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Abstract 
Unintended pregnancies, a global public health concern with an annual incidence of about 74 million, significantly impact Africa, 
representing 25% of cases. These pregnancies, linked to health risks and mortalities, underscore the critical need for effective 
family planning especially the Long-acting reversible contraceptives (LARCs). Long-acting reversible contraceptives offer a 
significant solution, yet their uptake in Uganda faces challenges due to insufficient male support. This qualitative study in Rubanda 
and Kiboga revealed negative perceptions and belief systems among rural Indigenous Ugandan men regarding the use of LARCs 
by their wives, which acted as barriers to utilization. Recommendations include enhancing Social and Behavioural Change 
Communication (SBCC) and improving LARCs service delivery to counter limited knowledge and service concerns, aiming to 
foster better understanding and correcting the negative perceptions, belief sytems and acceptance of these contraceptive methods 
for improved maternal and child health outcomes. (Afr J Reprod Health 2024; 28 [2]: 55-66). 
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Résumé 
 
Les grossesses non désirées, une préoccupation mondiale en matière de santé publique avec une incidence annuelle d'environ 74 
millions, impactent significativement l'Afrique, représentant 25 % des cas. Ces grossesses, liées à des risques sanitaires et à des 
mortalités, soulignent le besoin critique d'une planification familiale efficace, en particulier des contraceptifs réversibles à longue 
durée d'action (LARCs). Les contraceptifs réversibles à longue durée d'action offrent une solution significative, mais leur adoption 
en Ouganda est confrontée à des défis en raison du manque de soutien des hommes. Cette étude qualitative menée à Rubanda et 
Kiboga a révélé des perceptions négatives et des systèmes de croyances parmi les hommes indigènes ougandais ruraux concernant 
l'utilisation des LARCs par leurs épouses, ce qui a agi comme des obstacles à leur utilisation. Les recommandations incluent le 
renforcement de la communication pour le changement social et comportemental (SBCC) et l'amélioration de la prestation de 
services de LARCs pour contrer le manque de connaissance et les préoccupations concernant les services, visant à favoriser une 
meilleure compréhension et à corriger les perceptions négatives, les systèmes de croyances et l'acceptation de ces méthodes 
contraceptives pour des résultats améliorés en matière de santé maternelle et infantile.  (Afr J Reprod Health 2024; 28 [2]: 55-66). 
 
Mots-clés: Contraceptifs réversibles à longue durée d'action (LARCs), croyances et perceptions, hommes indigènes, stratégies 
 

Introduction 
 

Worldwide, unintended pregnancies remain a 
critical public health challenge, with estimated 74 
million women in low- and middle-income 
countries affected yearly. The African continent 
alone contributes about 25% of all unintended 
pregnancies globally1. Some of the factors 
associated with unintended pregnancies include lack 
of male partner support, non-use of contraceptives, 
maternal low levels of education levels and 
poverty2. Even though not all unintended 
pregnancies are unwanted, they can lead to many 

health problems for both mothers and children, 
like malnutrition, sickness, neglect, abuse, and 
maternal and infant mortalities3.Additionally, 
unintended pregnancies can result in various 
consequences, such as elevated fertility rates, school 
dropout contributing to lower education levels, and 
a lack of employment opportunities, leading to 
poverty. Previous studies indicate that about 61% of 
unintended pregnancies result in unsafe abortions; 
one of the leading causes of maternal mortality and 
morbidities in low and middle-income countries5. 
The challenges resulting from the effects of 
unintended pregnancies can last for generations. 
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About 86.8% of unintended pregnancies, especially 
those in low- and middle-income countries, are due 
to the non-use of modern contraceptives6,7. 

Based on global estimations, the non-use 
of modern contraceptive methods might lead to 
around 25 million unsafe abortions and 47,000 
maternal deaths each year8. The estimations further 
suggest that in the year 2020, approximately 
287,000 women around the globe succumbed to 
maternal mortality, resulting in an average of 800 
maternal deaths each day. This suggests that a 
woman lost her life due to maternity causes nearly 
every two minutes9. Sub-Saharan Africa (SSA); the 
region where Uganda is situated, was responsible 
for 70% of worldwide maternal death. 

Maternal complications resulting from 
pregnancy and childbirth contributed to up to 75% 
of all global maternal deaths. These complications 
arise from severe bleeding (mainly after childbirth), 
infections (usually after childbirth), hypertension 
during prenatal period pre-eclampsia and 
eclampsia), complications from delivery and unsafe 
abortion4. Decreasing the Number of unintended 
pregnancies could prevent about 60% of maternal 
mortalities and 57% of child death, especially in low 
and middle-income countries8. 

About 48% of pregnancies in Uganda are 
unintended, with 60% occurring in teenagers aged 
15-19 years10. In addition, Uganda still has a high 
fertility rate of 5.410. The burden of unsafe abortions 
is about 60%, most of them resulting from 
unintended pregnancies11. The maternal mortality 
ratio is 336 per 100,000 live births, one of the 
highest globally12. Unsafe abortions resulting from 
unplanned pregnancies significantly contribute to 
maternal mortality and morbidity in Uganda13. 

Kigezi region, South-Western Uganda, 
where Rubanda district is located, has the second-
highest global maternal mortality ratio of 541 per 
100,000 live births, only second to the Karamoja 
region with 588 per 100,000 live births14. 
Additionally, in North-Central Uganda where 
Kiboga, another study district, has a maternal 
mortality ratio of 410 death per 100,000 live births, 
higher than the national average ratio of 336 per 
100,000 live births14,15. Therefore, preventing 
unintended pregnancies is one of the critical 
approaches to reducing maternal death. Reducing 
unintended pregnancies is achieved by reducing the 
unmet need for family planning by increasing access 
to modern contraceptive methods16. The available 

contraceptives include short-term, LARCs and 
permanent contraceptive methods. The LARCs, the 
most effective reversible contraceptive methods, 
include implants, copper-bearing Intra-Uterine 
devices (IUDs), and Levonorgestrel intrauterine 
devices12. 
 

The uptake of LARC in Uganda  
 
The uptake of the most cost-effective LARCs in 
Uganda is low, and the usage is estimated to be 
21.4%, with implants contributing 17.3% and 
Intrauterine devices comprising only 4.1% of the 
family planning method mix17. The two study 
districts, Rubanda and Kiboga, have one of 
Uganda's highest maternal mortality ratios and high 
fertility rates14,15. The high mortality ratios are 
related to complications arising from pregnancies 
and child - birth, such. Using contraceptives, will be 
cost-effective to avert some of the complications 
that lead to maternal mortalities such as 
haemorrhage, hypertensive disorders, abortion 
complications, pregnancy-related sepsis and 
indirect causes5,18. However, the uptake of 
contraceptive services, including LARCs for the 
two study districts, remains low compared to the 
national uptake5. Rubanda district has an uptake of 
LARCs of 14%, with a rural total fertility rate of 4.8, 
while Kiboga has a LARCs uptake of 9.2% and a 
rural fertility rate of 6.314,20. The low uptake of 
LARC is partly blamed on the opposition by 
indigenous men in Rubanda and Kiboga due to the 
perceptions and the belief systems they hold21, just 
like in other parts of the world have shown22. These 
perceptions and belief systems could also be making 
the Indigenous men in the two districts do not 
support rural women's use of the LARCs23,24. 

Therefore, this study endeavoured to 
generate an informed understanding of the 
perceptions and beliefs of rural indigenous Ugandan 
men in Rubanda and Kiboga districts towards using 
LARCs and, in lieu thereof, develop strategies to 
enhance the utilisation of LARCs. Based on this 
statement of the research problem, the researcher 
developed the following study methodology. 
 

Methods 
 

This study applied the qualitative research method 
as a suitable approach to understanding the 
perceptions of indigenous Ugandan men on the use 
of LARCs by rural women. The qualitative 
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approach also guided the selection of the research 
design that follows. 
 

Design 
 
The researcher used a cross-sectional study design 
that employed constructive phenomenological 
qualitative data collection. A phenomenology is an 
approach that seeks to get the life experiences of 
people and the meanings they derive from those 
experiences27. 
 

The setting of the study 
 
This research was done in two rural districts of 
Rubanda and Kiboga, located in Uganda's Kigezi in 
the South-Western and Central North regions, 
respectively. These study settings were selected 
because of their rural locations, low uptake of 
LARCs, high fertility rates, and high maternal 
mortality rates. Rubanda district is located in the 
Kigezi region, which has a LARC adoption rate of 
14%, a rural total fertility rate of 4.8, and a maternal 
mortality rate of 541 fatalities per 100,000 live 
births.  
 

Study population 
 
The study population included indigenous married 
men between 20 to 49 years living in the Ugandan 
districts of Rubanda and Kiboga districts. For this 
study, indigenous men are those born and have lived 
in the two districts for at least two years before 
participating in this study. This age group of 20 to 
49 years was chosen since the researcher assumed, 
based on the Uganda Demographic Health Survey 
of 2016, that most indigenous Ugandan men within 
this age-group were sexually active, married or have 
female sexual partners already, who were likely to 
be within their reproductive ages, making them 
potential clients for LARCs27.  
 

Sampling and selection of participants 
 
This study used purposive sampling techniques to 
select the required sample size of 45 participants 28,29 
from Nyamweru and Muko sub-counties (districts 
of Rubanda) for both focus group discussions and 
individual interviews. The participants who were 
not free to share their views in focus group 
discussions because of need for their privacy were 
given a chance to participate in individual 

interviews after explaining the procedures for both 
data collection approaches. In the Nyamweru sub-
county, the researcher did one focus group 
discussion with ten participants and five participants 
face-to-face interviews giving a total of 15 
participants. 

On the other hand, in the Muko sub-county, 
the researcher considered two focus group 
discussion consisting of ten participants each and 10 
in-depth individual interviews (IDI). Therefore, the 
total Number of participants for Rubanda district 
were 45 for both interviews. In Kiboga district, there 
were a total of 30 participants from two sub-counties 
of Bukomelo and Dwanilo, of which 20 participants 
were for the focus group discussions (ten for each 
sub-county) and ten participants for face-to-face 
interviews (Five from each sub-county). Therefore, 
the total Number of participants for the two districts 
was 75. The data saturation determined the 
threshold for the Number of interviews, the point 
when the researcher did not get any new information 
from the new participants.  
 

Inclusion criteria 
 
The inclusion criteria for this study were men aged 
20-49 years, who were either married or had at least 
a female sexual partner, who were indigenes of 
Rubanda and/or Kiboga districts or had lived for at 
least two years in any the two districts. 
 

Exclusion criteria 
 

Exclusion criteria encompassed individuals who 
were severely ill, mentally unstable, or unavailable 
due to travel commitments during data collection, 
and those who initially consented but later opted 
out. 
 

Data collection method 
 
The researcher used phenomenological data 
collection methods; focus group and individual 
interviews were conducted using an open-ended 
guide with semi-structured questions for face-to-
face, in-depth individual interviews and focus group 
interviews. The interview guides for focus group 
and individual interviews were different as required 
by the ethics committees at the University of South 
Africa and The AIDS Support Organisation but had 
related questions. The ethics committees and the 
Uganda National Council for Science and 
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Technology approved all the data collection tools. 
The researcher used focus groups and individual 
interviews to provide alternatives to men who did 
not want to share their views in the presence of other 
men in a focus group. 

Participants were asked questions to elicit a 
wealth of information. Data collection was 
conducted in a natural setting, specifically in an 
open area near the trading centres and in community 
meeting venues where non-participants would not 
hear what was discussed as arranged by the 
respective village leaders. The questions in 
interview tools were translated into Rukiga and 
Luganda, the two languages spoken in the Rubanda 
and Kiboga districts, respectively. The interviews 
were taped and eventually transcribed30-32. 
 

Development of data collection tools 
 
The data collection tools included open-ended focus 
group and individual interview guides, an 
information sheet for consent and an informed 
consent form. The open-ended interview guides 
allowed the participants to speak freely on the 
subjects they believed were essential to them, using 
their own words and articulating their experiences 
in depth using stories, narratives, and examples. 
Open-ended questions are a popular choice for 
individual studies or sections of a questionnaire that 
require participants to provide candid, personal 
feedback33. 

After developing research tools, the 
researcher translated them using local language 
experts, for easy understanding by the study 
participants and research assistants. The English and 
translated versions of the developed questionnaires 
were authorised for use by the ethical committee at 
the University of South Africa under registration 
number UNISA Rec-240816-052, The AIDS 
Support Organisation (TASO) ethics committee in 
Uganda with registration number TASO-2021-56, 
and final clearance was provided by the Uganda 
National Council of Science and Technology 
(UNCST) with the reference number HS2152ES. 
 

Ethical approval 
 
The researcher obtained necessary clearances from 
the University of South Africa's Department of 
Health Studies, the Ugandan Institutional Review 
Board (IRB), The AIDS Support Organisation 
Uganda (TASO), and the Uganda National Council  

for Science and Technology (UNCST) before 
commencing data collection. In the field, the 
researcher secured authorizations from District 
Health Officers and Resident District 
Commissioners in Rubanda and Kiboga. With 
approvals in place, the researcher proceeded to sub-
counties, obtaining permissions from sub-county 
and village local council leaders who facilitated 
participant mobilization. 
 

Interview process 
 
The local indigenous leaders from four villages 
mobilised the potential participants in Rubanda and 
Kiboga districts. Ethics issues were re-iterated in the 
information sheet written in Rukiga and Luganda 
languages. Participants who consented in writing to 
participate in the study were considered for 
individual and focus group interviews. For both 
districts, the total number of participants was 75 (50 
for focus group discussions and 25 for individual 
interviews), and this sample size was determined by 
data saturation, the point where no new views were 
coming from the additional participants. The focus 
group interview lasted 60 to 80 minutes, while 
individual interviews lasted 40 to 50 minutes. The 
data collection exercise lasted for 21 days. 

The researcher conducted interviews in 
Rukiga and Luganda.  The researcher asked probing 
questions to keep up the conversation and elicit 
specific information about the topic. The probing 
inquiries shed more light on the phenomenon of 
contraceptives, perceptions, and beliefs regarding 
LARCs. The researcher offered respondents an 
opportunity to provide more information on the 
topic at hand. When the researcher established that 
no further information emerged from the 
participants, he appreciated their participation. 
Individual and focus group interviews were 
recorded after getting consent from the study 
participants. The researcher also pledged to the 
participants to share the findings once the study was 
complete.  
   

Data analysis 
 
Individual and focus group interview recordings 
were transcribed into text format for this study by 
attentively and repeatedly listening to the interviews 
in a distraction-free, silent environment. The 
researcher meticulously transcribed every detail of 
the recorded interviews34. Following transcription, 
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the principal investigator performed memoing, a 
method for keeping notes of what was learned from 
the data35. This was done to keep track of the 
concepts and their relationships within the data to 
direct the creation of codes and themes. After wards, 
the researcher manually coded the data, verifying 
themes, categories, and sub-categories before 
labelling analogous text segments36-37. 
As a co-coder, an independent researcher from one 
of the organisations conducting research in Uganda 
was also utilised. The researcher discussed with the 
co-coder and reached a consensus on the theme, two 
categories and nine sub-categories considered for 
this study. The Theories of Planned Behaviour 
(TPB) and Reasoned Action (TRA), which were this 
study's theoretical frameworks, were utilised to 
direct data analysis by providing structure, themes, 
and sub-themes. Guided by these theories, the 
researcher used some components to develop the 
themes. The components of the theory the 
researcher used include the theory's background 
information, beliefs, and perception components. 
These components guided the research in 
developing the three themes during the data 
analysis. The three themes (refer to table below) 
include the understanding of family planning, which 
is related to knowledge under information in the 
background factors of the theories, and the 
perceptions and belief systems that also directly 
appear in the theories. The intention component of 
the theories reflects the men's support for using 
LARCs by rural women. The researcher ensured 
rigour throughout the study process to achieve 
trustworthiness.  
 

Results 
 

The meaning of family planning and the 

methods 
 

The findings from this study reveal that a few men 
were able to define family planning in the following 
ways. 
“Me I understand family planning as giving birth to 
few children.” 
When participants were asked about contraceptive 
methods, a few of them were able to name at least 
two modern contraceptive methods, with injectable 
and withdrawal being the most mentioned. Only a 
few men mentioned any of the LARCs. Still, a big 
number of men were unable to name any 
contraceptive methods.  

“For me, I do not understand those things of family 
planning.” 
 
It was evident from this study that the knowledge of 
contraceptive methods and LARCs, in particular, 
was limited among men since many of them did not 
know about LARCs. This finding disconfirms the 
findings from other studies done in Uganda24,42 
which found that the majority of men knew at least 
one contraceptive method, suggesting little 
knowledge on contraceptives. However, the above 
study as well as the current study confirm that 
injectables were the most known contraceptive 
methods while in both studies a limited number of 
men knew about LARCs. This was contrary to the 
study done44 in Iraq which found that men and 
women had knowledge about contraceptive and 
LARCs.  
 

Perception of LARCs 
 
Prolonged vaginal bleeding, low libido, and body 
organ effects: Participants expressed negative 
perceptions of Long-Acting Reversible 
Contraceptives (LARCs), hindering their support 
for women in rural areas using these methods. 
Concerns included: 
 
Prolonged vaginal bleeding: 
Participants believed that LARCs, such as implants 
or intrauterine devices (IUDs), caused continuous 
vaginal bleeding in women. Quotations reflected 
concerns about the impact on marital intimacy due 
to persistent bleeding. 
"When our women use an implant or a capsule 
(IUD), they make them bleed non-stop. As a man, 
you can imagine what we feel spending a long time 
without touching your wife." 
 
Men perceived that LARCs lower libido for both 
women and men, impacting sexual desire and 
frequency of intercourse. Concerns were raised 
about the effect on relationships, with fears of 
infidelity and separation. 
"The LARCs make our women impotent and 
unresponsive when aroused in preparation for 
doing the adult game of the bed." 
 
Men believed LARCs adversely affected 
reproductive organs, causing issues such as smaller 
organs, penetration difficulties, and health 
problems. Participants expressed fears of implants 
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disappearing into vital organs, leading to conditions 
like cancers and hypertension. 
"We have heard some women using the capsule in 
the arm which disappears and ends up in the heart 
where it causes heart diseases and pressure." 
 
Infertility, separation, and adultery: Negative 
perceptions were also centred around concerns 
about infertility, separation, and increased 
likelihood of adultery due to LARC use. 
 
Men believed LARCs could lead to delayed fertility 
or permanent infertility, preferring short-term or 
natural family planning methods. Misinformation 
about irreversible effects and destruction of eggs 
contributed to negative perceptions. 
"Women who use long-acting family planning do 
not produce again when they stop the method 
because all the eggs in a woman are already 
destroyed." 
 
Participants feared LARCs causing marital issues, 
including violence and separation, with concerns 
about decreased libido leading to infidelity. There is 
also a potential for women to leave marriages due to 
having fewer children and being attractive to other 
men was also mentioned. 
"A woman using family planning (LARCs) becomes 
less interested in having a sexual meeting with her 
husband and when a man tries to eat things by force, 
a fight erupts, and the woman ends up separating 
from the husband to become a single mother." 
 

Challenges with removal and social/cultural 
factors: Participants identified practical challenges, 
financial concerns, and socio-cultural factors 
influencing their resistance to LARC use. Men 
expressed concerns about the financial burden of 
addressing side effects or removal of LARCs when 
health facilities were unhelpful. 
"Usually, women who get family planning services 
get them for free from Marie Stopes but when 
women get problems and they want to remove them, 
they cannot be helped by the health workers at the 
health centres." 
 
Some participants in Kiboga District believed that 
encouraging LARC use was a plot to reduce the 
Baganda population, risking loss of land and 
cultural identity. Economic concerns and beliefs 
about preserving the clan and tribe influenced 
resistance to LARC adoption. 

"Why do they want us to use a long-term type of 
family planning (LARCs) when other tribes in our 
sub-county are producing like rabbits?" 
 
Participants expressed the desire for many children 
for labour, wealth inheritance, and clan expansion, 
emphasizing cultural and economic factors. 
"I am a coffee farmer and I need labour to help in 
this venture, I need many children who will help me 
to plant and manage the coffee." 
 
Belief in natural methods: 
Men preferred traditional, natural contraceptive 
methods, citing the success of ancestors and 
opposition to modern contraceptives based on 
religious beliefs. 
"Our ancestors never used these long-acting 
methods that are currently in the system instead they 
depended on nature which still worked for them 
without getting any problems." 
 
Religious beliefs and leadership roles: 
Some participants feared contradicting religious 
teachings, particularly in the Catholic and Muslim 
faiths, while others linked LARC use to potential 
loss of church leadership positions. 
"As a born-again Christian, if I allow my wife to use 
a long-term family planning method, I will be 
bashed for killing the unborn life." 
 

In summary, negative perceptions of 
LARCs among men in rural areas are rooted in 
concerns about physical effects, impact on 
relationships, cultural beliefs, economic 
considerations, and fear of contravening religious 
teachings. Misinformation and lack of knowledge 
about reversible effects contribute to resistance 
towards LARC adoption. 
 

Discussion 
 

The meaning of family planning and the 

LARCs 
 
The study in Kiboga and Rubanda highlighted a 
constrained comprehension of family planning, 
aligning with observations in in studies done in 
other countries like Nigeria and Namibia, indicating 
widespread male knowledge of contraception 38-41. 
Additionally, the findings concurred with Ugandan 
studies, revealing limited awareness among men 
regarding contraceptives and LARCs42,43. The study 
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specifically emphasized the deficient understanding 
of LARCs among men, contradicting previous 
Ugandan studies that suggested broader 
awareness24,42. While injectables were widely 
recognized as a contraceptive method, knowledge 
about LARCs remained limited, akin to findings in 
a prior Ugandan study but in contrast to a study in 
Iraq where both men and women demonstrated 
awareness of contraceptives and LARCs44. 
 

Prolonged vaginal bleeding, low libido, and body 
organ effects: 
The discussion highlights the impact of 
misinformation and misconceptions on the low 
uptake of Long-Acting Reversible Contraceptives 
(LARCs) in certain regions. Men's perception of 
prolonged vaginal bleeding because of LARCs, 
influenced by a study in China45,46, serves as a 
significant barrier to recommending these methods 
to their wives. While some side effects like irregular 
bleeding are associated with LARCs, proper 
management by healthcare providers can address 
these concerns48. 

The fear of low libido in women using 
DMPA, implants, and vaginal rings is 
acknowledged, consistent with a study in Sweden51. 
However, there is no literature confirming loss of 
libido in men due to their partners using LARCs. 
Psychological beliefs and limited knowledge among 
men are considered factors contributing to these 
fears, despite studies showing increased interest in 
sexual intercourse among implant users53,54. The 
need for education to dispel myths and provide 
information on the benefits and side effects of 
LARCs is emphasized. 

The discussion also touches on concerns 
related to body organ effects, including fears of 
contraceptives 'burning the egg'(depleting the ova) 
and causing infertility. Similar findings in 
Ethiopia56 and Malawi57 underscore the need for 
accurate information dissemination. The belief that 
LARCs lead to complications in subsequent 
deliveries is refuted by existing literature48, 
emphasizing the importance of addressing 
misinformation to increase contraceptive use. 
 

Social and cultural factors: 
The fear of separation, adultery, and concerns about 
producing disabled children are explored as 
additional reasons for low LARC uptake. Men's 
apprehension about their wives leaving them or 
engaging in extramarital affairs due to contraceptive 

use aligns with studies in Ethiopia 58 and Nigeria40. 
Adultery fears echo findings in Kenya63, 
emphasizing the importance of understanding 
cultural nuances. 

The desire for a specific number of children, 
belief in natural methods, and the notion of children 
as a source of family labour are discussed. Socio-
cultural expectations regarding family size, gender 
preference, and wealth inheritance play a role in 
contraceptive decisions. The study suggests that 
men may influence women to opt for less effective 
natural methods over LARCs, reinforcing the need 
for comprehensive education40,52,69-73. 

The belief that many children expand and 
strengthen the clan, coupled with preferences for 
boys for wealth inheritance, adds cultural 
dimensions to contraceptive decisions. The fear of 
losing a leadership position in the church and 
contravening religious teachings, as seen in 
Rubanda District, highlights the influence of 
religious beliefs on contraceptive use. Studies in 
Uganda76-78 support the notion that religion 
significantly affects reproductive behaviours and 
contraceptive decision-making. 

In conclusion, the discussion underscores 
the significant role of belief systems, comprising 
pervasive misconceptions and cultural influences, in 
contributing to the limited adoption of Long-Acting 
Reversible Contraceptives (LARCs). Men's 
hesitancy, influenced by their belief systems rooted 
in limited knowledge and psychological factors, 
shapes their reluctance to recommend LARCs to 
their partners, primarily due to fears of potential side 
effects. Social and cultural dynamics, encompassing 
concerns about separation, adultery, and preferences 
for a specific number of children, further amplify 
the impact of belief systems on the hesitancy 
surrounding these contraceptive methods. The 
findings underscore the imperative for 
comprehensive education initiatives that actively 
challenge and reshape these belief systems, 
fostering accurate information dissemination and 
cultural sensitivity to promote informed and 
voluntary family planning decisions. 
 

Development of strategies and 
recommendations 
 
The process of developing strategies followed the 
process in the chart in Figure 1. Following                              
the  process  described  in Figugre 1,   the  researcher  
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Figure 1: The process of strategy development and validation (Researcher’s own initiative) 
 
and stakeholders agreed on the four strategies. 
These strategies outlined aim to enhance the 
acceptance and support for Long-Acting Reversible 
Contraceptives (LARCs) among men. Strategy one 
emphasizes strengthening Social Behavioral 
Change Communication (SBCC) to dispel 
misconceptions and improve understanding, 
fostering increased support for LARCs. Strategy 
two focuses on advocacy to create an enabling 
environment, updating guidelines, and broadening 
access to LARCs. Strategy three seeks to fortify 
LARCs Health systems, ensuring quality service 
delivery and addressing accessibility concerns. 
Lastly, Strategy Four emphasizes strengthening 
Monitoring and Evaluation systems to enhance 
documentation and evidence-based planning for 
improved LARCs services. Together, these 
strategies provide a comprehensive framework for 
addressing knowledge gaps, concerns, and 
healthcare system improvements to promote LARC 
acceptance among men. 
 

Conclusion 
 

The study reveals negative perceptions and belief 
systems among indigenous Ugandan men in 

Rubanda and Kiboga, acting as barriers to 
supporting LARC use by rural women. The 
developed strategies aim to address these barriers, 
increase knowledge, foster positive perceptions, and 
ultimately garner indigenous men's support for 
LARCs use. Successful implementation of these 
strategies holds the potential to enhance male 
involvement in LARC services, facilitating greater 
acceptance and utilization among rural Ugandan 
women. The study provides valuable insights for 
promoting reproductive health in Uganda by 
encouraging male engagement in LARC initiatives. 
 

Ethics approval 
` 

Clearance to conduct this study was got from the 
Department of Health Studies at the University of 
South Africa, the Ugandan Institutional Review 
Board (IRB), the AIDS Support Organization 
Uganda (TASO) and then from the Uganda National 
Council for Science and Technology (UNCST) for 
the final clearance for data collection. 
 

Competing interests 
 

The authors hereby declare that they have no 
competing interests. 



Kibonire and Mphuthi                                                                                              Men’s support for the LARCs 

African Journal of Reproductive Health February 2024; 28 (2): 63 

Authors' contribution 
 
RAK Developed the study concept, the study 
design, data collection and interpretation, prepared 
the manuscript, and led the paper. He is the principal 
investigator for the study. 
DDM the supervisor for the researcher provided 
guidance at every stage during the conception of the 
study, study design, data collection and analysis and 
reviewed the manuscript and provided feedback for 
refining. He was the co-investigator on this study. 
 

Funding  
 
The University of South Africa provided with a 
bursary funding that included the research 
component which the researcher used to conduct the 
study. 
 

Availability of data and materials 
 
The primary study document contains all 
the necessary detailed information and data set used 
and analyzed during this study. It is available upon 
an appropriate request from the corresponding 
author. 
 

Acknowledgements 
 
The authors thank Rubanda and Kiboga who 
participated in the study. We also thank the Office 
of Resident district commissioners through the 
District Health Officers in Rubanda and Kiboga that 
granted permission to conduct the research in the 
two districts. Special thanks go to the staff of the 
District Health Offices that helped in coordinating 
and mobilizing the participants for the study.  
 

Consent for publication 
 
The researcher obtained written consent to use 
quotes from participants in publication. 
 

References 
 
1. Bain LE, Zweekhorst MB and de Cock Buning T. Prevalence 

and determinants of unintended pregnancy in sub–
saharan Africa: a systematic review. African Journal 
of Reproductive Health. 2020 Jul 24;24(2):187-205. 

2. Alene M, Yismaw L, Berelie Y, Kassie B, Yeshambel R and 
Assemie MA. Prevalence and determinants of 
unintended pregnancy in Ethiopia: A systematic 

review and meta-analysis of observational studies. 
PloS one. 2020 Apr 7;15(4): e0231012. 

3. Gharaee M and Baradaran HR. Consequences of unintended 
pregnancy on mother and fetus and newborn in 
North-East of Iran. The Journal of Maternal-Fetal & 
Neonatal Medicine. 2020 Mar 3;33(5):876-9. 

4. World Health Organization. Trends in maternal mortality 
2000 to 2017: estimates by WHO, UNICEF, UNFPA, 
World Bank Group and the United Nations 
Population Division: executive summary. World 
Health Organization; 2019. 

5. Bearak J, Popinchalk A, Ganatra B, Moller AB, Tunçalp Ö, 
Beavin C, Kwok L and Alkema L. Unintended 
pregnancy and abortion by income, region, and the 
legal status of abortion: estimates from a 
comprehensive model for 1990–2019. The Lancet 
Global Health. 2020 Sep 1;8(9): e1152-61. 

6. Mohamed EA, Hamed AF, Yousef F and Ahmed EA. 
Prevalence, determinants, and outcomes of 
unintended pregnancy in Sohag district, Egypt. 
Journal of the Egyptian Public Health Association. 
2019 Dec;94(1):1-9. 

7. Bellizzi S, Pichierri G, Menchini L, Barry J, Sotgiu G and 
Bassat Q. The impact of underuse of modern methods 
of contraception among adolescents with unintended 
pregnancies in 12 low-and middle-income countries. 
Journal of global health. 2019 Dec;9(2) 

8. Bellizzi S, Mannava P, Nagai M and Sobel HL. Reasons for 
discontinuation of contraception among women with 
a current unintended pregnancy in 36 low and middle-
income countries. Contraception. 2020 Jan 
1;101(1):26-33. 

9. Trends in maternal mortality 2000 to 2020: estimates by 
WHO, UNICEF, UNFPA, World Bank Group and 
UNDESA/Population Division. Geneva: World 
Health Organization; 2023. Licence: CC BY-NC-SA 
3.0 IGO. 

10. Ministry of Health Uganda. The Second National Family 
Planning Costed Implementation Plan 2020/21- 
2024/25 (FP-CIP II). 2nd ed. Kampala: Reproductive 
Health Division;2021. 

11. Safe Abortion Action Fund. Making unsafe abortion history 
in Uganda. [Online] Available at: 
https://saafund.org/making-unsafe-abortion-history-
in Uganda; 2022[Accessed 11th July 2023]. 

12. WHO/RHR & CCP. Family Planning: A Global Handbook 
for Providers, Baltimore and Geneva: CCP and 
WHO; 2018. 

13. Inzama W, Kaye DK, Kayondo SP and Nsanja JP. Gaps in 
available published data on abortion in Uganda and 
the missed opportunity to inform policy and practice. 
International Journal of Gynecology & Obstetrics. 
2023 Apr;161(1):1-7. 

14. Uganda Bureau of Statistics. The National Population and 
Housing Census 2014 – Health status and Associated 
factors. Thematic Report Series, Kampala Uganda: 
UBOS;2017. 

15. Kakande, NP, Galande, J, Makombe,R, Nyegenye, W, 
Basaala, AS and Mutyaba, D. Uganda Family 
Planning Atlas, Kampala Uganda: The Uganda 
Bureau of Statistics (UBOS);2019. 



Kibonire and Mphuthi                                                                                              Men’s support for the LARCs 

African Journal of Reproductive Health February 2024; 28 (2): 64 

16. World Health Organisation. Strategies toward ending 
preventable maternal mortality (EPMM), Geneva 
Switzerland: World Health Organisation;2015. 

17. FP2020. Family Planning 2020. [Online] Available at: 
https://www.familyplanning2020.org/sites/default/fil
es/Uganda%202020%201-9%20Handout.pdf 
[Accessed 11th August 2021]. 

18. Lugobe HM, Boatin AA, Asiimwe F, Karungi C, Kayondo 
M, Mukiza C, Wasswa S, Ngonzi J, Wylie BJ and 
Tamwesigire I. 490 Maternal mortality at a referral 
hospital in southwestern Uganda: a 5 year descriptive 
analysis. American Journal of Obstetrics & 
Gynecology. 2021 Feb 1;224(2):S311-2. 

19. Uganda Bureau of Statistics. Family Planning Atlas 2020, 
Kampala: Uganda Bureau of statistics; 2020. 

20. Kakande, N,P, Galande, J, Makombe, R, Nyegenye, W, 
Basaala, AS and Mutyaba,D. Uganda Family 
Planning Atlas, Kampala Uganda: The Uganda 
Bureau of Statistics (UBOS);2019. 

21. Muheirwe F and Nuhu S. Men’s participation in maternal 
and child health care in Western Uganda: 
perspectives from the community. BMC Public 
Health. 2019 Dec;19(1):1-0. 

22. Sarfraz M, Hamid S, Kulane A and Jayasuriya R. ‘The wife 
should do as her husband advises’: Understanding 
factors influencing contraceptive use decision making 
among married Pakistani couples—Qualitative study. 
PLOS one. 2023 Feb 16;18(2): e0277173. 

23. Willcox M, King E, Fall E, Mubangizi V, Nkalubo J, 
Natukunda S, Nahabwe H, Goodhart C and Graffy J. 
Barriers to uptake of postpartum long‐acting 
reversible contraception: Qualitative study of the 
perspectives of Ugandan health workers and potential 
clients. Studies in family planning. 2019 
Jun;50(2):159-78. 

24. Andardi B, Rahim DG and Achadi A. Reasons of Refusal 
to Long-Acting Reversible Contraception (LARC) on 
Reproductive Age Women: a Scoping Review. e-
CliniC. 2022 Aug 23;10(2):364-71. 

25. Leavy P. Research Design: Quantitative, Qualitative, Mixed 
Methods, Arts-Based, and Community-Based 
Participatory Research Approaches. 1st ed. New 
York: The Guilford Press; 2017. 

26. FP2020. Core Indicator Summary Sheet: 2019-2020 Annual 
Progress Report. 2020 [Online] Available at: 
https://fp2030.org/sites/default/files/Uganda%20202
0%20CI%20Handout.pdf [Accessed 17th November 
2021]. 

27. Uganda Bureau of Statistics (UBOS) and ICF. Uganda 
Demographic and Health Survey 2016, Kampala, 
Uganda and Rockville, Maryland, USA: UBOS and 
ICF. 2018. 

28. Hinton L and Ryan S. Interviews. In Pope C, Mays N, 
editors. Qualitative Research in Health Care. Fourth 
edition. Oxford: John Wiley & Sons Ltd; 2020.p. 45-
55. 

29. Campbell S, Greenwood M, Prior S, Shearer T, Walkem K, 
Young S, Bywaters D and Walker K. Purposive 
sampling: complex or simple? Research case 
examples. Journal of research in Nursing. 2020 
Dec;25(8):652-61. 
https://doi.org/10.1177/1744987120927206 

30. Walliman N. Collecting Primary Data. Research Methods: 
The Basics. 2nd edition. New York: Routledge; 
2018.p.141-173. 

31. Sekaran, U. and Bougie, R. Research Methods for Business: 
A Skill-Building Approach. 7th ed. West Sussex: 
John Wiley & Sons Ltd;2016.p.111-124. 

32. McGrath C, Palmgren PJ and Liljedahl M. Twelve tips for 
conducting qualitative research interviews. Medical 
teacher. 2019 Sep 2;41(9):1002-6, DOI: 
10.1080/0142159X.2018.1497149.  

33. Cohen, L., Manion, L. and Morrison, K. Research Methods 
in Education. 8th  ed. New York: 
Routledge;2018.p.474-475. 

34. Siedlecki SL. Conducting Interviews for Qualitative 
Research Studies. Clinical Nurse Specialist. 2022 
Mar 1;36(2):78-80. DOI: 
10.1097/NUR.0000000000000653. 

35. Lester JN, Cho Y and Lochmiller CR. Learning to do 
qualitative data analysis: A starting point. Human 
Resource Development Review. 2020 Mar;19(1):94-
106. 

36. Raskind IG, Shelton RC, Comeau DL, Cooper HL, Griffith 
DM and Kegler MC. A review of qualitative data 
analysis practices in health education and health 
behavior research. Health Education & Behavior. 
2019 Feb;46(1):32-9. 

37. Mezmir EA. Qualitative data analysis: An overview of data 
reduction, data display, and interpretation. Research 
on humanities and social sciences. 2020 Nov 
30;10(21):15-27. 

38. Adeoye BD and Olatunji OA. Awareness and knowledge 
about family planning and reproductive health: A 
descriptive study among some selected men in Ado 
Ekiti, Ekiti state. Gender & Behaviour. 2020 Sep 
1;18(3). 

39. Judith II, Ikenna UC and Bibian A. Knowledge and 
Practices of Family Planning Among Married Men in 
a Selected Rural Community. IOSR Journal of Dental 
and Medical Sciences. 2020;19(2):56-62. 

40. Akamike IC, Madubueze UC, Okedo-Alex IN, Anyigor CJ, 
Azuogu BN, Umeokonkwo CD and Mbachu CO. 
Perception, pattern of use, partner support and 
determinants of uptake of family planning methods 
among women in rural communities in Southeast 
Nigeria. Contraception and Reproductive Medicine. 
2020 Dec;5(1):1-8. 

41. Alagba AA. Attitudes and perceptions of males towards 
contraceptives services in Engela District of 
Ohangwena Region, Namibia (Master's thesis, 
Faculty of Health Sciences);2019. 

42. Thummalachetty N, Mathur S, Mullinax M, DeCosta K, 
Nakyanjo N, Lutalo T, Brahmbhatt H and Santelli JS. 
Contraceptive knowledge, perceptions, and concerns 
among men in Uganda. BMC public health. 2017 
Dec;17:1-9. 

43. Dougherty A, Kayongo A, Deans S, Mundaka J, Nassali F, 
Sewanyana J, Migadde E, Kiyemba R, Katali E, 
Holcombe SJ and Heil SH. Knowledge and use of 
family planning among men in rural Uganda. BMC 
Public Health. 2018 Dec;18:1-5. 

44. Zendehdel M, Jahanfar S, Hamzehgardeshi Z and Fooladi 
E. An Investigation into Long-acting Reversible 
Contraception: Use, Awareness, and Associated 



Kibonire and Mphuthi                                                                                              Men’s support for the LARCs 

African Journal of Reproductive Health February 2024; 28 (2): 65 

Factors. European Journal of Environment and Public 
Health. 2020 Mar 17;4(2):em0039.  

45. Luo Z, Gao L, Anguzu R and Zhao J. Long-acting reversible 
contraceptive use in the post-abortion period among 
women seeking abortion in mainland China: 
intentions and barriers. Reproductive health. 2018 
Dec;15:1-9. 

46. Mwaisaka J, Gonsalves L, Thiongo M, Waithaka M, Sidha 
H, Agwanda A, Mukiira C and Gichangi P. Exploring 
contraception myths and misconceptions among 
young men and women in Kwale County, Kenya. 
BMC public health. 2020 Dec;20(1):1-10. 

47. Melville C. Sexual and reproductive health at a glance. John 
Wiley & Sons; 2015 Sep 22. 

48. WHO/RHR & CCP. Family Planning: A Global Handbook 
for Providers, Baltimore and Geneva: CCP and 
WHO; 2018. 

49. Beckmann CR, Casanova R, Chuang A, Goepfert AR and 
Ling FW. Beckmann and Ling's obstetrics and 
gynecology. Wolters Kluwer; 2019. 

50. Boozalis MA, Tutlam NT, Robbins CC and Peipert JF. 
Sexual desire and hormonal contraception. Obstetrics 
and gynecology. 2016 Mar;127(3):563. 

51. Omar B, Larsson EC, Calza S and Osman F. Perceptions of 
family planning among some Somali men living in 
Sweden: A phenomenographic study. Sexual & 
Reproductive Healthcare. 2022 Jun 1;32:100732. 

52. Kriel Y, Milford C, Cordero J, Suleman F, Beksinska M, 
Steyn P and Smit JA. Male partner influence on 
family planning and contraceptive use: perspectives 
from community members and healthcare providers 
in KwaZulu-Natal, South Africa. Reproductive 
health. 2019 Dec;16(1):1-15. 

53. Caruso S, Palermo G, Caruso G and Rapisarda AM. How 
does contraceptive use affect women’s sexuality? A 
novel look at sexual acceptability. Journal of Clinical 
Medicine. 2022 Feb 3;11(3):810. 

54. Guida M, Farris M, Aquino CI, Rosato E, Cipullo L and 
Bastianelli C. Nexplanon subdermal implant: 
assessment of sexual profile, metabolism, and 
bleeding in a cohort of Italian women. BioMed 
Research International. 2019 Jan 31;2019:1-6. 

55. Boivin J, Carrier J, Zulu JM and Edwards D. A rapid 
scoping review of fear of infertility in Africa. 
Reproductive health. 2020 Dec;17:1-13. 

56. Endriyas M, Eshete A, Mekonnen E, Misganaw T and 
Shiferaw M. Where we should focus? Myths and 
misconceptions of long acting contraceptives in 
Southern Nations, Nationalities and People's Region, 
Ethiopia: qualitative study. BMC pregnancy and 
childbirth. 2018 Dec;18(1):1-6. 

57. Phethi C. A qualitative exploration on use of long acting 
reversible contraceptives among married women at 
Mzimba South District Hospital (Doctoral 
dissertation);2021. 

58. Sedlander E, Yilma H, Emaway D and Rimal RN. If fear of 
infertility restricts contraception use, what do we 
know about this fear? An examination in rural 
Ethiopia. Reproductive health. 2022 Jun;19(1):1-10. 

59. Damayanti R, Nisa H, Ariawan I, Titaley C, Dachlia D, 
Wahyuningrum Y and Storey D. Why don’t couples 
use the contraceptive that’s best for them? Social  

determinants of long acting and permanent 
contraceptive method use in Indonesia. Indian J 
Public Health Res Dev. 2019 Feb 1;10:617-622. 

60. Zimmerman LA, Sarnak DO, Karp C, Wood SN, Moreau 
C, Kibira SP and Makumbi F. Family planning beliefs 
and their association with contraceptive use 
dynamics: results from a longitudinal study in 
Uganda. Studies in family planning. 2021 
Sep;52(3):241-258. 

61. Cabral MA, Schroeder R, Armstrong EM, El Ayadi AM, 
Gürel AL, Chang J and Harper CC. Pregnancy 
intentions, contraceptive knowledge and educational 
aspirations among community college students. 
Perspectives on sexual and reproductive health. 2018 
Dec;50(4):181-188. 

62. Feng X, Shi S. Intrauterine Contraception Use among 
Women Receiving Post-Abortion Care in 
Guangzhou, China: A Cross-Sectional Study.2022. 
49(5: 117), pp. 1-6. 

63. Obare F, Odwe G and Cleland J. Men’s needs and women’s 
fears: gender-related power dynamics in 
contraceptive use and coping with consequences in a 
rural setting in Kenya. Culture, health & sexuality. 
2021 Nov 22;23(12):1748-1762. 

64. Bekele D, Surur F, Nigatu B, Teklu A, Getinet T, Kassa M, 
Gebremedhin M, Gebremichael B and Abesha Y. 
Contraceptive prevalence rate and associated factors 
among reproductive age women in four emerging 
regions of Ethiopia: a mixed method study. 
Contraception and Reproductive Medicine. 2021 
Dec;6(1):1-13. 

65. Adeagbo OA, Mullick S, Pillay D, Chersich MF, Morroni 
C, Naidoo N, Pleaner M and Rees H. Uptake and 
early removals of Implanon NXT in South Africa: 
Perceptions and attitudes of healthcare workers. 
South African Medical Journal. 2017;107(10):822-
826. 

66. Britton LE, Williams CR, Onyango D, Wambua D and 
Tumlinson K. “When it comes to time of removal, 
nothing is straightforward”: a qualitative study of 
experiences with barriers to removal of long-acting 
reversible contraception in Western Kenya. 
Contraception: X. 2021 Jan 1;3:100063: 1-11. 

67. Kassim M and Ndumbaro F. Factors affecting family 
planning literacy among women of childbearing age 
in the rural Lake zone, Tanzania. BMC public health. 
2022 Apr 4;22(1):646. 

68. Waniala I, Nakiseka S, Nambi W, Naminya I, Osuban Ajeni 
M, Iramiot J, Nekaka R and Nteziyaremye J. 
Prevalence, indications, and community perceptions 
of caesarean section delivery in Ngora District, 
Eastern Uganda: mixed method study. Obstetrics and 
gynecology international. 2020 Jul 20;2020: 1-11. 

69. Hoq MN. Influence of the preference for sons on 
contraceptive use in Bangladesh: A multivariate 
analysis. Heliyon. 2020 Oct 1;6(10):1-7. 

70. Takyi A, Sato M, Adjabeng M and Smith C. Factors That 
Influence Contraceptive Use Among Women Aged 
35-49 Years and Their Male Partners in Gomoa West 
District, Ghana: A Qualitative Study.2021: 1-15. 

71. Harrington R, Redman-MacLaren M, Harvey N, Puia M, 
Carlisle K and Larkins S. Barriers and enablers to  



Kibonire and Mphuthi                                                                                              Men’s support for the LARCs 

African Journal of Reproductive Health February 2024; 28 (2): 66 

using contraceptives for family planning at Atoifi 
Hospital, East Kwaio, Solomon Islands. Pacific 
Journal of Reproductive Health. 2020;1:586-597. 

72. Bitzer J and Mahmood TA, editors. Handbook of 
Contraception and Sexual Reproductive Healthcare. 
Cambridge University Press; 2022 Apr 7. 

73. Callahan TL and Caughey AB. Puberty, the menstrual 
cycle, and the menopause. Infertility and assisted 
reproductive technologies. Blueprints Obstetrics and 
Gynecology. 7th edition. Philadelphia: Wolters 
Kluwer Health. 2018:212-2. 

74. Sari DN. Sex preference on child and modern contraception 
use in fertile age women in Indonesia (analysis of 
IDHS 2017). J Biometrika dan Kependudukan. 2020 
Jul;9(1):77-86. 

75. Sowmya, Ansuya and Vinish V. Contraceptives utilization 
and barriers in Karnataka, Southern India: A survey 

on women residing in slums. Clinical Epidemiology 
and Global Health. 2020 Dec 1. doi: 
10.1016/j.cegh.2020.03.023. 

76. Mathys S. “Religion is Religion; My Life is My Life”: 
Religious Influences on Family Planning Decisions in 
Kapchorwa District, Uganda.2018. [Online] 
Available at: 
https://digitalcollections.sit.edu/isp_collection/2866/ 
[Accessed 19th January 2022]. 

77. Otim J. Contraceptive nonuse among women in Uganda: a 
comparative assessment of predictors across regions. 
BMC Women's Health. 2020 Dec;20:1-14. 

78. Kabagenyi A, Kakande P and Owayezu V. Demand for 
family planning among poor women in Uganda: 
further analysis of the demographic and health 
surveys. DHS Working Papers. 2019(152). 

  


