba” or “vidhibiti mimba,” which
mean “methods to prevent pregnancy” because these individuals suggested that “njia za
uzazi wa mpango” was a more accessible and widely understood phrase to describe
family planning and contraception. Lastly, a framework was not used to guide the
development of the qualitative data collection instruments, rather a collection of
literature and frameworks influenced their development. As a result, the analysis was

not as streamlined.
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5. Conclusion

Understanding the perceived expectations for engaging in family planning
services and use of contraception is vital because many participants discussed the
perceived relevance of family planning education based on these attitudes and norms.
Given participants’ overwhelming suggestion for greater education about family
planning methods, perceived relevance of information largely informs whether
implemented education would be impactful. Understanding these norms and attitudes
can better inform messaging during education delivery. While these data are insightful,
more information is needed about how to make contraceptive information feel more
relevant to AGYW prior to their first pregnancy. Additionally, more targeted,
community-engaged educational strategies are required to reduced perceived side
effects of contraception and change social norms that inhibit engagement with clinical
family planning services before a first pregnancy. Human rights frameworks should
continue to guide the evaluation and delivery of family planning services for
adolescents to ensure informed choice, to prevent unintended pregnancies, and to
reduce structural barriers in order to support AGYWLWH in realizing their right to

sexual and reproductive health.
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Appendix A
Table 2. Baseline comparison between all female SYV and current sub-study

participants
SYV females SYV females
p . Total
not in cohort in cohort
(N =52) (N=16) (N =68) p-value

Age 0.562

<18 32 (61.5%) 8 (50.0%) 40 (58.8%)

18-24 20 (38.5%) 8 (50.0%) 28 (41.2%)
Highest level of education 0.220
completed

some primary 2 (3.8%) 2 (12.5%) 4 (5.9%)

through standard 7 23 (44.2%) 3 (18.8%) 26 (38.2%)

form 1-3 8 (15.4%) 4 (25.0%) 12 (17.6%)

form 4 17 (32.7%) 7 (43.8%) 24 (35.3%)

vocational 2 (3.8%) 0 (0.0%) 2 (2.9%)
HIV viral load 0.928

Mean (SD) 1.84 (0.89) 1.88 (0.96) 1.85 (0.90)

Median (Q1, Q3) 20(1.0,3.0) 15(1.0,3.00 20(1.0,3.0)

Min, Max 1.0,3.0 1.0,3.0 1.0,3.0

N (% Non-missing) 50 (96.2%) 16 (100.0%) 66 (97.1%)
Self-reported ARV adherence 0.092

Mean (SD) 56.71(14.72) 6417 (11.21)  58.46 (14.26)

Median (Q1, Q3) 57.8 (46.7, 68.9) 63.3 (56.7, 67.8) 58.9 (48.9, 68.9)

Min, Max 20.0, 88.9 46.7, 88.9 20.0, 88.9

N (% Non-missing) 52 (100.0%) 16 (100.0%) 68 (100.0%)
Internal Stigma Score 0.657

Mean (SD) 8.21 (2.25) 8.20 (1.01) 8.21 (2.02)

Median (Q1, Q3) 8.0(8.0,10.0) 8.0(8.0,9.0) 80(8.0,9.0

Min, Max 4.0,13.0 6.0, 10.0 4.0,13.0

N (% Non-missing) 47 (904%)  15(93.8%) 62 (91.2%)
External Stigma Score 0.644

Mean (SD) 14.77 (439)  13.94(3.23)  14.57 (4.14)

Median (Q1, Q3) 14.5 (12.0, 18.0) 14.0 (12.5, 17.0) 14.0 (12.0, 17.5)

Min, Max 6.0, 24.0 6.0, 18.0 6.0,24.0

N (% Non-missing) 52 (100.0%) 16 (100.0%) 68 (100.0%)
Age when found out HIV 0.032
status

Mean (SD) 11.60 (1.26)  14.50 (0.71)  12.08 (1.62)

Median (Q1, Q3) 12.0 (10.0, 13.0) 14.5 (14.0, 15.0) 12.0 (10.5, 13.0)

Min, Max 10.0, 13.0 14.0, 15.0 10.0, 15.0

N (% Non-missing) 10 (19.2%) 2 (12.5%) 12 (17.6%)
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SYV females SYV females
. i Total
not in cohort in cohort
(N =52) (N=16) (N = 68) p-value
Condom use during last 1.000
sexual encounter
yes 10 (66.7%) 6 (75.0%) 16 (69.6%)
no 5 (33.3%) 2 (25.0%) 7 (30.4%)
37 (%) 8 (%) 45 (%)
Ever disclosed HIV status to a 1.000
sexual partner
yes 9 (64.3%) 5 (55.6%) 14 (60.9%)
nho 5 (35.7%) 4 (44.4%) 9 (39.1%)
. 38 (%) 7 (%) 45 (%)
PHQ-9 Score 0.051
Mean (SD) 7.38 (4.72) 473 (3.51) 6.79 (4.59)
Median (Q1, Q3) 6.0 (4.0, 10.5) 4.0(2.0,8.0) 6.0(3.0,10.0)
Min, Max 0.0, 21.0 0.0, 10.0 0.0, 21.0
N (% Non-missing) 52 (100.0%) 15 (93.8%) 67 (98.5%)
SDQ Total Difficulties Score 0.834
Mean (SD) 8.38 (3.34) 8.07 (4.08) 8.31 (3.50)
Median (Q1, Q3) 8.0 (6.0, 10.0) 9.0(4.0,11.0) 8.0(6.0,10.0)
Min, Max 2.0,16.0 2.0,14.0 2.0,16.0
N (% Non-missing) 50 (96.2%) 15 (93.8%) 65 (95.6%)
UCLA PTSD Score 0.188
Mean (SD) 10.90 (8.12) 8.69 (9.08) 10.37 (8.34)
Median (Q1, Q3) 8.0(5.0,15.0) 5.0(2.0,15.5) 8.0(4.0,15.0)
Min, Max 0.0, 30.0 0.0, 30.0 0.0, 30.0
N (% Non-missing) 51 (98.1%) 16 (100.0%) 67 (98.5%)
Site 0.562
KCMC 20 (38.5%) 8 (50.0%) 28 (41.2%)
32 (61.5%) 8 (50.0%) 40 (58.8%)
Desire to have children 0.568
yes 47 (92.2%) 14 (87.5%) 61 (91.0%)
no 3 (5.9%) 1(6.3%) 4 (6.0%)
I do already 1(2.0%) 1(6.3%) 2 (3.0%)
1(%) 0 (%) 1(%)
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Appendix B: PE In-depth Interview Guide

Questions Guide for In-Depth Interviews with AGYWLWH

Version 1.6

1. Interviewer name
2. Participant ID#
3. Interview date (mm/dd/yyyy) ]
4. Participant agrees to audio record interview O Yes

0 No
5. Time interview began (hh:mm) I I I:1__1__lam/pm
6. Time interview ended (hh:mm) I I:1_1_ lam/pm
7. Participant wants a summary of the study findings O Yes

O No

Step 1: Complete Q1—3 above before starting the interview.

Step 2: Introduce yourself at the beginning of the interview.

Step 3: Thank participant for taking part in the interview.

Step 4: Read Pre-Interview: Information about the study to the participant.

Step 5: Ask for the participant’s permission to record the interview. Tick appropriate box in Q4 above.
Step 6: Turn on audio recorder if permitted. Document time interview begins in Q5 above.
Step 7: Conduct interview.

Step 8: Thank the participant at the end of the interview. Ask if has any questions.

Step 9: Document time interview ended in Q6 above.

Step 10: Provide reimbursement and document appropriately.

Step 11: Ask participants if they want a summary of the interview findings. Document response.

Pre-Interview: Information about the study

The goal of this interview is to learn more about your sexual and reproductive health desires and ways you’ve addressed
your desires. These findings will help us identify additional support to help adolescent girls and young women living with
HIV achieve their desired family planning outcomes.

There are no right or wrong answers to the questions I’ll ask, only opinions. Please feel free to share your candid thoughts.
You are the expert here, and there is no one else we can ask to get the unique information that you can tell me about your
beliefs and experiences.

If you agree, I would like to audio record the interview because I want to make sure I don’t miss any of your comments. If
you don’t want the interview audio recorded, I will take detailed notes during the interview instead. The recording and
transcript will be stored securely at Duke University and Kilimanjaro Christian Medical Centre and eventually destroyed
after we publish the study’s findings. The transcript will only be shared with the co-investigators of this study. Some
quotes from the transcript may be used in publication, based on the analysis of the data. No names will be included in the
transcript or publications.

To ensure that your privacy is protected and that we can speak freely, I'd like to ask that we talk in a space that is quiet
and/or private for you. I understand interruptions may happen during our conversation and that sometimes these can’t be
avoided. If too many interruptions happen, I may ask that we reschedule our discussion to ensure the quality of our
conversation.
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Please know that participating in this interview is voluntary. You can choose not to answer a question, or you can stop

participating at any time.

You will receive 5,000 TSH and bus fare reimbursement for taking part in the interview. The interview will take about 90

minutes.

Do you have any questions for me so far about the interview?

[If yes, answer the participant’s questions.|

Are you okay with our conversation being audio recorded?

[If yes, begin audio recording now.]

[If no] That’s okay, I’ll take detailed notes as we talk.

OK -- Let’s get started.

[ Section 1: Get to Know You

Interviewer script: 1'd like to start by asking you about yourself and a little about your life.

1. What brings you joy in life? What do you find challenging?
a.  What does a typical day look like for you?
b. Probe: What do you enjoy? What do you dislike?

2. Do you have any chi

Idren?

a. [If yes] How many and what are their ages?

Child | Age of | HIV Nevirapine | ARVs up to Testing Results of Tests
# Child status at Birth Now

*Date

of

Birth:

b. [If yes] What was your age when you became pregnant with your first child?
i. Tell me what it was like to be pregnant at [stated age].
1. Did you plan to get pregnant at [stated age]? Why/why not? At what age did you want to start

having children?
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2. Probe: Who were you living with? [Did you tell your partner?] How did your partner react?
Were you and your partner married? How did your family react? How did your friends react?
Why do you think they reacted this way?
3. Probe: How did other people in your community act toward you? What did people say about
you? Why do you think people said this?
4. How did you feel about being pregnant at [stated] age?
5. Can you describe the support you received while pregnant? Did you feel it was sufficient?
Why/why not?
ii. [If more than 1 child] Were all of your other pregnancies planned?
iii. How many children do you want?
iv. How did being pregnant impact your adherence to HIV medication?
1. Why/why didn’t it(they) impact your adherence to medication?
2. How did you cope with that impact?
c. [If no children] Why not?

Section 2: Contraception Experience & Knowledge

Interviewer script: Now we 're going to move into questions about sexual and reproductive health. Here, let’s talk about
your experiences with family planning and knowledge about contraceptives.

HEARD: ADVICE, SERVICES, METHODS, IMPACT

3. Please tell me what you have heard about family planning. /if the participant seems stuck, offer ideas such as: school,
radio advertisement, friends, parents, etc.]
i. Probe: What recommendations have you received about timing for building a family (finding a
partner, when to have children, etc) from friends, parents, school, etc.?
ii. Probe: What have you heard about family planning services?
iii. Probe: What did you hear about ways to plan for families?
b.  When did you first hear advice about family planning? From whom did you hear this? How did this
information make you feel? What were your thoughts about family planning after hearing this?
i. How did this information influence where you sought family planning advice?
ii. How did this information influence whether you wanted family planning services?
ii. How did this information influence where you sought family planning services?
1. Probe: Where have you considered going? Why?
v. How did this information influence your decision to use/not use family planning methods? How did
this information influence which option(s) you sought?
c.  Where else did you get advice or information about how to plan for a family?
i. Which sources of information influenced your decisions most? Why?
ii. What information was important to you? Why?

FP METHOD USE: WHICH METHODS, EXPERIENCE, FULFILLED DESIRES

4. Have you ever used any action or method to prevent pregnancy?
i. [If no] Have you ever tried the calendar/rhythm method, condoms, pullout method, devices, or other
methods?
1. [If yes] Continue here
2. [If no] Skip to IF NEVER USED FP METHOD
b How old were you when you first tried a method to prevent pregnancy?
+ Tell me about that experience.
= Probe: Which method or action did you use? Why did you use this method? How did you feel about
that method?
iii. What factors encouraged your decision to continue/discontinue this method?
1. [If discontinued] Did you discontinue this method within a year of starting? Why/why not?
Did you switch to a different method within a year of starting? Why/why not?
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i« Did you know your HIV status at the time?
5. [If have used] Tell me about your most recent (current) experience with family planning methods.

a. Probe: Which method were you using? Why were you using this type of contraception? [If different from
first] Why did you switch methods? What do you like about this method? What do you dislike about this
method? Do you plan to continue using this method? Why/why not?

b. Probe: Did you experience any side effects with this method? If so, what were they?

c. Did your partner know that you are using this? Why/why not?

d. Did you encounter challenges getting/using [contraceptive mentioned]? If so, what were they? How did you
overcome these challenges?

e.  What factors encouraged your decision to continue/discontinue this method?

i. [If discontinued] Did you discontinue this method within a year of starting? Did you switch to a
different method within a year of starting?
What helped you access/use this contraceptive? Why did this help?
[If an object] Where did you get this contraceptive? How was this experience?
Did this method of contraception fulfill your family planning desires? If so, how so? If not, why not?
Is there anything different you would want to address your family planning desires? If so, what? If not, why
not?
6. Have you used any other family planning methods that we haven’t discussed (examples: condom, calendar/rhythym,
pull out method, devices, etc)?

a. If so, what was it? Why did you use it? How was that experience (side effects, challenges,

discontinuation/switching, like/dislike)?
7. Can I ask you specifically about:

T

Contraception | Have you ‘What have From whom | Have you How was What are
ever heard of | you heard did you hear | ever used your your
[x]? about [x]? this? [x]? [About experience opinions
how old were | using [x]? about [x]?
you?] Why?

Male condom

Female
condom

Birth control
pill

Intrauterine
device (IUD)

Contraceptive
injection

Contraceptive
implant or
patch

Caps or
diaphragms

Vaginal ring

8. [If used different methods] What motivated you to switch methods?
9. Have you ever tried to get a family planning method but were denied one? Please tell me about that experience.
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10. Did you ever want a family planning method but felt you couldn’t get one? Please tell me about that experience.
11. Who do you feel comfortable discussing contraception with? Why?
a.  When was the last time you discussed contraception with these people? Why?
b. What did you talk about?
¢. Who do you want to discuss contraception with but feel like you can’t? Why do you feel you can’t talk to
them about it?

IF NEVER USED FP METHOD

12. Why haven’t you used any action or method to prevent pregnancy?
a. Probe: Have you wanted to get a family planning method? If so, why? If not, why not?
i. [If so] Which method would you want? Why?
13. Have you ever tried to get a family planning method but were denied one? Please tell me about that experience.
14. Did you ever want a family planning method but felt you couldn’t get one? Please tell me about that experience.
15. What do you do instead to prevent pregnancies? Why?
a. Probe: Have you had challenges getting family planning services?
i. If so, what were those challenges?
*CONTINUE WITH CHART QUESTIONS

FP SERVICE USE: WHERE, EXPERIENCE, FULFILLED DESIRES

16. Have you ever received family planning services?
a. Tell me about the first time you received family planning services. [that experience]
i. How old were you when you first received family planning services? Where did you receive family
planning services? Why did you get services there?
1. Probe: Did you get this service before or after your first pregnancy?
a. [If before pregnancy] Why? Did you want family planning counseling? Why/why
not?
i. Probe: [If yes] Why did you want family planning services?
ii. [If no] What motivated you to get this service?
b. [If not before pregnancy] Why? Why didn’t you pursue family planning services
before your first pregnancy?
b. Walk me through your first experience once you arrived at the service.
i. Probe: Who offered the services? What did they say to you? How was your experience with the
[person who offered the service]? Why?
1. Probe: How did they act toward you? How did they make you feel?
ii. What did you want to get from the service? What did you get from the service?
1. Did you want to get a family planning method? Why/why not?
a. [If so] Was this the first time you tried to get contraception? Why/why not?
2. Did you leave with a family planning method? Why/why not?
a. [If yes] What family planning method did you get? Why? Did they explain side
effects and proper use? How did this impact your sexual experience? Why?
+ Was this the method you wanted? Why/why not?

1. How easy or challenging was it to get the method you wanted?
Please explain why it was [easy/challenging].

2. [If no] What contraceptive method did you want? Why?

3. [If no] What other challenges did you have in getting the
contraceptive method you wanted? How did you overcome those
challenges?

b. [If no] Did you get a family planning method somewhere else after the visit?
Why/why not?
+ [If yes] Where did you go? Why did you go there?
iii. What other information did you want to learn? Were you able to ask all of your questions?
1. Were your desires addressed? Why/why not?
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2. Do you think they were good at advising you? Why/why not?
iv. Have you returned since? Why/why not?
1. Would you recommend this service to a friend? Why/why not?
¢.  How did this experience influence your thoughts about where and from whom to get contraception?
d. What were your opinions about family planning counseling before using this service? Why?
i. Did your opinions change after receiving family planning counseling? If so, how? If not, why not?
e. Have you ever received clinical family planning services? Why/why not? How was this experience?
17. Have you had other family planning experiences that we haven’t discussed?
a. Ifso, where? How were these experiences? Did you leave with your desires addressed? Why/why not?
b. Have you had any uncomfortable experiences getting family planning counseling? Please tell me what
happened.
¢. Have you received advice about planning pregnancies from other sources? If so, from whom? What did they
say?
18. When you have gone to the CTC, did you ever talk about contraception with a doctor or nurse?
a. [If yes] Why? What did they say? What happened next? Where did they refer you to? Did you go? Why/why
not?
b. [If not] Why not? Who else have you asked about contraceptives? What challenges did you face? Why?
19. Thinking about your experiences, what did you like about family planning counseling? Why?
a. What didn’t you like from family planning counseling? Why?
b.  Where do you like to get family planning services? Why?
i. Are there places you don’t like to go or places you avoid getting family planning services? Why?
¢.  What would you like to see changed or added to family planning services? Why?
i. Probe: Why is this important to you? Why would this be helpful?
ii. How would you recommend the change(s) be implemented? Why?
iii. What are the most important aspects to consider when changing/adding this? Why?
20. What has been most challenging for you in getting family planning services? Why? How have you overcome those
challenges?
21. What has helped you get family planning services? Why did this help?

IF NEVER RECEIVED FP SERVICES

22. Why haven’t you received family planning services?
a. Probe: Have you wanted to get family planning services? If so, why? If not, why not?
i. [If so] Where would you want to go? Why? Where would you not want to go? Why?
ii. [If so] What services would you want? Why?
b. Probe: What are your opinions about family planning services? Why?
c. Probe: Have you had challenges accessing family planning services?
i. If so, what were those challenges?
d. Have you looked for advice about planning pregnancies from another source? If so, which sources? Why?
23. When you have gone to the CTC, did you ever talk about contraception with a doctor or nurse?
a. [If yes] Why? What did they say? What happened next? Where did they refer you to? Did you go? Why/why
not?
b. [If not] Why not? Who else have you asked about contraceptives?
c.  What challenges did you face? Why?

Section 3: Relationship Influence on FP/Contraceptive Experience Health/IPV

Interviewer script: Let’s now talk about your sense of autonomy in current and previous relationships.

24. Tell me about the relationship you have/had with the partner of your first pregnancy.
a. Probe: Are they your current partner? Did they know your HIV status? Why/why not?
b. Before you had your first pregnancy, did you feel comfortable discussing contraception with this partner?
Why/why not?
i. Probe: What did they say to make you feel this way?
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ii. Probe: What did they do to make you feel this way?
iii. How did this impact your use of/comfortability using contraception?
1. Probe: Did you use contraception? If yes:
a. Probe: Did your partner know about it? Why/why not?
b. Probe: How did this impact your continued use of contraception?
iv. [If not] How did you overcome this challenge? Did you use contraception with this partner?
c. Do you feel your preferences about sex were respected? Why/why not?
i. Probe: What did they say to make you feel this way?
ii. Probe: What did they do to make you feel this way?
25. Do you feel comfortable discussing contraception with your current partner? Why/why not?
a. Probe: What do they say to make you feel this way?
Probe: What do they do to make you feel this way?
How does this impact your use of/comfortability using contraception?
[If not] How do you navigate this challenge (so you can use contraception)?
How does this impact your ability to get the family planning services you desire? Why?
Does your current partner know about your HIV status? Why/why not?

HooooT

Section 4: Abortion

Interviewer script: Now 1'd like to ask you about your opinions about abortion. As a reminder, if you re uncomfortable
with any question, you can say you don’t want to answer it, and we will move onto the next question.

26. What are your opinions about abortion?
a.  Why? What makes you feel this way?
27. What are community perceptions about abortion?
a. What do people say about abortion? What do people say about women who get abortions?
b. How do people act to make you think this? How do people treat women who get abortions?
28. What are perceptions about abortion among other women your age in your community?
a.  What do people say to make you think this? How do people act to make you think this?
b. Do you know someone who has tried to get an abortion?
i. [If so] How did that make you feel? Why?
c. If someone your age wanted to get an abortion, what challenges would they face?
i. Why would they face these challenges?
ii. What are some of their reasons for getting an abortion?
ii. How do women your age abort their pregnancy?
iv. Do you know of anyone who had a complication with their abortion? Why did they have this
complication? What happened?
d. Have you ever tried to get an abortion?
i. [If yes] Please tell me about this experience.
1. What are the reasons you wanted an abortion?
2. How did you learn about where to get an abortion?
3. Did you tell anyone? If yes, who did you tell? Why?
4. What challenges did you face? Why?
5. Probe: Did you experience any complications after the abortion? If so, what were they? How
did you address these complications?
ii. [If no] Would you feel comfortable seeking an abortion? Why/why not?
1. Did you ever consider getting an abortion? Why/why not?

Section 5: Closing

That’s the end of the questions that | have for you today.

29. Is there any other information you’d like to share about your contraceptive or family planning desires?
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30. Do you have any other recommendations for supporting adolescent girls or young women living with HIV in
addressing their contraceptive or family planning desires?

I want to sincerely thank you for your time and for the helpful information that you provided.-Would you like a summary
of the study findings?

Thank you very much.
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Appendix C: NPE In-depth Interview Guide

Questions Guide for In-Depth Interviews with AGYWLWH
Version 1.6 [non-pregnant]

1. Interviewer name

2. Participant ID#

3. Interview date (mm/dd/yyyy) FRY DR/ ) R/ Y R O B |
4. Participant agrees to audio record interview O Yes
0 No
5. Time interview began (hh:mm) |l |:]l_—]__] am/pm
6. Time interview ended (hh:mm) |l 1:]__]__]am/pm
7. Participant wants a summary of the study findings O Yes
O No

Step 1: Complete Q1—3 above before starting the interview.

Step 2: Introduce yourself at the beginning of the interview.

Step 3: Thank participant for taking part in the interview.

Step 4: Read Pre-Interview: Information about the study to the participant.

Step 5: Ask for the participant’s permission to record the interview. Tick appropriate box in Q4 above.
Step 6: Turn on audio recorder if permitted. Document time interview begins in Q5 above.
Step 7: Conduct interview.

Step 8: Thank the participant at the end of the interview. Ask if has any questions.

Step 9: Document time interview ended in Q6 above.

Step 10: Provide reimbursement and document appropriately.

Step 11: Ask participants if they want a summary of the interview findings. Document response.

Pre-Interview: Information about the study

The goal of this interview is to learn more about your sexual and reproductive health desires and ways you’ve addressed
your desires. These findings will help us identify additional support to help adolescent girls and young women living with
HIV achieve their desired family planning outcomes.

There are no right or wrong answers to the questions I'll ask, only opinions. Please feel free to share your candid
thoughts. You are the expert here, and there is no one else we can ask to get the unique information that you can tell
me about your beliefs and experiences.

If you agree, | would like to audio record the interview because | want to make sure | don’t miss any of your comments.
If you don’t want the interview audio recorded, | will take detailed notes during the interview instead. The recording and
transcript will be stored securely at Duke University and Kilimanjaro Christian Medical Centre and eventually destroyed
after we publish the study’s findings. The transcript will only be shared with the co-investigators of this study. Some
quotes from the transcript may be used in publication, based on the analysis of the data. No names will be included in
the transcript or publications.

To ensure that your privacy is protected and that we can speak freely, I’d like to ask that we talk in a space that is quiet
and/or private for you. | understand interruptions may happen during our conversation and that sometimes these can’t
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be avoided. If too many interruptions happen, | may ask that we reschedule our discussion to ensure the quality of our
conversation.

Please know that participating in this interview is voluntary. You can choose not to answer a question, or you can stop
participating at any time.

You will receive 5,000 TSH and bus fare reimbursement for taking part in the interview. The interview will take about 90
minutes.

Do you have any questions for me so far about the interview?
[If yes, answer the participant’s questions.]

Are you okay with our conversation being audio recorded?
[If yes, begin audio recording now.]

[If no] That's okay, I'll take detailed notes as we talk.

OK -- Let’s get started.

Section 1: Get to Know You

Interviewer script: I'd like to start by asking you about yourself and a little about your life.

1. What brings you joy in life? What do you find challenging?
a. What does a typical day look like for you?
b. Probe: What do you enjoy? What do you dislike?
2. Do you have any children?
a. [If yes] SWITCH TO PREGNANT GUIDE
b. [If no children] Would you like to have children?
i. Why?/Why not?
ii. How many would you like?
iii. Do you have a desired timeline for your life/having children?
1. Why do you want to follow this timeline?
2. How did you come up with this timeline? (probe: about external)
iv. What will you do to follow this timeline? (or Do you have a plan for this timeline?)

Section 2: Contraception Experience & Knowledge

Interviewer script: Now we’re going to move into questions about sexual and reproductive health. Here, let’s talk about
your experiences with family planning and knowledge about contraceptives.

ADVICE

3. Please tell me what you have heard about family planning. [If the participant seems

stuck, offer ideas such as: school, radio advertisement, friends, parents, etc.]
i. Probe: What recommendations have you received about timing for building a family (finding a
partner, when to have children, etc) from friends, parents, school, etc.?
ii. Probe: What have you heard about family planning services?
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b. When did you first hear advice about family planning?
i. What advice did they give?
ii. From whom/where did you hear this?
iii. How did this information influence your interest in family planning methods?
iv. How did this information influence your decision to use/not use family planning methods?
v. How did this information influence which option(s) you sought?
c. Where else have you received advice or information about how to plan for a
family?
i. Which sources of information were most impactful to you? [Whose advice was most important to
you?] Why? (Why did you use the information from x source to inform your family planning)
ii. What information was important to you? Why?

FP METHOD USE: WHICH METHODS, EXPERIENCE, FULFILLED DESIRES

4. What are your thoughts or opinions about family planning methods?
a. Why?
b. What have you heard about family planning methods? [If the participant seems stuck, offer ideas such as:
good/bad methods, side effects, friends’ experiences, etc.]
Do you have any concerns about family planning methods? If so, what are they?
What about family planning methods would be helpful to you?
What do your friends say or think about family planning methods?
What do your family members say or think about family planning methods?
5. Who do you feel comfortable discussing contraception with? Why?
a. When was the last time you discussed contraception with them? Why?
b. What did you talk about?
c. Isthere someone (else) you wish you could talk about contraception with? Why/why not?
6. Have you ever used any action or method to prevent pregnancy?
i. [If no] Have you ever tried the calendar/rhythm method, condoms, pullout method, devices, or
other methods?
1. [If no] Skip to IF NEVER USED FP METHOD
b- [If yes] How old were you when you first tried a method to prevent pregnancy?

i Tell me about that experience.
% Probe: Which method or action did you use? Why did you use this method?
2 Probe: Did you like this method? Why/why not?

ii. Why did you continue/discontinue this method?
1. [If discontinued] Did you discontinue this method within a year of starting? Why/why not?

Did you switch to a different method within a year of starting? Why/why not?
= Did you know your HIV status when you first tried a method to prevent pregnancy?
7. [If yes] Tell me about your most recent (current) experience with family planning
methods.
a. Probe: Which method were you using? Why were you using this type of contraception?
i. [If different from first] Why did you switch methods?
ii. What do you like about this method? What do you dislike about this

method? Do you plan to continue using this method? Why/why not?
b. Probe: Did you experience any side effects with this method? If so, what were they?
c. Did your partner know that you are using this? Why/why not?

d. Did you have challenges using [contraceptive mentioned]?

-~ o o0
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i. [If so] What were they? How did you overcome these challenges?
ii. Did you have challenges getting [contraceptive mentioned]?
iii. [If so] What were they? How did you overcome these challenges?
iv. Do you know other people who had challenges getting family planning methods? What were those
challenges?
e. Why did you continue/discontinue this method? Do you plan to continue using this
method? Why/why not?

i. [If discontinued] Did you discontinue this method within a year of starting? Did you switch to a
different method within a year of starting?

f. What helped you access/use this contraceptive? Why did this help?
g. Where did you get this contraceptive? How was this experience?
h. Did this method of contraception fulfill your family planning/pregnancy prevention
desires?
i. If so, how so? If not, why not?
i. Is there anything different you would want to address your family planning
desires?
i. If so, what? If not, why not?
8. Have you used any other family planning methods that we haven’t discussed (examples:

condom, calendar/rhythm, pull out method, devices, etc)?
a. If so, what was it? Why did you use it? How was that experience (side effects, challenges,
discontinuation/switching, like/dislike)?

9. Have you ever tried to get a family planning method but were denied one? Please tell me
about that experience.

10.Did you ever want a family planning method but felt you couldn’t get one? Please tell me
about that experience.

IF NEVER USED FP METHOD

11.Have you wanted to get a family planning method?
i. If so, why? If not, why not?
ii. [If so] Which method would you want? Why?

b. [If so] What has prevented you from getting the family planning method? Have you
had challenges getting family planning methods (getting approval from your
parents or partner, receiving the method you wanted from a nurse)?

i. [If so] What were those challenges?
ii. [If so] How have you overcome those challenges?
iii. Do you know other people who had challenges getting family planning methods they wanted? What
were those challenges?
12.Have you ever tried to get a family planning method but were denied one?

a. [If yes] Please tell me about that experience.

b. [If not] Why haven’t you tried to get a family planning method?

13.Did you ever want a family planning method but felt you couldn’t get one?

a. [If yes] Please tell me about that experience.

b. [If no] Why didn’t you want a family planning method?

14. What do you do instead to prevent pregnancies? Why?
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a. [If doesn’t take action] Probe: Why haven’t you used any action or method to prevent pregnancy?

CONTRACEPTIVE KNOWLEDGE (all participants):

15.Can | ask you specifically about:

Contraception | Have you | What have | Fromwhom | Have you | How was What are

ever heard | you heard 3:?520” hear | aver used Zg:;rience your
of [x]? about [x]? ) [X]? (About | ysing [x]? opinions
how old were about [x]?
?
you?] Why?

Male condom

Female
condom

Birth control
pill

Intrauterine
device (IUD)

Contraceptive
injection

Contraceptive
implant or
patch

Caps or
diaphragms

Vaginal ring

a. [If used more than 1 method] Were you using any of these methods at the same time?
b. [If used different methods] What motivated you to switch methods?

FP SERVICE USE: WHERE, EXPERIENCE, FULFILLED DESIRES

16.Please tell me, where are places you can get family planning advice?

a. Of these places, which ones would you want to get family planning advice from?
i. Methods from?
ii. Kwa nini? [If participant is struggling, you can probe about what they’ve heard from other people or
if they have had a bad experience.]
b. Are there any places you wouldn’t want to go for family planning advice? For
methods?
c. What are your opinions about family planning services? Why?
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17.Have you ever gone to family planning services?

a. [If no] Have you ever gone somewhere for family planning advice? Have you ever asked anyone for advice
about how to plan for a family? [If participant says they asked a nurse, doctor, pharmacist for advice, please
continue here.]

i. [If no] Continue to IF NEVER RECEIVED FP SERVICES
b. [If yes] Tell me about your experience when you first received family planning

services.

i. How old were you when you first went someplace for family planning services?

ii. Where did you go for family planning services?

iii. Why did you go there?

c. Walk me through your experience once you arrived at the family planning place.
i. Probe: Who offered the services? What did they say to you? How was your experience with the
[person who offered the service]? Why?
1. Probe: How did they act toward you? How did they make you feel?
ii. What did you want to get from the service? What did you get from the

service?
1. Did you want to get a family planning method? Why/why not?
a. [If so] Was this the first time you tried to get contraception? Why/why not?
2. Did you leave with a family planning method? Why/why not?
a. [If yes] What family planning method did you get? Why? Did they explain side
effects and proper use? How did this impact your sexual experience? Why?
i Was this the method you wanted? Why/why not?

1. How easy or challenging was it to get the method you wanted?
Please explain why it was [easy/challenging].

2. [If no] What contraceptive method did you want? Why?

3. [If no] What other challenges did you have in getting the
contraceptive method you wanted? How did you overcome those
challenges?

b. [If no] Did you get a family planning method somewhere else after the visit?
Why/why not?
+ [If yes] Where did you go? Why did you go there?
iii. What other information did you want to learn?
1. What questions did you have? Were you able to ask all of your
questions?
2. What questions do you still have about family planning services?

Methods? Timelines?
3. Did you get everything you hoped to get from the encounter? Why/why not?
4. Do you think they were good at advising you? Why/why not?
iv. Have you returned since? Why/why not?

1. Would you recommend this service to a friend? Why/why not?
d. How did this experience influence your thoughts about where and from whom to
get contraception?

e. What were your opinions about family planning counseling before using this service? Why?
i. Did your opinions change after receiving family planning counseling? If so, how? If not, why not?

18.Have you had other family planning experiences that we haven’t discussed?
a. |If so, where? How were these experiences? Did you leave with your desires addressed? Why/why not?
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b. Have you had any uncomfortable experiences getting family planning counseling?
Please tell me what happened.
c. Have you received advice about planning pregnancies from other sources? If so, from whom? What did they
say?
19.When you have gone to the CTC, did you ever talk about contraception with a doctor or
nurse?
a. [If yes] Why? What did they say? What happened next? Where did they refer you to? Did you go? Why/why
not?
b. [If not] Why not? Who else have you asked about contraceptives? What challenges did you face? Why?
20.Thinking about your experiences, what did you like about family planning counseling?
Why?
a. What didn’t you like from family planning counseling? Why?
b. What would you like to see changed or added to family planning services? Why?
i. Probe: Why is this important to you? Why would this be helpful?
ii. How would you recommend the change(s) be implemented? Why?
iii. What are the most important aspects to consider when changing/adding this? Why?
21.What has been most challenging for you in getting family planning services? Why? How
have you overcome those challenges?
22.What has helped you get family planning services? Why did this help?
23. Do you know other people who had challenges getting family planning services? What were those challenges?
24.0verall, what are your thoughts or opinions about family planning services?
a. Why?
b. What have you heard about family planning services? [If the participant seems stuck, offer ideas such as:
good/bad places to get services, how nurses/doctors act, friends’ experiences, etc.]
What concerns do you have about family planning services?

d. What do your friends say or think about family planning services?
e. What do your family members say or think about family planning services?

o

IF NEVER RECEIVED FP SERVICES

25.Why haven’t you asked for advice about family planning? (or, Why did you ask for advice
from [person mentioned])?
a. Please tell me about the time you asked for advice about family planning.
i. Probe: What did they say to you? How did they make you feel?
ii. What questions did you have about family planning?
iii. What questions do you continue to have about family planning methods?

Services? Timelines?
1. [If comment they don’t have questions because they aren’t sexually active] If you did have a

partner or were sexually active, what questions would you have about family planning
(methods, services, timelines)?

b. Have you had any uncomfortable experiences trying to get advice about family planning? Please tell me

what happened.
c. Have you looked for advice about planning pregnancies from another source? If so, which sources? Why?
26.Why haven’t you gone somewhere for family planning advice? Services?
a. Have you wanted to go somewhere for family planning services? If so, why? If not, why not?
i. [If so] What services would you want? Why?
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ii. What services wouldn’t you want? Why?
b. Have you had challenges accessing family planning services?
i. If so, what were those challenges?
27.When you have gone to the CTC, did you ever talk about contraception with a doctor or
nurse?
a. [If yes] Why? What did they say? What happened next? Where did they refer you to? Did you go? Why/why
not?
b. [If not] Why not? Who else have you asked about contraceptives?
c.  What challenges did you face? Why?

28.Have you had challenges getting family planning services (going to the location, getting a

method from a nurse)? Why?

a. [If so] What were those challenges?

b. [If so] How did you overcome those challenges?

c. Do you know other people who had challenges getting family planning services? What were those

challenges?

29.What would you like to see changed or added to family planning services? Why?

a. Probe: Why is this important to you? Why would this be helpful?

b. How would you recommend the change(s) be implemented? Why?

c.  What are the most important aspects to consider when changing/adding this? Why?
30.0verall, what are your thoughts or opinions about family planning services?

a. Why?

b. What have you heard about family planning services? [If the participant seems stuck, offer ideas such as:
good/bad places to get services, how nurses/doctors act, friends’ experiences, etc.]
What concerns do you have about family planning services?
d. What do your friends say or think about family planning services?
e. What do your family members say or think about family planning services?

o

Section 3: Relationship Influence on FP/Contraceptive Experience Health/IPV

Interviewer script: Let’s now talk about your sense of autonomy in current and previous relationships.

31. Have you ever been in a romantic relationship?
a. [If yes] Are you currently in a romantic relationship?
i. [if no] Have you ever been sexually active?
1. [If yes]: continue here
2. [If no] Continue to NEVER SEXUALLY ACTIVE
32.Tell me about the relationship you have/had with your current/past partner.
a. Are you happy in the relationship? Do you feel they respect you?
b. Have you been sexually active with your partner?
i. [If no] Have you ever been sexually active?
1. [If yes] continue here but about past partner
2. [If no] Why have you chosen not to engage in sexual activity? [After answering this question,
move to NEVER SEXUALLY ACTIVE]
ii. Did they know your HIV status? Why/why not?
iii. Do you feel comfortable discussing contraception with your partner? Why/why not?
1. Probe: What did they say to make you feel this way?
2. Probe: What did they do to make you feel this way?
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iv. Do/did you use contraception with this partner (calendar method, condom, pill, etc)? Why/why not?
1. Probe: Did your partner know about it? Why/why not?
c. Do you feel your preferences about sex were respected? Why/why not?
i. Probe: What did they say to make you feel this way?
ii. Probe: What did they do to make you feel this way?

NEVER SEXUALLY ACTIVE
33. If you were in a relationship, would that influence your interest in contraceptives or family planning services?
Why/why not?
a. If you were sexually, would that influence your interest in contraceptives or family planning services?
Why/why note?
34. If you were sexually active with your partner, would you talk to them about family planning? Why/why not?
a. When would you feel comfortable talking to them about family planning? Why?

Section 4: Abortion

Interviewer script: Now I'd like to ask you about your opinions about abortion. As a reminder, if you’re uncomfortable
with any question, you can say you don’t want to answer it, and we will move onto the next question.

35.What are your opinions about abortion?
a. Why? What makes you feel this way?
36. What are community perceptions about abortion?
a. What do people say about abortion? What do people say about women who get
abortions?
b. How do people act to make you think this? How do people treat women who get
abortions?
37. How do other women your age in your community feel about abortion?
a. What do people say to make you think this? How do people act to make you think this?
b. Do you know someone who has tried to get an abortion? Please tell me about this.
i. [If so] How did that make you feel? Why?
c. If someone your age wanted to get an abortion, what challenges would they face?
i. Why would they face these challenges?
ii. What are some of their reasons for getting an abortion?
iii. How do women your age abort their pregnancy?
iv. Do you know of anyone who had a complication with their abortion? Why did they have this
complication? What happened?
d. Have you ever tried to get an abortion?
i. [If yes] Please tell me about this experience.
1. What are the reasons you wanted an abortion?
How did you learn about where to get an abortion?
Did you tell anyone? If yes, who did you tell? Why?
What challenges did you face? Why?
Probe: Did you experience any complications after the abortion? If so, what were they? How
did you address these complications?
ii. [If no] Would you feel comfortable seeking an abortion? Why/why not?
1. Did you ever consider getting an abortion? Why/why not?

v wN
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Section 5: Closing

That’s the end of the questions that | have for you today.

38. Do you have any other thoughts about your family planning desires or interests?

39. Do you have other recommendations to help adolescent girls or young women living with HIV get family planning
methods?

| want to sincerely thank you for your time and for the helpful information that you provided.-Would you like a summary
of the study findings?

Thank you very much.
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Appendix D: Focus Group Discussion Guide

Focus Group Discussion Question guide for SRH with AGYWLWH

Version 1.0
1. Moderator’s name
2. FGD#
3. Discussion date (mm/dd/yyyy) [ I
4. Time discussion began (hh:mm) || lam/pm
5. Time discussion ended (hh:mm) 1| |__lam/pm

Step 1: Complete Q1—3 above before the group discussion.

Step 2: Introduce yourself at the beginning of the discussion.

Step 3: Thank participants for taking part in the discussions.

Step 4: Read Pre-Discussion: Information about the study to the participants.

Step 5: Review Discussion Ground Rules. Ask if there are any other rules to add.

Step 6: Turn on audio recorder. Document time discussion begins in Q4 above.

Step 7: Facilitate discussion.

Step 8: Thank the participant at the end of the discussion. Ask if there are any questions.
Step 9: Document time discussion ended in Q5 above.

Step 10: Provide reimbursement and document appropriately.

Pre-Discussion: Information about the study [10 min]

Welcome to our conversation today. | will moderate the discussion. This means | will ask questions and listen to
all of you talk with one another. I will not participate in the conversation. | would like you to feel free to talk
with one another.

Today’s discussion will focus on common perceptions about and support desired for pregnancy protection and
family planning adolescent girls and young women living with HIV. We will also be discussing motivations for
joining and staying in research studies.

There are no right or wrong answers to the questions I'1l ask. | am interested in hearing your opinions—you all
have the best idea about these topics, so please share your candid thoughts. On occasion, | may direct the
conversation to stay on topic, but I’1l try not to do that often.

Sometimes in these types of discussions, some people talk a lot and some people to say very little. It’s important
for us to hear from all of you because you all have your unique opinions. So, if one of you is sharing a lot, | may
ask you to let others talk. And if someone is not saying much, I may ask them their opinion of the topic.

Please know that we will not share the information you tell us with people outside of this research team.

However, we cannot guarantee that other participants in this room might not share what is said. So, please do
not share information that you are not comfortable other people knowing.
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We also encourage all of you to keep the information shared by other people private. So, please do not share
this information with people who are not currently in this room.

I am audio recording the discussion today. This is so | can remember everything that is said. Any names that
you happen to share during the discussion will be removed from any written record of the conversation. The
audio recording will be stored securely and eventually destroyed after we publish the study’s findings.

Please know that participating in this discussion is voluntary. You can choose not to answer a question or you
can stop participating at any time.

You will receive 5,000 TSH and your bus fare for taking part in the discussion. | will give these out at the end
of the discussion. The discussion will take about 3 hours, and we will take a short break in the middle.

Do you have any questions for me so far about the discussion?

l Discussion ground rules

[Note to moderator: Explain to the participants that these are ground rules that you’d like everyone to
respect. After they are read aloud, ask the participants if they have any rules to add.]

Be respectful: You don’t need to agree with each other, but you must listen and be respectful
Turn off or silence and ignore cellular phones

Take turns: One person should speak at a time

Speak up

Speak to each other

What is shared in the room, stays in the room

OoooOooao

OK -- Let’s get started!

To begin let’s go around the round and state the name that you’d like us to call you during our discussion today
— it doesn’t have to be your real name.

[***Turn on the audio recorder now.***|

82



Section 1: Motivations to Join and Continue Attending Research Studies [15 min] |

Interviewer script: 1'd like to start by asking you all about adolescent girls’ and young women'’s motivations to
Jjoin research studies and continue attending research activities.

1. Why would an AGYWLWH be motivated to join a research study?
i. Have others heard similar things? Has anyone heard different reasons?
b. Why would they be motivated to continue attending study activities?
¢. What prevents AGYWLWH from attending study activities?
d. What, if anything, would help people your age stay engaged with research? Why?

Section 2: Protection from Pregnancy and Family Planning Preferences of AGYWLWH
[30 min]

Interviewer script: Now I'd like to ask you about pregnancy protection and family planning preferences of adolescent
girls and young women living with HIV as well as community perceptions of pregnancy protection for AGYWLWH.

2. Before becoming pregnant, do AGYWLWH want family planning methods? Why/why
not?
a. After becoming pregnant, do AGYWLWH want family planning methods? Why/why not?
b. Why would someone want to have a child before using family planning methods or services?
i. Probe: Are there any times AGYW would want to use family planning methods or services
before having a child?
c¢. What methods are AGYWLWH comfortable using? Which ones are they

uncomfortable using? Why?
d. What are common questions or concerns AGYWLWH have about njia? About planning for a
family?
i. Probe about misconceptions
3. What do people in your community think about AGYW who want to/use
contraception?
a. Probe: What are some of the things partners say about AGYW who want to or use njia? Why?
i. ..things that parents say...
ii. ...things that teachers say...
ii. ...things that nurses say...
v. lsitdifferent for AGYWLWH?

RANK LISTING ACTIVITY 1 [45 min]

Now, I will ask you about some of the challenges or difficulties AGYWLWH face when trying to protect
themselves from pregnancy or when they have an unplanned pregnancy. For these questions, I would like to
write down some of your responses on this paper. This will help us with our next conversation piece.

4. What are some of the challenges/difficulties that AGYWLWH face when trying to
protect themselves from pregnancy? Why?
a. Probe: Have you heard of anyone having challenges...
i. Trying to get family planning services?
ii. At family planning services?
iii. Using a family planning method?
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iv. Do adolescent girls and young women experience stigma from seeking out these services? If

so, what is an example of the stigma faced?

b. Have others heard similar stories? Or different stories? How have you learned about these

experiences?
5. What is most helpful to AGYWLWH when trying to protect themselves from
pregnancy? Why?
a. Probe: What are some of the good experiences you’ve heard about with family planning?
i. What made this experience good? Are there other activities, people, etc who can make family

planning a good experience?

Thank you for your comments. Are there any other responses you think need to be added to these lists?

Thank you. Now I am going to hand out paper and pens/pencils. I would like you to please write down what you
think are the 3 greatest challenges/difficulties from this list that AGYWLWH face when trying to protect
themselves from pregnancy. If there is another challenge/difficulty AGYWLWH face when trying to protect
themselves from pregnancy, please write it on your paper.

[Once all participants are done writing] Thank you everyone. Now, please write down what you think are the 3
most helpful factors from this list for AGYWLWH when trying to protect themselves from pregnancy. Again, if
there is another helpful factor for AGYWLWH when trying to protect themselves from pregnancy, please write it
on your paper.

6. Can someone share what they wrote as the top 3 challenges/difficulties AGYWLWH face when trying to
protect themselves from pregnancy? Why did you rank these as the top 3?
a. Does anyone have the same 3 challenges? Why?
b. Does anyone have 3 different challenges? Why?

7. Can someone share what they wrote as the top 3 most helpful factors for AGYWLWH when trying to
protect themselves from pregnancy? Why did you rank these as the top 3?
a. Does anyone have the same 3 helpful factors? Why?
b. Does anyone have 3 different helpful factors? Why?

Thank you all for your participation. Now we are going to have a 15 minute break to grab bites, soda, and
check up on watato nyie wote. Please bring me your papers. Thank you very much.

~ Break for grabbing bites and soda, checking watoto, using the bathroom, etc ~

Section 3: Strategies to support AGYWLWH in Achieving Their Family Plans

RANK LISTING ACTIVITY 2 [45 min]

Now, I will ask you about some potential strategies that AGYWLWH use when trying to protect themselves from
pregnancy and how teachers, caregivers, healthcare professionals, community members or other people can
help them protect themselves from pregnancy (if they want to have a pregnancy when they are older). We will
use the same process as last time--1 will write down some of your responses here, and then I will pass out paper
for you to write on.

8. For AGYWLWH who want family planning methods, what are good strategies to help
them protect against pregnancy or get family planning methods? Why?
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9. How can teachers, healthcare professionals, community members, caregivers/parents,
or other people best support AGYWLWH in protecting themselves from pregnancy?

a. Probe about: improving services that already exist
Thank you for your answers. Are there any other responses you think need to be added to these lists?

Thank you. Now I am going to hand out paper and pens/pencils. I would like you to write down the 3 most
strategies from this list that AGYWLWH can take to protect themselves from pregnancy. If there is another
helpful strategy AGYWLWH can take to protect themselves from pregnancy, please write it on your list.

[Once all participants are done writing] Thank you everyone. Now, please write down the 3 best strategies from
this list that teachers, healthcare workers, or community members can do to help AGYWLWH protect
themselves from pregnancy. Again, if you think there is another strategy to support AGYWLWH protect
themselves from pregnancy, please write it on your list.

10. Can someone share the top 3 strategies for AGYWLWH to protect against pregnancy or get family planning
methods? Why did you rank these as the top 3?
c. Does anyone have the same 3 strategies? Why?
d. Does anyone have 3 different strategies? Why?

11. Can someone share the top 3 strategies teachers, healthcare workers, or community members can do to
support AGYWLWH to protect against pregnancy or get family planning methods? Why did you rank these
as the top 3?
e. Does anyone have the same 3 strategies? Why?
f. Does anyone have 3 different strategies? Why?

12. Do you have other recommendations to other AGYWLWH about best... Why?
a. Pregnancy prevention practices?
b. Family planning methods?
c. Family planning services?

Thank you all for your participation. We have two more questions to discuss. Before we do, Leonia will collect your
papers. Please hand them to her as we move into the next section. Thank you very much.

Section 4: Improving Family Planning Services for AGYWLWH [30 min]

Interviewer script: Now we are going to move to our next questions about improving family planning services for
AGYWLWH.

13.When should AGYWLWH start learning about... [Why? Agree/disagree?] [15 min]

a. Disclosure?

b. Protection from pregnancy?

¢. Family planning methods?

d. When do adolescent girls typically start talking to a healthcare provider about their sexual health
(e.g. STI prevention, contraception, etc.)? Who is usually the first person they talk to about their
sexual health?

e. To what extent do you think adolescent girls have awareness of family planning options?
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f.  Where are good places for AGYWLWH to learn about sexual health and protection from pregnancy?
i. Probe: Where do they like to learn about sexual health and protection from pregnancy?
ii. Probe: If a nurse gave presentations about pregnancy protection or njia at Teen Club, would

that be helpful?
14.What do you feel is missing from pregnancy protection support or family planning
services for AGYWLWH [can be clinical or in the community]? Why?
a. Which do you think would be the easiest to add or change? Why?
b. Which do you think would be most impactful to add or change? Why?

Section 4: Closing [10 min]

That was the last of my questions for you today.

15. Is there any other information you’d like to share about how to best support AGYWHLWH in protecting
themselves from pregnancy or achieving their family planning goals?

Do you have any final thoughts, recommendations, or questions that you’d like to ask me or the group?

| want to sincerely than you all for your time and for sharing your thoughts. Please help yourself to any
remaining refreshments.

Thank you very much!
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Appendix E: Codebook

& Personal Life

8 Timeline

10 Methods and Services

11 Relationship Health

Question 1: From first question by
the interviewer to the final response:
before the interviewer asks “How

When a participant describes their life generally, what they enjoy, etc

many children do you have?"

Question 2: From "Do you have any
children” through "How did your
When a partcipant discusses how many children they have, whether their pregnancy experience impact your

pregnancy was planned, how their family and friends reacted, ete

adherence to ART?"

Question 2: From Do you have any

When a participant discusses their desire to have children and their
timeline/plan for having children

children” through "What will you do
to follow this timeline?"
Section 2 Heard/Ac

: From

“Please tell me what you have
heard...” through "Where clse did
When a participant describes what they have heard about faily planning you get information on how to plan

in general and what advice they ve received about family planning

for a family"

Section 2: From "Have you ever
used any action or method..."

When a participant discusses their experiences and knowledge about
contraceptive methods or with family planning serviees

through "What has helped you get
family planning serviees?”

Section 3: From "Tell me about the

relationship you have..." through
"Does your current partner know

When a partcipant talks about their elationship(s) with their partner(s)

their HIV status?"

Section 4: From "What are your

Notes

NPE

Both

opinions about sbortion?” through
When a partcipant discusscs their opinions about or experiences with  "Would you feel comfortable seeking
12 Abortion abortion an abortion?" x
bE]
14 Social Factors and Environment
When a participant discusses the
ways pregnancy has impacted their
schooling, how they've leamed about
family planning or contraccption,
Ways that participants discuss family planning or their pregnancy what community members say bout
Intersections with experience in the context of school (i.e. whenever a participant mentions | their school, others' shilities to
15 Sehool school) engage in school of any form
*Actually, maybe you want to code
inaccurate information too that
participants perceive as knowledge —
then you can easily compare within
the coding report — or maybe you
need a perceived knowledge code — i
think a pereeived knowledge code
Do not code when a participant would be helpful (but can code this
When a participant communicates knowledge about fumily planning shares inaccurate information once knowledge has been coded
service delivery or methods (c.g. what methods they know of, where | Accurate information about family |and communicates it as because thatll make this picce
16 Knowledge they can get the methods) planning methods and services knowledge easier)
Do not use when a participant
When a participant says they were | mentions "education” or when a
Information the participant says or indicates that they leamed in some  [advised on, recommended, told to [ participant offers advice for other|
7 | Advice capacity (regardless of the source of information) use a method, etc. AGYWLWH
"It is because of the education that was available
at that time, that I is a structural code
[OR "I didn't have the comect but cducation s a word participants
When a participant mentions "education” — often discussed as *family education/knowledge” OR "Yes. It is a female  [use education to deseribe what
planning education;” a general code to capture all instances of friend, so that she will know how to get the [ seems to be the desired form of
18 "education” cducation in detail” receiving info
19
"I don't know another way" or "T'm not sure what
When a participant expresses an unknown related to contraception, family planning is but | think..." or "I don't
family planning, structure of their family, etc. This can capture general [ Includes when participants mention ~[Do not code it if a participant | know the side effects" or *I didn't know what to
20 uncertainty as well. "I cannot know that, only God can" _|asked a question do..”
21 ‘Whenever a participant asks th a question *Aggregate into Unknowns
When a participant discusses any experiences related to living with HIV; | This can include when a participant | Do not code if the sentence
Navigating Life with such as their perccption of HIV, their adherence to ARV, their partner’s |mentions social support about contains "acoeptance” in any
22 HIV sentiments about their status, MTCT, ete reminders to take ARV, ete form
[Mostly used when a participant talks | whether a body will "accept” a
bout their or their partner’s contraceptive; or acceptance
23 Acceptas |Whenever a participant mentions any form of the word "acecptance” | sentiments about HIV status sbout pregnancy *Aggregate into parent
how they overcome challenges—
'When a participant describes strategies they use to cope with their that response should be coded
2 Coping experiences under "Facilitators”
Do not use when discussing the
Healthy Relationships section,
unless the comment directly
|When a participant mentions the ways their partner has been or is relates to how the partner has
involved in (1) raising/caring for their pregnancy/children, (2) their use encouraged FP use or unless the
of contraception, or (3) their pursuit of family planning counseling. This | This includes both positiveand | participant discusses their sense
also includes when partners are directly involved in obtaining negative involvement from partners [of *freedom to talk about FP*
3 ion (e g getting condoms) s well as the absent of involvement |with their partner
When a participant mentions fiends or family and their interactions
bout family planning or their involvement (or lack thereof) in a Do not use if participant is
participant’s pregnancy experience; also include mentions of partner discussing their partner outside
26 Social Networks i during the pregnancy experience onl of their pregnancy experience
If a participant shares
information they leamed about
contraccptives by using them
When a participant discusses their (educational) experiences leaming OR when talking sbout a
27 Sources of | sbout ion in any context clinical or school environment
(When a participant discusses their educational experience in a clinical
28 Clinical setting *Aggregate into Edu
I— (When a participant discusses their educational experience in 4 school
29 School setting * Aggregate into Edu
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Negative or discriminatory thoughts, words, or actions toward the
participant o other AGYWLWH (due to living with HIV, being
pregnant, o living with a disability). This includes when community
members have poor opinions about an individual or their actions, when
participants have a negative opinion about themselves, when participants
foel uncomfortable because of social expectations, when participants have
2 negative perspective about certain people, etc. When coding, include

Often when participants use words
like "slander,” *discrimination,”
“saying things against me,” etc. This
includes negative perceptions for
partners as well (e.g. “Normally the
women go alone because men are
affaid to be seen accompanying their
women because that way people will

“It was normal, only that the
community thought that I had
become pregnant while I was too

8" “Because I was afrid to
tell my friends that I was

everything up through the impact of this stigma (e.g. “I mean, in the bad|think they are “undeveloped”/ not | pregnant because they would
30 Stigma days you don't make any income" or “It is lack of the education”) modem”) have made fun of me”
Often after participants' discuss a
stigma experience. Also use ifa
participant mentions “undesirable” or

31 Health [1f a participant discusses adverse mental health “unwanted” thoughts
‘Whenever a participant mentions having a pregnancy while living with | Use when a paticipant discusses
their parents. Often when participants mention having a “pregnancy at |their own or others' pregnancy

32 Pregnancy at Home  |home” experiences

33 Trust [Any explicit mention of trust

34

35 Attitudes and Norms

36 Acceptability [a given treatment, service, practice, or innovation is agreeable, palatable, [stakeholder's knowledge of or direct |

7 innovation or evidence based practice for a given practice setting, I

38 [utiity |Use when participant is discussing the utility of the method |OR This method was helpfl to

Time points (age), expectations (ot
When a participant mentions time points, expectations or milestones for |living with parents, out of school,
engaging in family planning; such as using contraception, secking married, have a job), milestones (had E.g. "I was still in school, so I didn't want a
family planning counseling, talking with their partner about a child, out of school, ready to be method," or "I haven't had the baby yet so I have|
contraception, etc. This can be expectations they had for themselves, [ called a mother) *this includes not talked to my husband about family
Engagement Norms ions other people had, or expectations they have for others (i.c. ions for whea it's appropriate. planning” or "They are t00 young to use family

39 for FP personal and ity norms) to become pregnant planning”
Whenever a participant mentions having a job, being engaged in an
activity, or suggests working was important for their pregnancy

40 experience or FP use

Individuality of When a participant talks about how contraceptive methods impact Often ariscs in conversations about

41 Experience individuals differently ions to other AGYW.

42 Perceptions | what they have heard about family planning methods/services, what their discusses their perception of a
When a participant mentions a misconception sbout incorrect Do not use this for any
information of where serviees can be provided, the spread of misconecptions sbout side

isi ion, when they share mi ions stated by other people effects ("Side Effects”) or any
but acknowledge it's incorrect information, or when they share a i ic
misconception but they say they had an altemative expericnce [DO NOT code instead as “Side

a3 | M USE FOR SIDE EFFECTS] | Effects Perceived”

[catch all for side effects — everything but expericnce] Whenever a
participant discusses side effects associated with any contraceptive they | Include when individuals have heard
haven't used. This includes both side effects they think they would about others' side effocts (this
experience if they used that method as well as side effects they have individual did not experience them,
a4 Side Effects_Perceived |heard from other peopls therefors they were not experienced)
When participants mention whether a contraceptive method "will agroe”
Agrecableness with |or not with an individual's body (whether it's their own or another
45 Body person’s) *Ks (for now)
46 Preferences under planning and timeline includes spacing desires]
When a participant expresses explicit
interest in wanting o use, change, or
try contraception; or when a Do not use if a participant is
participant expresses cxplicit currently using contracepti
Interest in Using A participant’s desire to use of not use & contraceptive method disinterest i trying (@) a specific  [and is describing why they
a7 | Method method or (b) an i ike/dislike it
‘When a participant implies interest
in using, changing, or trying
tion; or when a participant
implics disinterest in trying (32 | Do not usc for cxplicit mentions
| Captures implicd mentions of interest (as understood by the researcher | specific method of (b) any of interest in method use/pursuit
a8 Interest_Implied MFS) i of fumily planning services
This can be used for when a
participant deseribes what they've  |Do not use when a participant is
| Aspests/characterstics of contraceptive methods that participants heard about o method or what they 've| discussing side effcets ('Side
a9 | Method Ch mention (e.g. long acting, ability to puncture, reliability of method) ienced with a method | frcts™) E.g. long lasting v. short term methods
51 Experience
Do not code if a participant
When a participant mentions challenges or difficulties they faced in: (1) implies they faced a barrier to
getting fumily planning services they wanted, (2) getting a family Specific mentions of challenges or |their desired experience but did
planning method(s) they wanted or (3) having the timeline for building a difficulties they faced to get their | not explicitly say it was a
52 Barriers family that they desired desired experience challenge or difficulty they faced

When a participant implies they

faced a barrier to their desired

expericnce and did not explicitly say | Do not code if a participant

it was a challenge or difficulty they | makes specific mentions to

53 Coder Barriers Implied barriers to the above (as perceived by the coder MFS) faced barriers-—code these as "Barriers”
Any experience a participant has had in a clinical setting, regardless of

54 Experience Clinical the reason for the clinical experience
Any experience a participant has had with family planning methods,

55 Experience Methods regardiess of their evidence base
Whenever a partcipant discusses side effects associated with any

Side |contraceptive method. This includes potential side effects a panticipant
56 Effects experienced personally
Do not code if a participant
implies they received help to
obtain to their desired experiencel
Specific mentions of support or help [but did not explicitly say that
planning method(s) they wanted or (3) having the timeline for building a they reccived to get their desired | experience or support was.

57 Facilitators fumily that they desired FP/family building experience helpful

When a participant implies they
received support to obtain their
desired FP experience and did not
explicitly say it was helpful or

58 Coder Facilitators | implied facilitators for the sbove (as perceived by the coder) supportive
A participant's perception of the ease of obtaining, using,
inserting/removing a contraceptive method or accessing family planning
services. This includes comments about a lack of action a participant has

Convenience t0 take to obtain a method, why they feel a method is easy for them to  [This can pertain to how easy it was E.g. "It was really helpful for me,” or "It was
(Ease of use, that the method was helpful for the participant, etc. Often, when  [to get a pasticular method, to use a really casy for me to go to the pharmacy to get

59 Use/Removal/Access) | participants use the words “easy” or “it wasn't difficult for me."

particular method. etc

condoms because it is close to where I live"
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Do not use if a participant
expresses a lack of familiari

ity

I had been using it so 1 just continued with|

Whenever a participant describes their familiarity or comfort with a with or knowledge about a it because I knew it” or *I like that place because
Familiarity with i or a clinic they previously (i.e. when contraceptive or FP it is from the same centre where | get my

60 Method/Clinic the services are offered at the same place they receive other healthcare) ('Unknown") ARV's®

| When a participant discusses whether their pregnancy was planned, their

ideal timeline for building a family, how many children they want, how

they've planned for their pregnanc(ics), etc. Include an individual's
61 Pregnancy Planning rationle for their plan if mentioned

Whenever a participant describes why they chose to or chose not to use
62 Use/FP ion o pursue family planning i

| When a participant offers recommendations for other AGYWLWH about

engaging with family planning, their thoughts on what could be

changed/improved, if they would recommend serviees to their friends,
63 ete

If a participant suggests an interest in leaming more sbout a Do not use if a participant asks @

ive or if they suggest more education should be question about methods/FP —

6 Education code as Questions

65
66 Purpose for Familx Planning/FP Use

67 Arranging Children

Whenever a participant expresses choice in when to have children,
including when they talk about aranging children, spacing between
children, or ordering of children; particulasty in the context of fumily

Including when they say "in quick
succession” and pregnancy
prevention/protection *includes
prevention/protection from pregnancy
*when includes  time lement (c.2.
“right now")

When a participant mentions the impact of family planning or
contraceptive use on @ woman's health, their own health, or a/their
child's health. This includes if they comment about how their partner

Participants often use words like
“taking care of a child's needs,"
"good rearing, " "good care of
children,"” "so they'reTm in good
health” or "so 'm in a good

Do not use when a participant is
discussing side effects as they
relate to health ("Side Effects”)
or when talking about “their
condition” ("Navigating Life

E.g. "It is healthy for the woman to have space
between her children” “To me, they would have
helped me to amange my children so that there
would be intervals and that they would have
£00d health and that 1 will also be in good
condition” “The way we understand family
planning is that they say that it is for making
strategies of getting children in appropriate time

68 FP Securing Health believes are good for their health condition” with HIV") 50 that you can take care of their needs properly”
Do not use when participant is
Note: This code can also be used for |discussing their sense of |An implied sense of
Whenever a participant mentions feeling "free,” a sense of “freedom”  [other instances where participants say | freedom to discuss contraception | "Now I can feel free to sleep with my partner  [appreciation/bodily
69 Freedom because of i they are "free” or their HIV status without fear”
Only use when participants arc
discussing transmission prevention | Do not use when the participant
Preventing outside of the contexts of their child |mentions prevention to their
70 When participant discusses their desire to prevent HIV. or partner child or partner
When a participant discusses their desire to prevent HIV transmission to. |Include times when participants
their child or when they suggest they are taking action to reduce the [ mention feariworries about infecting
n | To Child opportunity for 1o their child their child *Aggregate into parent
When a participant discusses their desire to prevent HIV transmission to |Include times when participants
their partner/they are taking action to reduce the opportunity for [ mention fear/worries about infecting
2 | To Partner ission to their partner their partner *Aggregate into parent
Include comments from participants
that express a desire for protection E.g. "l used the condom when I slept with a man
|When a participant mentions "protecting themselves” generally or in the [due to having sex with different that was different from my husband because |
73 Protecting Oneself context of protection from HIV/STDs/STIs people was affaid of getting STDs"
When participants discuss “reaching objectives" as a goal of
"Reaching My contraceptive use or how contraception has helped them "reach
74 Objectives" objectives”
When a participant discusses their concems about/fear of having an | Also use this when a participant
unexpected pregnancy. This also captures a desire to not have a discusses pregnancy risks associated [ Do not use when a participant
pregnancy. Code anytime a participant mentions unintended pregnancy, - [with method use/non use or discusses whether their
unexpected pregnancy, risk days, dangerous days, their fear of becoming [ protection of i i or  [E.g. "My period was irregular so I coudn't count
Unintended pregnant, etc. Also includes anytime they mention others' (usually pregnancy i unexpected ~ experience of  [the days properly and there was risk I could
75 Pregnancy iner's) about i pregnancy unplanned pregnancy |become pregnant”
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Appendix F: COREQ Checklist®

COREQ (COnsolidated criteria for REporting Qualitative research) Checklist

A checKlist of items that should be included in reports of qualitative research. You must report the page number in your manuscript
where you consider each of the items listed in this checklist. If you have not included this information, either revise your manuscript
accordingly before submitting or note N/A.

Topic Item No. Guide Questions/Description Reported on
Page No.
Domain 1: Research team
and reflexivity
Personal characteristics
Interviewer/facilitator 1 Which author/s conducted the interview or focus group?  Happyness Ngowi TBD
Credentials 2 What were the researcher’s credentials? E.g. PhD, MD  Research assistant TBD
Occupation 3 What was their occupation at the time of the study? Research assistant TBD
Gender 4 Was the researcher male or female?  Femae TBD
Experience and training 5 What experience or training did the researcher have? Prorineeth menviewtining || Ty
Re[aﬁonship with Refresher training prior to this study
participants
Relationship established 6 Was a relationship established prior to study commencement? 2;’;;‘;””““” |TBD
Participant knowledge of 7 What did the participants know about the researcher? e.g. personal
the interviewer goals, reasons for doing the research Participants were informed of the study goals prior to |TBD
! providing written informed consent.
Interviewer characteristics 8 What characteristics were reported about the inter viewer/facilitator?
B- t- d H t t H th h t i\ Prior inten/emiml TBD
e.g. Bias, assumptions, reasons and interests in the research topic "~
Domain 2: Study design
Theoretical framework
Methodological orientation 9 What methodological orientation was stated to underpin the study? e.g.
and Theory grounded theory, discourse analysis, ethnography, phenomenology, |TBD
content ana|ysis Applied thematic analysis
Participant selection
Sampling 10 How were participants selected? e.g. purposive, convenience,
consecutive, snowball Puposive |TBD
Method of approach 11 How were participants approached? e.g. face-to-face, telephone, mail, 5D
email Phone |
Sample size 12 How many participants were in the study? 1 TBD
Non-participation 13 How many people refused to participate or dropped out? Reasons? TBD
Setﬁng 52 individuals who were eligible were unable to participate due to work, school, or caregiver responsibilities
Setting of data collection 14 Where was the data collected? e.g. home, clinic, workplace ~ Clinical setting |TBD
Presence of non- 15 Was anyone else present besides the participants and researchers?
. At times, participants infants entered the interview space, but they were removed once the participant and infant were I TBD
pamCIpants comfortable again (and the infant was re-situated with the provided childcare)
Description of sample 16 What are the important characteristics of the sample? e.g. demographic
data date Mean participant age is 22 years old, all are young women living with HIV in Moshi, Tanzania; |TBD
! data were collected from August to December 2022
Data collection
Interview guide 17 Were questions, prompts, guides provided by the authors? Was it pilot TBD
tested'? A semi-structured interview guide was used to conduct the in-depth interviews and another semi-structured |
" guide was used for the focus group discussion. Both were pilot tested. _ _
Repeat interviews 18 Were repeat inter views carried out? If yes, how many? Feveetinenessverenot [ TBD
Audio/visual recording 19 Did the research use audio or visual recording to collect the data? Audio TBD
Field notes 20 Were field notes made during and/or after the inter view or focus group? | TBD
Duration 21 What was the duration of the inter views or focus group?  !Dr: 450 minus TBD
Data saturation 22 Was data saturation discussed? Saturation was discussed within the confines of feasible TBD
Transcripts returned 23 Were transcripts returned to participants for comment and/or TBD
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Topic Item No. Guide Questions/Description Reported on
Page No.

correction? o
Domain 3: analysis and
findings
Data analysis
Number of data coders 24 How many data coders coded the data? TBD
Description of the coding 25 Did authors provide a description of the coding tree?
tree T8D
Derivation of themes 26 Were themes identified in advance or derived from the data?  son TBD
Software 27 What software, if applicable, was used to manage the data? nvivwo TBD
Participant checking 28 Did participants provide feedback on the findings? o TBD
Reporting
Quotations presented 29 Were participant quotations presented to illustrate the themes/findings?

o . TBD

Was each quotation identified? e.g. participant number e
Data and findings consistent 30 Was there consistency between the data presented and the findings? ve |TBD
Clarity of major themes 31 Were major themes clearly presented in the findings? ves TBD
Clarity of minor themes 32 Is there a description of diverse cases or discussion of minor themes? ves [TBD

Developed from: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. International Journal for Quality in Health Care. 2007. Volume 19, Number 6: pp. 349 — 357

Once you have completed this checklist, please save a copy and upload it as part of your submission. DO NOT include this
checklist as part of the main manuscript document. It must be uploaded as a separate file.
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